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FOREWORD

In modern times, improvements in knowledge and technological advances have greatly improved the
health of mother and children. However, the past decade was marked by limited progress in reducing
maternal mortality and a slow-down in the steady decline of childhood mortality observed since the
mid 1950s in many countries, the latter being largely due to a failure to reduce neonatal mortality.
Every year, over four million babies less than one month of age die, most of them during the critical
first week of life; and for every newborn who dies, another is stillborn. Most of these deaths are a
consequence of the poor health and nutritional status of the mother coupled with inadequate care
before, during, and after delivery. Unfortunately, the problem remains unrecognized or- worse- accepted
as inevitable in many societies, in large part because it is so common.

It is against this background that we are proud to present the document Pregnancy, Childbirth,
Postpartum and Newborn Care: A guide for essential practice, as new additions to the Integrated
Management of Pregnancy and Childbirth tool kit. The guide provides a full range of updated,
evidence-based norms and standards that will enable health care providers to give high quality care
during pregnancy, delivery and in the postpartum period, considering the needs of the mother and her
newborn baby.
We hope that the guide will be helpful for decision-makers, programme managers and health care
providers in charting out their roadmap towards meeting the health needs of all mothers and children.
We have the knowledge, our major challenge now is to translate this into action and to reach those
women and children who are most in need.

Recognizing the large burden of maternal and neonatal ill-health on the development capacity of
individuals, communities and societies, world leaders reaffirmed their commitment to invest in mothers
and children by adopting specific goals and targets to reduce maternal and childhood-infant mortality
as part of the Millennium Declaration.

FOREWORD

There is a widely shared but mistaken idea that improvements in newborn health require sophisticated
and expensive technologies and highly specialized staff. The reality is that many conditions that result
in perinatal death can be prevented or treated without sophisticated and expensive technology. What
is required is essential care during pregnancy, the assistance of a person with midwifery skills during
childbirth and the immediate postpartum period, and a few critical interventions for the newborn
during the first days of life.

Foreword

Dr. Tomris Türmen
Executive director
Family and Community Health (FCH)
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INTRODUCTION

The aim of Pregnancy, childbirth, postpartum and newborn care guide for essential practice (PCPNC) is
to provide evidence-based recommendations to guide health care professionals in the management of
women during pregnancy, childbirth and postpartum, and post abortion, and newborns during their first
week of life, including management of endemic diseases like malaria, HIV/AIDS, TB and anaemia.
All recommendations are for skilled attendants working at the primary level of health care, either at the
facility or in the community. They apply to all women attending antenatal care, in delivery, postpartum
or post abortion care, or who come for emergency care, and to all newborns at birth and during the first
week of life (or later) for routine and emergency care.
The PCPNC is a guide for clinical decision-making. It facilitates the collection, analysis, classification and
use of relevant information by suggesting key questions, essential observations and/or examinations,
and recommending appropriate research-based interventions. It promotes the early detection of
complications and the initiation of early and appropriate treatment, including timely referral, if
necessary.
Correct use of this guide should help reduce the high maternal and perinatal mortality and morbidity
rates prevalent in many parts of the developing world, thereby making pregnancy and childbirth safer.

INTRODUCTION

The guide is not designed for immediate use. It is a generic guide and should first be adapted to
local needs and resources. It should cover the most serious endemic conditions that the skilled birth
attendant must be able to treat, and be made consistent with national treatment guidelines and other
policies. It is accompanied by an adaptation guide to help countries prepare their own national guides
and training and other supporting materials.
The first section, How to use the guide, describes how the guide is organized, the overall content and
presentation. Each chapter begins with a short description of how to read and use it, to help the
reader use the guide correctly.

Introduction

The Guide has been developed by the Department of Reproductive Health and Research with
contributions from the following WHO programmes:
N
N
N
N
N
N
N
N
N

Child and Adolesscent Health and Development
HIV/AIDS
Nutrition for Health and Development
Essential drugs and Medicines Policy
Vaccines and Biologicals
Communicable Diseases Control, Prevention and Eradication (tuberculosis, malaria, helminthiasis)
Gender and Women’s Health
Mental Health and Substance Dependence
Blindness and Deafness

HOW TO READ THE GUIDE

How to read the guide
HOW TO READ THE GUIDE

Content
The Guide includes routine and emergency care
for women and newborns during pregnancy,
labour and delivery, postpartum and post
abortion, as well as key preventive measures
required to reduce the incidence of endemic and
other diseases like malaria, anaemia, HIV/AIDS
and TB, which add to maternal and perinatal
morbidity and mortality.
Most women and newborns using the services
described in the Guide are not ill and/or do not
have complications. They are able to wait in line
when they come for a scheduled visit. However,
the small proportion of women/newborns who
are ill, have complications or are in labour, need
urgent attention and care.
The clinical content is divided into six sections
which are as follows:
N

N
N
N
N
N

Quick check (triage), emergency management
(called Rapid Assessment and Management
or RAM) and referral, followed by a chapter on
emergency treatments for the woman.
Post-abortion care.
Antenatal care.
Labour and delivery.
Postpartum care.
Newborn care.

In each of the six clinical sections listed
above there is a series of flow, treatment and
information charts which include:
N

N
N
N

Guidance on routine care, including
monitoring the well-being of the mother and/
or baby.
Early detection and management of
complications.
Preventive measures.
Advice and counselling.

In addition to the clinical care outlined above,
other sections in the guide include:
N
N
N
N
N
N

Advice on HIV, prevention and treatment.
Support for women with special needs.
Links with the community.
Drugs, supplies, equipment, universal
precautions and laboratory tests.
Examples of clinical records.
Counselling and key messages for women and
families.

There is an important section at the beginning
of the Guide entitled Principles of good care
A1-A5 . This includes principles of good care
for all women, including those with special
needs. It explains the organization of each
visit to a healthcare facility, which applies to
overall care. The principles are not repeated
for each visit.

Recommendations for the management of
complications at secondary (referral)
health care level can be found in the following
guides for midwives and doctors:

N

Managing complications of pregnancy and
childbirth (WHO/RHR/00.7)
Managing newborn problems.

N

Documents referred to in this Guide can be
obtained from the Department of Making
Pregnancy Safer, Family and Community Health,
World Health Organization, Geneva, Switzerland.
E-mail: mpspublications@who.int.

N

Other related WHO documents can be
downloaded from the following links:

N

N
N

N

N

N

N

Medical Eligibility Criteria 3rd edition:
http://www.who.int/reproductive-health/
publications/mec/mec.pdf.
Selected Practice Recommendations 2nd
edition: http://www.who.int/reproductivehealth/publications/spr/spr.pdf.
Guidelines for the Management of Sexually
Transmitted Infections: http://www.who.
int/reproductive-health/publications/
rhr_01_10_mngt_stis/guidelines_mngt_stis.
pdf
Sexually Transmitted and other Reproductive
Tract Infections: A Guide to Essential Practice:
http://www.who.int/reproductive-health/
publications/rtis_gep/rtis_gep.pdf

N

N

N

Antiretroviral treatment of HIV infection in
infants and children in resource-limited
settings, towards universal access:
Recommendations for a public health
approach Web-based public review,
3–12 November 2005
http://www.who.int/hiv/pub/prev_care/en
WHO consultation on technical and
operational recommendations for scale-up
of laboratory services and monitoring HIV
antiretroviral therapy in resource-limited
settings. http://www.who.int/hiv/pub/prev_
care/en ISBN 92 4 159368 7
Malaria and HIV Interactions and their
Implications for Public Health Policy.
http://www.who.int/hiv/pub/prev_care/en:
ISNB 92 4 159335 0
Interim WHO clinical staging of HIV/AIDS and
HIV/AIDS case definitions for surveillance
African Region. http://www.who.int/hiv/pub/
prev_care/en Ref no:: WHO/HIV/2005.02
HIV and Infant Feeding. Guidelines for
decision-makers http://www.who.int/childadolescent-health/publications/NUTRITION/
ISBN_92_4_159122_6.htm
HIV and Infant Feeding. A guide for health-care
managers and supervisors http://www.who.
int/child-adolescent-health/publications/
NUTRITION/ISBN_92_4_159123_4.htm
Integrated Management of Adolescent and
adult illness
http://www.who.int/3by5/publications/
documents/imai/en/index.html

STRUCTURE AND PRESENTATION

This Guide is a tool for clinical decision-making.
The content is presented in a frame work of
coloured flow charts supported by information
and treatment charts which give further details
of care.

HOW TO READ THE GUIDE

The framework is based on a syndromic
approach whereby the skilled attendant
identifies a limited number of key clinical signs
and symptoms, enabling her/him to classify
the condition according to severity and give
appropriate treatment. Severity is marked in
colour: red for emergencies, yellow for less
urgent conditions which nevertheless need
attention, and green for normal care.

ASK, CHECK RECORD LOOK, LISTEN FEEL

1

2

Flow charts

Use of colour

The flow charts include the following information:
1. Key questions to be asked.
2. Important observations and examinations to
be made.
3. Possible findings (signs) based on information
elicited from the questions, observations and,
where appropriate, examinations.
4. Classification of the findings.
5. Treatment and advice related to the signs and
classification.

Colour is used in the flow charts to indicate the
severity of a condition.

“Treat, advise” means giving the treatment indicated
(performing a procedure, prescribing drugs or other
treatments, advising on possible side-effects and how to
overcome them) and giving advice on other important
practices.The treat and advise column is often crossreferenced to other treatment and/or information charts.
Turn to these charts for more information.

3

4

SIGNS

CLASSIFY

6
7
8

Structure and presentation

5
TREAT AND ADVISE

6. Green usually indicates no abnormal
condition and therefore normal care is given,
as outlined in the guide, with appropriate
advice for home care and follow up.
7. Yellow indicates that there is a problem that
can be treated without referral.
8. Red highlights an emergency which requires
immediate treatment and, in most cases,
urgent referral to a higher level health facility.

Key sequential steps
The charts for normal and abnormal deliveries
are presented in a framework of key sequential
steps for a clean safe delivery. The key sequential
steps for delivery are in a column on the left side
of the page, while the column on the right has
interventions which may be required if problems
arise during delivery. Interventions may be linked
to relevant treatment and/or information pages,
and are cross-referenced to other parts of the
Guide.

Treatment and information pages
The flow charts are linked (cross-referenced) to
relevant treatment and/or information pages in other
parts of the Guide. These pages include information
which is too detailed to include in the flow charts:

N
N
N
N

Treatments.
Advice and counselling.
Preventive measures.
Relevant procedures.

Information and counselling
sheets
These contain appropriate advice and
counselling messages to provide to the woman,
her partner and family. In addition, a section is
included at the back of the Guide to support the
skilled attendant in this effort. Individual sheets
are provided with simplified versions of the
messages on care during pregnancy (preparing a
birth and emergency plan, clean home delivery,
care for the mother and baby after delivery,
breastfeeding and care after an abortion) to be
given to the mother, her partner and family at the
appropriate stage of pregnancy and childbirth.
These sheets are presented in a generic format.
They will require adaptation to local conditions
and language, and the addition of illustrations
to enhance understanding, acceptability and
attractiveness. Different programmes may prefer
a different format such as a booklet or flip chart.

HOW TO READ THE GUIDE

Assumptions underlying the Guide
ASSUMPTIONS UNDERLYING THE GUIDE

Recommendations in the Guide are generic,
made on many assumptions about the health
characteristics of the population and the
health care system (the setting, capacity and
organization of services, resources and staffing).

N

Population and
endemic conditions

N

N
N
N

High maternal and perinatal mortality
Many adolescent pregnancies
High prevalence of endemic conditions:
¡ Anaemia
¡ Stable transmission of falciparum malaria
¡ Hookworms (Necator americanus and
Ancylostoma duodenale)
¡ Sexually transmitted infections, including
HIV/AIDS
¡ Vitamin A and iron/folate deficiencies.

N
N

N

Health care system
The Guide assumes that:
N Routine and emergency pregnancy, delivery and
postpartum care are provided at the primary
level of the health care, e.g. at the facility near
where the woman lives. This facility could be a
health post, health centre or maternity clinic.
It could also be a hospital with a delivery ward
and outpatient clinic providing routine care to
women from the neighbourhood.
N A single skilled attendant is providing care.
She may work at the health care centre, a
maternity unit of a hospital or she may go

N

N

N

to the woman's home, if necessary. However
there may be other health workers who receive
the woman or support the skilled attendant
when emergency complications occur.
Human resources, infrastructure, equipment,
supplies and drugs are limited. However,
essential drugs, IV fluids, supplies, gloves and
essential equipment are available.
If a health worker with higher levels of skill (at
the facility or a referral hospital) is providing
pregnancy, childbirth and postpartum care to
women other than those referred, she follows
the recommendations described in this Guide.
Routine visits and follow-up visits are
“scheduled” during office hours.
Emergency services (“unscheduled” visits) for
labour and delivery, complications, or severe
illness or deterioration are provided 24/24
hours, 7 days a week.
Women and babies with complications or
expected complications are referred for further
care to the secondary level of care, a referral
hospital.
Referral and transportation are appropriate for
the distance and other circumstances. They
must be safe for the mother and the baby.
Some deliveries are conducted at home,
attended by traditional birth attendants (TBAs)
or relatives, or the woman delivers alone (but
home delivery without a skilled attendant is
not recommended).
Links with the community and traditional
providers are established. Primary health care

N

N

services and the community are involved in
maternal and newborn health issues.
Other programme activities, such as
management of malaria, tuberculosis and
other lung diseases, treatment for HIV, and
infant feeding counselling, that require
specific training, are delivered by a different
provider, at the same facility or at the referral
hospital. Detection, initial treatment and
referral are done by the skilled attendant.
All pregnant woman are routinely offered HIV
testing and counselling at the first contact
with the health worker, which could be during
the antenatal visits, in early labour or in the
postpartum period.
Women who are first seen by the health worker
in late labour are offered the test after the
childbirth.
Health workers are trained to provide HIV
testing and counselling.
HIV testing kits and ARV medicines are
available at the Primary health-care

Knowledge and
skills of care providers
This Guide assumes that professionals using
it have the knowledge and skills in providing
the care it describes. Other training materials
must be used to bring the skills up to the level
assumed by the Guide.

Adaptation of the Guide
It is essential that this generic Guide is adapted
to national and local situations, not only within
the context of existing health priorities and
resources, but also within the context of respect
and sensitivity to the needs of women, newborns
and the communities to which they belong.
An adaptation guide is available to assist
national experts in modifying the Guide
according to national needs, for different
demographic and epidemiological conditions,
resources and settings. The adaptation guide
offers some alternatives. It includes guidance on
developing information and counselling tools so
that each programme manager can develop a
format which is most comfortable for her/him.
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These principles of good care apply to all contacts between the skilled attendant and all women and their babies; they are not repeated in
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Communicating with the woman
(and her companion)
N
N
N
N
N
N
N

N

Make the woman (and her companion) feel
welcome.
Be friendly, respectful and non-judgmental at
all times.
Use simple and clear language.
Encourage her to ask questions.
Ask and provide information related to her
needs.
Support her in understanding her options and
making decisions.
At any examination or before any procedure:
¡ seek her permission and
¡ inform her of what you are doing.
Summarize the most important information,
including the information on routine
laboratory tests and treatments.

Verify that she understands emergency signs,
treatment instructions, and when
and where to return. Check for understanding by
asking her to explain or demonstrate treatment
instructions.

Privacy and confidentiality
In all contacts with the woman and her partner:
N Ensure a private place for the examination
and counselling.
N Ensure, when discussing sensitive subjects,
that you cannot be overheard.
N Make sure you have the woman’s consent
before discussing with her partner or family.
N Never discuss confidential information about
clients with other providers, or outside the
health facility.
N Organize the examination area so that, during
examination, the woman is protected from the
view of other people (curtain, screen, wall).
N Ensure all records are confidential and kept
locked away.
N Limit access to logbooks and registers to
responsible providers only.

Prescribing and recommending
treatments and preventive
measures for the woman
and/or her baby
When giving a treatment (drug, vaccine, bednet,
condom) at the clinic, or prescribing measures to
be followed at home:
N Explain to the woman what the treatment is
and why it should be given.
N Explain to her that the treatment will not harm
her or her baby, and that not taking it may be
more dangerous.
N Give clear and helpful advice on how to take
the drug regularly:
¡ for example: take 2 tablets 3 times a
day, thus every 8 hours, in the morning,
afternoon and evening with some water and
after a meal, for 5 days.

N
N

N

N
N

N

Demonstrate the procedure.
Explain how the treatment is given to the baby.
Watch her as she does the first treatment in
the clinic.
Explain the side-effects to her. Explain that
they are not serious, and tell her how to
manage them.
Advise her to return if she has any problems or
concerns about taking the drugs.
Explore any barriers she or her family may
have, or have heard from others, about using
the treatment, where possible:
¡ Has she or anyone she knows used the
treatment or preventive measure before?
¡ Were there problems?
¡ Reinforce the correct information that
she has, and try to clarify the incorrect
information.
Discuss with her the importance of buying and
taking the prescribed amount. Help her to think
about how she will be able to purchase this.

WORKPLACE AND ADMINISTRATIVE PROCEDURES

Workplace
N
N
N

N
N

N
N

N
N

Keep records of equipment, supplies, drugs
and vaccines.
Check availability and functioning of essential
equipment (order stocks of supplies, drugs,
vaccines and contraceptives before they run out).
Establish staffing lists and schedules.
Complete periodic reports on births, deaths
and other indicators as required, according to
instructions.

Record keeping
N

N
N

Always record findings on a clinical
record and home-based record. Record
treatments, reasons for referral, and follow-up
recommendations at the time the observation
is made.
Do not record confidential information on the
home-based record if the woman is unwilling.
Maintain and file appropriately:
¡ all clinical records
¡ all other documentation.

International conventions
The health facility should not allow distribution
of free or low-cost suplies or products within the
scope of the International Code of Marketing
of Breast Milk Substitutes. It should also be
tobacco free and support a tobacco-free
environment.

PRINCIPLES OF GOOD CARE

N

Service hours should be clearly posted.
Be on time with appointments or inform the
woman/women if she/they need to wait.
Before beginning the services, check that
equipment is clean and functioning and that
supplies and drugs are in place.
Keep the facility clean by regular cleaning.
At the end of the service:
¡ discard litter and sharps safely
¡ prepare for disinfection; clean and disinfect
equipment and supplies
¡ replace linen, prepare for washing
¡ replenish supplies and drugs
¡ ensure routine cleaning of all areas.
Hand over essential information to the
colleague who follows on duty.

Daily and occasional
administrative activities

A3
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Standard precautions and cleanliness

A4

STANDARD PRECAUTIONS AND CLEANLINESS

Observe these precautions to protect the
woman and her baby, and you as the health
provider, from infections with bacteria and
viruses, including HIV.

Protect yourself from blood and
other body fluids during deliveries
¡ Wear gloves; cover any cuts, abrasions or
broken skin with a waterproof bandage;
take care when handling any sharp
instruments (use good light); and practice
safe sharps disposal.
¡ Wear a long apron made from plastic or
other fluid resistant material, and shoes.
¡ If possible, protect your eyes from splashes
of blood.

Wash hands
N

N

Wash hands with soap and water:
¡ Before and after caring for a woman
or newborn, and before any treatment
procedure
¡ Whenever the hands (or any other skin
area) are contaminated with blood or other
body fluids
¡ After removing the gloves, because they
may have holes
¡ After changing soiled bedsheets or clothing.
Keep nails short.

Wear gloves
N

N
N

N

Wear sterile or highly disinfected gloves when
performing vaginal examination, delivery, cord
cutting, repair of episiotomy or tear, blood
drawing.
Wear long sterile or highly disinfected gloves for
manual removal of placenta.
Wear clean gloves when:
¡ Handling and cleaning instruments
¡ Handling contaminated waste
¡ Cleaning blood and body fluid spills
Drawing blood.

Practice safe sharps disposal
N
N
N
N

N

Keep a puncture resistant container nearby.
Use each needle and syringe only once.
Do not recap, bend or break needles after
giving an injection.
Drop all used (disposable) needles, plastic
syringes and blades directly into this
container, without recapping, and without
passing to another person.
Empty or send for incineration when the
container is three-quarters full.

Practice safe waste disposal
N
N
N
N
N

Dispose of placenta or blood, or body fluid
contaminated items, in leak-proof containers.
Burn or bury contaminated solid waste.
Wash hands, gloves and containers after
disposal of infectious waste.
Pour liquid waste down a drain or flushable toilet.
Wash hands after disposal of infectious waste.

Deal with contaminated
laundry
N

N

Collect clothing or sheets stained with blood
or body fluids and keep them separately from
other laundry, wearing gloves or use a plastic
bag. DO NOT touch them directly.
Rinse off blood or other body fluids before
washing with soap.

Sterilize and clean contaminated
equipment
N

N

N

Make sure that instruments which penetrate
the skin (such as needles) are adequately
sterilized, or that single-use instruments are
disposed of after one use.
Thoroughly clean or disinfect any equipment
which comes into contact with intact skin
(according to instructions).
Use bleach for cleaning bowls and buckets,
and for blood or body fluid spills.

Clean and
disinfect gloves
N
N

N

N
N

Wash the gloves in soap and water.
Check for damage: Blow gloves full of air, twist
the cuff closed, then hold under clean water
and look for air leaks. Discard if damaged.
Soak overnight in bleach solution with 0.5%
available chlorine (made by adding 90 ml
water to 10 ml bleach containing 5% available
chlorine).
Dry away from direct sunlight.
Dust inside with talcum powder or starch.

This produces disinfected gloves. They are not
sterile.
Good quality latex gloves can be disinfected 5 or
more times.

Sterilize gloves
N

Sterilize by autoclaving or highly disinfect by
steaming or boiling.

ORGANIZING A VISIT
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Receive and
respond immediately
Receive every woman and newborn baby
seeking care immediately after arrival (or
organize reception by another provider).
N Perform Quick Check on all new incoming
women and babies and those in the waiting
room, especially if no-one is receiving them B2 .
N At the first emergency sign on Quick
Check, begin emergency assessment and
management (RAM) B1-B7 for the woman, or
examine the newborn J1-J11 .
N If she is in labour, accompany her to an
appropriate place and follow the steps as in
Childbirth: labour, delivery and immediate
postpartum care D1-D29 .
N If she has priority signs, examine her
immediately using Antenatal care,
Postpartum or Post-abortion care charts
C1-C19 E1-E10 B18-B22 .
N If no emergency or priority sign on RAM or not
in labour, invite her to wait in the waiting room.
N If baby is newly born, looks small, examine
immediately. Do not let the mother wait in the
queue.

N
N

Introduce yourself.
Ask the name of the woman.
Encourage the companion to stay with the woman.
Explain all procedures, ask permission,
and keep the woman informed as much as

Begin each routine visit
(for the woman and/or the baby)
N
N
N
N

Care of woman or baby referred for
special care to secondary level facility
N

N

Begin each emergency care visit
N
N
N
N

you can about what you are doing. If she is
unconscious, talk to the companion.
Ensure and respect privacy during
examination and discussion.
If she came with a baby and the baby is
well, ask the companion to take care of the
baby during the maternal examination and
treatment.

N

When a woman or baby is referred to a
secondary level care facility because of
a specific problem or complications, the
underlying assumption of the Guide is that,
at referral level, the woman/baby will be
assessed, treated, counselled and advised
on follow-up for that particular condition/
complication.
Follow-up for that specific condition will be
either:
¡ organized by the referral facility or
¡ written instructions will be given to the
woman/baby for the skilled attendant at
the primary level who referred the woman/
baby.
¡ the woman/baby will be advised to go for a
follow-up visit within 2 weeks according to
severity of the condition.
Routine care continues at the primary care
level where it was initiated.

N
N
N

N

Greet the woman and offer her a seat.
Introduce yourself.
Ask her name (and the name of the baby).
Ask her:
¡ Why did you come? For yourself or for your
baby?
¡ For a scheduled (routine) visit?
¡ For specific complaints about you or your
baby?
¡ First or follow-up visit?
¡ Do you want to include your companion or
other family member (parent if adolescent)
in the examination and discussion?
If the woman is recently delivered, assess the
baby or ask to see the baby if not with the mother.
If antenatal care, always revise the birth plan at
the end of the visit after completing the chart.
For a postpartum visit, if she came with the
baby, also examine the baby:
¡ Follow the appropriate charts according
to pregnancy status/age of the baby and
purpose of visit.
¡ Follow all steps on the chart and in relevant
boxes.
Unless the condition of the woman or the
baby requires urgent referral to hospital, give
preventive measures if due even if the woman
has a condition "in yellow" that requires
special treatment.

N

N

If follow-up visit is within a week, and if no
other complaints:
¡ Assess the woman for the specific condition
requiring follow-up only
¡ Compare with earlier assessment and
re-classify.
If a follow-up visit is more than a week after
the initial examination (but not the next
scheduled visit):
¡ Repeat the whole assessment as required
for an antenatal, post-abortion, postpartum
or newborn visit according to the schedule
¡ If antenatal visit, revise the birth plan.

During the visit
N
N
N
N

Explain all procedures,
Ask permission before undertaking an
examination or test.
Keep the woman informed throughout.
Discuss findings with her (and her partner).
Ensure privacy during the examination and
discussion.

At the end of the visit
N
N
N
N
N

Ask the woman if she has any questions.
Summarize the most important messages with her.
Encourage her to return for a routine visit (tell
her when) and if she has any concerns.
Fill the Home-Based Maternal Record (HBMR)
and give her the appropriate information sheet.
Ask her if there are any points which need to be
discussed and would she like support for this.
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Quick check

B2

QUI
CK CHECK
A person responsible for initial reception of women of
e and
childbearing
newbor
ns seeking
ag
care should:
assess the
eneral
g
condition of the er(s)
careseek
immediatelyrival
on ar
N periodically repeat this procedure if .the line is long
If a woman isyver
sick,talk to her companion.

B2

N

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Wh
y didou
y come?
¡ fo
ry
ourself?
¡ fo
r the bab
y?
N Ho
w old is they?
bab
N Wh
at is the concer
n?
N

Is the woman being wheeled
carr
ied in or
:
N bleedingaginally
v
N convu
lsing
N lookingery
v ill
N un
conscious
N insever
e pain
N inlabour
N deliver
y is imminent
Check if bab
y is or has:
N ve
rysmall
N convu
lsing
N br
eathing difficulty

CLASSIFY

orIf theoman
w
is or has:
EMERGENCY
N un
conscious (does not
wer
)ans
FOR W
OMAN
N convu
lsing
N bleeding
N sever
e abdominal pain
orlooks ery
v ill
N he
adache and visual disturbance
N sever
e difficultyathing
bre
N fever
N sever
e vomiting.
N
N

Imminent deliv
eryor
Labour

If the bab
y is or has:
verysmall
convu
lsions
difficult breathing
just bor
n
any mater
nal concer
n.

N

LABOUR

EMERGENCY
FOR BABY

N
N

QUICK CHECK

N

ROU
TINE CARE
Pregnantoman,
w or after deliv
ery
,
with no dang
er signs
Anewbor
n with no dang
er signs or
maternal
complaints.

N
N
N
N

N
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RAPID ASSESSMENTMANA
AND
GEMENT (RAM)

B3

FIRST ASSESS

MEASURE

TREATMENT

Do all emerg
ency steps beforeral
refer

AIRWA
Y AND
BREATHING
N
N

Verydifficult breathing or
Central anosis
cy

N
N

B9 .
Ma
nageairwa
y and breathing
Refer womanently
urg to hospi
tal* B17.

This may be pneumonia,
severe

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (1)

anaemia with thear
failur
e,
obstructed
breathing
, asthma.

Airway and breathing
Circulation and shock

CIRCULATION
(SHOCK)
N
N

Cold moist skin or
We
ak and fast pulse

N
N

Me
asure blood pressure
Count pulse

N

Always begin a clinical visit with Rapid assessment and management (RAM) B3-B7 :
¡ Check for emergency signs first B3-B6 .
If present, provide emergency treatment and refer the woman urgently to hospital.
Complete the referral form N2 .
¡ Check for priority signs. If present, manage according to charts B7 .
¡ If no emergency or priority signs, allow the woman to wait in line for routine care, according to pregnancy status.

Tr
ansfer
the o
wman to the labour ward.
Call for immediate assessm
ent.
Tr
ansfer
the bab
y to the treatment room for
immediatewborn
Ne careJ1-J11.
Ask the mo
ther to y.
sta

Keep theoman
w
and bab
y in the
waiting room for
routine care.

Use this char
t forapid
r
assessment and manag
ement (RAM) of all women of childbearing
e, and also
agfor women in, labour
on firs
t arrivaland periodically throughout
labour,
delivery
and the postpar
tum period.
Assess for all emerg
ency and priority signs and give appropriate
then
treatments,
refe
r the woman to hospital.-

EMERGENCY SIGNS

Perform Quick check immediately after the woman arrives B2 .
If any danger sign is seen, help the woman and send her quickly to the emergency room.

Tr
ansfer
wom
an to a treatment room for Rapid
assess
ment and manag
ementB3-B7.
N Call for help if needed.
N Reassure
the o
wman that
she will be en
takcare of
immediately.
N As
k her mpanion
co
to sta
y.
N

N
N

N

N

TREAT

IFemergency
for o
wman or bab
y or labour
, go toB3 .
IF noemergency
, go to rele
van
t section

Measure blood pressure.
Ifsystolic BP < 90 mmHg or pulse >110 perThis
minute:
may be haemor
rhagic shock,
Position the
oman
w on her
t side
lef with legs higher than chest. septic shock.
B9 .
Insertan IV line
B9 .
Givefluids rapidly
N Ifno
t able to inser
t peripher
al IV
, use alter
nativeB9 .
N Ke
ep her war
m (co
verher).
N Refer her urg
ently to hospital
* B17.
N
N
N

* But if bir
th is imminentging
(bul
, thin peri
neum during contractions,
visible
D1-D28
fetal head),
transferoman
w
to labour
room and proceed as
on.

NEXT
: Vag
inal bleeding

Rapid assessment and management
Airway
(RAM)
and breathing
, circulation
(shock) B3

QUI
CK CHECK,
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Rapid assessment and management
Vag
i(RAM)
nal bleeding

B4

B4

VAGI
NAL BLEEDING
N
N

Assess pre
gnancy status
Assess amount of bleeding

PREGNANCY
ATU
ST
S

BLEEDING

TREATMENT

EARLY
PREGNANCY
not ware
a
of pregnancy
, or not pregnant
(uterus
NOT
abov
e umbilicus)

B9 .
HEAVY
BLEEDING
N In
sertan IV line
This may be tion,
abor
B9 .
N Givefluids rapidly
Padorcloth soak
ed in < 5 minutes.
menorr
hagia,
ectopic egnancy.
pr
N Give0.2 mg erg
ometrine B10
IM.
N Repeat 0.2 mgometrine
erg
IM/IV
ifbleeding continues.
B15.
N Ifsu
spect possible complicated
tion,give
abor
appropria
te IM/IV antibiotics
N Refer womanently
urg to hospit
al B17.

B19.
Examineoman
w
as on
N Ifpr
egnancy not
ely,
lik
refer to other clinical guidelines.

LIGHT BLEEDING

N

LATE
PREGNANCY
(uterus
abov
e umbilicus)

ANY BLEEDINGANGEROUS
IS D

DO NO
T doaginal
v
examination,
but:
B9 .
N In
sertan IV line
B3 .
N Givefluids rapidly vy
if hea
bleed
ing or shock
N Refer womanently
urg to hospit
al* B17.

DURING LAB
OUR
before deliv
eryof bab
y

BLEEDING
MORE THAN
100 ML
SINCE LAB
OUR BEGAN

DO NO
T doaginal
v
examination,
but:
B9 .
Insertan IV line
B3 .
Givefluids rapidly vy
if hea
bleed
ing or shock
Refer womanently
urg to hospit
al* B17.

N
N
N

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (2)
Vaginal bleeding

This may be placenta
evia, pr
abruptio
placentae,
rup
tured
uterus.

This may be
placenta evi
pra,abruptio
placenta,
rup
tured
uterus.

* But if th
biris imminent (bulging
, thin perineum during
traction
con
s, visible
D1-D28
fetal head),
transferoman
w
to labour
room and proceed as
on.
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NEXT
: Vag
inal bleeding in postpar
tum

PREGNANCY
ATU
ST
S

BLEEDING

TREATMENT

POSTP
ARTUM
(bab
y is bor
n)

HEAVY
BLEEDING
N Call for extra help.
This may be uterine
y, aton
B10IM
N Pa
d or clothked
soain< 5
N Ma
ssageuterus
until it is hard and
e oxytocin
giv
10 IU
.
retained placen
ta,rup
tured
B9 and giv
N In
sertan IV line
e IV fluids
ithw20 IU oxytocin at 60 drops/minute.
minutes
uterus,
vaginal or vical
cer tear
.
N Co
nstant trickling of blood N Em
pty bladder
. Catheterize if necessar
y B12.
N Bleeding >250 ml or
ered
deliv
N Ch
eck and record BP andver
pulse
y 15 emin
utes and treat
ason B3 .
outside health centre and still
D12.
bleeding
N Wh
en uter
us is hard,
deliver
placentay b
controlled cord
ontracti
Check and ask if placenta is delivered
B11.
N Ifun
successful and bleeding continues,
remov
e place
nta manually and check placenta
B15.
N Giveappropriate IM/IV antibiotics
PLACENT
A NO
T DELIVERED
B17.
N Ifun
able to remo
veplacenta,
referoman
w
urg
ently to hospital
During transfer
, continue IV fluids with ox
20
ytocin
IU ofat 30 drops/minute.

PLACENT
A DELIVERED
B11
Check placenta

Check for perineal and lower
vaginal tears

N

IF PRESENT

N
N
N

Check if still bleeding
HEAVY
BLEEDING

N
N
N
N

CONTROLLED
BLEEDING

N
N

NEXT
: Convulsion
s or unconscious

Continue IV fluids with 20oxytocin
units of at 30 drops/minute.
Insertsecond IV line.
B10.
Apply bimanual uterine
oraortic compression
B15.
Giveappropriate IM/IV antibiotics
B17.
Refer woman ently
urg to hospital
Continue oxytocin infusion with 20 IU/litre of IV fluids at 20 drops/min
bleeding
for at
stops
least one hour after
B10.
Ob
serv
e closelyver
(e
y 30 minutes) forrs.
4Keep
hou nearb
y for 24 hour
s.If se
ver
e pallor
, refer to health
tre.
cen
Examine the
oman
w using
Assess the mother
er deliver
aft y D12.
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MEASURE

B6

TREATMENT

CONVULSIONS OR UNCONSCIOUS
N
N

Convu
lsing (no
w or recently),
or
Unconscious
Ifunconscious,
ask relativ
e
“has there been a recent
vulsion?”
con

N
N
N

Me
asure blood pressure
Me
asure temperature
Assess pregnancy status

Protect oman
w
from fall and
ury
. Ginj
et help.
Ma
nageairwa
y B9 .
After con
vulsion ends,
help w
oman onto her
side.
left
B9 .
N In
sertan IV line and
e fluid
givs slo
wly (30 drops/min)
B13.
N Givemagnesium sulphate
B14.
N Ifearlypr
egnancy,
givediazepam IV or rectally
N Ifdiastolic BP >110mm, g
of
iveHg
antih
ypertensiv
e B14.
N Iftemperature >38ºC,
orhistory
of fe
ver
, also giv
e treatment forerous
dang
fev
er (belo
w).
N Refer woman ently
urg to hospit
al* B17.
N

This may be eclampsia.

B6

N
N

Measure BP and temper
ature
N Ifdiastolic BP >110mm, g
of
iveHg
antih
ypertensiv
e B14.
N Iftemperature >38ºC,
orhistory
of fe
ver
, also giv
e treatment forerous
dang
fev
er (belo
w).
N Refer womanently
urg to hospit
al* B17.

Sever
e abdominal pain (not
malnor
labour)

N
N

Me
asure blood pressure
Me
asure temperature

N
N
N
N

Insertan IV line and
e fluid
givs B9 .
This may uptured
be r uterus,
Iftemperature more thangiv38ºC,
efirst dose of appropriate IM/IV obstructed
labour,
abrup
tio
B15.
antiobiotics
placenta,
puerper
al or postRefer womanently
urg to hospit
al* B17.
abortion
sepsis,
ectopic
B3see
pregnancy
.
Ifsystolic BP <90 mm Hg
.

DAN
GEROUS
FEVER
Fev
er (temperature more than 38ºC)
and an
y of:
Veryfast breathing
Stiff neck
Lethargy
Verywea
k/not able to stand

N

Me
asure temperature

N
N
N

N
N
N

N
N

B9 .
Insertan IV line
Givefluids slo
wlyB9 .
B15.
Givefirst dose of appropriate
IM
/IV anti
biotics
B16.
Giveartemether
IM(if notvai
a lable,givequinine IM) and glucose
Refer womanently
urg to hospit
al* B17.

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (4)
Convulsions
Severe abdominal pain
Dangerous fever

SEVERE ABDOMINAL
PAIN
N

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (3)
Vaginal bleeding: postpartum

Examine the tear andmine
deter
the deg
reeB12.
B17.
If third deg
ree tearvol
(in
ving rectum or anus),
refer o
wman urg
ently
to hospital
For other tears: apply pressure
verthe tear
oith
w a sterile pad
auze
or g
and put legs
ether.
tog
Donot crossnkles.
a
Check after 5 minutes,
ifbleeding persists repair B12
the. tear

Rapid assessment and management
Emergency
(RAM) signs
EMERGENCY SIGNS

B5

If placenta is compl
ete:
B10.
N Ma
ssageuterus
to expressy an
clots
B10.
N Ifut
erusremains soft,
giveergometrine
0.2 mg IV
DO NO
T giveergometrine
to w
omen withlampsia,
ec pre-eclam
psia or kno
wn ypertension.
h
N Co
ntinue IV fluids with
oxytocin/litr
20 IU e at 30 drops/minute.
N Co
ntinue massaging
usuter
till it is hard.
If placenta is incom
plete (or not
vailaable for inspection)
:
N Remov
e placental ments
frag B11.
B15.
N Giveappropriate IM/IV antibiotics
B17.
N Ifun
able to remo
ve,refer o
wman urg
ently
to hospital

Rapid assessment and management
Vag
i(RAM)
nal bleeding
: postpar
tum

This may be malaria,
meningitis,
pneumonia,
septicemia.

N

* But if bir
th is imminentging
(bul
, thin peri
neum during contractions,
visible
D1-D28
fetal head),
transferoman
w
to labour
room and proceed as
on.

NEXT
: Priority signs
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PRIORITY SIGNS

MEASURE

TREATMENT

LABOUR
N
N

Labour pains or
Ruptured membranes

N

Ma
nageas for Childbir
thD1-D28
.

N
N

C1-C18
Ifpregnant (and not in labour),
provide antenatal care
.
Ifrecently en
givbir
th,provide
postpartum
careD21. and E1-E10.
B20-B21
Ifrecent abor
tion,provide
post-abor
tion care
.
B19.
Ifearlypregnancy,
ornot aware of pregnancy
, check for ectopic
pregnancy

B7

OTH
ER D
ANGER SIGNS OR SYMPT
OMS
If an
y of:
Sever
e pallor
N Ep
igastric
or abdominal pain
N Sever
e headache
N Blurr
ed vision
N Fe
ver(temperature more than 38ºC)
N Br
eathing difficulty
N

N
N

Me
asure blood pressure
Me
asure temperature

N
N

IF NO EMERGENCY OR PRIORITY
, NONSIGNS
URGENT
N
N

Noemergency
signs or
Nopriority signs

N
N

C1-C18
Ifpregnant (and not in labour),
provide antenatal care
.
Ifrecently en
givbir
th,provide
postpartum
careE1-E10.

Rapid assessment and management
Priority
(RAM)signs

B7

RAPID ASSESSMENT AND
MANAGEMENT (RAM) (5)
priority signs
Labour
Other danger signs or symptoms
Non-urgent

Quick check, rapid assessment and management of women of childbearing age

B1

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

Quick check

B2

QUICK CHECK
A person responsible for initial reception of women of childbearing age and newborns seeking care should:
N assess the general condition of the careseeker(s) immediately on arrival
N periodically repeat this procedure if the line is long.
If a woman is very sick, talk to her companion.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

Why did you come?
for yourself?
for the baby?
How old is the baby?
What is the concern?

¡
¡
N
N

SIGNS

CLASSIFY

TREAT

Is the woman being wheeled or
carried in or:
N bleeding vaginally
N convulsing
N looking very ill
N unconscious
N in severe pain
N in labour
N delivery is imminent

If the woman is or has:
N unconscious (does not answer)
N convulsing
N bleeding
N severe abdominal pain or looks very ill
N headache and visual disturbance
N severe difficulty breathing
N fever
N severe vomiting.

EMERGENCY
FOR WOMAN

N

Check if baby is or has:
N very small
N convulsing
N breathing difficulty

N
N

If the baby is or has:
N very small
N convulsions
N difficult breathing
N just born
N any maternal concern.
N
N

for woman or baby or labour, go to
T IFIF emergency
no emergency, go to relevant section

Imminent delivery or
Labour

B3

.

Pregnant woman, or after delivery,
with no danger signs
A newborn with no danger signs or
maternal complaints.

N

Transfer woman to a treatment room for Rapid
assessment and management B3-B7 .
Call for help if needed.
Reassure the woman that she will be taken care of
immediately.
Ask her companion to stay.

LABOUR

N
N

Transfer the woman to the labour ward.
Call for immediate assessment.

EMERGENCY
FOR BABY

N

Transfer the baby to the treatment room for
immediate Newborn care J1-J11 .
Ask the mother to stay.

N
N

N

ROUTINE CARE

N

Keep the woman and baby in the waiting room for
routine care.

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

RAPID ASSESSMENT AND MANAGEMENT (RAM)
Use this chart for rapid assessment and management (RAM) of all women of childbearing age, and also for women in labour, on first arrival and periodically throughout
labour, delivery and the postpartum period. Assess for all emergency and priority signs and give appropriate treatments, then refer the woman to hospital.FIRST ASSESS

EMERGENCY SIGNS

MEASURE

TREATMENT

Do all emergency steps before referral

AIRWAY AND BREATHING
N
N

N
N

Very difficult breathing or
Central cyanosis

Manage airway and breathing B9 .
Refer woman urgently to hospital*

B17 .

This may be pneumonia, severe
anaemia with heart failure,
obstructed breathing, asthma.

CIRCULATION (SHOCK)
N
N

Cold moist skin or
Weak and fast pulse

N
N

Measure blood pressure
Count pulse

If systolic BP < 90 mmHg or pulse >110 per minute:
Position the woman on her left side with legs higher than chest.
Insert an IV line B9 .
Give fluids rapidly B9 .
If not able to insert peripheral IV, use alternative B9 .
Keep her warm (cover her).
Refer her urgently to hospital* B17 .

N
N
N
N
N
N

This may be haemorrhagic shock,
septic shock.

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on D1-D28 .

T NEXT: Vaginal bleeding
Rapid assessment and management (RAM) Airway and breathing, circulation (shock)

B3
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Rapid assessment and management (RAM) Vaginal bleeding

B4

VAGINAL BLEEDING
N Assess
N Assess

pregnancy status
amount of bleeding

PREGNANCY STATUS

BLEEDING

TREATMENT

EARLY PREGNANCY
not aware of pregnancy, or not pregnant
(uterus NOT above umbilicus)

HEAVY BLEEDING
Pad or cloth soaked in < 5 minutes.

N
N
N
N
N
N

Insert an IV line B9 .
Give fluids rapidly B9 .
Give 0.2 mg ergometrine IM B10 .
Repeat 0.2 mg ergometrine IM/IV if bleeding continues.
If suspect possible complicated abortion, give appropriate IM/IV antibiotics
Refer woman urgently to hospital B17 .

LIGHT BLEEDING

N
N

Examine woman as on B19 .
If pregnancy not likely, refer to other clinical guidelines.

ANY BLEEDING IS DANGEROUS

DO NOT do vaginal examination, but:
N Insert an IV line B9 .
N Give fluids rapidly if heavy bleeding or shock
N Refer woman urgently to hospital* B17 .

LATE PREGNANCY
(uterus above umbilicus)

DURING LABOUR
before delivery of baby

BLEEDING
MORE THAN 100 ML
SINCE LABOUR BEGAN

DO NOT do vaginal examination, but:
Insert an IV line B9 .
Give fluids rapidly if heavy bleeding or shock
Refer woman urgently to hospital* B17 .

N
N
N

B3

B3

This may be abortion,
menorrhagia, ectopic pregnancy.

B15 .

.

This may be placenta previa,
abruptio placentae, ruptured
uterus.

.

This may be
placenta previa, abruptio
placenta, ruptured uterus.

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on D1-D28 .

T NEXT: Vaginal bleeding in postpartum

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

PREGNANCY STATUS

BLEEDING

TREATMENT

POSTPARTUM
(baby is born)

HEAVY BLEEDING
N Pad or cloth soaked in < 5 minutes
N Constant trickling of blood
N Bleeding >250 ml or delivered outside
health centre and still bleeding

N

PLACENTA NOT DELIVERED

N
N
N
N

Check and ask if placenta is delivered

PLACENTA DELIVERED
Check placenta

Check for perineal and lower
vaginal tears

B11

IF PRESENT

N
N
N
N

Call for extra help.
Massage uterus until it is hard and give oxytocin 10 IU IM B10 .
Insert an IV line B9 and give IV fluids with 20 IU oxytocin at 60 drops/minute.
Empty bladder. Catheterize if necessary B12 .
Check and record BP and pulse every 15 minutes and treat as on B3 .
When uterus is hard, deliver placenta by controlled cord traction D12 .
If unsuccessful and bleeding continues, remove placenta manually and check placenta
Give appropriate IM/IV antibiotics B15 .
If unable to remove placenta, refer woman urgently to hospital B17 .
During transfer, continue IV fluids with 20 IU of oxytocin at 30 drops/minute.

This may be uterine atony,
retained placenta, ruptured
uterus, vaginal or cervical tear.

B11 .

If placenta is complete:
Massage uterus to express any clots B10 .
If uterus remains soft, give ergometrine 0.2 mg IV B10 .
DO NOT give ergometrine to women with eclampsia, pre-eclampsia or known hypertension.
N Continue IV fluids with 20 IU oxytocin/litre at 30 drops/minute.
N Continue massaging uterus till it is hard.
If placenta is incomplete (or not available for inspection):
N Remove placental fragments B11 .
N Give appropriate IM/IV antibiotics B15 .
N If unable to remove, refer woman urgently to hospital B17 .
N
N

N Examine the tear and determine the degree B12 .
N
N

If third degree tear (involving rectum or anus), refer woman urgently to hospital B17 .
For other tears: apply pressure over the tear with a sterile pad or gauze and put legs together. Do not cross ankles.
Check after 5 minutes, if bleeding persists repair the tear B12 .

HEAVY BLEEDING

N
N
N
N

Continue IV fluids with 20 units of oxytocin at 30 drops/minute. Insert second IV line.
Apply bimanual uterine or aortic compression B10 .
Give appropriate IM/IV antibiotics B15 .
Refer woman urgently to hospital B17 .

CONTROLLED BLEEDING

N
N
N

Continue oxytocin infusion with 20 IU/litre of IV fluids at 20 drops/min for at least one hour after bleeding stops B10 .
Observe closely (every 30 minutes) for 4 hours. Keep nearby for 24 hours. If severe pallor, refer to health centre.
Examine the woman using Assess the mother after delivery D12 .

Check if still bleeding

T NEXT: Convulsions or unconscious
Rapid assessment and management (RAM) Vaginal bleeding: postpartum

B5
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Rapid assessment and management (RAM) Emergency signs
EMERGENCY SIGNS

MEASURE

B6

TREATMENT

CONVULSIONS OR UNCONSCIOUS
N
N

Convulsing (now or recently), or
Unconscious
If unconscious, ask relative
“has there been a recent convulsion?”

N
N
N

Measure blood pressure
Measure temperature
Assess pregnancy status

N
N
N
N
N
N
N
N
N

Protect woman from fall and injury. Get help.
Manage airway B9 .
After convulsion ends, help woman onto her left side.
Insert an IV line and give fluids slowly (30 drops/min) B9 .
Give magnesium sulphate B13 .
If early pregnancy, give diazepam IV or rectally B14 .
If diastolic BP >110mm of Hg, give antihypertensive B14 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
Refer woman urgently to hospital* B17 .

This may be eclampsia.

Measure BP and temperature
If diastolic BP >110mm of Hg, give antihypertensive B14 .
If temperature >38ºC, or history of fever, also give treatment for dangerous
fever (below).
N Refer woman urgently to hospital* B17 .
N
N

SEVERE ABDOMINAL PAIN
N

Severe abdominal pain (not normal labour)

N
N

Measure blood pressure
Measure temperature

N
N

Insert an IV line and give fluids B9 .
If temperature more than 38ºC, give first dose of appropriate IM/IV
antiobiotics B15 .
Refer woman urgently to hospital* B17 .
If systolic BP <90 mm Hg see B3 .

This may be ruptured uterus,
obstructed labour, abruptio
placenta, puerperal or postabortion sepsis, ectopic
pregnancy.

N
N
N
N
N

Insert an IV line B9 .
Give fluids slowly B9 .
Give first dose of appropriate IM/IV antibiotics B15 .
Give artemether IM (if not available, give quinine IM) and glucose
Refer woman urgently to hospital* B17 .

This may be malaria,
meningitis, pneumonia,
septicemia.

N
N

DANGEROUS FEVER
Fever (temperature more than 38ºC)
and any of:
N Very fast breathing
N Stiff neck
N Lethargy
N Very weak/not able to stand

N

Measure temperature

B16 .

* But if birth is imminent (bulging, thin perineum during contractions, visible
fetal head), transfer woman to labour room and proceed as on D1-D28 .

T NEXT: Priority signs

QUICK CHECK, RAPID ASSESSMENT AND MANAGEMENT OF WOMEN OF CHILDBEARING AGE

PRIORITY SIGNS

MEASURE

TREATMENT

LABOUR
N
N

Labour pains or
Ruptured membranes

N

Manage as for Childbirth

D1-D28 .

N
N
N
N

If pregnant (and not in labour), provide antenatal care C1-C19 .
If recently given birth, provide postpartum care D21 . and E1-E10 .
If recent abortion, provide post-abortion care B20-B21 .
If early pregnancy, or not aware of pregnancy, check for ectopic pregnancy

N
N

If pregnant (and not in labour), provide antenatal care C1-C19 .
If recently given birth, provide postpartum care E1-E10 .

OTHER DANGER SIGNS OR SYMPTOMS
If any of:
Severe pallor
Epigastric or abdominal pain
Severe headache
Blurred vision
Fever (temperature more than 38ºC)
Breathing difficulty

N
N
N
N
N
N

N
N

Measure blood pressure
Measure temperature

B19 .

IF NO EMERGENCY OR PRIORITY SIGNS, NON URGENT
N
N

No emergency signs or
No priority signs

Rapid assessment and management (RAM) Priority signs

B7

B8

EMERGENCY TREATMENTS FOR THE WOMAN
EMERGENCY TREA
TMENTS FOR
THE O
WMAN

Eclampsia and pre-eclampsia (2)

B14

ECLAMPSIA AND
PRE-ECLAMPSIA (2)
Givediazepam

Giveappropriate
antihyper
tensive
drug

If con
vulsions occur ly
in pregnancy
ear
or
If magnesium sulphate toxicity occurs or magnesium
vailable.
sulphate is not a

If diastolic blood
sure
pres
is110-mmHg:
>
N Givehyd
ralazine 5 IV
mgslo
wly (3-4
minutes).
IfIVnot possibleegiv
IM.
N Ifdiastolic blood press
ure remains > 90 mmHg
, repeatthe dos
e at 30 minuteval
inter
s until
diastolic BP is around 90
. mmHg
N Dono
t giv
e more tha
n 20 mg to
in
tal.

Loading dose IV
Givediazepam 10 mgwly
IV slo
ver
o 2m
inutes.
Ifconvu
lsions recur
, repeat 10 .mg

N

B14

N

Maintenance dose
Givediazepam 40 mg in 500 ml IVmal
fluids
saline
(nororer’s
Ring
lactate) titrated
ver6o8 hours
to e
kep theoman
w
sedated but rousable.
Stop the maintenance dose if breathing <16 breaths/minute.
Assist entilation
v
if necessar
y with mask and
. bag
Donot giv
e more than 100 mg in 24 hours.
IfIVaccess is not possible
. during
(e.g con
vulsion),
givediazepam rectally
.

ECLAMPSIA AND
PRE-ECLAMPSIA (2)

N
N
N
N

Loading dose rectally
N Give20 mg (4 ml) in a 10 ml
e (or
syring
urinar
y catheter):
¡ Remov
e the needle,
lubricate therel
barand inser
t the syring
e into the rectu
m to half its h.
lengt
¡ Discharge
the contents and
vethe
lea syring
e in place,
holding the buttocks
ether
togfor 10
minutes toven
pre
t expulsion of ug.
the dr
N Ifconvu
lsions recur
, repeat 10 .mg
Maintenance dose
Giveadditional 10 mg (2
ver
ml)
y hour
e during transpor
t.
Diazepam
: vial containing 10 mg in 2 ml
IV
Rectally
10mg= 2ml
20mg= 4ml
10 mg = 2 ml
10 mg = 2 ml

Initial dose
Second dose

Insert
IV line ande giv
fluids
N Was
h hands with
oaps and water and put
ves
on
. glo

Ifthe w
oman is unconscious:
¡ Keep her on her back,
arms at the side
¡ Ti
lt her head backwards (unless trauma is suspected)
¡ Lift her chin to open
y airwa
¡ Inspect her mouth for foreign
y; remo
ve
bod
if found
¡ Clear secretions from throat.

N

Ifthe w
oman is not breathing:
¡ Ventilate with bag and mask until
ts breathing
she star spontaneously
Ifwo
man still has
reat
g difficulty breathing
, keep her propped
andup,
Refer the woman
ently
urg to hospital.

N
N

Givefluids at
rapid a
r teifshock,systolic BP<90 mmHg
, pulse>110/minute,
orheavyvaginal bleeding:
N Infuse 1 litre in 15-20
utesmin
(as rapid as possible).
N Infuse 1 litre in 30esminut
at 30 ml/minute.
Repeat if necessar
y.
N Monitor
ver
ey 15 minu
tes for
:
¡ blood pressure (BP)
nd puls
ae
¡ shortness
of breath
or puffiness.
N Reduce the infusion
ate tor 3 ml/mi
nute (1 litre in 6-8 hours)
hen pulse
w ws
sloto less than 100/
minute,
systolic BP increases
to 100 mmHg or.higher
N Reduce the infusion
ate tor 0.5 ml/
minute if breathing difficulty dev
or epuffiness
lops.
N Monitor urine output.
N Record time and nt
amou
of fluidsen.
giv

Givefluids at
slowate
r ifsever
e anaemia/se
ver
e preeclampsia
oreclampsia:
N Infuse 1 litre in 6-8
rs. hou

If intra
ven
ous access not possible
N
N

Giveoral reh
ydration solution (ORS)
y mouth
b if able toor
drink,
bynasogastric
(NG) tube
.
Qu
antity of ORS: 300 to
mlin
500
1 hour.

DO NO
T giveORS to aoman
w ho
w is unconscious or vulsions.
has con

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

B10

BLEEDING
Massage
uterus
and expel clots

If hea
vy postpar
tum bleeding persists after placenta
ered,orisuter
deliv
us is notellwcontrac
ted (is soft):
If hea
vy postpar
tum bleed
ing
Place cupped palm on uterine fundus and feel for state
.
of contraction
Ma
ssagefundus in a circular motion with cuppedus
palm
is ell
wuntil
contracted.
uter
Initial dose
Wh
en w
ell contracted,
place fing
ers behind fundus and wn
push
in do
one
wift
s action to expel clots.IM/IV: 10 IU
N Co
llect blood in a container placed close
a. Measure
to the vulv
or estimate blood
and record.
loss,

B10

Maximum
dose

Not more than 3 litres
IV
of fluids containing
IV infusion:
oxytocin
20 IU in 1 litre
If hea
vy postpar
tum bleeding persists despite uterine
e,oxytocin/erg
massag
ometrine treatment and at 60 drops/min
remov
al of placenta:
N We
ar sterile or clean
ves.glo
N In
troduce the right hand agina,
into the
clenched
v
fist,
with the back of the hand
d directe
posterior
ly
and the knuckles in the anterior
nix.
for
N Place the other hand on the abdomen behind
us andthe
squeeze
uter
the uter
us fir
mly betw
een the
If hea
vy bleeding in
ly ear
pregnancy
postpartum
or
bleeding (after oxytocin) but
twohands.
DO NO
T give if eclampsia,
pre-eclampsia,
orhypertension
N Co
ntinue compression until bleeding stops (no bleeding
sion if
is the
released).
compres
N Ifbleeding persists,
apply aor
tic compression and transpor
tw
oman to hospital.
Initial dose
Continuing dose
Maximum
dose
IM/IV:0.2 mg
IM: repeat 0.2 mg
Not more than
slowly
IM after 15 minutes
vyif hea 5 doses
(total 1.0 mg)
bleeding persists
If hea
vy postpar
tum bleeding persists despite uterine
e,oxytocin/ergometrine
massag
treatment and
remov
al of placenta:
N Feel for femoral pulse.
N Apply pressure
veabo
the umbilicus to stop bleeding
. Apply sufficient
essure
pr until femoral pulse is not felt.
N After finding
rect
corsite,
showassistant or relativ
e ho
w to apply pressure,
ifnecessary
.
N Continue pressure until bleeding
Ifbleeding
stops.persists,
keep applying pressure
hile transpor
w ting
wom
an to hospital.

Apply bimanual uterine compression

Giveergometrine

Apply aor
tic compression

Remov
e placenta and fragments manually
Ifplacenta not deliv
ered 1 hour after
ery
deliv
of the bab
y,OR
Ifheavyvaginal bleeding continues despite
e and
massag
oxytocinplacenta
and
cannot be
ered
deliv
bycontrolled cord traction,
orifplacenta is incomplete and bleeding
ontinues.c

N

N
N

N

Repeat oxytocinU10-I
IM/IV
.
Ma
ssagethe fundus of the
usuter
to encourag
e a tonic uterine contraction.
B15.
Giveampicillin 2 g IV/IM
Iffever>38.5°C,foul-smelling lochia or
y of
histor
upture
r
of membranes for 18 or al
more
so hours
B15
givegen
tamicin 80 mg
IM
.
Ifbleeding stops:
¡ givefluids slo
wly for at least 1 hour after
valofpl
remo
acenta.
Ifheavybleeding continues:
¡ giveergometrine
0.2 mg
IM
¡ give20 IU oxytocin
ineach litr
e of IV
luids
f and infuse rapidly
¡ Refer urg
ently to spital
ho B17.
During transpor
tation,
feel continuously
hethe
w
r uter
us is ell
w contracted (hard and
d).Ifroun
not,
massage
and repeat oxytocin 10. IU IM/IV
Provide bimanual or
ticaor
compression
ver
ife se
bleeding beforeduand
ring transpor
tationB10.

B11

N
N

If hours orys
daha
ve passed since deliver
y,or if the placenta is retaine
d due to constrictio
n ring
or closed cer
vix,it ma
y not be possible to put the hand into
us.DO
theNO
uter
T persist.
Refer
B17.
urgently
to hospital
If the placenta does notate
separ
from the uterine surface
y gentle
b sidew
aysmo
vement of the
finger
tips at the line ofvag
clea
e, suspect placenta accreta.
DONO
T persist in effor
ts to remove
B17.
placenta.
Refer urg
ently to hospital

B12

B12

REPAIR
THE TEAR AND
EMPTY BLADDER

Examine the tear and
mine
deter
the deg
ree:
¡ Th
e tear is small and
volved
inonly a
vginal mucosa and connectiv
e tissues anderlying
und
muscles (first or second
ree tear).
degIfthe tear is not bleeding
, leave the ound
w
open.
¡ Th
e tear is long and deep through the perineum
vol
vesthe anal
andsphincte
in r and rectal muco
sa
B17.
(third and th
four
deg
ree tear).
Coveritwi
th a clean padrefer
and the woman
ently
urgto hospital
N If first or second
reedeg
tear andvy
hea
bleeding persists afterpr
applying
essurever
o the w
ound:
¡ Suture the tear or refer for suturingvai
iflable
no one
withissuturing
a kills. s
¡ Suture the tear using
ersal
univ
precautions,
aseptic techniquesterile
and equipment.
¡ Use a needle holder andauge,
a 21
4 gcm,curv
ed needle.
¡ Use absorbable polyglycon suture material.
¡ Ma
kesure that the apex of the tear is reached
ou begin
before
suturing
.y
¡ Ensure that es
edg
of the tear match
ell.up w
DO NO
T suture if more than 12 hours ery
since
. Refer
deliv
woman to hospital.
N

Empty bladder
If bladder is distended
and the oman
w
is unable
pass
to urine:
Encourage
the o
wman to urinate.
If she is unableinate,
to ur
catheterize the bladder
:
¡ Wa
sh hands
¡ Clean urethral
eaar
with antiseptic
¡ Put on cleanves
glo
¡ Spread labia.
Clean area
again
¡ Insertcatheter up to 4 cm
¡ Me
asure urine and
ecord
ramount
¡ Remov
e catheter
.

Givemagnesium sulphate
If se
ver
e pre-eclampsia and eclampsia

B13
Important
considerations
incaring for
aw
oman with eclampsia
-eclampsia
or pre
N

N

N

If unable to give
, give
IV IM only (loading dose)
Give10 g of magnesium sulphate
e 5IM:
g (10
givml of 50% solution)
IMdeep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine
nge.in the same syri

N

If con
vulsions recur
After 15 minutes,
givean additional 2 g of magnesium sulphate
l of 20%
(10
solution)
m
IV
B14.
over20minutes.
If con
vulsions still continue,
givediazepam

N

If refer
raldelayedfor long
, or the woman is in late, labour
continue treatment:
N Give5 g of 50% magnesium sulphate solution IM ignocaine
with 1 ml
ver
of
ey 42%
hours
l
in
alternate
buttocks until 24 hoursthafter
or after
bir last
vulsion
con hichev
(w er is later).
N Monitor urine output: collect urine and measure
.
the quantity
N Before giving the next dose of magnesium
ensure:
sulphate,
¡ knee jerk is present
¡ urine output >100 ml/4 hrs
¡ respirator
y rate >16/min.
N DO NO
T givethe next doseyifofanthese signs:
¡knee jerk absent
¡urine output <100 ml/4 hrs
¡respirator
y rate <16/min.
N Record findings and
ugs giv
dr
en.

Eclampsia and pre-eclampsia (1)

N
N

Donot lea
vethe o
wman on her
wn.o
¡ Help her into the
ft side
le position andt protec
herom
fr fall and injur
y
¡ Place padded tong
ue blades betw
een her teeth to
ven
pre
t a tongue bite,
and secure it to
ven
pre
t
aspiration
DO( NO
T attempt this duringvulsion).
a con
GiveIV 20% magnesi
um sulphatewly
slover
o 20minutes.
Rapid injection can cause respirator
y
failure or death.
do
¡ Ifrespirator
y depre
ssion(breathi
ng less than 16/minute) occurs after magnesium
sulph
not giv
e an
y more magnesium sulphate.
Givethe antidote: calcium gluconate 1 g IV (10 ml
10% solution)
ver10
o minutes.
DO NO
T giveintrav
enous flui
ds rapidly
.
DO NO
T giveintrav
enously
50% magnesium sulphate without dilluting it to 20%.
Refer urg
ently to hospit
al unless deliv
eryis imminent.
¡ Ifdeliver
y imminent,
manageas in Childbir
th D1-D29and accom
panythe o
wman duri
ng
transpor
t
¡ Keep her in the
t side
lefposition
¡ Ifa convulsion
occurs during the
ney
jour
, givemagnesium sulphate and protect
all her
andfrom f
injury
.
Formu
lation of magnesiu
m sulphat
e
50% solutio
n:
vial contain
ing 5 g in 10(1g/2ml)
ml

IM
IV

5g
4g
2g

BLEEDING (3)
Repair the tear
Empty bladder

N
N

ECLAMPSIA AND
PRE-ECLAMPSIA (1)

IV/IM combined dose (loading dose)
N Insert
IV line ande giv
fluids wly
slo (nor
mal saline orer’s
Ring
lactate) —
B9 .
1 litre in 6-8 hours (3-ml/minute)
N Give4-g of magnesium sulphate (20 ml of 20%wly
solution)
ver
o 20mi
IV
nutes
slo
(woman
mayfeel war
m during injection).
AN
D:
N Give10 g of magnesium sulphate
e 5IM:
g (10
givml of 50% solution)
IMdeep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine
nge.in the same syri

Dosag
e/route

Frequency

Ampicillin

Vial containing 500 mg
wder:
as po First 2 g IV/IM then 1 g every6 hours
tobemixed with 2.5 ml sterile water
Gentamicin
Vial containing 40 mg/ml in 280
mlmg IM
every8 hours
Metronidazole Vial containing 500 mg in 100500
ml mg or 100 infusion
ml IV
ver
ey 8 hours
DONO
T GIVE IM

Erythr
omycin

Vial containing 500 mg
wder
as po

500
mg IV/IM

every6 hours

(if allerg
y to ampicillin)

B15

B16

B16

MALARIA
Givearthemeter
orquinine IM

Giveglucose IV

If dang
erous ver
fe orverysevere febrile disease
Arthemeter

1ml vial containing 80 mg/ml
2 ml vial containing 300 mg/ml
Leading dose for
3.2 mg/kg
20 mg/kg
assumed weight 50-60 2
kg
ml
4ml
Continue treatment
1.6 mg/kg
10 mg/kg
if unable to refer
1ml once daily for
ys**
3 da
2ml/8 hours for a totalys**
of 7 da
N
N

N
N

20% solutio
n: to mak
e 10 ml of 20%
ution,
sol
add 4 ml of 50% solution to 6 ml sterile water

10 ml and 1 ml 2% lignocaine
Not applicable
8 ml
20 ml
4 ml
10 ml

After receiving magnes
ium sulphateoman
a w feel flushing
, thirst,
headache,
nausea
orma
yv
omit.

B13

ECLAMPSIA AND
PRE-ECLAMPSIA (1)
Important considerations in caring for a
woman with eclampsia and pre-eclampsia
Give magnesium sulphate

MALARIA

If dang
erous ver
fe orverysevere febrile disease treated with quinine
Qu
inine*

Givethe loading dose of the most
e dr
ug,
effectiv
according to the national
. policy
Ifquinine:
¡ divide the required dose equally into 2 injections
e 1 in each
andanteri
giv
or thigh
¡ always
giveglucose with quinine.
B17.
Refer urg
ently to hospital
Ifdeliver
y imminent or unable to refer ,immediately
continue treatment ve
asand
aborefer after
deliver
y.

Give artemether or quinine IM
Give glucose IV

50% glucose solution* 25% glucose soluti
on 10%
glucose
solution
(5 ml/kg)
25-50 ml
50-10
0 ml
125-250 ml
N
N
N

Ma
kesure IV drip
unning
is r ell.
wGiveglucose
byslowIV push.
IfnoIVglucose isvai
alable,givesugar
waterybmouth
ornasogastr
ic tube.
Tomakesugar
water,
dissolve
4 le
velteaspoons ofar
sug
(20 g) in a ml
200
cup of clean .water

* 50%glucose solution is the same
50% dextrose
as
solution Th
or
is D50.
solu
tionis ir
ritating to
veins.Dilute it with anl quantity
equa
of sterile water or saline to produce 25% glucose

* These
dosages
are for quinine
ydrochloride.
dih
If quinine base,
give8.2 mg/kg
ver
e
y 8 hours.
** Discontinue parenteral treatment oman
as soon
is conscious
as w
aband
le towallow
s . Begin oral
treatment according to national guidelines.

Refer the
oman
w urg
ently to hospital
N
N
N

N

After emerg
ency manag
ement,
discuss decision with
omanwand relativ
es.
Qu
ickly org
anize transpor
t and possible financial aid.
Inform
the refer
ral centre if possible
y radio
b or phone.
Accompany
the o
wman if at all possible,
orsend:
¡ a healthorker
w trained in deliv
erycare
¡ a relativ
ew
ho can donate blood
¡ baby with the mother
, if possible
B17.
¡ essential emerg
ency ugs
dr and supplies
N2 .
¡ refer
ral note
During jour
ney:
¡ watch IV infusion
¡ if jour
neyis long
, giveappropriate treatment on
y the wa
¡ keeprecord of all IV fluids,
medicationsen,
giv
time of administratio
n and the
oman’s
w condition.

B17
Essential emerg
ency ugs
dr and supplies
for transpor
t and ho
me deliv
ery
Emergency
drugs
Oxytocin
Ergometrine
Magnesium sulphate
Diazepam (parenteral
)
Calcium gluconate
Ampicillin
Gentamicin
Metronidazole
Ringer’
s lactate
Emergency
supplies
IV catheters andgtubin
Glov
es
Sterile syring
es and needles
Urinar
y catheter
Antiseptic solution
Container for sharps
Bag for trash
Tor
ch and extra batter
y

Strength
and o
Frm
IU
10vial
0.2 mg vial
5 g vials (20 g)
10mg vial
1 g vial
500 mg vial
mg
80 vial
mg
500
vial
1 litre bottle

Quantit
y for car
ry
6
2
4
3
1
4
3
2
4 (ifdistant refer
ral)

2sets
2pairs,atleast,one pair sterile
5 sets
1
1 small bottle
1
1
1

If deliver
y is anticipated
onthe way
Soap,tow
els
2sets
Disposable deliv
erykit (blade,
3 ies)
t
2sets
Clean cloths (3) for
ving,
recei
drying and wrapping y
the bab
1set
Clean clothes for the
y bab
1set
Plastic bag for placenta
1 set
Resuscitation bag and mask for
y the bab
1set

Refer
the woman urgently to hospital

B11

Bleeding (3)

Prepar
ation

INFECTION
Give appropriate IV/IM antibiotics

Malaria

BLEEDING (2)
Remove placenta and fragments manually
After manual removal of the placenta

N
Technique
Wi
th the left hand,
hold the umbilical cord with the
Th
enclamp.
pull the cord
ently
g until it is
horizontal.
Insertright hand intoagina
the vand up into the
us. uter
Leavethe cord and hold the fundus with the left hand
ort
in
the
order
fundus
to supp
of the
usuter
and to pro
vide counter-traction during
val. remo
Mo
vethe fing
ers of the right hand
ways
side
until edg
e of the placenta
is located.
Detach the placenta from the implantation
yk
eeping
site
thebers
fingtightlyether
tog and using the
edgeof the handradually
to g
mak
e a space betw
een the placentathand
e uterine wall.
N Pr
oceedradually
g
all around the placental bed
holeuntil
placenta
the wis detached from the uterine
wall.
N Wi
thdraw
the right hand from us
theg
radually,
uter bringing the placenta
ith it.w
N Ex
plore the inside of the uterine
vity to ensure
ca
all placental
hastissue
been remo
ved.
N Wi
th the left hand,
provide counter-traction to the fundusabdomen
throughy the
b
pushing it in the
opposite direction of the hand that iswn.
being
This withdra
pre
ven
ts in
ver
sion of the us.
uter
N Ex
amine the uterine surface of the placenta to ensure
membranes
that lobes
are
and
complete.
If
anyplacental lobe or tissue fragments, eare
xplore
missing
ain
ag the uterine
vitycato remo
vethem.
N
N

Bleeding (2)

Givethe first dose of antibiotic(s) before
ral.If refer
refer
ral is dela
yedornot possible,
continue
antibiotics IM/IV for 48 hours
oman
after
isver
few
free.Then giv
e amoxicillinllyora
500 mg 3 times
daily until 7
ysda
of treatment completed.
B17.
Ifsigns persist or mother becomes
eak or has
w abdominal pain
tum,
postpar
refer urg
ently to hospital

Antibiotic

N

N

Repair the tear or episiotomy

N

REFER THE
OMAN
W
URGENTL
YT
O THE
HOSPITAL

After manual val
remo
ofthe placenta
N
N
N

Prepar
ation
Explain to the
oman
w the need for manual
valofremo
the placenta and
obtain her consent.
Insertan IV line.
Ifbleeding,
givefluids rapidly
. If not bleeding
, givefluids slo
wlyB9 .
Assist o
wman to
etgonto her back.
N Givediazepam (10-mg IM/IV).
N Clean vulv
a and perineal area.
N En
sure the bladder is. C
empty
atheterize if necessar
y B12.
N Wa
sh hands and forear
ms w
ell and put on long sterile
ves(and
gloan apronown
or if
gavailable).
N
N
N

BLEEDING (1)
Massage uterus and expel clots
Apply bimanual uterine compression
Apply aortic compression
Give oxytocin
Give ergometrine

N

Continuing dose
IM/IV: repeat 10 IU
after 20 minu
tes
ifheavybleeding
persists
IV infusion:
10 IU in 1 litre
at 30 drops/min

B15

Giveappropriate IV/IM antibiotics
N

CONDITION
ANTIBIO
TICS
N Sever
e abdominal pain
3 antibiotics
N Da
ngerous
fever/ver
y se
ver
e febrile diseaseN Am
picillin
N Co
mplicated abor
tion
N Gentamicin
N Ut
erine and fetal infection
N Me
tronidazole
N Po
stpartum
bleeding
2 antibiotics
:
N Am
picillin
¡ lasting > 24 hours
¡ occurr
ing > 24 hours after
erydeliv
N Gentamicin
N Up
per urinar
y tract infection
N Pn
eumonia
N Ma
nual remo
valofplacenta/fragments 1 antibiotic
:
N Risk of uterine and fetal infection N Am
picillin
N Inlabour > 24 hours

Infection

Giveoxytocin

N
N

N
N

INFECTION

B9

Bleeding (1)

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

Manage the airway and breathing
Insert IV line and give fluids

Givefluids at
moderate
rate ifsever
e abdominal pain,
obstructed
labour,
ectopic pregnancy
, dangerous
fever or deh
ydration:
N Infuse 1 litre in 2-3
rs. hou

Airway,
breathing and circulation

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

AIRWAY, BREATHING AND
CIRCULATION

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

N

N Clean oman’s
w
skin with
spirit at site for IV line.
N Insert
an intra
ven
ous line (IV
line) using a 16-18
auge
gneedle.
N Attach Ring
er’slactate or mal
nor sali
ne.Ensure infusion
unning
is r ell.
w

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

Manage
the airwa
y and breathing
If theoman
w
has
reat
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AIRWA
Y,BREATHING
AND CIRCULA
TION

N

This section has details on emergency treatments identified
during Rapid assessment and management (RAM) B3-B6 to be
given before referral.

N

Give the treatment and refer the woman urgently to hospital B17 .

N

If drug treatment, give the first dose of the drugs before referral.
Do not delay referral by giving non-urgent treatments.

Give diazepam
Give appropriate antihypertensive

N

N

EMERGENCY TREA
TMENTS FOR
THE O
WMAN

EMERGENCY TREATMENTS FOR THE WOMAN

Emergency treatments for the woman

B17

REFER THE WOMAN URGENTLY
TO THE HOSPITAL
Refer the woman urgently to the hospital
Essential emergency drugs and supplies
for transport and home delivery

AIRWAY, BREATHING AND CIRCULATION
Manage the airway and breathing

Insert IV line and give fluids

If the woman has great difficulty breathing and:
N If you suspect obstruction:
¡ Try to clear the airway and dislodge obstruction
¡ Help the woman to find the best position for breathing
¡ Urgently refer the woman to hospital.

N
N
N
N

Wash hands with soap and water and put on gloves.
Clean woman’s skin with spirit at site for IV line.
Insert an intravenous line (IV line) using a 16-18 gauge needle.
Attach Ringer’s lactate or normal saline. Ensure infusion is running well.

Give fluids at rapid rate if shock, systolic BP<90 mmHg, pulse>110/minute, or heavy vaginal bleeding:

EMERGENCY TREATMENTS FOR THE WOMAN

N

If the woman is unconscious:
¡ Keep her on her back, arms at the side
¡ Tilt her head backwards (unless trauma is suspected)
¡ Lift her chin to open airway
¡ Inspect her mouth for foreign body; remove if found
¡ Clear secretions from throat.

N Infuse 1 litre in 15-20 minutes (as rapid as possible).
N Infuse 1 litre in 30 minutes at 30 ml/minute. Repeat if necessary.
N Monitor every 15 minutes for:

If the woman is not breathing:
¡ Ventilate with bag and mask until she starts breathing spontaneously
If woman still has great difficulty breathing, keep her propped up, and
Refer the woman urgently to hospital.

N Reduce the infusion rate to 0.5 ml/minute if breathing difficulty or puffiness develops.
N Monitor urine output.
N Record time and amount of fluids given.

¡ blood pressure (BP) and pulse
¡ shortness of breath or puffiness.
N Reduce the infusion rate to 3 ml/minute (1 litre in 6-8 hours) when pulse slows to less than 100/

minute, systolic BP increases to 100 mmHg or higher.
N
N
N

Give fluids at moderate rate if severe abdominal pain, obstructed labour, ectopic pregnancy, dangerous
fever or dehydration:
N Infuse 1 litre in 2-3 hours.
Give fluids at slow rate if severe anaemia/severe pre-eclampsia or eclampsia:
N Infuse 1 litre in 6-8 hours.

If intravenous access not possible
N
N

Give oral rehydration solution (ORS) by mouth if able to drink, or by nasogastric (NG) tube.
Quantity of ORS: 300 to 500 ml in 1 hour.

DO NOT give ORS to a woman who is unconscious or has convulsions.

Airway, breathing and circulation

B9
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Bleeding (1)

B10

BLEEDING
Massage uterus and expel clots

Give oxytocin

If heavy postpartum bleeding persists after placenta is delivered, or uterus is not well contracted (is soft):
N Place cupped palm on uterine fundus and feel for state of contraction.
N Massage fundus in a circular motion with cupped palm until uterus is well contracted.
N When well contracted, place fingers behind fundus and push down in one swift action to expel clots.
N Collect blood in a container placed close to the vulva. Measure or estimate blood loss, and record.

If heavy postpartum bleeding

Apply bimanual uterine compression

IV infusion:
20 IU in 1 litre
at 60 drops/min

If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and
removal of placenta:
N Wear sterile or clean gloves.
N Introduce the right hand into the vagina, clenched fist, with the back of the hand directed posteriorly
and the knuckles in the anterior fornix.
N Place the other hand on the abdomen behind the uterus and squeeze the uterus firmly between the
two hands.
N Continue compression until bleeding stops (no bleeding if the compression is released).
N If bleeding persists, apply aortic compression and transport woman to hospital.

Apply aortic compression
If heavy postpartum bleeding persists despite uterine massage, oxytocin/ergometrine treatment and
removal of placenta:
N Feel for femoral pulse.
N Apply pressure above the umbilicus to stop bleeding. Apply sufficient pressure until femoral pulse is not felt.
N After finding correct site, show assistant or relative how to apply pressure, if necessary.
N Continue pressure until bleeding stops. If bleeding persists, keep applying pressure while transporting

woman to hospital.

Initial dose
IM/IV: 10 IU

Continuing dose
IM/IV: repeat 10 IU
after 20 minutes
if heavy bleeding persists
IV infusion:
10 IU in 1 litre
at 30 drops/min

Maximum dose
Not more than 3 litres
of IV fluids containing
oxytocin

Give ergometrine
If heavy bleeding in early pregnancy or postpartum bleeding (after oxytocin) but
DO NOT give if eclampsia, pre-eclampsia, or hypertension

Initial dose
IM/IV:0.2 mg
slowly

Continuing dose
IM: repeat 0.2 mg
IM after 15 minutes if heavy
bleeding persists

Maximum dose
Not more than
5 doses (total 1.0 mg)

Remove placenta and fragments manually
N
N

If placenta not delivered 1 hour after delivery of the baby, OR
If heavy vaginal bleeding continues despite massage and oxytocin and placenta cannot be delivered
by controlled cord traction, or if placenta is incomplete and bleeding continues.

EMERGENCY TREATMENTS FOR THE WOMAN

Preparation
Explain to the woman the need for manual removal of the placenta and obtain her consent.
Insert an IV line. If bleeding, give fluids rapidly. If not bleeding, give fluids slowly B9 .
Assist woman to get onto her back.
Give diazepam (10-mg IM/IV).
Clean vulva and perineal area.
Ensure the bladder is empty. Catheterize if necessary B12 .
Wash hands and forearms well and put on long sterile gloves (and an apron or gown if available).

After manual removal of the placenta
N
N
N
N

N
N
N
N
N
N
N

N

Technique
With the left hand, hold the umbilical cord with the clamp. Then pull the cord gently until it is
horizontal.
N Insert right hand into the vagina and up into the uterus.
N Leave the cord and hold the fundus with the left hand in order to support the fundus of the uterus
and to provide counter-traction during removal.
N Move the fingers of the right hand sideways until edge of the placenta is located.
N 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.
N Proceed gradually all around the placental bed until the whole placenta is detached from the uterine
wall.
N Withdraw the right hand from the uterus gradually, bringing the placenta with it.
N Explore the inside of the uterine cavity to ensure all placental tissue has been removed.
N With the left hand, provide counter-traction to the fundus through the abdomen by pushing it in the
opposite direction of the hand that is being withdrawn. This prevents inversion of the uterus.
N Examine the uterine surface of the placenta to ensure that lobes and membranes are complete. If
any placental lobe or tissue fragments are missing, explore again the uterine cavity to remove them.

N

N

N

Repeat oxytocin 10-IU IM/IV.
Massage the fundus of the uterus to encourage a tonic uterine contraction.
Give ampicillin 2 g IV/IM B15 .
If fever >38.5°C, foul-smelling lochia or history of rupture of membranes for 18 or more hours, also
give gentamicin 80 mg IM B15 .
If bleeding stops:
¡ give fluids slowly for at least 1 hour after removal of placenta.
If heavy bleeding continues:
¡ give ergometrine 0.2 mg IM
¡ give 20 IU oxytocin in each litre of IV fluids and infuse rapidly
¡ Refer urgently to hospital B17 .
During transportation, feel continuously whether uterus is well contracted (hard and round). If not,
massage and repeat oxytocin 10 IU IM/IV.
Provide bimanual or aortic compression if severe bleeding before and during transportation B10 .

N

If hours or days have passed since delivery, or if the placenta is retained due to constriction ring
or closed cervix, it may not be possible to put the hand into the uterus. DO NOT persist. Refer
urgently to hospital B17 .
If the placenta does not separate from the uterine surface by gentle sideways movement of the
fingertips at the line of cleavage, suspect placenta accreta. DO NOT persist in efforts to remove
placenta. Refer urgently to hospital B17 .

Bleeding (2)

B11
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Bleeding (3)

B12

REPAIR THE TEAR AND EMPTY BLADDER
Repair the tear or episiotomy

Empty bladder

Examine the tear and determine the degree:
¡ The tear is small and involved only vaginal mucosa and connective tissues and underlying
muscles (first or second degree tear). If the tear is not bleeding, leave the wound open.
¡ The tear is long and deep through the perineum and involves the anal sphincter and rectal mucosa
(third and fourth degree tear). Cover it with a clean pad and refer the woman urgently to hospital B17 .
N If first or second degree tear and heavy bleeding persists after applying pressure over the wound:
¡ Suture the tear or refer for suturing if no one is available with suturing skills.
¡ Suture the tear using universal precautions, aseptic technique and sterile equipment.
¡ Use a needle holder and a 21 gauge, 4 cm, curved needle.
¡ Use absorbable polyglycon suture material.
¡ Make sure that the apex of the tear is reached before you begin suturing.
¡ Ensure that edges of the tear match up well.
DO NOT suture if more than 12 hours since delivery. Refer woman to hospital.

If bladder is distended and the woman is unable to pass urine:
N Encourage the woman to urinate.
N If she is unable to urinate, catheterize the bladder:
¡ Wash hands
¡ Clean urethral area with antiseptic
¡ Put on clean gloves
¡ Spread labia. Clean area again
¡ Insert catheter up to 4 cm
¡ Measure urine and record amount
¡ Remove catheter.

N

ECLAMPSIA AND PRE-ECLAMPSIA (1)
Give magnesium sulphate
If severe pre-eclampsia and eclampsia

Important considerations in caring for
a woman with eclampsia or pre-eclampsia
N

EMERGENCY TREATMENTS FOR THE WOMAN

IV/IM combined dose (loading dose)
N Insert IV line and give fluids slowly (normal saline or Ringer’s lactate) —
1 litre in 6-8 hours (3-ml/minute) B9 .
N Give 4-g of magnesium sulphate (20 ml of 20% solution) IV slowly over 20 minutes
(woman may feel warm during injection).
AND:
N Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine in the same syringe.
If unable to give IV, give IM only (loading dose)
N Give 10 g of magnesium sulphate IM: give 5 g (10 ml of 50% solution) IM deep in upper outer
quadrant of each buttock with 1 ml of 2% lignocaine in the same syringe.
If convulsions recur
N After 15 minutes, give an additional 2 g of magnesium sulphate (10 ml of 20% solution) IV
over 20 minutes. If convulsions still continue, give diazepam B14 .
If referral delayed for long, or the woman is in late labour, continue treatment:
N Give 5 g of 50% magnesium sulphate solution IM with 1 ml of 2% lignocaine every 4 hours in
alternate buttocks until 24 hours after birth or after last convulsion (whichever is later).
N Monitor urine output: collect urine and measure the quantity.
N Before giving the next dose of magnesium sulphate, ensure:
¡ knee jerk is present
¡ urine output >100 ml/4 hrs
¡ respiratory rate >16/min.
N DO NOT give the next dose if any of these signs:
¡knee jerk absent
¡urine output <100 ml/4 hrs
¡respiratory rate <16/min.
N Record findings and drugs given.

Eclampsia and pre-eclampsia (1)

N

N
N
N

Do not leave the woman on her own.
¡ Help her into the left side position and protect her from fall and injury
¡ Place padded tongue blades between her teeth to prevent a tongue bite, and secure it to prevent
aspiration (DO NOT attempt this during a convulsion).
Give IV 20% magnesium sulphate slowly over 20 minutes. Rapid injection can cause respiratory
failure or death.
¡ If respiratory depression (breathing less than 16/minute) occurs after magnesium sulphate, do
not give any more magnesium sulphate. Give the antidote: calcium gluconate 1 g IV (10 ml of
10% solution) over 10 minutes.
DO NOT give intravenous fluids rapidly.
DO NOT give intravenously 50% magnesium sulphate without dilluting it to 20%.
Refer urgently to hospital unless delivery is imminent.
¡ If delivery imminent, manage as in Childbirth D1-D29 and accompany the woman during
transport
¡ Keep her in the left side position
¡ If a convulsion occurs during the journey, give magnesium sulphate and protect her from fall and
injury.
Formulation of magnesium sulphate

IM
IV

5g
4g
2g

50% solution:
vial containing 5 g in 10 ml (1g/2ml)

20% solution: to make 10 ml of 20% solution,
add 4 ml of 50% solution to 6 ml sterile water

10 ml and 1 ml 2% lignocaine
8 ml
4 ml

Not applicable
20 ml
10 ml

After receiving magnesium sulphate a woman feel flushing, thirst, headache, nausea or may vomit.
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Eclampsia and pre-eclampsia (2)

B14

ECLAMPSIA AND PRE-ECLAMPSIA (2)
Give diazepam

Give appropriate antihypertensive drug

If convulsions occur in early pregnancy or
If magnesium sulphate toxicity occurs or magnesium sulphate is not available.

If diastolic blood pressure is > 110-mmHg:
N Give hydralazine 5 mg IV slowly (3-4 minutes). If IV not possible give IM.
N If diastolic blood pressure remains > 90 mmHg, repeat the dose at 30 minute intervals until
diastolic BP is around 90 mmHg.
N Do not give more than 20 mg in total.

Loading dose IV
N Give diazepam 10 mg IV slowly over 2 minutes.
N If convulsions recur, repeat 10 mg.
Maintenance dose
Give diazepam 40 mg in 500 ml IV fluids (normal saline or Ringer’s lactate) titrated over 6-8 hours
to keep the woman sedated but rousable.
N Stop the maintenance dose if breathing <16 breaths/minute.
N Assist ventilation if necessary with mask and bag.
N Do not give more than 100 mg in 24 hours.
N If IV access is not possible (e.g. during convulsion), give diazepam rectally.
N

Loading dose rectally
Give 20 mg (4 ml) in a 10 ml syringe (or urinary catheter):
¡ Remove the needle, lubricate the barrel and insert the syringe into the rectum to half its length.
¡ Discharge the contents and leave the syringe in place, holding the buttocks together for 10
minutes to prevent expulsion of the drug.
N If convulsions recur, repeat 10 mg.
N

Maintenance dose
Give additional 10 mg (2 ml) every hour during transport.

N

Initial dose
Second dose

Diazepam: vial containing 10 mg in 2 ml
IV
Rectally
10 mg = 2 ml
20 mg = 4 ml
10 mg = 2 ml
10 mg = 2 ml

INFECTION
Give appropriate IV/IM antibiotics
N
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N

Give the first dose of antibiotic(s) before referral. If referral is delayed or not possible, continue
antibiotics IM/IV for 48 hours after woman is fever free. Then give amoxicillin orally 500 mg 3 times
daily until 7 days of treatment completed.
If signs persist or mother becomes weak or has abdominal pain postpartum, refer urgently to hospital B17 .

CONDITION
N Severe abdominal pain
N Dangerous fever/very severe febrile disease
N Complicated abortion
N Uterine and fetal infection
N Postpartum bleeding
¡ lasting > 24 hours
¡ occurring > 24 hours after delivery
N Upper urinary tract infection
N Pneumonia
N Manual removal of placenta/fragments
N Risk of uterine and fetal infection
N In labour > 24 hours

ANTIBIOTICS
3 antibiotics
N Ampicillin
N Gentamicin
N Metronidazole
2 antibiotics:
N Ampicillin
N Gentamicin

1 antibiotic:
N Ampicillin

Antibiotic

Preparation

Dosage/route

Frequency

Ampicillin

Vial containing 500 mg as powder:
to be mixed with 2.5 ml sterile water
Vial containing 40 mg/ml in 2 ml
Vial containing 500 mg in 100 ml

First 2 g IV/IM then 1 g

every 6 hours

80 mg IM
500 mg or 100 ml IV infusion

every 8 hours
every 8 hours

Vial containing 500 mg as powder

500 mg IV/IM

every 6 hours

Gentamicin
Metronidazole
DO NOT GIVE IM

Erythromycin
(if allergy to ampicillin)

Infection

B15
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Malaria

B16

MALARIA
Give arthemeter or quinine IM

Give glucose IV

If dangerous fever or very severe febrile disease

If dangerous fever or very severe febrile disease treated with quinine

Leading dose for
assumed weight 50-60 kg
Continue treatment
if unable to refer
N
N

N
N

Arthemeter

Quinine*

1ml vial containing 80 mg/ml
3.2 mg/kg
2 ml
1.6 mg/kg
1 ml once daily for 3 days**

2 ml vial containing 300 mg/ml
20 mg/kg
4 ml
10 mg/kg
2 ml/8 hours for a total of 7 days**

Give the loading dose of the most effective drug, according to the national policy.
If quinine:
¡ divide the required dose equally into 2 injections and give 1 in each anterior thigh
¡ always give glucose with quinine.
Refer urgently to hospital B17 .
If delivery imminent or unable to refer immediately, continue treatment as above and refer after
delivery.

* These dosages are for quinine dihydrochloride. If quinine base, give 8.2 mg/kg every 8 hours.
** Discontinue parenteral treatment as soon as woman is conscious and able to swallow. Begin oral
treatment according to national guidelines.

50% glucose solution*
25-50 ml
N
N
N

25% glucose solution 10% glucose solution (5 ml/kg)
50-100 ml
125-250 ml

Make sure IV drip is running well. Give glucose by slow IV push.
If no IV glucose is available, give sugar water by mouth or nasogastric tube.
To make sugar water, dissolve 4 level teaspoons of sugar (20 g) in a 200 ml cup of clean water.

* 50% glucose solution is the same as 50% dextrose solution or D50. This solution is irritating to
veins. Dilute it with an equal quantity of sterile water or saline to produce 25% glucose solution.

REFER THE WOMAN URGENTLY TO THE HOSPITAL
Refer the woman urgently to hospital
N
N
N
N
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N

After emergency management, discuss decision with woman and relatives.
Quickly organize transport and possible financial aid.
Inform the referral centre if possible by radio or phone.
Accompany the woman if at all possible, or send:
¡ a health worker trained in delivery care
¡ a relative who can donate blood
¡ baby with the mother, if possible
¡ essential emergency drugs and supplies B17 .
¡ referral note N2 .
During journey:
¡ watch IV infusion
¡ if journey is long, give appropriate treatment on the way
¡ keep record of all IV fluids, medications given, time of administration and the woman’s condition.

Refer the woman urgently to hospital

Essential emergency drugs and supplies
for transport and home delivery
Emergency drugs
Oxytocin
Ergometrine
Magnesium sulphate
Diazepam (parenteral)
Calcium gluconate
Ampicillin
Gentamicin
Metronidazole
Ringer’s lactate

Strength and Form
10 IU vial
0.2 mg vial
5 g vials (20 g)
10 mg vial
1 g vial
500 mg vial
80 mg vial
500 mg vial
1 litre bottle

Quantity for carry
6
2
4
3
1
4
3
2
4 (if distant referral)

Emergency supplies
IV catheters and tubing
Gloves
Sterile syringes and needles
Urinary catheter
Antiseptic solution
Container for sharps
Bag for trash
Torch and extra battery

2 sets
2 pairs, at least, one pair sterile
5 sets
1
1 small bottle
1
1
1

If delivery is anticipated on the way
Soap, towels
Disposable delivery kit (blade, 3 ties)
Clean cloths (3) for receiving, drying and wrapping the baby
Clean clothes for the baby
Plastic bag for placenta
Resuscitation bag and mask for the baby

2 sets
2 sets
1 set
1 set
1 set
1set
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Antenatal care
ANTENATAL CARE
N

Always begin with Rapid assessment and management (RAM) B3-B7 . If the woman has no
emergency or priority signs and has come for antenatal care, use this section for further care.

N

Next use the Pregnancy status and birth plan chart C2 to ask the woman about her present
pregnancy status, history of previous pregancies, and check her for general danger signs. Decide on
an appropriate place of birth for the woman using this chart and prepare the birth and emergency
plan. The birth plan should be reviewed during every follow-up visit.

N

Check all women for pre-eclampsia, anaemia, syphilis and HIV status according to the charts

N

In cases where an abnormal sign is identified (volunteered or observed), use the charts Respond to
observed signs or volunteered problems C7-C11 to classify the condition and identify appropriate
treatment(s).

N

Give preventive measures due

N

Develop a birth and emergency plan

N

Advise and counsel on nutrition C13 , family planning C16 , labour signs, danger signs
and follow-up visits C17 using Information and Counselling sheets M1-M19 .

N

Record all positive findings, birth plan, treatments given and the next scheduled visit in the homebased maternal card/clinic recording form.

N

Assess eligibility of ARV for HIV-positive woman

N

If the woman is HIV positive, adolescent or has special needs, see

C3-C6

.

C12 .
C14-C15 .

C19 .
G1-G11 H1-H4

.

C15 , routine
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ASSESS THE PREGNANT WOMAN:
PREGNANCY STATUS, BIRTH AND
EMERGENCY PLAN

Respond to obser
ved signs or volunteered problems (2)
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
IF FEVER OR BURNING ON
TION
URINA
N
N

Ha
veyouhad fe
ver
?
N Ifhistory
of fe
verorfeels hot:
asure axillar
y
Doyou ha
veburning
on urination? ¡ Me
temperature.
¡ Look or feel for stiff
ck. ne
¡ Look for letharg
y.
N Pe
rcuss flanks for
tenderness.

N

CLASSIFY

C8

TREAT
AND AD
VISE

C8

Fever>38°C and y
anof:
VERY
SEVERE FEBRILE N InsertIV line ande giv
fluids wly
slo B9 .
B15.
¡ veryfast breathing or
DISEASE
N Giveappropria
te IM/IV antibiotics
¡ stiff neck
N Giveartemet
her/quinineB16
IM.
B16.
¡ lethargy
N Giveglucose
¡ verywea
k/not able to stand.
N Refer urg
ently to hospita
l B17.
UPPER URINAR
Y TRA
CT
INFECTION

N
N
N

B15.
Giveappropria
te IM/IV antibiotics
F4 .
Giveappropria
te oral antimalarial
Refer urg
ently to hospita
l B17.

Fever>38°C or histor
y of ver
fe
(in last 48 hours).

MALARIA

N

F4 .
Giveappropria
te oral antimalarial
Ifnoimprov
ement in 2ysdaor condition
orse,
is w
refer to hospital.

Burning on urination.

LOWER
URINAR
Y TRA
CT
INFECTION

N

Fever>38°C and y
anof:
¡ Flank pain
¡ Burning on urination.

N

N

N

N
N
N

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (2)

Deve
lop a bir
th and emergency plan (1)
ANTENA
TALCARE

C2

ASSESS THE
PREGNANT
OMAN:
W
PREGNANCY
ATU
SST
, BIRTH AND
EMERGENCY
PLAN
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th and emerg
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Modify
visits.
the th
birplan if yan
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TALCARE
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TALCARE

Assess the pregnant woman
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y plan
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N

N
N

Blood pressure at the last visit?
N Me
asure blood pressure
sitting
in N
position.
N Ifdiastolic blood pressure
is≥90
N
mmHg,
repeat after 1 hour
rest.
N Ifdiastolic blood pressure
is still
≥90
mmHg,
ask theoman
w
if she has:
¡ sever
e headache
¡ blurr
ed vision
¡ epigastric
pain and
N
¡ check protein in urine.

N

CLASSIFY

Diastolic blood pressure
SEVERE
≥110 mmHg
and 3+ proteinuria,
or PRE-ECLAMPSIA
Diastolic blood pressure
≥90-mmHg on
o readings
tw
and 2+
proteinuria,
and an
y of:
¡ sever
e headache
¡ blurr
ed vision
¡ epigastric
pain.

C3

PRE-ECLAMPSIA
Diastolic blood pressure
90-110-mmHg on
o readings
tw
and
2+ proteinuria.
Diastolic blood pressure
≥90 mmHg on 2 readings.

HYPERTENSION

TREAT
AND AD
VISE

N
N

N
N

N

NO HYPERTENS
ION

N
N
N

F5 .
Giveappropria
te oral antibiotics
oman
to w
F5 .
Tr
eat par
tner with appropriate oral antibiotics
G2 condoms
Counsel on safer sex including use of
.

POSSIBLE
CANDID
A INFECTIO
N

N
N

Giveclotrima
zole F5 .
G2 condoms
Counsel on safer sex including use of
.

POSSIBLE
BACTERIA
L OR
TRICHOMO
NAS
INFECTION

N
N

Givemetronida
zole tooman
w F5 .
G2 .
Counsel on safer sex including
use of condoms

No treatment required.

NEXT
: Check for anaemia

C3

Assess the pregnant woman
Check for anaemia

C4

CHECK FOR
ANAEMIA
Screen all pre
gnant women atyever
visit.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Haemoglobin <7-g/dl.
AN
D/OR
N Sever
e palmar andunctival
conj
pallor or
N

N

An
y pallor with
y of
an
¡ >30 breaths perute
min
¡ tires easily
¡ breathlessness at rest

N

Haemoglobin 7-11-g/dl.
OR
Palmar or conjunctiv
al pallor
.

N

CLASSIFY

TREAT
AND AD
VISE

SEVERE
ANAEMIA

N

MODERATE
ANAEMIA

N
N

N

N

Haemoglobin >11-g/dl.
Nopallor.

NO CLINIC
AL
ANAEMIA

C4

CHECK FOR ANAEMIA

Revise bir
th plan so as toer
deliv
in a faci
lity with
blood
transfus
ion ser
vicesC2 .
N Givedouble
dose of iron (1 tablet twice daily)
F3 .
for 3 months
F3 .
N Co
unselon compliance with treatment
F4 .
N Giveappropria
te oral antimalarial
N Fo
llowup in 2eeks
w to check
nical
cli prog
ress,test
results,
and compliance with treatment.
N Refer urg
ently to hospita
l B17.

N

N

N
N

NEXT
: If signs sugg
esting HIV infection

Respond to obser
ved signs or volunteered problems (3)

C9

Respond to obser
ved signs or volunteered problems (4)

C10

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
IF SIGNS SUGGESTING HIV INFECTION

CLASSIFY

TREAT
AND AD
VISE

C10

(HIV status unknown)
Ha
veyoulost w
eight?
N Lo
ok for visible wasting
.
N Tw
o of these signs:
ight loss
Doyou ha
vefev
er?
N Lo
ok for ulcers and
hite w
patches in ¡ we
¡ fever>1 mo
nth
How
long (>1 month)?
the mouthush).
(thr
¡ diarr
hoea >1month.
N Ha
veyougot diar
rhoea (continuous
N Lo
ok at the skin:
OR
or inter
mittent)?
¡ Isthere a rash?
How
long,>1 mo
nth?
¡ Ar
e there blisters the
along
ribs N On
e of the abo
vesigns and
N Ha
veyouhad cough?
on one side of the
y? bod
¡ one or more other
gns si
or
How
long,>1 mo
nth?
¡ from a risk
roup.
g
N
N

STRONG
LIKELIHOOD
OF
HIV INFECTIO
N

Reinforce the need w
toHIV
knostatus and
visead
on
G2-G3
HIV testing and counselling
.
G3par
Counselon the benefits of testing
tner
the
.
G2 condoms
N Co
unsel on safer sex including use of
.
N Refer to
TB centre if cough.
N
N

IF SMOKING,
ALCOHOL ORUG
DRABUSE,
ORHISTOR
Y OF
VIOLENCE

Giveiron 1 tablet oncefordaily
3 month
s F3 .
F4 .
Counselon compliance with treatment

Counselon stopping smoking
N Fo
r alcohol/dr
ug abuse,
refer to specialized care
provide
rs.
N Fo
r counselling on violence,
see H4.
N

N
N

Discuss emerg
ency issue
s with the
oman
w and hertner/family:
par
¡ wh
ere will she
o? g
¡ how will the
yg
et there?
¡ how much it cost
will for vices
ser and transpor
t?
¡ can she star
t saving straight
way?
a
¡ wh
o willogwith her
for suppor
t duri
ng labour andery?
deliv
¡ wh
o will carehe
for
r home and other children?
Advise theoman
w
to askhe
for
lp from the community
, if neededI1–I3.
Ad
vise her to bring her
e-based
hom
maternal
record to the healthev
centre,
en for an emer
gen
cy visit
.

She should
o to
g the health centre
as soon as possible
ifany of the follo
wing signs:
N fever
.
N abdominal pain.
N feels ill.
N sw
elling of ers,
fingface,legs.

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (4)

Deve
lop a bir
th and emergency plan (2)

C15

Advise and counsel on family planning

C16

ADVISE
AND COUNSEL AMILY
ON FPLANNING
Counsel on the tance
imporof family plannin
g

C15 Advise on labour signs
Advise on danger signs
Discuss how to prepare for an emergency in
pregnancy

C16

Special considera
tions for
family planning counsel
ling during
pregnancy

Ifappropriate,
ask theoman
w
if she
ould
w lik
e her par
tner or another
ilyfam
member to be included
in the counselling session.
third trimeste
the r of pre
gnancy.
N Ex
plain that after
th,ifbir
she has sex and is notely
exclusiv
breastfeeding
, she can become pregnantCounselling should be given during
N Ifth
ew
oman chooses
female sterilization:
as soon as four
eeks
w after deliv
ery
. Therefore it is impor
tant to star
t thinkinglyear
on about
hatw
¡ can be perfor
med immediately postpar
tum if no sign of infection
family planning method
y willthe
use.
(ideally withinys,
7or
dadela
y for 6eeks).
w
¡ Ask about plans for
ving
hamore children.
Ifshe (and her tner)
par want more children,
advise that
¡ plan for deliv
eryin hos
pital or health centre
here the
w
y are trained to
ryout
car the procedure.
waiting at leastears
2-3 y
betw
een pregnancies is healthier
e mother
for thandd.chil
¡ ensure counsellin
g and infor
med consent prior to labour
ery
and
.
deliv
¡ Information
on w
hen to star
t a method afterery
deliv
willary
v depending
hether
w
aoman
w
is
N Ifth
ew
oman chooses
anintrauterin
e de
vice (IUD):
breastfeeding or not.
¡ can be inser
ted imme
diately postpar
tum if no sign
ofinfection (up to 48 hours,
ordelay4 w
eeks)
¡ Ma
kearr
angements
for theoman
w
to see a family planning
lor,or
counsel
counsel her directly
¡ plan for deliv
eryin hos
pital or health centre
here the
w
y are trained tot inser
the IUD
.
(see the Decision-making tool for family
viders
planning
and clients
pro for
mation
inforon
methods and on the counselling process).
N Co
unsel on safer sex including use of condoms for m
dual
sexually
protection
transmit
tedfro
G4 .
infections (STI) or HIV and. pregnancy
Promote especially if or
at STI
riskor
f HIV
N Fo
r HIV-positiv
ew
omen,
see G5 for family planning considerations
N He
r par
tner can decideve
toa ha
vasectomy (male sterilization)
y time.
at an
N

Method options for the non-breastfeeding woman
Can be used immediately tum
postpar Condoms
Progestogen-only
oral contraceptiv
es
Progestogen-only
injectables
Implant
Spermicide
Female sterilization
ithin
(w7 ys
daor dela
y6e
weks)
Copper IUD (immediat
ely follo
wing expulsion of
placenta or within
hours)
48
Delay3 weeks
Combined oral contrac
eptives
Combined injectables
Diaphragm
Fertility wareness
a
methods

CLASSIFY

TREAT
AND AD
VISE

Ha
veyoubeen tested for syphilis
during this pregnancy?
¡ Ifnot,perfor
m the rapid plasma
L5 .
reagin (RPR) test
N Iftest was positiv
e,hav
e you and
you
r par
tner been treated for
syphilis?
¡ Ifnot,and test is positiv
e,ask
“Are you allergic to penicillin?”

POSSIBLE SYPHILIS

N

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
IF COUGH OR BREA
THING DIFFICUL
TY

N

RPR test positiv
e.

CLASSIFY

Ho
w long ve
hayoubeen coughing?N Look for breathlessness.
Ho
w long ve
hayouhad difficulty in N Listen forheezing.
w
breathing?
N Me
asure temperature.
Doyou ha
vechest pain?
Doyou ha
veanyblood in sputum?
N Doyo
u smok
e?

At least 2 of the follow
ing signs:
Fever>38ºC.
Breathlessness.
N Ch
est pain.

B15.
POSSIBLE PNEUMON
IA
N Givefirst dose of appropriate
M/IV
antibiotics
I
N Refer urg
ently to hospita
l B17.

At least 1 of the follow
ing signs:
N Co
ugh or breathing
ulty
diffic
for >3eeks
w
N Blood in sputum
N Wh
eezing

POSSIBLE CHR
ONIC
LUNG DISEASE

N
N

Fever<38ºC,and
N Co
ugh <3eeks.
w

UPPER
RESPIRAT
ORYTRACT
INFECTION

N

TUBERCULOSIS

N

N
N
N

Givebenzathine benzylpenicillin
Ifallergy
IM.
, give
erythr
omycinF6 .
N Plan to treat the
wborn
ne K12.
N En
courag
ew
oman to bring her sexual
tnerfor
par
treatment.
N Co
unselon safer sex including use of condoms t
G2 .
prev
ent ne
w infection

N
N

N
N

RPR test neg
ative.

NO SYPHILIS

N

Counselon safer sex including use of condoms t
G2 .
prev
ent infection

TREAT
AND AD
VISE

C11

Refer to hospital for assessment.
Ifsever
ew
heezing,
refer urg
ently to hospital.

Advise safe,
soothing remed
y.
N Ifsm
oking,
counselto stop
smoking.

IF T
AKING ANTITUBERCULOSIS
UGS
DR
N
N

Ar
e you taking anti-tuberculosis
drugs?
If e
ys,since hen?
w
Does the treatment include injection
(streptomycin)?

N
N

Ta
king anti-tuberculo
sis dr
ugs.
Receiving injectable antituberculosis
ugs.
dr

Counsel on the importance of family planning
Special considerations for family planning
counselling during pregnancy

Method options for theeeding
breastfwoman
Can be used immediately
postpartum
Lactational amenor
rhoea
method (LAM)
Condoms
Spermicide
Female
sterilization (within
ys or
7 da
delay
6w
eeks)
Copper
IUD (within 48 hoursy or
4e
w
dela
eks)
Delay6 weeks
Progestogen-only
oral contraceptiv
es
Progesto
gen
-only injectables
Implants
Diaphragm
Delay6 months
Combined oral contraceptiv
es
Combined injectables
Fertility wareness
a
methods

ANTENA
TALCARE

N

NEXT
: Check for HIV status

Assess the pregnant woman
Check for syphilis

Assess the pregnant woman
Check for HIV status

C6

CHECK FOR HIV
ATU
ST
S
Test and counsel allgnant
pre women for HIV at the first antenatal
Check status
visit. at ever
y visit.
Inform the
omen
w that HIV test will be done routinely
hat sheand
mayt refuse V
the
test.
HI

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

G2 .
Provideeyk infor
mation on HIV
N Per
form
the Rapid HIViftest
not
N Wh
at is HIV and
w ho
is HIV transmit-perfor
med in this pregnanc
y L6 .
ted G2 ?
N Ad
van
tageof kno
wing the HIV status
G2 .
in pregnancy
N Ex
plain about HIV testing and
counselling including confidentiality
G3 .
of the result

HIV-POSITI
VE

N

N

Positive
HIV-positive.

Ask the woman:
N Ha
veyoubeen tested for HIV?
¡ If not: tell her that she will be
tested for, HIV
unless she refuses.
¡ If e
ys: Check result.
(Explain to
her that she has a right not to
disclose the result.)
¡ Ar
e you takingyan
AR
V?
¡ Check AR
V treatment plan.
N Ha
s the par
tner been tested?
N

NegativeHIV test.

HIV-NEGATIVE

C6

CHECK FOR HIV STATUS

Counsel on implications
ofa positi
vetest G3 .
If HIV ser
vices vai
a lable:
N Refer the oman
w
to HIVvices
ser for ther
fur
assess
ment.
N As
k her to
returnin 2 eeks
w
with her documents.
If HIV ser
vices are not
vailaable:
N De
termine
the se
ver
ity of the diseaseasand
sess
eligibil
ity for
ARVsC19.
N Giveher appro
priate AR
V G6 , G9 .
Forall women:
N Support
adherenceARV
to G6 .
G7 .
N Co
unselon infant feeding options
N Pr
ovide additional care for
positive
HIVwom
an G4 .
G4 .
N Co
unselon family planning
G2 condoms
N Co
unsel on safer sex including use of
.
N Co
unsel on benefits of disclosure
volving)(in
and
testing hertner
parG3 .
N Pr
ovide suppor
t to the HIV-positiv
ew
omanG5 .

ANTENA
TALCARE

C5

NEXT
: Giveprev
entive
measures

Respond to obser
ved signs or volunteered problems (5)

C11

Give
pre
ventive
Antenatal
caremeasures

C12

GIVE PREVENTIVE MEASURES
ASSESS
, CHECK RECORD
N

Check tetanus toxoid (TT) immunization status.

She refuses thet or
tesis not willin
g
UNKNOWN
HIV ST
ATU
S
to disclose the result
vious
of pre
test or no test results
vailable.
a

N
N

Givetetanus toxoid
dueifF2 .
IfTT1
, plan to giv
e TT2
at next visit.

N

Check o
wman’s
supply of the prescribed dose of iron/folate

N

F3 . and safety
Give3 month’
s supply of iron and counsel on compliance

Check h
wen last dose of mebendazole
en.
giv

N

F3 .
Givemebendazole once ind secon
or third trimester

N
N

Check h
wen last dose of an antimalarial
en.
giv
Ask if she (and children) are sleeping under insecticide
. treated bednets

N
N

F4 .
Giveintermittent
prev
entiv
e treatment in second
and third trimesters
Encourage
sleeping under insecticide
treated bednets.

Encourag
e the woman to bring tner
her par
or family member to at least 1 visit.

Routine antenatal care visits
1st visit
2nd visit
3rd visit
4th visit

Before 4 months
6months
8months
9months

12-16 eeks
w
24-28
week
s
30-32
week
s
36-38
week
s

HOME DELIVERY WITHOUT A
SKILLED ATTENDANT

Retur
n in:
1w
eek if >8 months
gnant
pre
2w
eeks
2w
eeks after HIV gtestin

Advise
on care
routine and follow-up visits
Antenatal

C17

Antenatal care

C18

HOME DELIVER
Y WITHOUT
SKILLED
A
TTENDANT
A
Reinforce
the impor
tance of deliver
y with a skilled
thbir
attendant

Instruct
mother and family on
clean and saferery
deliv
at home

Advise
to a
void har
mful practices

If theoman
w
has chosen to
erdeliv
at home without a skilled re
attendant,
view
these simple
instructions
with the
oman
w and family members.
N Givethem a disposable
ery
deliv
kit and explain
w to
house it.
Tell her/them:
N Toen
sure a clean ery
deliv
surface for the
th.bir
N Toen
sure that the attendant should wash her handsand
with
soap
clean
before/afte
water
r
touching mother/bab
y.She should also
eepkher nails clean.
N To
, after deliv
ery
, place the bab
y on the mother’
s chest with skin-to-ski
n contact and wipe the
y’s bab
eyes using a clean cloth for
ye.each e
N Toco
verthe mother and the
y. bab
N Touse the ties and razor blade from the disposable
erykit to tie
deliv
and cut the
Th
ecord.
cord is cut
whe
n it stops pulsating
.
N Todr
y the bab
y after cutting theTocord.
wipe clean but not bathe
babythe
until after 6 hours.
N Towa
it for the placenta er
to on
deliv
its
wn.
o
N Tostartbreastfeeding
henwthe bab
y sho
ws signs of readiness,
within the first hour th.
after bir
N ToNO
T lea
vethe mother alone for the first 24 hours.
N Toke
ep the mother and
y war
bab
m.Todress or wrap the
y,including
bab
they’s
bab
head.
N Todispose of the placentarect,
in a
safe
corand culturally appropriate
manner (bur
n or bur
ry).

First visit
C14.
Develop a bir
th and emerg
ency plan
C13.
Counsel on nutrition
K2 .
Counsel on impor
tance of exclus
ivebreastfeeding
Counsel on stopping
oking
sm and alcohol ug
andabuse.
dr
Counsel on saferncluding
sex i use of condoms.

N
N

Third trimester
Counsel on family
nning
plaC16.

For example:
NOTtouse local medi
cations to hasten .labour
NOTtowait for waters
o stop
t before
oing
g to health facility
.
NOTtoinsertanysubstances intovag
the
ina dur
ing lab
our or after ery
deliv
.
NOTtopush on the abdom
en during labour or
ery
. deliv
NOTtopull on the cord
o deli
tverthe placenta.
NOTtoput ashes,
cow dung or other
bstance
su on umbilical cord/stump.

Instruct mother and family on clean and safer
delivery at home
Advise to avoid harmful practices
Advise on danger signs

Encourage
helpful traditional practices:

____________________________________________________________________
____________________________________________________________________
Advise
on dang
er signs
If the mother or
y has
baban
y of the
se signs,
she/the
y musto gto the health centre
immediately,
day or night,
WI
THOUTaiting
w
Mother
N Wa
ters break andnnot
labou
ir after 6 hours.
N La
bour pains/contr
actions continue for more than 12 hours.
N He
avybleeding after ery
deliv
(pad/cloth soak
ed in less
than 5 minutes).
N Bleeding increases.
N Placenta not expelled
hour1afte
r bir
th of the bab
y.
Baby
Verysmall.
Difficulty in breathing
.
Fits.
Fever
.
Feels cold.
Bleeding.
Not able to feed.

N
N

C18

Follo
w-up visits
If the problem
as:w
Hypertension
Severe anaemia
HIV-positive

N
N

G2 condoms
Counsel on safer sex including use of
.
benefits vol
ofving
in and testi
ng the

ADVISE ON ROUTINE AND
FOLLOW-UP VISITS

N
N

N

Counselon
G3 .
partner

C17

All pregnant
omen
w should
veha
4 routine antenatal visits.
First antenatal contact shouldlybe
inas
pregnancy
ear
as possible.
During the last visit,
inform
the o
wman to retur
n if she does noterdeliv
within eeks
2 w after the
expected date ofery
deliv
.
Mo
re frequent visits or different schedules
y be required
ma according
to national malaria
orHIV
policies.
N Ifwo
men are HIV-positiv
e ensure a visiteen
betw
26-28
eeks.
w
N
N

All visits
N Re
view
and update
he tbir
th and
emergency
plan accordingw
tofindings
ne C14-C15
.
C17
N Ad
vise onhen
w to seek care:
¡ routine visits
¡ follow-up
visits
¡ dangersigns.

Counsel on implication
s of a ne
gative testG3 .
Counsel on the impor
tance of ying
sta neg
ativeby
G2 .
practising saferincluding
sex,
use of condoms
N Co
unsel on benefitsvol
of
ving
in and testing the
G3 .
partner
N
N

GIVE PREVENTIVE MEASURES

TREAT
AND AD
VISE

N

N

N

C12

Advise and counsel gnant
all prewomen atyever
antenatal care visit.

ADVISE
ON O
R UTINE AND
FOLLO
W-UP VISITS

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (5)
If cough or breathing difficulty
If taking anti-tuberculosis drugs

Ifanti-tubercular treatment includes streptomy
(injection),
refer the
oman
w to district
hospital for
revision
of trea
tment as streptomycin is ototoxic t
the fetus.
Iftreatment does not include streptomycin,
assure
the o
wman that the
ugsdrare notmful
har to her
baby,and urg
e her to continue treatment for a
succes
sful outcome of pregna
ncy.
Ifher sputu
m isTB positiv
e within 2 monthsery
of, deliv
plan to egiv
INH proph
ylaxis to the
wborn
ne K13.
N Reinforce vice
ad on HIV testing and counselling
G2-G3.
N Ifsm
oking,
counselto stop
smoking.
N Ad
vise to screen immed
iate family members and
closecontacts for tuberculosis.
N

N
N
N

Record all visits and treatments
en.
giv

N
N
N
N

NEXT
: Respond to obser
vedsigns orolunteered
v
problems
If no problem,
gotopageC12.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

IF NO FET
AL MO
VEMENT
Wh
en did the y
bab
last mo
ve?
N Fe
el for fetalvem
mo
ents.
N Nofetal mo
vem
ent.
PROBABL
Y DEAD BABY N Inform
the o
wman and tner
par about the possibility
Ifnomo
vem
ent felt,
ask w
oman
N Li
sten for fetalthear
after 6 months
N Nofetal hear
t beat.
of dead bab
y.
D2 .
N Refer to hospital.
to mo
vearound for some time, of pregnancy
reassess fetalvem
mo
ent.
N Ifnohe
artbeat,repeat after 1. hour
N Nofetal mo
vem
ent but fetal thear WELL BABY
N In
form
the o
wman that
babyis fine andely
likto be
beat present.
wel
l but to retur
n if pr
oblem persists.

N

ANTENA
TALCARE

N

Wh
en did the membranes
upture?
r N Look at pad or underw
ear for
N Fe
ver38ºC.
Wh
en isour
y bab
y due?
N Fo
ul-smelling
aginal
v discharg
e.
evidence of:
¡ amniotic fluid
N Ru
pture of membranes at <8
¡ foul-smelling
aginal
v discharg
e
months of pregnancy
.
N Ifnoev
idence,
ask her to
ear
wa
pad.Check ain
ag in 1 hour
.
N Me
asure temperature.
N Ru
pture of membranes at >8
months of pregnancy
.

UTERINE AND
FETAL
INFECTION

N
N

B15.
Giveappropria
te IM/IV antibiotics
Refer urg
ently to hospita
l B17.

RISK OF UTERINE
AN
D FET
AL INFECTI
ON

N
N

B15.
Giveappropria
te IM/IV antibiotic
Refer urg
ently to hospita
l B17.

RUPTURE OF
MEMBRANES

N

Ma
nageas W
oman in childbir
thD1-D28
.

Counsel on nutrition
Advise theoman
w
to eatreater
a g amount ariety
and v of health
y foods,
such as meat,
fish,oils,nuts,
seeds,cereals,
beans,
veg
etables,
cheese,
milk,
to help her feel
ell and
w stronge (giv
examples of
types of food and
w much
ho to eat).
N Spend more time on nutrition counselling
erythin,adolescent
with v
and HIV-positiv
ew
oman.
N De
termine
if there are impor
tant taboos about foods
hich are
w nutritiona
lly impor
tant for
ood
g
health.
Advise
the o
wman ag
ainst these taboos.
N Ta
lk to family members such tner
as the
and
par
mother-in-la
w,to encourag
e them to help ensure the
wom
an eats enough voi
and
ds ahard ysical
ph ork.
w
N

If no fetal movement
If ruptured membrane and no labour

NEXT
: If fe
verorburning on urination

Respond to obser
ved signs or volunteered problems (1)

C13

ADVISE
AND COUNSEL ON NUTRITION
AND SELF-CARE
Use the infor
mation and counselling sheet to
t your
suppor
inter
action with the woman,
her par
tner and family
.

C7

Antenatal care

ADVISE AND COUNSEL ON
NUTRITION AND SELF-CARE

ASSESS ELIGIBILITY
ARV
OF
FOR HIV-POSITIVE
GNANT
PRE OMAN
W
Use this char
t to assess HIV-related signs and symptomsmine
and AR
to
V deter
needs for HIV-positive woman and
y when
her appropriate
bab
HIV
vicesser
and CD4 count
are notvai
alable.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
N Ha
veyoulost w
eight?
N Look for ulcers hite
and patches
w
N Ha
veyougot diar
rhoea
the mouthush).
(thr
(continuous ormittent)?
inter
N Look at the skin:
N Do ou
y ha
vefev
er?
¡ Isthere a rash?
How
long (>1 month)?
¡ Are there blistersthe
along
ribs
N Hav
e you had cough?
on one side of the
y? bod
N Look for visible wasting
.
How
long (> 1 month)?
N Hav
e you an
y difficulty in breathing?
N Feel the head,
neck,and underar
m
How
long (> 1 month)?
for enlarg
ed lymph nodes.
N Ha
ve younoticed an
y chang
e in N Look foryan
abnor
mal aginal
v
C9 .
vag
inal discharg
e?
discharge

Counsel on nutrition
Advise on self-care during pregnancy

Advise
on self-care during pregnancy
Advise the woman to:
Ta
keiron tablets (p.T3).
Rest andvoi
ad lifting hea
vy objects.
Sleep under an insecticide impregnated bednet.
N Co
unsel on safer sex including use of
ifat
condoms,
risk for STI IV
orG2
H.
N Av
oid alcohol and smoking during
. pregnancy
N NO
T to tak
e medication unless prescribed at the health centre/hospital.
N
N
N

ANTENA
TALCARE

IF RUPTURED MEMBRANES
AND NO LAB
OUR

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (1)

CLASSIFY

in
HIV-positive
and an
y of the follo
wing: HIV-POSITI
VE WITH
N We
ight loss or eight
no wain
g
HIV-RELATED
SIGNS
N Vi
sible wasting
AND SYMPT
OMS
N Diarr
hoea > 1 month
N Fe
ver> 1mo
nth
N Co
ugh > 1 month or difficult
breathing
N Cr
acks/ulcers around lips/mouth
N Itching rash
N Blisters along the ribs side
on one
of the bod
y
N En
larged
lymph nodes
N Ab
normal
vag
inal discharg
e

TREAT
AND AD
VISE
N

Refer to hospital ther
for fur
assessme
nt.

C19

ASSESS ELIGIBILITY OF ARV FOR
HIV-POSITIVE WOMAN

G9 .
N Giveappropriate
VsAR
HIV-positive
and none of the
veabo HIV-POSITI
VE WITHOU
T
signs
HIV-RELATED
SIGNS
N Support
initiationARV
of G6 .
N Re
vise ANC
visit accordingly
.
AND SYMPT
OMS

ANTENA
TALCARE

C7

RESPOND
O TOBSER
VED SIGNS VOL
ORUNTEEREDOBLEMS
PR

N

ADVISE AND COUNSEL ON
FAMILY PLANNING

ANTENA
TALCARE

CHECK FOR SYPHILIS

N

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL TEST RESUL
T

ANTENA
TALCARE

N

Advise
on dang
er signs

NEXT
: If cough or breathing difficulty

C5

CHECK FOR SYPHILIS

ANTENA
TALCARE

Discuss w
hoto prep
are for an emerg
ency in pregnan
cy

Advise
to o
g to the facility or contact the
thskilled
attendant
bir yifof
anthe follo
wing signs:
abloody
sticky discharg
e.
painful contractions
very 20
e minutes or less.
N wa
ters ha
vebroken.
N
N

ANTENA
TALCARE

NEXT
: Check for syphilis

Advise
on labour signs

Advise
to o
g to the hospital/health
immediately,
centre day or night,
WI
THOUTaiting
w
if an
y of the follo
wing signs:
N va
ginal bleeding
.
N convu
lsions.
N sever
e headaches with
red
blur
vision.
N feverand tooeak
w toetg out of bed.
N sever
e abdominal pain.
N fast or difficult breathing
.

If signs suggesting HIV infection
If smoking, alcohol or drug abuse,
or history of violence

Assess if in high risk
roup:
g
N Oc
cupational exposure?
N Mu
ltiple sexualtner?
par
N In
trav
enous ug
dr abuse?
N Hi
story
of blood transfusion?
N Illness or death AIDS
from in a
sexual par
tner?
N Hi
story
of forced sex?

Givedouble
dose of iron (1 tablet twice daily)
F3 .
for 3 months
F3 .
Counselon compliance with treatment
Giveappropria
te oral antimalarial ifennot
in giv
the
F4 .
past month
Reassessatnext antenatal visit eeks).
(4-6 If
w
anaemia
persists,
refer to hospital.

Test all pre
gnant women at firstCh
visit.
eck status at ever
y visit.

ANTENATAL CARE

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (3)
If vaginal discharge

If par
tner could not be approached,
explain impor
tance of par
tner
assessment and treatment
void to a
reinfection.
Schedule follo
w-up appointment for
wom
an and par
tner (if possible).

Advise to reduce
orkload
w
and to rest.
Advise on dang
er sign
s C15.
Reassessatthe next antenatal visit or
eekinif1 w
>8 month
s pregnant.
Ifhypertension
persists
after
1w
eek or at next visit,
refer to hospital or discuss case with the doct
midwif
e,if available.

Assess the pregnant woman
Check for pre-eclampsia

ANTENA
TALCARE

TREAT
AND AD
VISE

POSSIBLE
GONORRHOEA
OR
CHLAMYDIA
INFECTION

ANTENA
TALCARE

None of the abo
ve.

CLASSIFY

Ha
veyounoticed chang
es inour
y
N Separate the labia and
k for
loo N Abnormal
vag
inal discharg
e.
vag
inal discharg
e?
abnormal
vag
inal discharg
e:
N Partn
er has urethral dischar
geor
¡ amount
Doyou ha
veitching at thea?vulv
burning
on passing urine.
Has your par
tner had a urinar
y
¡ colour
problem?
¡ odour/smell.
N Ifnodischarge
is seen,
examine
N Cu
rd lik
e vaginal discharg
e.
If par
tner is present in theask
clinic, with a glo
vedfingerand look at theN Intense vulv
al itching
.
the o
wman if she feels comfor
table if
discharge
on the glo
ve.
youask him similar questions.
N Ab
normal
vag
inal discharg
e
If e
ys,ask him if he has:
N ur
ethral discharg
e or pus.
N bu
rning on passing urine.
N
N

Revise the th
birplanC2 .
Refer to hospital.

C9

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
IF V
AGINAL DISCHARGE
N

ANTENA
TALCARE

ANTENA
TALCARE

N

CHECK FOR PRE-ECLAMPSIA

B13.
Givemagnesium
sulphate
Giveappropria
te anti-h
ypertensiv
es B14.
Revise the th
birplanC2 .
N Refer urg
ently to hospita
l B17.
N
N
N

N

N

DEVELOP A BIRTH AND
EMERGENCY PLAN
Facility delivery
Home delivery with a skilled attendant

Explain supplies needed for home
y deliver
N Wa
rmspot for the
thbir
with a clean surface or a clean cloth.
N Clean cloths of rent
diffesizes: for theforbed,
dr
ying and wrapping y,
the
forbab
clea
ning the bab
y’s
eyes, for the th
biratte
ndant to wash and
y her
drhands,
for use as sanitar
y pads.
N Blankets.
N Bu
cketsof clean water and some
y to heat
wa this .water
N Soap.
N Bo
wls: 2 for washing or
and
the
1 fplacenta.
N Plastic for wrapping
e placenta.
th

ANTENA
TALCARE

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

N

C14

Advise how to prepare
Revie
w the follo
wing with
her:
Wh
o will be the
mpanion
co during labour and
ery?
deliv
Wh
o will be close
y for
b at least 24
rs hou
afte
r deliv
ery?
Wh
o will help to
re ca
for her home and other children?
N Ad
vise to call theedskill
attendant at the first signs
. of labour
N Ad
vise to ve
haher homebased mater
nal record read
y.
N Ad
vise to ask for help
om the
fr community
, if neededI2 .

Advise what to bring
N Ho
me-based mater
nal record.
N Clean cloths for washing
, dryi
ng and wrapping the
y. bab
N Ad
ditional clean cloths to use yaspads
sanitar
after
th.bir
N Clothes for mother and
y. bab
N Fo
od and water oman
for w and suppor
t person.

ANTENA
TALCARE

CHECK FOR PRE-ECLAMPSIA

Doyou tire easily?
On first visit:
Ar
e you breathless t(shor
of breath) N Me
asure haemoglobin
during routine household
ork? w
On subsequent visits:
N Lo
ok for conjunctiv
al pallor
.
N Lo
ok for palmar .pallor
If pallor
:
¡ Isitsever
e pallor?
¡ Some pallor?
¡ Count number ofhs
breat
in 1
minute.

N
N
N

NEXT
: If a
vginal discharg
e

Screen all pre
gnant women atyever
visit.

N

Explain wh
y bir
th in a facility is recommended
An
y complication can
velopdeduring deliv
ery- the
y are not alwa
ys predictable.
Afacility has staff,
equipment,
supplies and
ugs
drvai
a lable to pro
vide best care if needed,
and a
refer
ral system.
N AI
f HIV-positiv
e she will need appropriate
ARVtreatment for herself
nd hera bab
y during childbir
th.
N Co
mplications are more common in
e HIV-positiv
w
omen and her
wborns.
ne Wo
men should deliv
er in
a facility
.
N

N
N

Explain hy
wdeliv
eryneeds to with
be a skilled
birth
attendant
, prefe
rably
at a facil
ity.
Develop the th
birand
emergency
planC14.

NEXT
: Check for pre-eclampsia

N

Home deliv
erywith a skilled attendant

Advise whenoto g
N Ifth
ew
oman es
liv near the facility
, she should
o at
g the first signs
labour.
of
N Ifliving far from the, facility
she should
o 2-3
g eeks
w beforeybab
due date and
y either
sta
at the
maternity
waiting home or with family or friends. near the facility
N Ad
vise to ask for help from the, community
if neededI2 .

N Fe
el for vious
ob
multiple
THIRD TRIMESTER
Has she been counselled on family pregnancy.
planning?es,
If does
y
she want
N Fe
el for transv
erse lie.
A15.
tubal lig
ation or IUD
N Li
sten to fetal t.hear

N

Facility deliv
ery
N

If fever or burning on urination

F5 .
Giveappropria
te oral antibiotics
Encourag
e her to
drink more fluids.
Ifnoimprov
ement in 2ysdaor condition
orse,
is w
refer to hospital.

C14

DEVELOPBIRTH
A
AND
EMERGENCY PLAN
Use the infor
mation and counselling sheet to
t your
suppor
inter
action with the woman,
her par
tner and family
.

Advise and counsel on nutrition and self-care

C13

Assesses eligibility of ARV for HIV-positive pregnant woman
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C1

ANTENATAL CARE

Assess the pregnant woman Pregnancy status, birth and emergency plan

C2

ASSESS THE PREGNANT WOMAN: PREGNANCY STATUS, BIRTH AND EMERGENCY PLAN
Use this chart to assess the pregnant woman at each of the four antenatal care visits. During first antenatal visit, prepare a birth and emergency plan using this chart
and review them during following visits. Modify the birth plan if any complications arise.

ASK, CHECK RECORD

LOOK, LISTEN, FEEL INDICATIONS

ALL VISITS
N Check duration of pregnancy.
N Where do you plan to deliver?
N Any vaginal bleeding since last visit?
N Is the baby moving? (after 4 months)
N Check record for previous complications and
treatments received during this pregnancy.
N Do you have any concerns?

N

FIRST VISIT
N How many months pregnant are you?
N When was your last period?
N When do you expect to deliver?
N How old are you?
N Have you had a baby before? If yes:
N Check record for prior pregnancies or if
there is no record ask about:
¡ Number of prior pregnancies/deliveries
¡ Prior caesarean section, forceps, or vacuum
¡ Prior third degree tear
¡ Heavy bleeding during or after delivery
¡ Convulsions
¡ Stillbirth or death in first day.
¡ Do you smoke, drink alcohol or
use any drugs?
¡ HIV status and ARV treatment

N

THIRD TRIMESTER
Has she been counselled on family
planning? If yes, does she want
tubal ligation or IUD A15 .

N

Feel for trimester of pregnancy.

PLACE OF DELIVERY

ADVISE

Prior delivery by caesarean.
Age less than 14 years.
Transverse lie or other obvious
malpresentation within one month
of expected delivery.
Obvious multiple pregnancy.
Tubal ligation or IUD desired
immediately after delivery.
Documented third degree tear.
History of or current vaginal
bleeding or other complication
during this pregnancy.

REFERRAL LEVEL

N
N

Explain why delivery needs to be at referral level
Develop the birth and emergency plan C14 .

PRIMARY
HEALTH CARE LEVEL

N

Explain why delivery needs to be at primary health
care level C14 .
Develop the birth and emergency plan C14 .

N
N
N
N
N
N

First birth.
Last baby born dead or died in first
day.
Age less than 16 years.
More than six previous births.
Prior delivery with heavy bleeding.
Prior delivery with convulsions.
Prior delivery by forceps or vacuum.
HIV-positive woman.

N

None of the above.

ACCORDING TO
WOMAN’S PREFERENCE

N
N
N

N
N

Look for caesarean scar

N
N

N
N

N

N
N

N
N

Feel for obvious multiple
pregnancy.
Feel for transverse lie.
Listen to fetal heart.

T NEXT: Check for pre-eclampsia

C14 .

Explain why delivery needs to be with a skilled birth
attendant, preferably at a facility.
Develop the birth and emergency plan C14 .

CHECK FOR PRE-ECLAMPSIA
Screen all pregnant women at every visit.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

Blood pressure at the last visit?

N
N
N

Measure blood pressure in sitting
position.
If diastolic blood pressure is ≥90
mmHg, repeat after 1 hour rest.
If diastolic blood pressure is still ≥90
mmHg, ask the woman if she has:
¡ severe headache
¡ blurred vision
¡ epigastric pain and
¡ check protein in urine.

SIGNS

CLASSIFY

TREAT AND ADVISE

Diastolic blood pressure
≥110 mmHg and 3+ proteinuria, or
Diastolic blood pressure ≥90-mmHg
on two readings and 2+ proteinuria,
and any of:
¡ severe headache
¡ blurred vision
¡ epigastric pain.

SEVERE
PRE-ECLAMPSIA

N
N
N
N

Give magnesium sulphate B13 .
Give appropriate anti-hypertensives
Revise the birth plan C2 .
Refer urgently to hospital B17 .

N

Diastolic blood pressure
90-110-mmHg on two readings and
2+ proteinuria.

PRE-ECLAMPSIA

N
N

Revise the birth plan
Refer to hospital.

N

Diastolic blood pressure
≥90 mmHg on 2 readings.

HYPERTENSION

N
N
N

Advise to reduce workload and to rest.
Advise on danger signs C15 .
Reassess at the next antenatal visit or in 1 week if
>8 months pregnant.
If hypertension persists after 1 week or at next visit,
refer to hospital or discuss case with the doctor or
midwife, if available.

N
N

N

ANTENATAL CARE

N

None of the above.

NO HYPERTENSION

C2

B14 .

.

No treatment required.

T NEXT: Check for anaemia
Assess the pregnant woman Check for pre-eclampsia

C3

ANTENATAL CARE

Assess the pregnant woman Check for anaemia

C4

CHECK FOR ANAEMIA
Screen all pregnant women at every visit.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N

Do you tire easily?
Are you breathless (short of breath)
during routine household work?

On first visit:
N Measure haemoglobin

SIGNS
N
N

On subsequent visits:
N Look for conjunctival pallor.
N Look for palmar pallor. If pallor:
¡ Is it severe pallor?
¡ Some pallor?
¡ Count number of breaths in 1
minute.

N

N
N

Haemoglobin <7-g/dl.
AND/OR
Severe palmar and conjunctival
pallor or

CLASSIFY

TREAT AND ADVISE

SEVERE
ANAEMIA

N
N
N
N
N

Any pallor with any of
¡ >30 breaths per minute
¡ tires easily
¡ breathlessness at rest
Haemoglobin 7-11-g/dl.
OR
Palmar or conjunctival pallor.

N

MODERATE ANAEMIA

N
N
N
N

N
N

T NEXT: Check for syphilis

Haemoglobin >11-g/dl.
No pallor.

NO CLINICAL
ANAEMIA

N
N

Revise birth plan so as to deliver in a facility with
blood transfusion services C2 .
Give double dose of iron (1 tablet twice daily)
for 3 months F3 .
Counsel on compliance with treatment F3 .
Give appropriate oral antimalarial F4 .
Follow up in 2 weeks to check clinical progress, test
results, and compliance with treatment.
Refer urgently to hospital B17 .
Give double dose of iron (1 tablet twice daily)
for 3 months F3 .
Counsel on compliance with treatment F3 .
Give appropriate oral antimalarial if not given in the
past month F4 .
Reassess at next antenatal visit (4-6 weeks). If
anaemia persists, refer to hospital.
Give iron 1 tablet once daily for 3 months F3 .
Counsel on compliance with treatment F4 .

CHECK FOR SYPHILIS
Test all pregnant women at first visit. Check status at every visit.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

ANTENATAL CARE

N

Have you been tested for syphilis
during this pregnancy?
¡ If not, perform the rapid plasma
reagin (RPR) test L5 .
If test was positive, have you and
your partner been treated for
syphilis?
¡ If not, and test is positive, ask
“Are you allergic to penicillin?”

TEST RESULT
N

RPR test positive.

CLASSIFY

TREAT AND ADVISE

POSSIBLE SYPHILIS

N
N
N
N

N

RPR test negative.

NO SYPHILIS

N

Give benzathine benzylpenicillin IM. If allergy, give
erythromycin F6 .
Plan to treat the newborn K12 .
Encourage woman to bring her sexual partner for
treatment.
Counsel on safer sex including use of condoms to
prevent new infection G2 .
Counsel on safer sex including use of condoms to
prevent infection G2 .

T NEXT: Check for HIV status
Assess the pregnant woman Check for syphilis

C5

ANTENATAL CARE

Assess the pregnant woman Check for HIV status

C6

CHECK FOR HIV STATUS
Test and counsel all pregnant women for HIV at the first antenatal visit. Check status at every visit.
Inform the women that HIV test will be done routinely and that she may refuse the HIV test.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

Provide key information on HIV G2 .
N What is HIV and how is HIV transmitted G2 ?
N Advantage of knowing the HIV status
in pregnancy G2 .
N Explain about HIV testing and
counselling including confidentiality
of the result G3 .

N

N

Ask the woman:
Have you been tested for HIV?
¡ If not: tell her that she will be
tested for HIV, unless she refuses.
¡ If yes: Check result. (Explain to
her that she has a right not to
disclose the result.)
¡ Are you taking any ARV?
¡ Check ARV treatment plan.
N Has the partner been tested?
N

N

CLASSIFY

TREAT AND ADVISE

Positive HIV test.

HIV-POSITIVE

N Counsel on implications of a positive test G3 .
If HIV services available:
N Refer the woman to HIV services for further assessment.
N Ask her to return in 2 weeks with her documents.
If HIV services are not available:
N Determine the severity of the disease and assess
eligibility for ARVs C19 .
N Give her appropriate ARV G6 , G9 .
For all women:
N Support adherence to ARV G6 .
N Counsel on infant feeding options G7 .
N Provide additional care for HIV-positive woman G4 .
N Counsel on family planning G4 .
N Counsel on safer sex including use of condoms G2 .
N Counsel on benefits of disclosure (involving) and
testing her partner G3 .
N Provide support to the HIV-positive woman G5 .

Negative HIV test.

HIV-NEGATIVE

N
N

Perform the Rapid HIV test if not
performed in this pregnancy L6 .

N

N

She refuses the test or is not willing
to disclose the result of previous
test or no test results available.

to observed signs or volunteered problems
T NEXT: IfRespond
no problem, go to page .
C12

UNKNOWN HIV STATUS

N
N

Counsel on implications of a negative test G3 .
Counsel on the importance of staying negative by
practising safer sex, including use of condoms G2 .
Counsel on benefits of involving and testing the
partner G3 .
Counsel on safer sex including use of condoms G2 .
Counsel on benefits of involving and testing the
partner G3 .

RESPOND TO OBSERVED SIGNS OR VOLUNTEERED PROBLEMS

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

PROBABLY DEAD BABY

N

IF NO FETAL MOVEMENT
N
N

When did the baby last move?
If no movement felt, ask woman
to move around for some time,
reassess fetal movement.

N
N
N

Feel for fetal movements.
Listen for fetal heart after 6 months
of pregnancy D2 .
If no heart beat, repeat after 1 hour.

N
N

No fetal movement.
No fetal heart beat.

N

Inform the woman and partner about the possibility
of dead baby.
Refer to hospital.

N

No fetal movement but fetal heart
beat present.

WELL BABY

N

Inform the woman that baby is fine and likely to be
well but to return if problem persists.

N
N

Fever 38ºC.
Foul-smelling vaginal discharge.

UTERINE AND FETAL
INFECTION

N
N

Give appropriate IM/IV antibiotics
Refer urgently to hospital B17 .

N

Rupture of membranes at <=8
months of pregnancy.

RISK OF UTERINE
AND FETAL INFECTION

N
N

Give appropriate IM/IV antibiotic
Refer urgently to hospital B17 .

N

Rupture of membranes at >8
months of pregnancy.

RUPTURE OF
MEMBRANES

N

Manage as Woman in childbirth

IF RUPTURED MEMBRANES AND NO LABOUR
N
N

When did the membranes rupture?
When is your baby due?

N

N

ANTENATAL CARE

N

Look at pad or underwear for
evidence of:
¡ amniotic fluid
¡ foul-smelling vaginal discharge
If no evidence, ask her to wear a
pad. Check again in 1 hour.
Measure temperature.

B15 .

B15 .

D1-D28 .

T NEXT: If fever or burning on urination
Respond to observed signs or volunteered problems (1)

C7

ANTENATAL CARE

Respond to observed signs or volunteered problems (2)
ASK, CHECK RECORD LOOK, LISTEN, FEEL
IF FEVER OR BURNING ON URINATION
N
N

Have you had fever?
Do you have burning on urination?

N

N

T NEXT: If vaginal discharge

If history of fever or feels hot:
¡ Measure axillary
temperature.
¡ Look or feel for stiff neck.
¡ Look for lethargy.
Percuss flanks for
tenderness.

SIGNS

C8

CLASSIFY

TREAT AND ADVISE

N

Fever >38°C and any of:
¡ very fast breathing or
¡ stiff neck
¡ lethargy
¡ very weak/not able to stand.

VERY SEVERE FEBRILE
DISEASE

N
N
N
N
N

Insert IV line and give fluids slowly B9 .
Give appropriate IM/IV antibiotics B15 .
Give artemether/quinine IM B16 .
Give glucose B16 .
Refer urgently to hospital B17 .

N

Fever >38°C and any of:
¡ Flank pain
¡ Burning on urination.

UPPER URINARY TRACT
INFECTION

N
N
N

Give appropriate IM/IV antibiotics
Give appropriate oral antimalarial
Refer urgently to hospital B17 .

N

Fever >38°C or history of fever
(in last 48 hours).

MALARIA

N
N

Give appropriate oral antimalarial F4 .
If no improvement in 2 days or condition is worse,
refer to hospital.

N

Burning on urination.

LOWER URINARY TRACT
INFECTION

N
N
N

Give appropriate oral antibiotics F5 .
Encourage her to drink more fluids.
If no improvement in 2 days or condition is worse,
refer to hospital.

B15 .
F4 .

ASK, CHECK RECORD LOOK, LISTEN, FEEL
IF VAGINAL DISCHARGE
N
N
N

Have you noticed changes in your
vaginal discharge?
Do you have itching at the vulva?
Has your partner had a urinary
problem?

N

N

If partner is present in the clinic, ask
the woman if she feels comfortable if
you ask him similar questions.
If yes, ask him if he has:
N urethral discharge or pus.
N burning on passing urine.

Separate the labia and look for
abnormal vaginal discharge:
¡ amount
¡ colour
¡ odour/smell.
If no discharge is seen, examine
with a gloved finger and look at the
discharge on the glove.

SIGNS

CLASSIFY

TREAT AND ADVISE

N
N

Abnormal vaginal discharge.
Partner has urethral discharge or
burning on passing urine.

POSSIBLE
GONORRHOEA OR
CHLAMYDIA
INFECTION

N
N
N

Give appropriate oral antibiotics to woman F5 .
Treat partner with appropriate oral antibiotics F5 .
Counsel on safer sex including use of condoms G2 .

N
N

Curd like vaginal discharge.
Intense vulval itching.

POSSIBLE
CANDIDA INFECTION

N
N

Give clotrimazole F5 .
Counsel on safer sex including use of condoms

G2

.

N

Abnormal vaginal discharge

POSSIBLE
BACTERIAL OR
TRICHOMONAS
INFECTION

N
N

Give metronidazole to woman F5 .
Counsel on safer sex including use of condoms

G2

.

ANTENATAL CARE

If partner could not be approached,
explain importance of partner
assessment and treatment to avoid
reinfection.
Schedule follow-up appointment for
woman and partner (if possible).

T NEXT: If signs suggesting HIV infection
Respond to observed signs or volunteered problems (3)

C9

ANTENATAL CARE

Respond to observed signs or volunteered problems (4)
ASK, CHECK RECORD LOOK, LISTEN, FEEL
IF SIGNS SUGGESTING HIV INFECTION

SIGNS

C10

CLASSIFY

TREAT AND ADVISE

STRONG LIKELIHOOD OF
HIV INFECTION

N

(HIV status unknown)
N
N
N

N

Have you lost weight?
Do you have fever?
How long (>1 month)?
Have you got diarrhoea (continuous
or intermittent)?
How long, >1 month?
Have you had cough?
How long, >1 month?

N
N
N

Look for visible wasting.
Look for ulcers and white patches in
the mouth (thrush).
Look at the skin:
¡ Is there a rash?
¡ Are there blisters along the ribs
on one side of the body?

N

N

Two of these signs:
¡ weight loss
¡ fever >1 month
¡ diarrhoea >1month.
OR
One of the above signs and
¡ one or more other signs or
¡ from a risk group.

N
N
N

Reinforce the need to know HIV status and advise on
HIV testing and counselling G2-G3 .
Counsel on the benefits of testing the partner G3 .
Counsel on safer sex including use of condoms G2 .
Refer to TB centre if cough.

Assess if in high risk group:
Occupational exposure?
Multiple sexual partner?
Intravenous drug use?
History of blood transfusion?
Illness or death from AIDS in a
sexual partner?
N History of forced sex?
N
N
N
N
N

IF SMOKING, ALCOHOL OR DRUG ABUSE, OR HISTORY OF VIOLENCE
N
N
N

T NEXT: If cough or breathing difficulty

Counsel on stopping smoking
For alcohol/drug abuse, refer to specialized care
providers.
For counselling on violence, see H4 .

ASK, CHECK RECORD LOOK, LISTEN, FEEL
IF COUGH OR BREATHING DIFFICULTY
N
N
N
N
N

How long have you been coughing?
How long have you had difficulty in
breathing?
Do you have chest pain?
Do you have any blood in sputum?
Do you smoke?

N
N
N

Look for breathlessness.
Listen for wheezing.
Measure temperature.

SIGNS

CLASSIFY

TREAT AND ADVISE

At least 2 of the following signs:
N Fever >38ºC.
N Breathlessness.
N Chest pain.

POSSIBLE PNEUMONIA

N
N

Give first dose of appropriate IM/IV antibiotics
Refer urgently to hospital B17 .

At least 1 of the following signs:
N Cough or breathing difficulty
for >3 weeks
N Blood in sputum
N Wheezing

POSSIBLE CHRONIC
LUNG DISEASE

N
N

Refer to hospital for assessment.
If severe wheezing, refer urgently to hospital.

B15 .

N
N

Fever <38ºC, and
Cough <3 weeks.

UPPER
RESPIRATORY TRACT
INFECTION

N
N

Advise safe, soothing remedy.
If smoking, counsel to stop smoking.

N
N

Taking anti-tuberculosis drugs.
Receiving injectable antituberculosis drugs.

TUBERCULOSIS

N

If anti-tubercular treatment includes streptomycin
(injection), refer the woman to district hospital for
revision of treatment as streptomycin is ototoxic to
the fetus.
If treatment does not include streptomycin, assure
the woman that the drugs are not harmful to her
baby, and urge her to continue treatment for a
successful outcome of pregnancy.
If her sputum is TB positive within 2 months of delivery,
plan to give INH prophylaxis to the newborn K13 .
Reinforce advice on HIV testing and counselling
G2-G3 .
If smoking, counsel to stop smoking.
Advise to screen immediate family members and
close contacts for tuberculosis.

IF TAKING ANTI-TUBERCULOSIS DRUGS
N
N

Are you taking anti-tuberculosis
drugs? If yes, since when?
Does the treatment include injection
(streptomycin)?

N

ANTENATAL CARE

N
N
N
N

T NEXT: Give preventive measures
Respond to observed signs or volunteered problems (5)

C11

ANTENATAL CARE

Give
preventive
Antenatal
care measures
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GIVE PREVENTIVE MEASURES
Advise and counsel all pregnant women at every antenatal care visit.

ASSESS, CHECK RECORD

TREAT AND ADVISE

N

Check tetanus toxoid (TT) immunization status.

N
N

Give tetanus toxoid if due F2 .
If TT1, plan to give TT2 at next visit.

N

Check woman’s supply of the prescribed dose of iron/folate

N

Give 3 month’s supply of iron and counsel on compliance and safety

N

Check when last dose of mebendazole given.

N

Give mebendazole once in second or third trimester

N
N

Check when last dose of an antimalarial given.
Ask if she (and children) are sleeping under insecticide treated bednets.

N
N

Give intermittent preventive treatment in second and third trimesters
Encourage sleeping under insecticide treated bednets.

F3

F3

.

F4

.

.

First visit
N Develop a birth and emergency plan C14 .
N Counsel on nutrition C13 .
N Counsel on importance of exclusive breastfeeding K2 .
N Counsel on stopping smoking and alcohol and drug abuse.
N Counsel on safer sex including use of condoms.
All visits
N Review and update the birth and emergency plan according to new findings C14-C15 .
N Advise on when to seek care: C17
¡ routine visits
¡ follow-up visits
¡ danger signs.
Third trimester
N Counsel on family planning
N

Record all visits and treatments given.

T NEXT: Go to

C2

and review the birth and emergency plan.

C16 .

ADVISE AND COUNSEL ON NUTRITION AND SELF-CARE
Use the information and counselling sheet to support your interaction with the woman, her partner and family.

Counsel on nutrition
N

N
N
N

Advise the woman to eat a greater amount and variety of healthy foods, such as meat, fish, oils, nuts,
seeds, cereals, beans, vegetables, cheese, milk, to help her feel well and strong (give examples of
types of food and how much to eat).
Spend more time on nutrition counselling with very thin, adolescent and HIV-positive woman.
Determine if there are important taboos about foods which are nutritionally important for good
health. Advise the woman against these taboos.
Talk to family members such as the partner and mother-in-law, to encourage them to help ensure the
woman eats enough and avoids hard physical work.

Advise on self-care during pregnancy

ANTENATAL CARE

Advise the woman to:
N Take iron tablets (p.T3).
N Rest and avoid lifting heavy objects.
N Sleep under an insecticide impregnated bednet.
N Counsel on safer sex including use of condoms, if at risk for STI or HIV G2 .
N Avoid alcohol and smoking during pregnancy.
N NOT to take medication unless prescribed at the health centre/hospital.

Advise and counsel on nutrition and self-care

C13

ANTENATAL CARE

Develop a birth and emergency plan (1)

C14

DEVELOP A BIRTH AND EMERGENCY PLAN
Use the information and counselling sheet to support your interaction with the woman, her partner and family.

Facility delivery

Home delivery with a skilled attendant

Explain why birth in a facility is recommended
N Any complication can develop during delivery - they are not always predictable.
N A facility has staff, equipment, supplies and drugs available to provide best care if needed, and a
referral system.
N If HIV-positive she will need appropriate ARV treatment for herself and her baby during childbirth.
N Complications are more common in HIV-positive women and her newborns. HIV-positive women
should deliver in a facility.

Advise how to prepare
Review the following with her:
N Who will be the companion during labour and delivery?
N Who will be close by for at least 24 hours after delivery?
N Who will help to care for her home and other children?
N Advise to call the skilled attendant at the first signs of labour.
N Advise to have her home-based maternal record ready.
N Advise to ask for help from the community, if needed I2 .

Advise how to prepare
Review the arrangements for delivery:
N How will she get there? Will she have to pay for transport?
N How much will it cost to deliver at the facility? How will she pay?
N Can she start saving straight away?
N Who will go with her for support during labour and delivery?
N Who will help while she is away to care for her home and other children?
Advise when to go
If the woman lives near the facility, she should go at the first signs of labour.
If living far from the facility, she should go 2-3 weeks before baby due date and stay either at the
maternity waiting home or with family or friends near the facility.
N Advise to ask for help from the community, if needed I2 .
N
N

Advise what to bring
N Home-based maternal record.
N Clean cloths for washing, drying and wrapping the baby.
N Additional clean cloths to use as sanitary pads after birth.
N Clothes for mother and baby.
N Food and water for woman and support person.

Explain supplies needed for home delivery
N Warm spot for the birth with a clean surface or a clean cloth.
N Clean cloths of different sizes: for the bed, for drying and wrapping the baby, for cleaning the baby’s
eyes, for the birth attendant to wash and dry her hands, for use as sanitary pads.
N Blankets.
N Buckets of clean water and some way to heat this water.
N Soap.
N Bowls: 2 for washing and 1 for the placenta.
N Plastic for wrapping the placenta.

Advise on labour signs

Discuss how to prepare for an emergency in pregnancy

Advise to go to the facility or contact the skilled birth attendant if any of the following signs:
N a bloody sticky discharge.
N painful contractions every 20 minutes or less.
N waters have broken.

N

Advise on danger signs
Advise to go to the hospital/health centre immediately, day or night, WITHOUT waiting
if any of the following signs:
N vaginal bleeding.
N convulsions.
N severe headaches with blurred vision.
N fever and too weak to get out of bed.
N severe abdominal pain.
N fast or difficult breathing.

N
N

Discuss emergency issues with the woman and her partner/family:
¡ where will she go?
¡ how will they get there?
¡ how much it will cost for services and transport?
¡ can she start saving straight away?
¡ who will go with her for support during labour and delivery?
¡ who will care for her home and other children?
Advise the woman to ask for help from the community, if needed I1–I3 .
Advise her to bring her home-based maternal record to the health centre, even for an emergency visit.

She should go to the health centre as soon as possible if any of the following signs:
fever.
abdominal pain.
feels ill.
swelling of fingers, face, legs.

ANTENATAL CARE

N
N
N
N

Develop a birth and emergency plan (2)

C15
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Advise and counsel on family planning
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ADVISE AND COUNSEL ON FAMILY PLANNING
Counsel on the importance of family planning
N
N

N
N
N

If appropriate, ask the woman if she would like her partner or another family member to be included
in the counselling session.
Explain that after birth, if she has sex and is not exclusively breastfeeding, she can become pregnant
as soon as four weeks after delivery. Therefore it is important to start thinking early on about what
family planning method they will use.
¡ Ask about plans for having more children. If she (and her partner) want more children, advise that
waiting at least 2 years before trying to become pregnant again is good for the mother and for the
baby's health.
¡ Information on when to start a method after delivery will vary depending whether a woman is
breastfeeding or not.
¡ Make arrangements for the woman to see a family planning counsellor, or counsel her directly
(see the Decision-making tool for family planning providers and clients for information on
methods and on the counselling process).
Counsel on safer sex including use of condoms for dual protection from sexually transmitted
infections (STI) or HIV and pregnancy. Promote especially if at risk for STI or HIV G4 .
For HIV-positive women, see G4 for family planning considerations
Her partner can decide to have a vasectomy (male sterilization) at any time.

Method options for the non-breastfeeding woman
Can be used immediately postpartum
Condoms
Progestogen-only oral contraceptives
Progestogen-only injectables
Implant
Spermicide
Female sterilization (within 7 days or delay 6 weeks)
Copper IUD (immediately following expulsion of
placenta or within 48 hours)
Delay 3 weeks
Combined oral contraceptives
Combined injectables
Diaphragm
Fertility awareness methods

Special considerations for
family planning counselling during pregnancy
Counselling should be given during the third trimester of pregnancy.
N If the woman chooses female sterilization:
¡ can be performed immediately postpartum if no sign of infection
(ideally within 7 days, or delay for 6 weeks).
¡ plan for delivery in hospital or health centre where they are trained to carry out the procedure.
¡ ensure counselling and informed consent prior to labour and delivery.
N If the woman chooses an intrauterine device (IUD):
¡ can be inserted immediately postpartum if no sign of infection (up to 48 hours, or delay 4 weeks)
¡ plan for delivery in hospital or health centre where they are trained to insert the IUD.

Method options for the breastfeeding woman
Can be used immediately postpartum

Delay 6 weeks

Delay 6 months

Lactational amenorrhoea method (LAM)
Condoms
Spermicide
Female sterilization (within 7 days or
delay 6 weeks)
Copper IUD (within 48 hours or delay 4 weeks)
Progestogen-only oral contraceptives
Progestogen-only injectables
Implants
Diaphragm
Combined oral contraceptives
Combined injectables
Fertility awareness methods

ADVISE ON ROUTINE AND FOLLOW-UP VISITS
Encourage the woman to bring her partner or family member to at least 1 visit.

Routine antenatal care visits
1st visit
2nd visit
3rd visit
4th visit

N
N
N
N
N

Before 4 months
6 months
8 months
9 months

Before 16 weeks
24-28 weeks
30-32 weeks
36-38 weeks

All pregnant women should have 4 routine antenatal visits.
First antenatal contact should be as early in pregnancy as possible.
During the last visit, inform the woman to return if she does not deliver within 2 weeks after the
expected date of delivery.
More frequent visits or different schedules may be required according to national malaria or HIV
policies.
If women is HIV-positive ensure a visit between 26-28 weeks.

Follow-up visits
Return in:
1 week if >8 months pregnant
2 weeks
2 weeks after HIV testing

ANTENATAL CARE

If the problem was:
Hypertension
Severe anaemia
HIV-positive

Advise
on routine
Antenatal
care and follow-up visits

C17
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Antenatal care
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HOME DELIVERY WITHOUT A SKILLED ATTENDANT
Reinforce the importance of delivery with a skilled birth attendant

Instruct mother and family on
clean and safer delivery at home
If the woman has chosen to deliver at home without a skilled attendant, review these simple
instructions with the woman and family members.
N Give them a disposable delivery kit and explain how to use it.
Tell her/them:
To ensure a clean delivery surface for the birth.
To ensure that the attendant should wash her hands with clean water and soap before/after
touching mother/baby. She should also keep her nails clean.
N To, after birth, dry and place the baby on the mother’s chest with skin-to-skin contact and wipe the
baby’s eyes using a clean cloth for each eye.
N To cover the mother and the baby.
N To use the ties and razor blade from the disposable delivery kit to tie and cut the cord. The cord is cut
when it stops pulsating.
N To wipe baby clean but not bathe the baby until after 6 hours.
N To wait for the placenta to deliver on its own.
N To start breastfeeding when the baby shows signs of readiness, within the first hour after birth.
N To NOT leave the mother alone for the first 24 hours.
N To keep the mother and baby warm. To dress or wrap the baby, including the baby’s head.
N To dispose of the placenta in a correct, safe and culturally appropriate manner (burn or burry).
N
N

N

Advise her/them on danger signs for the mother and the baby and where to go.

Advise to avoid harmful practices
For example:
NOT to use local medications to hasten labour.
NOT to wait for waters to stop before going to health facility.
NOT to insert any substances into the vagina during labour or after delivery.
NOT to push on the abdomen during labour or delivery.
NOT to pull on the cord to deliver the placenta.
NOT to put ashes, cow dung or other substance on umbilical cord/stump.
Encourage helpful traditional practices:

____________________________________________________________________
____________________________________________________________________
Advise on danger signs
If the mother or baby has any of these signs, she/they must go to the health centre
immediately, day or night, WITHOUT waiting
Mother
N Waters break and not in labour after 6 hours.
N Labour pains/contractions continue for more than 12 hours.
N Heavy bleeding after delivery (pad/cloth soaked in less than 5 minutes).
N Bleeding increases.
N Placenta not expelled 1 hour after birth of the baby.
Baby
N Very small.
N Difficulty in breathing.
N Fits.
N Fever.
N Feels cold.
N Bleeding.
N Not able to feed.

ASSESS ELIGIBILITY OF ARV FOR HIV-POSITIVE PREGNANT WOMAN
Use this chart to determine ARV needs for HIV-positive woman and her baby when appropriate HIV services and CD4 count are not available.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

Have you lost weight?
Have you got diarrhoea
(continuous or intermittent)?
N Do you have fever?
How long (>1 month)?
N Have you had cough?
How long (> 1 month)?
N Have you any difficulty in breathing?
How long (> 1 month)?
N Have you noticed any change in
vaginal discharge?

HIV-positive and any of the following:
N Weight loss or no weight gain
N Visible wasting
N Diarrhoea > 1 month
N Fever > 1 month
N Cough > 1 month or difficult
breathing
N Cracks/ulcers around lips/mouth
N Itching rash
N Blisters along the ribs on one side
of the body
N Enlarged lymph nodes
N Abnormal vaginal discharge

HIV-POSITIVE WITH
HIV-RELATED SIGNS
AND SYMPTOMS

N

Refer to hospital for further assessment.

HIV-positive and none of the above
signs

HIV-POSITIVE WITHOUT
HIV-RELATED SIGNS
AND SYMPTOMS

N
N
N

Give appropriate ARVs G9 .
Support initiation of ARV G6 .
Revise ANC visit accordingly C17 .

N
N

N
N
N

Look for ulcers and white patches in
the mouth (thrush).
Look at the skin:
¡ Is there a rash?
¡ Are there blisters along the ribs
on one side of the body?
Look for visible wasting.
Feel the head, neck, and underarm
for enlarged lymph nodes.
Look for any abnormal vaginal
discharge C9 .

ANTENATAL CARE

N
N

Assesses eligibility of ARV for HIV-positive pregnant woman
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SIGNS

LOOK,
LISTEN,
FEEL
ASK,CHECK RECORD
N

a for
:
Explain to the
oman
w that N Look atvulv
¡ bulging perineum
youwill giv
e her aaginal
v
¡ any visible fetal
tspar
examination and ask for her
¡ vaginal bleeding
consent.
¡ leaking amniotic fluid;
yes, is ifit
meconium stained,
foul-smelling?
¡ warts, keloid tissue or scars
that ma
y
interfere withery
deliv
.

D10-D11
IMMINENT DELIVER
Y
N See secon
d stag
e of labour
.
N5 .
N Record in par
tograph

Cervi
cal dilatation:
¡ mu
ltigra
vida≥5 cm
¡ primigra
vida≥6 cm

LATE
ACT
IVE LAB
OUR

N

Cervi
cal dilatation
≥4 cm.

EARLY
ACT
IVE LAB
OUR

N

Cervi
cal dilatation: 0-3 cm; NOT
YET IN
ACT
IVE
contractions
eakwand
LABOUR
<2 in 10 minutes.

N

DECIDE STAGE OF LABOUR

MANA
GE

Bulging thin perineum,
vagina
gaping and head visible,
full
cervical
dilatation.

N

Performvaginal examination
N DO NO
T shavethe perineal area.
N Pr
epare:
¡ clean glo
ves
¡ swabs,pads.
N Wa
sh hands with soap before
afterand
each
examination.
N Wa
sh vulv
a and perineal areas.
N Pu
t on glo
ves.
N Po
sition the
oman
w with legs
edflex
and apar
t.

CLASSIFY

D9 .
See fir
st stag
e of lab
our – activ
e labour
N5 .
N Startplotting tograph
par
N Record in labour
recordN5 .
N

N
N

D8 .
See fir
st stag
e of lab
our — not e
activ
labour
Record in labour
recordN4 .

DO NO
T perfor
mv
aginal examination
f bleeding
i
nowor at an
y time after 7 months
egnancy.
of pr
N

Perfor
mg
entleaginal
v
examination
do not
( star
t
during a contraction):
¡ Determine
cervical
dilatation in
centimetres.
¡ Feel for presenting
t.Ispar
it hard,
round
and smooth (the head)?
identify
If not,the
presentingt.par
¡ Feel for membranesthey
– are
intact?
¡ Feel for cord – is itsfelt?
it pulsating?
I
f I
D15on
.
so,act immediately as

NEXT
: Respond to obstetrical problems on
.
admission

Decide stage of labour

D4

RESPOND
O TOBSTETRICAL
OBLEMS
PR
ON
ADMISSION
D2-D3.
Use this char
t if abnor
mal findings on assessing
gnancy
pre and fetal status

SIGNS

CLASSIFY

Tr
ansverse
lie.
OBSTRUCTED
LABOUR
Continuous contractions.
Constant pain betw
een contractions.
N Sudden andver
see abdominal .pain
N Ho
rizontal ridg
e acrosswer
lo
abdomen.
N La
bour >24 hours.

D4

TREAT
AND AD
VISE
Ifdistressed,
insertan IV line and
e fluids
giv B9 .
Ifinlabour >24 hours,
giveappropriate IM/IV
B15.
antibiotics
N Refer urg
ently to hospita
l B17.

N

N

N
N

N

RESPOND TO OBSTETRICAL
PROBLEMS ON ADMISSION (1)

FOR ALL
SITUA
TIONS IN REDW,
BELO
REFER URGENTL
YO
T HOSPIT
AL IF IN EARL
Y LAB
OUR,MA
NAGE
ONLY
IF IN TE
LA LAB
OUR
N

Rupture of membranesyand
of: anUTERINE AND
FETAL
INFECTION
¡ Fever>38˚C
¡ Foul-smelling
aginal
v discharg
e.

N

Rupture of membranes at
<8-months of pregnancy
.

N

B15.
Giveappropria
te IM/IV antibiotics
D10-D28
Iflate labour
, deliver
.
Discontinue
antibiotic for mother after
eryif no
deliv
signsofinfection.
Plan to treatwborn
ne J5 .

N

Diastolic blood pressure >90
. mmHg
PRE-ECLAMPSIA

N

D23.
Assess fur
therand manag
e as on

N

SEVERE ANAEMIA
Sever
e palmar andunctival
conj
pallor and/or haemoglobin <7-g/dl.

N

Ma
nageas onD24.

N

D16.
Breech or other malpresentation
OBSTETRICAL
D18.
COMPLICATION
Mu
ltiple pregnancy
D14.
Fetal distress
D15.
Prolapsed cord

N

Followspecific
instructions
(see pag
e numbers in left column).

N
N
N

N
N
N

RISK OF UTERINE
AND
FETAL
INFECTION

N
N
N

B15.
Giveappropria
te IM/IV antibiotics
Iflate labour
, deliver
and ref
er to hosp
ital
after
deliver
y B17.
Plan to treatwborn
ne J5 .

MONITOR
EVERY HOUR:

MONITOR
EVERY 4 HOURS:

B3-B7.
For emerg
ency signs,
using rapid assessment (RAM)
N Fr
equency,
intensity and duration of contractions.
N Fe
tal hear
t rateD14.
N Mo
od and beha
viour (distressed,
anxious)D6.

N

N

D8

D3 D15.
Cervi
cal dilatation
Unless indicated,
DO NO
T dovaginalexamination more frequently
very 4
than
hours.
e
N Te
mperature.
N Pu
lse B3 .
D23.
N Blood pressure

Record findings regular
ly in Labour record
artog
and
raph
P N4-N6.
Record timeupture
of r
of membranes and colour of amniotic fluid.
N GiveSupportiv
e careD6-D7.
N Never lea
ve the woman alone.
N
N

ASSESS PR
OGRESS OF OUR
LAB

TREAT
AND AD
VISE,IF REQUIR
ED

N

After 8 hours if:
¡ Contractions strong
er and more frequent but
¡ Noprogress
in cer
vical dilatation with or without membranes
uptured.
r

N

Refer the woman
ently
urg to hospita
l B17.

N

After 8 hours if:
¡ noincrease in contractions,
and
¡ membranes are uptured,
not r and
¡ noprogress
in cer
vical dilatation.

N

Discharge
the o
wman andvise
ad her to retur
n if:
¡ pain/discomfort
increases
¡ vaginal bleeding
¡ membranes
upture.
r

N

Cervi
cal dilatation 4 cm
reater
or. g

N

Begin plotting artog
the raph
p N5 and manag
e the oman
w
asActive
in labourD9 .

FIRST STAGE OF LABOUR (1): WHEN
THE WOMAN IS NOT IN ACTIVE
LABOUR

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D8

FIRST ST
AGEOFLABOU
R: NO
T INACT
IVE LAB
OUR
Use this char
t for care of the woman when
T INACT
NO
IVE LAB
OUR,when cer
vix dilated 0-3 cm and
actions
contr are weak,
less than 2 in 10 minutes.

Respond to problems during labour
y and
(1) Ifdeliver
FHR <120 or
60>1
bpm

D14

RESPOND
O TPR
OBLEMS DURINGOUR
LABAND
DELIVERY
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

FIRST ST
AGEOFLABOU
R: INACT
IVE LAB
OUR
Use this char
t when the womanACT
isIIN
VE LAB
OUR,when cer
vix dilated 4 cm or more.

MONITOR
EVERY 30 MINUTES:

MONITOR
EVERY 4 HOURS:

B3-B7.
For emerg
ency signs,
using rapid assessment (RAM)
N Fr
equency,
intensity and duration of contractions.
N Fe
tal hear
t rateD14.
N Mo
od and beha
viour (distressed,
anxious)D6.

N

N

N
N
N
N

D9

Record findings regular
ly in Labour record
artog
and
raph
P N4-N6.
Record timeupture
of r
of membranes and colour of amniotic fluid.
GiveSupportiv
e careD6-D7.
Never lea
ve the woman alone.

ASSESS PR
OGRESS OF OUR
LAB
N

D3 D15.
Cervi
cal dilatation
Unless indicated,
do not
do avginal examination more frequently
very 4 than
hour
s. e
N Te
mperature.
N Pu
lse B3 .
D23.
N Blood pressure

Parto
gra
ph passes to the right
ALERT
of LINE.

TREAT
AND AD
VISE,IF REQUIR
ED
Reassess oman
w
and consider criteria
for refer
ral.
Call senior person
f available.
i
Alert
emergency
transpor
t ser
vices.
Encourage
wom
an to empt
y bladd
er.
N En
sure adequate
ydration
h
but omit solid foods.
N En
courage
upright position and walking
wo
man wishes.
if
N Mo
nitor intensiv
ely.Reassess in 2 hours
and refer if noress.
prog
If refer
ral tak
es a long e,
tim
refer
immediately (DO
T wait
NO to cross action line).
N
N

FIRST STAGE OF LABOUR (2):
IN ACTIVE LABOUR

N

N

Parto
gra
ph passes to the right
ACT
ION
of LINE.

N

Refer urg
ently to hospit
al B17 unless bir
th is imminent.

N

Cervi
x dilated 10 cm or bulging perineum.

N

D10-D11
Ma
nageas inSecond stag
e of labour
.

First stage of labourwhen
(2): the woman is in active labour

D9

Second stage of labour
: deliver
the baby and give immediate
newbor
n care (1)

D10

SECOND AGE
ST OFLABOU
R: DELIVER
THE BABY
AND GIVE IMMEDIA
TE NEWB
ORN CARE
Use this char
t when cer
vix dilated 10 cm or bulging thin perineum and head visible.

D10

MONITOR
EVERY 5 MINUTES:
B3-B7.
For emerg
ency signs,
using rapid assessment (RAM)
N Fr
equency,
intensity and duration of contractions.
N Fe
tal hear
t rateD14.
N Pe
rineum thinning and. bulging
N Vi
sible descent of fetal head or during contraction.
N Mo
od and beha
viour (distressed,
anxious)D6.
N Record findings regular
ly in Labour record
artog
and
raph
P (pp.N4-N6).
N GiveSupportiv
e careD6-D7.
N Ne
verleavethe w
oman alone.
N

DELIVER THE
BAB
Y
N

Ensure all deliv
eryequipment and supplies,
including wborn
ne resuscitation equipment,
are
available,
and place of ery
deliv
is clean andm
war
(25°C)L3 .

N
N
N

Ensure bladder is empty
.
Assist theoman
w
into a comfor
table position of her as
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upright as possible.
Staywith her and offer her emotional
ysicaland
suppor
ph
t D10-D11
.

N

Allowher to push as she wishes with contractions.

N
N
N

Wa
it until head visible and perineum
. distending
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sh hands with clean water and
Put on
soap.
glo
vesjust before deliv
ery
.
A4 . deliv
See Univ
ersal precautions during labour
eryand

TREAT
AND AD
VISE IF REQUIRED

N
N
N

SECOND STAGE OF LABOUR: DELIVER
THE BABY AND GIVE IMMEDIATE
NEWBORN CARE (1)

B12.
Ifunable to pass urine
and bladder is em
full,
pty bladder
DO NO
T let her lie
atfl(horizontally) on her back.
Ifthe w
oman is distre
ssed,encourage
pain discomfor
t relie
f D6 .

DO NO
Turgeher to push.
N If, after 30 minutes
pontaneous
of s
expulsive
efforts,
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ons,do aagina
v l examination tom
confir
full dilatationvix.
of cer
N Ifcervi
x is not fully dilated,
await second stag
e.Place oman
w
on herside
left and discourag
e
D6 .
pushing.
Encourage
breathing technique
N
N
N

Ifsecond stag
e lastsfor 2 hours or more
without
visible stead
y desce
nt of the d,
hea
callfor staff
trained to use
acuum
v extractor
refer
or urg
ently to hospita
l B17.
Ifobvious obstr
uction
to prog
ress (war
ts/scarr
ing/keloid
tissue/pre
vious thirdree
degtear),
doa
gen
erous episiotomy
. DO NO
T perfor
m episiotomy routinely
.
Ifbreech or other malpr
esentation,
manageas onD16.

D14

TREAT
AND AD
VISE

IF FET
AL HEARTTE
RA(FHR) <120 OR >160
TS BEA
PER MINUTE
Position the
oman
w on her left side.
N Cord seen ata.
vulv
PROLAPSE
D CORD
Ifmembranesve
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rup
tured,
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BABY
NO
T WELL
vulv
a for prolapsed cord.
N See if liquor was meconium
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vation.
Repeat FHR count after
N
N

N
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N

FHR retur
ns to nor
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N

Manage
urgently
as onD15.

If ear
ly labour
:
B17
¡ Refer the woman
ently
urg to hospital
¡ Keep her lying on her left side.
N Iflate labour
:
¡ Call for help during
ery
deliv
¡ Mo
nitor
afterver
e y contr
action.
IfFH
R does not
retur
n to nor
mal in 15 minutes explain
to the
wom
an (and her companion) that
y ma
the
y bab
not beell.
w
K11.
¡ Preparefor ne
wborn
resuscitation
N

N

If fetal heart rate <120 or >160 bpm

CLASSIFY

TREAT
N

D15

IF PR
OLAPSED CORD
The cord is visible outside
agina
theor
v can be felt in
agina
the vbelow the presenting
t. par

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Look at or feel the ently
cord g
for
pulsations.
N Fe
el for transv
erse lie.
N Dova
ginal examination to
determine
status of labour
.
N

N

Tr
ansverse
lie

OBSTRUCTED
LABOUR

N

Cord is pulsating

FETUS ALIVE

RESPOND TO PROBLEMS DURING
LABOUR AND DELIVERY (1)

Monitor FHR
verye15 minutes.

BABY WELL

NEXT
: If prolapsed cord

D3

Respond to obstetrical problems on admission

First stage of labourwhen
(1): the woman is not in active
ur
labo

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D3

DECIDE AGE
ST OFLABOU
R

EXAMINE THE WOMAN IN LABOUR OR
WITH RUPTURED MEMBRES

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

ASK,CHECK RECORD
LOOKLISTEN,
,
FEEL
History
of this labour
:
N Ob
serv
e the oman’s
w
response to
Wh
en did contractions begin? contractions:
N Ho
w frequent are contractions? ¡ Isshe copingellwor is she
How
strong?
distressed?
N Ha
veyou
r waters brok
en? Ifes,
y
¡ Isshe pushing run
ortg
ing?
whe
n? W
ere the
y clear or
reen?
g
N Ch
eck abdomen
: for
N Ha
veyouhad an
y bleeding?
¡ caesarean section
. scar
If e
ys,whe
n? Ho
w much?
¡ horizontal e
ridg
acrosswer
lo
N Isth
e bab
y mo
ving?
abdomen (if present,
empty bladder
B12 an
N Doyo
u ha
veanyconcern?
d obser
veagain).
N
Feel abdomen
: for
Check record,
orif norecord:
N As
kw
hen the deliv
eryis expected.
¡ contractions frequency
, duration,
anycontinuous contractions?
N De
termine
if preter
m
(less than 8 months pregnant). ¡ fetal lie—longitudinal or
N Re
view
the bir
th plan.
transverse?
¡ fetal presentation—head,
breech,
If prior pre
gnancies:
N Nu
mber of prior pregnancies/
other?
deliveries.
¡ mo
re than one fetus?
N An
y prior caesarean section,
¡ fetal mo
vem
ent.
forceps,
or acuum,
v
or other
N Li
sten to the fetalt hear
beat:
complication such as tum
postpar ¡ Count number of in
beats
1m
inute.
haemorhage?
¡ Ifless than 100 beats
r pe
N An
y prior thirdree
deg
tear?
minute,
or more than, 180
turn
Curr
ent pre
gnancy:
wom
an on her left an
side
d count
N RP
R statusC5 .
again.
N Hbre
sultsC4 .
N Me
asure blood pressure.
N Te
tanus immunization F2
status
.
N Me
asure temperature.
C6 .
N HI
V status
N Lo
ok for pallor
.
G7-G8
N In
fant feeding plan
.
N Lo
ok for sunk
en e
yes, drymouth.
N Pinch the skin of the
rm:
forea
does
it g
o back quickly?
N

NEXT
: Per
form
vag
inal examination and decide
e of labour
stag

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D2

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D2

EXAMINE THE
OMAN
W IN LAB
OUR OR
WITHUPTURED
R
MEMBRANES
B3-B7. T
First do Rapid assessment andement
manag
hen use this char
t to assess the woman’
s and fetal status and decide
e ofstag
labour
.

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

Examine the woman in labour
uptured
or with
membranes
r

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

RESPOND TO PROBLEMS DURING
LABOUR AND DELIVERY (2)

Refer urg
ently to hospita
l B17.

If prolapsed cord

If ear
ly labour
:
Push the head
orpresenting tpar
out of the pelvis
and hold
itabovethe brim/pelvis our
withhand
y
on
the abdomen until caesarean section
med.is perfor
Instruct
assistant (family
, staff) to position the
wom
an’sbuttocks higher than the. shoulder
Refer urg
ently to hospita
l B17.
Iftransfer not possible,
allowlabour to continue.

N

N
N
N

If late labour
:
N Ca
ll for ditional
ad
help if possible (for mother
y). and b
K11.
N Pr
epare forwborn
Ne resuscitation
N As
k theoman
w
to assume an upright or squattin
position
to help prog
ress.
N Ex
pedite deliv
erybyencouraging
oman
w to push
with contraction.
N

Cord is not pulsating

FETUS
PROBABL
Y DEAD

N

Explain to the parents that
y ma
ybab
not beell.
w

NEXT
: If breech presentation

Respond to problems during labour
y and
(2)Ifdeliver
prolapse
d cord

D15

Respond to problems during labour
y and
(3)Ifdeliver
breech sentation
pre

D16

IF BREECH PRESENT
ATI
ON
LOOK,
LISTEN,
FEEL

SIGN

D16

TREAT

Ifearlylabour
Onexternal
examination fetal head N
felt
in fundus.
N Iflate labour
N Soft bod
y par
t (leg or buttocks)
felt onaginal
v
examination.
N Le
gs or buttocks presenting at
perineum.

N

N

B17.
Refer urg
ently to hospital

Call for additional help.
D3 .
Confirm
full dilatation of the
vix yb
cer
v
aginal examination
B12. bladder
Ensure bladder is empty
. If unable to empty bladder see Empty
K11.
Prepare forwborn
ne resuscitation
N De
liver
the bab
y:
¡ Assist theoman
w
into a tion
posithat willwallo
theaby
b to hang wn
do duri
ng deliv
ery
, for exam
ple,
propped up with buttocks
dgeofat
bed
e or ontohands
her and knees (all fours position).
¡ Wh
en buttocks are ding,
disten
makean episi
otomy.
¡ Allowbuttocks,
trunk
and shoulders toerdeliv
spont
aneously during contractions.
¡ After deliv
eryof the shoulders
w allo
theaby
b to hang until next contraction.
N
N
N
N

N

Ifthe head does not
liver
de
after se
ver
al contractions

N

Iftrapped ms
ar or shoulders

N
N
N
N

RESPOND TO PROBLEMS DURING
LABOUR AND DELIVERY (3)
If breech presentation

Place the bab
y astride
our
y left
forear
m with limbs hanging on each side.
Place the middle andfiindex
ngers
of the left hand
verth
o
e malar
cheek bones oner
eith
side to apply
gen
tle do
wnwards pressure
o aid tflexion of head.
Keeping the left hand as
bed,
descri
placethe ind
ex and ringers
fing
of the right hand
verthe obab
y’s
shoulders and the middle
er onfing
the y’s
bab
head toently
g
aid flexion untilline
the
is hair
visible.
Wh
en the hair
line is visible,
raise the bab
y in upward and forward
ion to
direct
wards the mother’
s abdomen until
the nose and mouth are
Th
e assistant
free.
es
giv
supra pubic pressure duringothe
maintain
period
exion.
flt

Feel the bab
y’schest forms.
arIf not t:
fel
Ho
ld the bab
yg
ently with hands
around eachgh
thiand thumbs on
um.
sacr
Gently guiding the
y do
bab
wn,turnthe bab
y,keep
ing the back upper
most until the shoulder
hich was
w
posterior (belo
w) is no
w ante
rior (at the top) and
armthe
is released.
N Th
en tur
n the bab
y back,
again eeping
k
the back
uppermost
to deliv
er the other
m.ar
N Th
en proceed withery
deliv
of head as desc
ribed
abov
e.
N
N
N

N

Iftrapped head (andy bab
is dead) N Ti
e a 1 kgeight
w to they’s
bab
feet andwait
a full dilatation.
N Th
en proceed withery
deliv
of head as desc
ribed
abov
e.
NEVER
pull on the breech
DO NO
T allowthe o
wman to push the
until
cer
vix is full
y dilated.
Pushing
too soo
n ma
y cause the head to be
trapped.

War
ts,keloid tissue that
y ma
interfere withery
deliv
.
Prior third ree
degtear
.

CLASSIFY

TREAT
AND AD
VISE

RISK OF OBSTETRI
CAL
COMPLICATION

N

Doa g
enerous
episiotomy and carefully control
.
deliv
eryof the hea
d D10-D11

N

Iflate labour
, deliverD10-D28
.
Ha
vehelp vai
a lable during ery
deliv
.

Bleedingyan
time in third
imester.
tr
Prior deliv
eryby:
¡ caesarean section
¡ forceps or
acuum
v
deliv
ery
.
N Ag
e less than 14
ears
y.
N
N

N

N

Labour before 8 completed months
PRETERM
of pregnancy (more
onethan
month LABOUR
before estimated dateery).
of deliv

N

POSSIBLE FET
AL
Fetal hear
t rate
<120 or >160 beats per minute.
DISTRESS

N

Rupture of membranes
m and
at terRUPTURE OF
before labour
.
MEMBRANES

Reassessfetal presentation (breech more commo
Ifwo
man is lying
, encourag
e her to
e li
on her left
side.
Call for help during
ery
.deliv
Conduct deliv
eryver
y carefully as small
y ma
bab
y pop
out suddenly
. In par
ticular,
control deliv
eryof the head.
Prepare equipm
ent for resus
citat
ion of wborn
ne K11.

N

Ma
nageas onD14.

N

Giveappropria
te IM/IV antibiotics
upture
ifof
r
membrane
>18 hour
s B15.
Plan to treat the
wborn
ne J5 .

N

N
N

N
N

N
N

NEXT
: Givesupportiv
e care throughout labour

If tw
o or more of the
llowing
fosigns: DEHYDRATION
¡ thirsty
¡ sunkeneyes
¡ dry mouth
¡ skin pinch
oes
g back wly.
slo
HIV test positiv
e.
HIV-POSITI
VE
Tak
ing AR
V treatment ophylaxis
or pr
and infant feeding
.
No fetal vem
moent,and
No fetal hear
t beat on
repeated examination

POSSIBLE FET
AL DEA
TH

D5

N

N
N
N

N
N

N
N
N

Giveoralfluids.
Ifnot able to drink,
give1 litre IV fluids
ver3 oh
ours B9 .

Ensure that
the w
oman tak
es AR
V dr
ugs pres
cribed
G9 .
G7-G8.
Support
her choice of infant feeding
Explain to the parents thaty the
is not
bab
doing
wel
l.

Respond to obstetrical problems on admission

D5

Give suppor
tive care throughout labour

D6

GIVE SUPPORTIVETHROUGHOUT
CARE
LABOUR
Use this char
t to provide a suppor
tive,encouraging
atmosphere for
th,bir
respectful of the woman’
s wishes.

Communication

Eating,
drinking

Explain all procedures,
seek per
mission,
and discuss findingsewith
w
oman.
th
N Ke
ep her infor
med about theress
progof labour
.
N Pr
aise her
, encourage
and reassure her that things
oing ell.
are
w g
N En
sure and respect
acy
priv
during examinations and discussions.
N Ifkn
ownHIV positiv
e,find outhat
w she has told the companion.
Respect her wishes.

N

Cleanliness

N

N

N
N
N
N
N
N

Encourage
the o
wman to bathe or
wer
sho
orwash herself and
enitals
g at the onset of
. labour
Wa
sh the vulv
a and perineal areas before each examination.
Wa
sh o
yur hands with soap before and after each
Useexamination.
clean glo
vesfor v
aginal
examination.
Ensure cleanliness of labour
thing
andarea(s).
bir
Clean up spills immediately
.
DO NO
T giveenema.

Mobility
N
N

Encourage
the o
wman to walk around freely during
e the
of labour
first
. stag
Support
the o
wman’s
choice of position (leftsq
lateral,
uating,
kneeling,
standing suppor
ted y
b the
companion) for each
e ofstag
labour andery
deliv
.

Urination
N

Encourage
the o
wman to empty her bladder. frequently
Remind her
very
e 2 hours.

RESPOND TO OBSTETRICAL
PROBLEMS ON ADMISSION (2)

D6

Encourage
the o
wman to eat and drink as she wishes throughout
.
labour
N Nu
tritious liquid drinks
are impor
tant,even in lat
e labou
r.
N Ifth
ew
oman has visib
le se
ver
e wasting or tires during
, make
labour
sure she eats drinks.
and

Breathing technique
Te
ach her to notice
r nor
he
mal breat
hing.
N En
courage
her to breathe out more
wly,ma
slo
king a sighing noise,
and to relax with each breath.
N Ifshe feels dizzy
, unwell,
isfeeling pins-and-needles (tingling) ha
innds
herand
face,
feet,
encourage
her to breathe more
wly. slo
N Topr
event pushing at the end ofefirst
of labour
stag
, teach her to pant,
tobreathe with an open
mouth,
to tak
e in 2 shor
t brea
ths follo
wedbya o
l ng breath out.
N Du
ring deliv
eryof the ad,
he ask her not to push but to breathe steadily or to pant.

GIVE SUPPORTIVE CARE
THROUGHOUT LABOUR

Pain and discomfor
t relief
N
N
N

N
N
N
N

Suggest chang
e of pos
ition.
Encourage
mobility,
ascomfortable
for her
.
Encourage
companion to:
¡ massagethe o
wman’s
back if she
nds
fi thi
s helpf
ul.
¡ hold theoman’s
w
hand and spong
e her face betw
een cont
ractions.
Encourage
her to use the breathing technique.
Encourage
warm
bath or sho
wer
, if available.
D2-D3.
If wo
man is distressed
anxious,
or investig
ate the cause
D4 .
If pain is constant (persi
sting between contr
actions) and yver
severe
or sudde
n in onset

DELIVER THE
BAB
Y

D11

TREAT
AND AD
VISE,IF REQUIR
ED

N

Ensure controlledery
deliv
of the head:
N If potentially damagi
ng expulsiv
e effor
ts,exert
more pressure on perineum.
¡ Keep one hand
ently
g on the head as
van
ces
it adwith contractions.
N Discard soiled pad
rev
eto
ntpinfec
tion.
¡ Support
perineum with other hand
veran
and
us with
co pad heldition
in pos
ybside of hand during
ery
. deliv
¡ Leavethe perineum visibleeen
(betw
thumb and first
er).fing
¡ Ask the mother to breathe steadily and not to ery
push
of the
during
head.
deliv
¡ Encourage
rapid breathing with mouth open.

N
N

Feel g
ently aroundy’s
bab
neck for the cord.
Check if the face is clear of mucus and membranes.

N If cord present ose,
anddeliver
lo the bab
y thr
ough the loop of cord or slipver
the
thecord
bab
y’so
head;

Aw
ait spontaneous rotation of shoulders
ery(within
and deliv
1-2 minutes).
Apply entle
g
do
wnward pressure er
to top
delivshoulder
.
Th
en lift bab
y up,towards the mother’
s abdomen to er
deliv
lo
wershoulder.
Place bab
y on abdomen or in smother’
arms.
Note time of deliv
ery
.

N If dela
y in deliv
eryof shoulders:

N
N
N
N
N
N
N
N

Th
oroughlyy dr
the bab
y immediately
. Wipe y
ees. Discardet
w cloth.
Assess bab
y’sbreathing
hile
w dr
ying.
Ifthe bab
y is notying,
cr observ
e breathing:
¡ breathingell
w (chest rising)?
¡ not breathingasping?
or g

if cord is tight,
clamp andtcu
cord,
then unwind.
N Gently wipe face clean
ith auze
g w or cloth,
ifnecessary
.

¡DO NO
Tpanic butllca
for help and ask companion to assist
¡Manage
as inStuck shoulde
rs D17.
N If placingwborn
ne on abdo
men is not acceptable,
orthe moth
er cannot hold the
y,place
bab the bab
y in

a clean,
warm,safe plac
e close to the mother
.

DO NO
T leavethe bab
yw
et - she/he will become cold.
N If the bab
y is not breat
hing or
asping
g (unless bab
y is dead,
macerated,
severely malfo
rme
d):
K11.
¡ Cut cord quickly:
transfer to a
m,fir
warm
surface; star
t Ne
wborn
resuscitation
N CALL FOR HELP - son
one should
per
care for
mother.
the

Exclude secondy.bab
Palpate mother’
s abdomen.
Give10 IU oxytocin IM to the
. mother
Wa
tch for
aginal
v
bleeding
.

N If second bab
y,DO NO
T giveoxytocinw.no
GET HELP
.
D18.
N Deliver
the second y.
bab
Manage
as inMultipleegnancy
pr

N
N

Changeglov
es.If not possible,
wash glo
vedhands.
Clamp and cut the cord.
¡ put ties tightly around the cord at 2 cm andy’s
5abdomen.
cm from bab
¡ cut betw
een ties with sterile
ument.
instr
¡ observ
e for oozing blood.

N If blood oozing
, place a second tieeen
betw
the skin the
andfirst tie.

N

Leavebabyon the mother’
s chest in skin-to-skin contact.
Place identification
label.
Coverthe bab
y,cov
er the head with a hat.

N If room cool (less
n 25°C),
tha use additional blank
et to co
verthe moth
er and bab
y.

N
N

K2 .
Encourage
initiation of breastfeeding

N If HIV-positiv
e mother
ashchosen replacement, feeding
feed acco
rdingly.
N Check AR
V treatment
eeded
n G9 .

N
N
N
N

N If hea
vy bleeding
, repeatoxytocin 10-IU-IM.

DO NO
Tapply an
y substa
nce to the stump.
DO NO
T bandage
or bind
the stump.

Second stage of labour
: deliver
the baby and give immediate
newbor
n care (2)

D11

Third stage of labour
: deliver the placenta

D12

THIRD AGE
ST OFLABOU
R: DELIVER
THE PLA
CENTA
Use this char
t for care of the woman between
th of the
bir bab
y and deliver
y of placenta.

MONITOR
MOTHER
EVERY 5 MINUTES:
N
N
N
N

B3-B7.
For emerg
ency signs,
using rapid assessment (RAM)
Feel if uter
us is ell
w contracted.
Mo
od and beha
viour (distressed,
anxious)D6 .
Ti
me since thirde stag
beg
an (time since
th).
bir

D12

MONITOR
BAB
Y EVERY 15 MINU
TES:
N
N

J2 .
Breathing: listenrun
for
ting,
g look for chest in-dra
wing and fast breathing
Wa
rmt
h: check to see if feet are coldJ2to. touch

Record findings,
treatments and procedures
Labour
in
ecord
r andPartograph
(pp.N4-N6).
GiveSupportive
careD6-D7.
N Never lea
ve the woman alone.
N
N

DELIVER THE
PLACENT
A
N
N

Ensure 10-IU oxytocin en
IMD11
is .giv
Aw
ait strong uterine contraction
(2-3 minutes) anderdeliv
placenta
bycontrolled cord
traction
:
¡ Place side of one hand (usually
veleft)
symphysis
abopubis with palm facing
wardstothe
mother’s
umbilicus.
This applies counter tractionus
toduring
the uter
controlled
d traction.
cor At
the same time,
apply stead
y,sustained controlled cord traction.
¡ Ifplacenta does not descend during 30-40 secondsrdoftraction,
controlled
release co
both cord
traction and counter traction on the abdomen and
terus
wait
is w
elluntil
contracted
the uain.
ag
Then repeat controlled cord traction with counter traction.
¡ Asthe placenta is coming
catch
out,in both handsven
tot pre
tearing of the
mbranes.
me
¡ Ifthe membranes do not slip out spontaneously
, gently twist them
nto ai rope and
vemo
them up
and do
wn to assist separation without tearing them.

THIRD STAGE OF LABOUR:
DELIVER THE PLACENTA (1)

TREAT
AND AD
VISE IF REQUIRED
If, after 30 minutes
iving
of goxytocin,
the placenta is notered
delivand the
oman
w is T
NO
blee
ding:
B12
¡ Em
pty bladder
¡ Encourage
breastfeeding
¡ Repeat controlled
cord traction.
Ifwo
man is bleeding
, manage
as onB5
Ifplacenta is not ered
delivin another
30minutes (1 hour after
ery):
deliv
B11
¡ Remov
e placenta manually
B15.
¡ Giveappropriate IM/IV
antibiotic
Ifin1 hour unable
o remo
t veplacenta:
B17
¡ Refer theoman
w
to hospital
¡ Insertan IV line and
givefluids with 20 IU of oxytocin at 30 drops per minute
B9 .
during transfer
DO NO
T exertexcessive
traction on the cord.
DO NO
T squeeze or push
he uter
t us to deli
verthe placenta.
N

N
N

N

N
N

SECOND STAGE OF LABOUR: DELIVER
THE BABY AND GIVE IMMEDIATE
NEWBORN CARE (2)

Check that placenta and membranes are complete.

Ifplacenta is incomple
te:
B11.
Remov
e placental
fragments manually
B15.
Giveappropriate IM/IV antibiotic

¡
¡

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

N

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

N

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

SIGNS

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

NEXT
: If stuck shoulders

D17

IF STUCK SHOULDERS (SHOULDER
YSTOCIA)
D

SIGN

TREAT

N

Fetal head is deliv
ered,but
N Call for addit
ional help.
N Pr
epare forwborn
ne resuscit
ation.
shoulders are stuck andbe
cannot
delivered.
N Ex
plain the problem to
oman
the w
and her companion.
N As
k theoman
w
to lie on her hile
back
ripp
g wing her
legs tightly flexed
ainst
agher
chest,with knees widet.apar
Ask the companion or othereep
helper
the to
legs
k in
that posi
tion.
N Pe
rfor
m an adequate episiotomy
.
N As
k an assi
stant to apply continuous
pressure wnwards,
do
with the palm
ofthe
hand on the abdome
n directly ve
abo
the pubic area,
wh
ile o
yu maint
ain continuous
downwa
rd traction on the fetal
d. hea

N

Ifthe shoulders are
till not
s
N Remain
calm and explai
n to theoman
w
that
you need her cooperation
y to tr
delivered
and surgical help is not another
position.
N As
sisther to adopt a kneeling
“all four
on
s”position and ask her companion to
available immediately
.
hold her stead
y - this simple chang
e of position is sometimes
suffici
ent to dislodg
e
the impac
ted shoulder andve
achie
deliver
y.
N In
troduce the rightinto
hand
the
agina
v
along the posterior
veof the
cur sacr
um.
N At
tempt to deliv
er the pos
terior shouldermor
using
arpressure
from the er
fing
of
the righ
t hand to hook
the posterior shoulder
m and
do
wnwards
ar
and forwards
through
the agina.
v
N Co
mplete
the rest of deliv
eryas nor
mal.
N Ifno
t successful,
refer urg
ently to hospita
l B17.

RESPOND TO PROBLEMS DURING
LABOUR AND DELIVERY (4)
If stuck shoulders

DO NO
Tpullexcessively
on the head.

NEXT
: If multipleths
bir

Respond to problems during labour
y and
(4)Ifdeliver
stuck shou
lders

D17

Respond to problems during labour
y and
(5)Ifdeliver
multiple
bir ths

D18

IF MUL
TIPLE BIRTHS
SIGN
N

Prepare for deliv
ery

N

Second stag
e of labour

D18

TREAT
Prepare deliv
eryroom and equipment
thfor
of bir
2 or more babies.
Include:
¡ mo
re war
m cloths
¡ tw
o sets of cordand
tiesrazor blades
¡ resuscitation equipment for. 2 babies
N Ar
range
for a helper
assist
to ou
y with the
ths
birand care of the babies.
N

Deliver
the first bab
y follo
wing the usual procedure.
Resuscitate if necessar
y.Label her/h
im win
T 1.
Ask helper to attend
the to
first bab
y.
Palpate uter
us immediately
determine
to the lie of the second
y.If bab
transv
erse or oblique
e,gen
litly tur
n the bab
yb
y abdominal manipulation to head or breech prese
N Ch
eck the presentation
yv
aginal
b examination.
Check the fetal thear
rate.
N Aw
ait the retur
n of strong contr
actions and spontaneous
upturer of the secondmembranes,
bag of usually within 1 hour
th of first
bir y,
bab
but ma
y be long
er.
N Staywith the
oman
w and continue monitoring her and
t rate
the fetal
intensiv
ely.
hear
N Remov
ew
et cloths from
underneath
her.Iffeeling chilled,
coverher.
D3 to check for prolapse
D15.
N Wh
en the membranes
upture,
rperfor
mv
aginal examination
d cord.
Ifpresent,
see Prolapsed cord
N Wh
en strong contractions
restart,ask the mother ar
to do
be
wn h
wen she feels y.
read
N De
liver
the second y.
bab
Resuscitate if necessar
y.Label her/him
Twi
n 2.
N Af
ter cutting the as
cord,
k the helper tend
to at to the second
y. bab
N Palpate the uter
us for a thirdy.bab
If a third y
bab
is felt,
proceed as described
ve.abo
Ifnothird bab
y is felt,
gotothird stag
e of labour
.
DO NO
T attempt to deliv
er the placenta untilba
all
bies
theare bor
n.
DO NO
T givethe mother oxytoci
n until afterbi
the
rthofall babies.
N
N
N

N

Th
ird stag
e of labour

N

Immediate postpar
tum care N Mo
nitor intensiv
ely as risk of bleedingased.
is incre
N Pr
ovide immediate
ostpartum
P
careD19-D20
.
N Inaddition:
¡ Keep mother inth
heal
centre forer
long
obser
vation
¡ Plan to measure haemo
globin postpar
tum if possible
J11 and K4 .
¡ Givespecial suppor
t for care and
ding
fee of babies

RESPOND TO PROBLEMS DURING
LABOUR AND DELIVERY (5)
If multiple births

Giveoxytocin 10 IU IM after making
issure
not another
there y.
bab
D12-D23
Wh
en the uter
us is ell
w contracted,
deliver
the placenta and membra
nes y
b controlled cord traction,
applying traction to all cords
ether
tog .
N Before and afterery
deliv
of the placenta and membra
nes,observ
e closely for
aginal
v bleeding because
oman
this is
w at
reater
g
risk of postpar
tum haemor
rhage.
If
bleeding,
see B5 .
N Ex
amine the placenta
membranes
and
for completeness.
Th
ere ma
y be one e
larg
placenta
ithw2 umbilical cords,
ora separate placenta with an umbilical cord
y. for each
N
N

N

N

Encourage
support
from the chosen
th companion
bir
throughout
r. labou
Describe to the
thbir
companion
hatwshe or he should do:
¡ Always
be with the
oman.
w
¡ Encourage
her.
¡ Help her to breathe and relax.
¡ Rub her back,
wipe her bro
w with a
etwcloth,
doother suppor
tiveactions.
¡ Givesupport
using local practices
hich w
do not disturb labour
eliver
y.or d
¡ Encourage
wom
an to mo
vearound freely as she wishesopt
andthe
to position
ad
of her
ce. choi
¡ Encourage
her to drink fluids and eat as she wishes.
¡ Assist her to the toilet
hen needed.
w

D7

Ask the bir
th companion to call for help if:
¡ Th
ew
oman is bearing
wndo
with contractions.
¡ Th
ere isaginal
v
bleeding
.
¡ She is suddenly in much more pain.
¡ She loses consciousness or has fits.
¡ Th
ere is an
y other concer
n.
Te
ll the bir
th companion
hatwshe orSHOULD
he
NOT
DOand explain
hy:
w
DO NO
T encourage
wom
an to push.
DO NO
T giveadvice
other than that
en giv
b
y the health
orker
w.
DONO
T keep w
oman in bed if she wants
vearound.
to mo

Birthcompanion

D7

BIRTH COMPANION

DELIVER THE
PLACENT
A
N
N

Check that uter
us is ell
w contracted and there vy
is no
bleeding
hea
.
Repeat check
very
e 5 minutes.

D13

TREAT
AND AD
VISE,IF REQUIR
ED
N

Ifheavybleeding:
B10.
Ma
ssageuterus
to expel clotsy,ifuntil
an it is hard
B10.
Giveoxytocin 10
IMIU
Call for help.
B9 , add 20 IU of oxytocin to IV fluids
N9 .
Startan IV line
e at 60
and
ops
drgivper minute
B12.
Em
pty the bladder
Ifbleeding persistsut
and
erusis soft
:
Continue massaging
usuter
until it is hard.
B10.
Apply bimanual or
ticaor
com
pression
Continue IV fluids with
IU of20
oxytocin at 30 drops per minute.
B17.
¡ Refer womanently
urg to hospital
¡
¡
¡
¡
¡

N

¡
¡
¡

N

Examine perineum,
lowervagina and vulv
a for tears.

N

Collect,estimate and record blood loss throughout
e and third
immediately
stag
afterwards.

N

Clean theoman
w
and the area beneath
. Put sanitar
her y pad or fold
ed clean cloth under her
buttocks to collect He
blood.
lp her to chang
e clothes if necessar
y.

N

Keep the mother and
y in
bab
deliv
eryroom for a minimum of
urone
after
hodeliv
eryof placenta.

N

Dispose of placenta in rect,
thesafe
cor and culturally appropriate
er. mann

Ifthird deg
ree tear
inv
(olving rectum or refer
anus),urg
ently to hospita
l B17.
N Fo
r other tears:
plyappress
ure ver
o the tear with a sterilegau
pad
ze or
and put legs
ether.
tog
DO NO
T cross ankles.
B12.
N Ch
eck after 5 minute
s. If bleeding persists,
repairthe tear
N

N

N

Ifblood loss
 250-ml,but bleeding has stopped:
¡ Plan toeep
k theoman
w
in the facility for 24 hours.
¡ Mo
nitor intensiv
ely (e
very 30 minutes) for 4 hours:
¡ BP
, pulse
¡ vaginal bleedin
g
¡ uterus,tomakesure it is
ellwcontracted.
¡ Assist theoman
w hen
w she first walks after resting
ver
ing.
and reco
B17.
¡ Ifnot possible to
bserv
oe at the facility
, refer to hospital

Ifdisposing placenta
:
¡ Use glo
veswh
en handling placenta.
¡ Put placentaoint
a bag and
place it int
o a leak
-proof container
.
¡ Always
carr
y placen
ta in a leak-proof container
.
¡ Incinerate the placent
a or bur
y it at least 10way
mfrom
a a water source,
ina 2m d
eep pit.

Third stage of labour
: deliver the placenta

D13

THIRD STAGE OF LABOUR:
DELIVER THE PLACENTA (2)

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

Birth
companion
N
N

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

NEXT
: Care of the motherwborn
and within
ne
first hour ery
of of
deliv
placenta

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

Childbirth: labour, delivery and immediate postpartum care

CARE OF
THE MO
THER AND
NEWBORN
WITHIN FIRST HOUR OFYDELIVER
OF PLA
CENTA
Use this char
t for woman and newbor
n during the first hour after complete
y of deliver
placenta.

MONITOR
MOTHER
EVERY 15 MINUTES:
N
N
N
N
N

For emerg
ency signs,
using rapid assessment B3-B7
(RAM)
.
Feel if uter
us is hard and round.

MONITOR
BAB
Y EVERY 15 MINU
TES:
N
N

WOM
AN
Assess the amount
aginal
of v bleeding
.
Encourage
the o
wman to eat and drink.
N Ask the companion
y to
with
stathe mother
.
N Encourage
the o
wman to pass urine.

INTERVENTIONS
, IF REQUIRED
N

N
N

N
N

NEWBORN
N Wip
e theyes
e.
N Apply an antimicrobial within th.
1 hour of bir
¡ either 1% silv
er nitrate drops or 2.5%
vidone
poiodine drops
1% tetracycline
or
ment.
oint
N DO NO
T washway
a the ye
e antimicrobial.
N If blood or meconium,
wipe off with
et w
cloth and
y. dr
N DO NO
T remo
vever
nix or bathe the
y. bab
N Continue
eeping
k
the ybab
war
m and in skin-to-skin contact
mother.
with the
N Encourage
the mother to initiate breastfeeding
hen bab
y sho
w
ws signs of readiness.
Offer her help.
N DO NO
T giv
e ar
tificial teats or pre-lacteal feeds
wborn:
to the
no water
ne, sugarwater,
orlocal feeds.

N

N

D19

J2 .
Breathing: listenrun
for
ting,
g look for chest in-dra
wing and fast breathing
Wa
rmt
h: check to see if feet are coldJ2to. touch

N4-N6
Record findings,
treatments and procedures
Labour
in
ecord
r andPartograph
.
Keep mother and
y in
bab
deliv
eryroomdo
- not separ
ate them
.
Never lea
ve the woman and newbor
n alone.

CARE OF THER
MO AND
NEWBORN

Examine the mother wborn
and ne
one hour afterery
deliv
of placenta.
Use Assess the mother after
y D21
deliver
and Examine the
wborn
ne J2-J8.

N

N

Ifpad soak
ed in less than 5 minutes,
orconstant trickle of blood,
manageas onD22..
If uter
us soft,
manageas onB10.
B12 orrefer to hospital
B17.
If bleeding from
rineal
a pe tear
, repair if required

If breathing with difficulty
— rgun
ting,chest in-dra
wing or fast breath
ing,examine the y
bab
as onJ2-J8.
If feet are cold ch
to tou
or moth
er and bab
y are separated:
¡ Ensure the roomrm.
is wa
Covermo
ther and bab
y with a blank
et
0C,manage
¡ Reassess in 1 hour
. If stillcold,measure
temperature.
If less than 36.5
as onK9 .
If unable to initiate
breastfeeding (mother has complications):
K5-K6
¡ Plan for alter
native
feeding method
.
¡ Ifmo
ther HIV-po
sitive:
givetreatment to the
wborn
neG9 .
¡Support
the mother's choice
wborn
of ne
feedingG8 .
bab
y is stillbor
n or dea
d,givesupportiv
e care to motherheand
r fami
ly D24.

N If

N

Refer to hospital
now if oman
w
had ous
seri complications at admission orery
during
but was
deliv
in late labour
.

Care of the mother
within first hour ofdelivery
of placenta

D19

CARE OF THE MOTHER AND
NEWBORN WITHIN FIRST HOUR OF
DELIVERY OF PLACENTA

N
N

For emerg
ency signs,
using rapid assessment (RAM).
Feel uter
us if hard and round.

N
N

N4-N6
Record findings,
treatments and procedures
Labour
in
ecord
r andPartograph
.
Keep the mother and
y tog
bab
ether.
Never lea
ve the woman and newbor
n alone.
DO NO
Tdischarge
before 12 hours.

N
N

CARE OF THER
MO
N
N
N
N
N
N

CARE OF THE MOTHER ONE HOUR
AFTER DELIVERY OF PLACENTA

INTERVENTIONS
, IF REQUIRED

Accompany
the mother and
y bab
to ward.
D26.
Advise
onPostpartum
careand hygiene
Ensure the mother hasy sanitar
napkins or clean material aginal
to collect
blood.
v
Encourage
the mother todr
eat,
ink and rest.
Ensure the roomm
is (25°C).
war

N
N

Ask the mother’
s companion to watch her and call forghelp
or pain
if bleedin
increa
ses,if mother
feels dizzy or has
ver
e se
headaches,
visual disturbance or
astric
epigdistress.

N

Make
sure theoman
w
has someo
ne with
her and the
y kno
ww
hen to call for help.
G6 , G9 .
IfHIV-positive:
giveher appropriate treatment

Ifheavyvaginal bleeding
, palpate the uter
us.
B6 .
If uter
us not m,
firmassage
the fun
dus to mak
e it contract and expel
y clots
an
If pad is soak
ed in less than 5 minutes,
manageas onB5 .
B17.
If bleeding is perineal
from tear,repair or refer to hospital

¡
¡
¡

N

Encourage
the mother to empty her bladder and ensure that she has
passed urine.

N

Ifthe mother canno
t pass urine or the bladder
wel
is
ling
full
over
(slowerabdomen) and she is
uncomfortable,
help herybg
ently pouring watera.on vulv
DONO
Tcatheterize unles
s you ha
veto.

N

Check record and
e an
giv
y treatment or ylaxis
proph
hich
w is due.
D26.
Advise
the mother on postpar
tum care and nutrition
D28.
Advise
whe
n to seek care
D27. methods
Counsel onthbir
spacing and other family planning
Repeat examination of the mother before
e using
Assess
discharg
the mother after
y D21
deliver
. For
baby,see J2-J8.

N
N

Iftubal lig
ation or IUD
sired,
demakeplans before discharg
e.
If mother is oniotics
antibbecauseupture
of r of membranes >18 hours
ws no
butsigns
sho of
infectionw,
no
discontinue antibiotics.

N
N
N
N

D21

ASSESS THE
MOTHER
AFTER DELIVER
Y
Use this char
t to examine the mother the first time yafter
(at 1deliver
hour after deliver
y or later) and for discharg
e.
Forexamining the newbor
n use the char
t onJ2-J8.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

Check record:
N Me
asure temperature.
N Ut
erushard.
us.Is it hard and
N Li
ttle bleeding
.
¡ bleeding more than 250 ml?N Feel the uter
¡ completeness of placenta andround?
N Noperineal problem.
N Lo
ok foraginal
v
bleeding
N Nopallor.
membranes?
N Lo
ok at perineum.
N Nofever
.
¡ complications during
ery
deliv
or
¡ Isthere a tear or cut?
postpartum?
N Blood pressure
mal.
nor
¡ Isitred,swol
len or draining pus?
N Pu
lse nor
mal.
¡ special treatment needs?
¡ needs tubalation
lig or IUD?
N Lo
ok for conjunctiv
al pallor
.
N Ho
w areou
y feeling?
N Lo
ok for palmar .pallor
N Doyo
u ha
veanypains?
N Doyo
u ha
veanyconcerns?
N Ho
w isour
y bab
y?
N Ho
w doour
y breasts feel?

MOTHER
WELL

N

N

ASSESS THE MOTHER AFTER DELIVERY

Keep the mot
her at the lity
facifor 12 hours after
deliv
ery
.
D25.
N En
sure pre
ven
tivemeasures
N Ad
vise on postpar
tum care and
ygiene
h D26.
D26.
N Co
unselon nutrition
D27.
N Co
unselon bir
th spacing and family planning
N Ad
vise onhen
w to seek care and next routine
postp
artum
visitD28.
N Reassessfo
r discharg
e D21.
N Co
ntin
ue an
y treatments initiated
lier. ear
N Iftu
bal lig
ation desired,
refer to hosp
ital within 7
daysof deliv
ery
. If IUD desired,
refer to appropriate
service
s within 48 hours.

NEXT
: Respond to problems immediately
tumpostpar
If no problems,
gotopageD25.

Assess the mother after
y deliver

D21

Respond to problems immediately
tumpostpar
(1)

D22

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

D22

IF V
AGINAL BLEEDING
N

Apad is soak
ed in less than 5
minutes.

N
N

More than 1 paded
soak
in
HEAVY
5 minutes
BLEEDING
Uterusnot hard and not round

N
N

See B5 for treatment.
Refer urg
ently to hospita
l B17.

IF FEVER (TEMPERA
TURE >38ºC)
Ti
me since
upture
r
of membranes
N Repeat temperature measure
ment N Tem
perature still0C
>38
and an
y of:
N Ab
dominal pain
after 2 hours
¡ Chills
N Ch
ills
N Iftemperature is stillC>38º
¡ Foul-smelling
aginal
v discharg
e
¡ Look for abnor
mal aginal
v
¡ Lo
w abdomen tender
ness
discharge.
¡ FH
R remains >160
teraf
30
¡ Listen to fetal thear
rate
minutes of obser
vation
¡ feel lo
werabdomen for
¡ rupture of membranes >18
tenderness
N Tem
perature still0C
>38
N

UTERINE AND
FETAL
INFECTION

hours
RISK OF UTERINE
AND
FETAL
INFECTION

B9 .
Insertan IV line
and giv
e flui
ds rapidly
B15.
N Giveappropriate IM/IV antibiotics
N Ifbabyand plac
enta deliv
ered:
B10.
¡ Giveoxytocin
10 IU IM
B17.
N Refer womanently
urg to hospital
N As
sess the wborn
ne J2-J8.
Tre
at if an
y sign of infection.
N

N
N
N

If vaginal bleeding
If fever
If perineal tear or episiotomy

Encourage
wom
an to drink plenty of fluids.
Me
asure
temperat
ure ver
e y 4 hour
s.
Iftemperature persists for >12
isve
hours,
ryhigh or
rises rapidly
, giveappropriate antibiotic and
B15.
refer to hospital

IF PERINEAL
TEAR OR EPISIO
TOM
Y (DONE FOR LIFESA
VING CIRCUMST
ANCES)
THIRD DEGREE
TEAR
Isthere bleeding from
tearthe
or
N Te
ar extending to anusm.
or rectu
episiotomy
N Do
es it extend to anus
rectum?
or
N Pe
rineal tear
SMALL PERINEAL
TEAR
N Ep
isiotomy
N

N

B15.
Refer womanently
urg to hospital

N

B12
Ifbleeding persists,
repair the tear or episiotomy
.

RESPOND TO PROBLEMS
IMMEDIATELY POSTPARTUM (1)

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D20

MONITOR
MOTHER
AT2,3 AND
4 HOURS
,
THEN EVERY 4 HOURS:

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

J10 fo
Use this char
t for continuous care of the mother until
e. See
discharg
r care of the y.
bab

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE
CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE
CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CARE OF
THE MO
THER ONE HOUR
AFTER DELIVER
Y OF PLA
CENTA

Advise on postpar
tum care

D26

ADVISE
ON POSTP
ARTUM CARE
Advise
on postpar
tum care and
ygiene
h

Counsel on nutriti
on

Advise
and explain to oman:
the w
Toalways
hav
e someone near her for the first 24 hoursny
to
change
respond
in hertocondition.
a
N No
t to inser
t an
ything into agina.
the v
N Toha
veenough rest and sleep.
N Th
e impor
tance of washingven
tot pre
infection of the motherbab
and
y: her
¡ wash hands before handling
y
bab
¡ wash perineum daily and after faecal excretion
¡ changeperineal pads
verye4 to 6 hours,
ormo
re frequently vy
if hea
lochia
¡ wash used pads or dispose of them safely
¡ wash the bod
y daily
.
N Toav
oid sexual intercourse until the
ound
perineal
heals.w

N

N

D26

Advise theoman
w
to eat
ag
reater amount ariety
and v of health
y foods,
such as meat,
fish,oils,
nuts,seeds,cereals,
beans,
veg
etables,
cheese,
milk,
to help her feel
ell and
w stronge (giv
examples
of types of foodow
and
much
h to eat).
N Re
assure the mother
that she can eat
y nor
an
mal foods – these
l not
wilhar
m the breas
tfeeding bab
y.
N Spend more timeutrition
on n counselling
ery
with
thinwom
v en and adol
escents.
N De
termine
if there are impor
tant taboos about
sw
food
hich are nutritionally
y. health
Advise
the o
wman ag
ainstthese taboos.
N Ta
lk to family membe
rs such as tner
par and mother-in-la
w,to encourag
e them to help ensure the
wom
an eats enough voi
and
ds ahard ysical
ph ork.
w

ADVISE ON POSTPARTUM CARE

N

Always begin with Rapid assessment and management (RAM)

Advise on postpartum care and hygiene
Counsel on nutrition

N

Next, use the chart on Examine the woman in labour or with
ruptured membranes D2-D3 to assess the clinical situation and
obstetrical history, and decide the stage of labour.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
N
N

CLASSIFY

SEVERE
If diastolic blood pressure is N Diastolic blood pressure
≥110 mmHg
OR
PRE-ECLAMPSIA
≥90 mmHg
, repeat after 1 hour rest.
N Diastolic blood pressure
Ifdiastolic blood pressure is still
and 2+ proteinuria and
≥90-mmHg,
ask theoman
w
if she ≥90 mmHg
anyof:
has:
¡ sever
e headache
¡ sever
e headache
¡ blurr
ed vision
¡ blurr
ed vision
¡ epigastric
pain.
¡ epigastric
pain and
¡ check protein in urine.
N
N

PRE-ECLAMPSIA
Diastolic blood pressure 90-110
mmHg ono tw
readings.
2+proteinuria (on admission).

N
N
N

N
N
N

N

HYPERTENSION
N

Diastolic blood pressure
≥90 mmHg
on 2 readings.

N
N
N

B13.
Givemagnesium sulphate
Ifinearlylabour or postpar
tum,
refer urg
ently to hospita
l B17.
If late labour
:
B13
¡ continue magnesium sulphate treatment
¡ mo
nitor blood pressure
very hour
e.
¡ DO NO
T giveergometrine
after deliv
ery
.
Refer urg
ently to hospita
l after de
liveryB17.
E17.
If ear
ly labour
, refer urg
ently to hospital
Iflate labour
:
¡ mo
nitor blood pressure
very hour
e
¡ DO NO
Tgiveergomet
rine after deliv
ery
.
IfBPremains
elevated after deliv
ery
,
E17.
refer to hospital

RESPOND TO PROBLEMS
IMMEDIATELY POSTPARTUM (2)
If elevated diastolic blood pressure

Monitor blood pressure
very hour
e.
DO NO
Tgiveergomet
rine after deliv
ery
.
Ifblood pressure remains
vatedele
afte
r deliv
ery
,
E17.
refer woman to hospital

NEXT
: If pallor on screening
, check for anaemia

Respond to problems immediately
tumpostpar
(2)

CHILDBIRTH
: LAB
OUR,DELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

D23

TREAT
AND AD
VISE

Counsel on the tance
imporof family plannin
g

Lactational amenor
rhoea method
(LAM)

Ifappropriate,
ask theoman
w
if she
ould
w lik
e her par
tner or another
lyfami
member to be includedN Abreastfeeding
oman
w is protected from pregnancy only if:
in the counselling session.
¡ she is no more
anth
6 months postpar
tum,and
ing exclusiv
ely (8 or mores time
a da
y,includin
g at least once at night: no
Explain that after
th,ifbir
she has sex and is notely
exclusiv
breastfeeding
, she can become pregnant ¡ she is breastfeed
daytime
feedings more than 4
apart
hours
and no night feedings more than t;
6 no
hours apar
as soon as eeks
4 w after deliv
ery
. Therefore it is impor
tant to star
t thinkinglyear
abouthat
w family
complementary
foods
or fluids),
and
planning method
y will
theuse.
¡ her menstr
ual cycle has notned.
retur
¡ Ask about plans for
ving
hamore children.
Ifshe (and her tner)
par want more children,
advise that
waiting at leastears
2-3 y
betw
een pregnancies is healthier
e mother
for thandd.chil
¡ Information
on w
hen to star
t a method afterery
deliv
willary
v depending on
hether
w aoman
w
is
N Abreastfeeding
oman
w can also choose
y other
an family planningei
method,
ther to use alone or
breastfeeding or not.
together
with LAM.
¡ Ma
kearr
angements
for theoman
w
to see a family planning
lor,or
counsel
counsel her directly
(see the
Decision-making tool for family planning
s and clients
provider
for infor
mation on
methods and on the counselling process).
N Co
uncel on safer sex including use of condoms for dual protection from sexually transmitted infection (STI) or
G2 .
HIV and pregnancy
. Promote theires
use,
pecially if at risk for sexually transmitted infection
(STI) or HIV
G4
N Fo
r HIV-positiv
ew
omen,
see
for family planning considerations
N He
r par
tner can decideve
toa ha
vasectomy (male sterilization)
y time.
at an
N
N

Method options for the non-breastfeeding woman
Can be used immediately tum
postpar Condoms
Progestogen-only
oral contraceptiv
es
Progestogen-only
injectables
Implant
Spermicide
Female sterilization
within
( 7ys
daor dela
y6e
weks)
copper IUD (immediate
ly follo
wing expulsion of
placenta or within
hours)
48
Delay3 weeks
Combined oral contracept
ives
Combined injectables
Fertility
awa
reness methods

D27

Advise on when to
n retur

D28

ADVISE
ON WHEN
O RETURN
T
D21 or E2 . For newbor
K14. on
Use this char
t for advising on postpar
tum care on
n babies see the schedule
Encourag
e woman to bring her
tnerpar
or family member to at least one visit.

Routine postpar
tum care visits
D19
FIRST VISIT

Wit
hin the first
eek,
w
preferably withinys
2-3 da

E2
SECOND VISIT

4-6 w
eeks

Follo
w-up visits for problems
If the problem
as:w
Fev
er
Low
er urinar
y tract infection
Per
ineal infection or pain
Hypertension
Urinar
y incontinence
Severe anaemia
Postpartum
blues
HIV-positive
Moderate anaemia
If treated in hospital
for an
y complication

D27

N

If an abnormal sign is identified, use the charts on Respond to
obstetrical problems on admission D4-D5 .

N

Care for the woman according to the stage of labour D8-D13 and
respond to problems during labour and delivery as on D14-D18 .

N

Use Give supportive care throughout labour D6-D7 to provide
support and care throughout labour and delivery.

N

Record findings continually on labour record and partograph

N

Keep mother and baby in labour room for one hour after delivery
and use charts Care of the mother and newborn within first
hour of delivery placenta on D19 .

N

Next use Care of the mother after the first hour following
delivery of placenta D20 to provide care until discharge. Use
chart on D25 to provide Preventive measures and Advise on
postpartum care D26-D28 to advise on care, danger signs, when
to seek routine or emergency care, and family planning.

N

Examine the mother for discharge using chart on

N

Do not discharge mother from the facility before 12 hours.

N

If the mother is HIV-positive or adolescent, or has special needs,
see G1-G11 H1-H4 .

N

If attending a delivery at the woman’s home, see

COUNSEL ON BIRTH SPACING AND
FAMILY PLANNING
Counsel on importance of family planning
Lactation and amenorrhoea method (LAM)

Method options for theeeding
breastfwoman
Can be used immediatel
y postpar
tum
Lactational amenor
rhoea method (LAM)
Condoms
Spermicide
Female sterilisation 7
(within
da
ys or dela
y6e
weks)
copper IUD (within
48 hours orydela
4e
weks)
Delay6 weeks
Progesto
gen
-only oral contraceptiv
es
Progestogen-only
injectab
les
Implants
Diaphragm
Delay6 months
Combined oral contraceptiv
es
Combined injectables
Fertility
awa
reness methods

Counsel onthbir
spacing and family planning

D28

Advise
on dang
er signs

ADVISE ON WHEN TO RETURN
Routine postpartum visits
Advise on danger signs
Discuss how to prepare for an emergency
postpartum

Advise to
og
to a hospital
or health centre imme
diately,
day or nigh
t, WITHOUT WAITING
, if any of
the following signs:
N va
ginal bleeding:
¡ mo
re than 2 or 3s pad
soak
ed in 20-30 minutes after
eryOR
deliv
¡ bleeding increases
ratherthan decreases after
ery
.deliv
N convu
lsions.
N fast or difficult hing.
breat
N feverand tooeak
w toetg out of bed
.
N sever
e abdominal pain.

Retur
n in:
Go to health centre
as soon as possibl
e ifany of the
following
signs:
2days
N fever
2days
N abdominal pain
2 da
ys
N feels ill
1w
eek
N br
eastswol
s len,red or tender breasts,
orsore nipple
1week
N ur
ine dribbling in
or on
pa micturition
2w
eeks
N pain in the perineum
r draining
o
pus
week
2 s
N fo
ul-smelling lochia
2w
eeks
4w
eeks
According to hospital
uctions
instr or according to national
guidelines,
but no later than
2w
eeks.
in
N Ad
vise to alwa
ys ha
vesomeone
near for at least 24 hours ery
after
to respond
deliv
to
y chang
an e in
condition.
N Discuss with
oman
w and hertner
par
and family about ency
emerg
issues:
¡ wh
ere toogif dang
er signs
¡ how to reach the
ospital
h
¡ costs in
volved
¡ family and communi
ty suppor
t.
I1-I3.
N Ad
vise theoman
w
to askhe
for
lp from the community
, if needed
N Ad
vise theoman
w
to brin
g her home-basednal
mater
record to the healtheven
centre,
for an
emergency
visit.

Discuss w
hoto prep
are for an emerg
ency in postpar
tum

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

D24

CLASSIFY
TREAT
AND AD
VISE

D24

IF P
ALLOR ON SCREENING,
CHECK FOR
ANAEMIA
N

Bleeding during ,labour
deliver
y or
postpartum.

Measure haemoglobin,
ifpossible.
Look for conjunctiv
al pallor
.
N Lo
ok for palmar .pallor
If pallor
:
¡ Isitsever
e pallor?
¡ Some pallor?
¡ Count number ofhs
breat
in
1-minute
N
N

Haemoglobin <7 g/dl.
SEVERE
AN
D/OR
ANAEMIA
N Sev
ere palmar and conjunctiv
al pallor or
N Any
pallor with >30 breaths per minute.
N

Anybleeding.
Haemoglobin 7-11-g/dl.
N Pal
mar or conjunctiv
al pallor
.
N
N

N
N

Haemoglobin >11-g/dl
No pallor
.

MODERATE
ANAEMIA

N

B17.
If ear
ly labour
or postpar
tum,refer urg
ently to hospital

N

If late labour
:
¡ mo
nitor intensiv
ely
¡ minimi
ze blood loss
¡ refer urg
ently to hospita
l after de
liveryB17.

DO NO
T discharge
before 24 hours.
Check haemo
globin
after
3 da
ys.
N Givedouble dose of iron for 3F3
months
.
N Fo
llowup in 4eeks.
w

Preparation for home
erydeliv
N
N
N
N

Check emerg
ency rangements.
ar
Keep emerg
ency transpor
t ar
rangements
up-to-date.
B17, records,
Carry withouy all essential
ugsdr
and the deliv
erykit.
Ensure that the family prepares,
asonC18.

Immediate postpar
tum care of mother
N
N
N
N

C2 C13-C14
Staywith the
oman
w for
rstfitw
o hours
after deliv
eryof placenta
.
D21.
Examine the mother
forebe
lea
ving her
D26-D27
Advise on postpar
tum care,
nutrition and family planning
.
Ensure that someone
ill sta
ywwith the mother for24
thehours.
first

Deliver
y care

Postpartum
care of wborn
ne

D2-D28K11.
Followthe labour andery
deliv
procedures
A4 .
Ob
serv
e univ
ersal precautions
GiveSupportive
care. Invo
lvethe companion in care and
t D6-D7
suppor
.
N4-N6
Ma
intain the tograph
par and labour record
.
N Pr
ovide ne
wborn
careJ2-J8.
N Refer to facility as soon as possible
y abnor
ifmal
an finding in mothe
r or bab
y B17 K14.

N

N

B2 .
Stayuntil bab
y has had the
irst fbreastfeed and help the
ood
mother
positioning
g
and attachment
B3 .
Advise on breastfeed
ing and breast care
Examine the y
bab
before ving
lea N2-N8
.
B13.
Immunize theybab
if possible
N Ad
vise on wborn
ne careB9-B10.
B14.
N Ad
vise the family about
dangersignsand w
hen andhere
w to seek care
N Ifpo
ssible,
retur
n with
in a da
y to check the mothery.and bab
N Ad
vise a postpar
tum visi
t for the mother
bab
and
y wit
hin thestfirw
eekB14.

N
N

N
N

N

N

D29

HOME DELIVERY BY SKILLED
ATTENDANT
Preparation for home delivery
Delivery care
Immediate postpartum care of the mother
Postpartum care of the newborn

RESPOND TO PROBLEMS
IMMEDIATELY POSTPARTUM (3)
If pallor on screening, check for anaemia
If mother severely ill or separated from baby
If baby stillborn or dead

F3 .
NO ANAEMIA N Giveiron/folate for 3 months

N
N
N

Tea
ch mother to express breast
very milk
3 hour
seK5 .
Help her to express breast milky.Ensure
if necessar
bab
y
receives
mother’s
milkK8 .
Help her to establish or re-establish breastfeeding as s
possible.
See K2-K3.

IF BABY STILLB
ORN OR DEAD
N

N
N

Givesupportiv
e care:
¡ Inform
the parents as soon as possible after
y’s the bab
death.
¡ Showthe bab
y to the mother
, givethe bab
y to the mother to
hold,whe
re culturally appropriate.
¡ Offer the parents and
ily fam
to be withde
the
ad bab
y in
privacy
as long as ythe
need.
¡ Discuss with them
he e
vten
ts before the death and the
possible
causes of death.
Advise
the mother on breastK8care
.
D27.method
Counsel
on appropriate family planning

GIVE PREVENTIVE MEASURES
Ensure that all are given beforee.discharg

ASSESS
, CHECK RECORDS
N
N

Check RPR status in records.
L5 .
IfnoRPR during this pregnancy
, do the RPR test

TREAT
AND AD
VISE
N

IfRPR positiv
e:
F6 .
¡ Tre
at w
oman and the
partn
er with benzathine penicillin
¡ Tre
at the wborn
ne K12.

N

Givetetanus toxoid
dueifF2 .
Givemebendazole once
months
in 6 F3 .

Check tetanus toxoid (TT) immunization status.
Check h
wen last dose of mebendazole
en.was giv

N

N

Checkoman’s
w
supply of prescribed dose of iron/folate.
Check if vitamin
A giv
en.

N

N
N

Ask h
wetheroman
w
and bab
y are sleeping under insecticide
bednet.
treated
Counsel andvise
ad allomen.
w

N
N
N

N

N
N
N
N
N
N
N
N
N

N

Record all treatments
en N6
giv
.

N

Check HIV
status in records.

N

N

Give pre
ventive measures

N4-N6 .

D21 .

N
N

IF MO
THER SEVEREL
Y ILL OR SEP
ARA
TED FR
OM THE
BABY

NEXT
: Giveprev
entive
measures

D29

HOME DELIVER
Y BY SKILLED
ATTE
NDANT
Use these instr
uctions if you are attending
y deliver
at home.

Home deliver
y by skilled attendant

D23

Respond to problems immediately
tumpostpar
(3)

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

IF ELEV
ATE
D DIAST
OLIC BLOOD PRESSURE

B3-B7 .

COUNSEL ON BIRTH
ACINSP
G AND
FAM
ILYPLANNING

NEXT
: If ele
vated diastolic blood pressure

CHILDBIRTH:OUR,
LABDELIVERY
AND IMMEDIA
TE POSTP
ARTUM CARE

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

D20

Care of the mother
one hour after delivery
of placenta

D25

F3 .
Give3 month’
s supply of iron and counsel on compliance
GivevitaminifAdueF2 .

GIVE PREVENTIVE MEASURES

F4 . bednet
Encourage
sleeping under insecticide treated
D26.
Advise on postpar
tum care
D26.
Counsel on nutrition
D27.
Counsel onth
birspaci
ng and family planning
Counsel on breastfeed
ing K2 .
G2 .
Counsel on saferncluding
sex i use of condoms
Advise on routine and
llow-up
fopostpartum
visitsD28.
D28.
Advise on dang
er signs
Discuss ho
w to prepare for anency
emerg
in postpar
tumD28.

IfHIV-positive:
¡ Support
adherenceARV
to G6 .
¡ Tre
at the ne
wbornG9 .
E5 .
IfHIV test not done
, offer her the test

D29 .

D25

Childbirth: labour, delivery and immediate postpartum care
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Examine the woman in labour or with ruptured membranes
EXAMINE THE WOMAN IN LABOUR OR WITH RUPTURED MEMBRANES
First do Rapid assessment and management

B3-B7 . Then

use this chart to assess the woman’s and fetal status and decide stage of labour.

ASK, CHECK RECORD LOOK , LISTEN, FEEL
History of this labour:
N When did contractions begin?
N How frequent are contractions?
How strong?
N Have your waters broken? If yes,
when? Were they clear or green?
N Have you had any bleeding?
If yes, when? How much?
N Is the baby moving?
N Do you have any concern?
Check record, or if no record:
N Ask when the delivery is expected.
N Determine if preterm
(less than 8 months pregnant).
N Review the birth plan.
If prior pregnancies:
N Number of prior pregnancies/
deliveries.
N Any prior caesarean section,
forceps, or vacuum, or other
complication such as postpartum
haemorhage?
N Any prior third degree tear?
Current pregnancy:
N RPR status C5 .
N Hb results C4 .
N Tetanus immunization status F2 .
N HIV status C6 .
N Infant feeding plan G7-G8 .
N Receiving any medicine.

N Observe the woman’s response to

contractions:
¡ Is she coping well or is she
distressed?
¡ Is she pushing or grunting?
N Check abdomen for:
¡ caesarean section scar.
¡ horizontal ridge across lower
abdomen (if present, empty bladder
B12 and observe again).
N
Feel abdomen for:
¡ contractions frequency, duration,
any continuous contractions?
¡ fetal lie—longitudinal or
transverse?
¡ fetal presentation—head, breech,
other?
¡ more than one fetus?
¡ fetal movement.
N Listen to the fetal heart beat:
¡ Count number of beats in 1 minute.
¡ If less than 100 beats per
minute, or more than 180, turn
woman on her left side and count
again.
N Measure blood pressure.
N Measure temperature.
N Look for pallor.
N Look for sunken eyes, dry mouth.
N Pinch the skin of the forearm: does
it go back quickly?

T NEXT: Perform vaginal examination and decide stage of labour

D2
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DECIDE STAGE OF LABOUR
ASK, CHECK RECORD
N

Explain to the woman that
you will give her a vaginal
examination and ask for her
consent.

LOOK, LISTEN, FEEL
N

Look at vulva for:
¡ bulging perineum
¡ any visible fetal parts
¡ vaginal bleeding
¡ leaking amniotic fluid; if yes, is it
meconium stained, foul-smelling?
¡ warts, keloid tissue or scars that may
interfere with delivery.

SIGNS

CLASSIFY

MANAGE

N Bulging thin perineum, vagina

IMMINENT DELIVERY

N See second stage of labour D10-D11 .
N Record in partograph N5 .

LATE ACTIVE LABOUR

N See first stage of labour – active labour D9
N Start plotting partograph N5 .
N Record in labour record N5 .

gaping and head visible, full
cervical dilatation.
N Cervical dilatation:

¡ multigravida ≥5 cm
¡ primigravida ≥6 cm

Perform vaginal examination
N DO NOT shave the perineal area.
N Prepare:
¡ clean gloves
¡ swabs, pads.
N Wash hands with soap before and after each
examination.
N Wash vulva and perineal areas.
N Put on gloves.
N Position the woman with legs flexed and apart.

N Cervical dilatation ≥4 cm.

EARLY ACTIVE LABOUR

N Cervical dilatation: 0-3 cm;

NOT YET IN ACTIVE
LABOUR

contractions weak and
<2 in 10 minutes.

.

N See first stage of labour — not active labour D8
N Record in labour record N4 .

.

DO NOT perform vaginal examination if bleeding
now or at any time after 7 months of pregnancy.
N

Perform gentle vaginal examination (do not start
during a contraction):
¡ Determine cervical dilatation in
centimetres.
¡ Feel for presenting part. Is it hard, round
and smooth (the head)? If not, identify the
presenting part.
¡ Feel for membranes – are they intact?
¡ Feel for cord – is it felt? Is it pulsating? If
so, act immediately as on D15 .

T NEXT: Respond to obstetrical problems on admission

.

Decide stage of labour

D3
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Respond to obstetrical problems on admission

D4

RESPOND TO OBSTETRICAL PROBLEMS ON ADMISSION
Use this chart if abnormal findings on assessing pregnancy and fetal status

D2-D3

.

SIGNS
N
N
N
N
N
N

Transverse lie.
Continuous contractions.
Constant pain between contractions.
Sudden and severe abdominal pain.
Horizontal ridge across lower
abdomen.
Labour >24 hours.

CLASSIFY

TREAT AND ADVISE

OBSTRUCTED LABOUR

N
N
N

If distressed, insert an IV line and give fluids B9 .
If in labour >24 hours, give appropriate IM/IV
antibiotics B15 .
Refer urgently to hospital B17 .

FOR ALL SITUATIONS IN RED BELOW, REFER URGENTLY TO HOSPITAL IF IN EARLY LABOUR, MANAGE ONLY IF IN LATE LABOUR
N

Rupture of membranes and any of:
¡ Fever >38˚C
¡ Foul-smelling vaginal discharge.

UTERINE AND
FETAL INFECTION

N
N
N

N

Rupture of membranes at
<8-months of pregnancy.

RISK OF UTERINE AND
FETAL INFECTION

Give appropriate IM/IV antibiotics B15 .
If late labour, deliver and refer to hospital
after delivery B17 .
Plan to treat newborn J5 .

N

Give appropriate IM/IV antibiotics B15 .
If late labour, deliver D10-D28 .
Discontinue antibiotic for mother after delivery if no
signs of infection.
Plan to treat newborn J5 .

N
N
N

N

Diastolic blood pressure >90 mmHg.

PRE-ECLAMPSIA

N

Assess further and manage as on

N

Severe palmar and conjunctival
pallor and/or haemoglobin <7-g/dl.

SEVERE ANAEMIA

N

Manage as on

N
N
N
N

Breech or other malpresentation
Multiple pregnancy D18 .
Fetal distress D14 .
Prolapsed cord D15 .

OBSTETRICAL
COMPLICATION

N

Follow specific instructions
(see page numbers in left column).

D16 .

D23 .

D24 .
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SIGNS
N
N
N
N

N
N

Warts, keloid tissue that may
interfere with delivery.
Prior third degree tear.

CLASSIFY

TREAT AND ADVISE

RISK OF OBSTETRICAL
COMPLICATION

N

Do a generous episiotomy and carefully control
delivery of the head D10-D11 .

N
N

If late labour, deliver D10-D28 .
Have help available during delivery.

N
N
N
N
N

Reassess fetal presentation (breech more common).
If woman is lying, encourage her to lie on her left side.
Call for help during delivery.
Conduct delivery very carefully as small baby may pop
out suddenly. In particular, control delivery of the head.
Prepare equipment for resuscitation of newborn K11 .

Bleeding any time in third trimester.
Prior delivery by:
¡ caesarean section
¡ forceps or vacuum delivery.
Age less than 14 years .
Labour before 8 completed months
of pregnancy (more than one month
before estimated date of delivery).

PRETERM
LABOUR

N

Fetal heart rate
<120 or >160 beats per minute.

POSSIBLE FETAL
DISTRESS

N

Manage as on

N

Rupture of membranes at term and
before labour.

RUPTURE OF
MEMBRANES

N
N

Give appropriate IM/IV antibiotics if rupture of
membrane >18 hours B15 .
Plan to treat the newborn J5 .

N
N

Give oral fluids.
If not able to drink, give 1 litre IV fluids over 3 hours

N

Ensure that the woman takes ARV drugs as
prescribed G6 , G9 .
Support her choice of infant feeding G7-G8 .

N

N
N

If two or more of the following signs:
¡ thirsty
¡ sunken eyes
¡ dry mouth
¡ skin pinch goes back slowly.

DEHYDRATION

HIV test positive.
Taking ARV treatment or prophylaxis.

HIV-POSITIVE

N
N
N

T NEXT: Give supportive care throughout labour

No fetal movement, and
No fetal heart beat on
repeated examination

Respond to obstetrical problems on admission

POSSIBLE FETAL DEATH

N

D14 .

B9

.

Explain to the parents that the baby is not doing
well.

D5

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

Give supportive care throughout labour

D6

GIVE SUPPORTIVE CARE THROUGHOUT LABOUR
Use this chart to provide a supportive, encouraging atmosphere for birth, respectful of the woman’s wishes.

Communication
N
N
N
N
N

Explain all procedures, seek permission, and discuss findings with the woman.
Keep her informed about the progress of labour.
Praise her, encourage and reassure her that things are going well.
Ensure and respect privacy during examinations and discussions.
If known HIV positive, find out what she has told the companion. Respect her wishes.

Cleanliness
N
N
N
N
N
N

Encourage the woman to bathe or shower or wash herself and genitals at the onset of labour.
Wash the vulva and perineal areas before each examination.
Wash your hands with soap before and after each examination. Use clean gloves for vaginal
examination.
Ensure cleanliness of labour and birthing area(s).
Clean up spills immediately.
DO NOT give enema.

Mobility
N
N

Encourage the woman to walk around freely during the first stage of labour.
Support the woman’s choice of position (left lateral, squating, kneeling, standing supported by the
companion) for each stage of labour and delivery.

Urination
N

Encourage the woman to empty her bladder frequently. Remind her every 2 hours.

Eating, drinking
N
N
N

Encourage the woman to eat and drink as she wishes throughout labour.
Nutritious liquid drinks are important, even in late labour.
If the woman has visible severe wasting or tires during labour, make sure she eats and drinks.

Breathing technique
N
N
N
N
N

Teach her to notice her normal breathing.
Encourage her to breathe out more slowly, making a sighing noise, and to relax with each breath.
If she feels dizzy, unwell, is feeling pins-and-needles (tingling) in her face, hands and feet,
encourage her to breathe more slowly.
To prevent pushing at the end of first stage of labour, teach her to pant, to breathe with an open
mouth, to take in 2 short breaths followed by a long breath out.
During delivery of the head, ask her not to push but to breathe steadily or to pant.

Pain and discomfort relief

N
N

Suggest change of position.
Encourage mobility, as comfortable for her.
Encourage companion to:
¡ massage the woman’s back if she finds this helpful.
¡ hold the woman’s hand and sponge her face between contractions.
Encourage her to use the breathing technique.
Encourage warm bath or shower, if available.

N
N

If woman is distressed or anxious, investigate the cause D2-D3 .
If pain is constant (persisting between contractions) and very severe or sudden in onset

N
N
N

D4
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Birth companion
N
N

Encourage support from the chosen birth companion throughout labour.
Describe to the birth companion what she or he should do:
¡ Always be with the woman.
¡ Encourage her.
¡ Help her to breathe and relax.
¡ Rub her back, wipe her brow with a wet cloth, do other supportive actions.
¡ Give support using local practices which do not disturb labour or delivery.
¡ Encourage woman to move around freely as she wishes and to adopt the position of her choice.
¡ Encourage her to drink fluids and eat as she wishes.
¡ Assist her to the toilet when needed.

N

Ask the birth companion to call for help if:
¡ The woman is bearing down with contractions.
¡ There is vaginal bleeding.
¡ She is suddenly in much more pain.
¡ She loses consciousness or has fits.
¡ There is any other concern.

N

Tell the birth companion what she or he SHOULD NOT DO and explain why:
DO NOT encourage woman to push.
DO NOT give advice other than that given by the health worker.
DO NOT keep woman in bed if she wants to move around.

Birth companion

D7
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First stage of labour (1): when the woman is not in active labour

D8

FIRST STAGE OF LABOUR: NOT IN ACTIVE LABOUR
Use this chart for care of the woman when NOT IN ACTIVE LABOUR, when cervix dilated 0-3 cm and contractions are weak, less than 2 in 10 minutes.

MONITOR EVERY HOUR:

MONITOR EVERY 4 HOURS:

N
N
N
N

For emergency signs, using rapid assessment (RAM)
Frequency, intensity and duration of contractions.
Fetal heart rate D14 .
Mood and behaviour (distressed, anxious) D6 .

N
N
N
N

Record findings regularly in Labour record and Partograph N4-N6 .
Record time of rupture of membranes and colour of amniotic fluid.
Give Supportive care D6-D7 .
Never leave the woman alone.

B3-B7

.

ASSESS PROGRESS OF LABOUR

N
N
N
N

Cervical dilatation D3 D15 .
Unless indicated, DO NOT do vaginal examination more frequently than every 4 hours.
Temperature.
Pulse B3 .
Blood pressure D23 .

TREAT AND ADVISE, IF REQUIRED

N

After 8 hours if:
¡ Contractions stronger and more frequent but
¡ No progress in cervical dilatation with or without membranes ruptured.

N

Refer the woman urgently to hospital

N

After 8 hours if:
¡ no increase in contractions, and
¡ membranes are not ruptured, and
¡ no progress in cervical dilatation.

N

Discharge the woman and advise her to return if:
¡ pain/discomfort increases
¡ vaginal bleeding
¡ membranes rupture.

N

Cervical dilatation 4 cm or greater.

N

Begin plotting the partograph

N5

B17 .

and manage the woman as in Active labour

D9

.
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FIRST STAGE OF LABOUR: IN ACTIVE LABOUR
Use this chart when the woman is IN ACTIVE LABOUR, when cervix dilated 4 cm or more.

MONITOR EVERY 30 MINUTES:

MONITOR EVERY 4 HOURS:

N
N
N
N

For emergency signs, using rapid assessment (RAM)
Frequency, intensity and duration of contractions.
Fetal heart rate D14 .
Mood and behaviour (distressed, anxious) D6 .

N
N
N
N

Record findings regularly in Labour record and Partograph N4-N6 .
Record time of rupture of membranes and colour of amniotic fluid.
Give Supportive care D6-D7 .
Never leave the woman alone.

B3-B7

ASSESS PROGRESS OF LABOUR

.

N
N
N
N

Cervical dilatation D3 D15 .
Unless indicated, do not do vaginal examination more frequently than every 4 hours.
Temperature.
Pulse B3 .
Blood pressure D23 .

TREAT AND ADVISE, IF REQUIRED

N

Partograph passes to the right of ALERT LINE.

N
N
N
N
N
N

Reassess woman and consider criteria for referral.
Call senior person if available. Alert emergency transport services.
Encourage woman to empty bladder.
Ensure adequate hydration but omit solid foods.
Encourage upright position and walking if woman wishes.
Monitor intensively. Reassess in 2 hours and refer if no progress. If referral takes a long time, refer
immediately (DO NOT wait to cross action line).

N

Partograph passes to the right of ACTION LINE.

N

Refer urgently to hospital

N

Cervix dilated 10 cm or bulging perineum.

N

Manage as in Second stage of labour D10-D11 .

B17

First stage of labour (2): when the woman is in active labour

unless birth is imminent.

D9
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Second stage of labour: deliver the baby and give immediate newborn care (1)

D10

SECOND STAGE OF LABOUR: DELIVER THE BABY AND GIVE IMMEDIATE NEWBORN CARE
Use this chart when cervix dilated 10 cm or bulging thin perineum and head visible.

MONITOR EVERY 5 MINUTES:
N
N
N
N
N
N
N
N
N

For emergency signs, using rapid assessment (RAM) B3-B7 .
Frequency, intensity and duration of contractions.
Fetal heart rate D14 .
Perineum thinning and bulging.
Visible descent of fetal head or during contraction.
Mood and behaviour (distressed, anxious) D6 .
Record findings regularly in Labour record and Partograph N4-N6 .
Give Supportive care D6-D7 .
Never leave the woman alone.

DELIVER THE BABY

TREAT AND ADVISE IF REQUIRED

N

Ensure all delivery equipment and supplies, including newborn resuscitation equipment, are
available, and place of delivery is clean and warm (25°C) L3 .

N
N
N

Ensure bladder is empty.
Assist the woman into a comfortable position of her choice, as upright as possible.
Stay with her and offer her emotional and physical support D10-D11 .

N
N
N

N

Allow her to push as she wishes with contractions.

DO NOT urge her to push.
N If, after 30 minutes of spontaneous expulsive efforts, the perineum does not begin to thin and
stretch with contractions, do a vaginal examination to confirm full dilatation of cervix.
N If cervix is not fully dilated, await second stage. Place woman on her left side and discourage
pushing. Encourage breathing technique D6 .

N
N
N

Wait until head visible and perineum distending.
Wash hands with clean water and soap. Put on gloves just before delivery.
See Universal precautions during labour and delivery A4 .

N
N
N

If unable to pass urine and bladder is full, empty bladder B12 .
DO NOT let her lie flat (horizontally) on her back.
If the woman is distressed, encourage pain discomfort relief D6 .

If second stage lasts for 2 hours or more without visible steady descent of the head, call for staff
trained to use vacuum extractor or refer urgently to hospital B17 .
If obvious obstruction to progress (warts/scarring/keloid tissue/previous third degree tear), do a
generous episiotomy. DO NOT perform episiotomy routinely.
If breech or other malpresentation, manage as on D16 .
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DELIVER THE BABY

TREAT AND ADVISE, IF REQUIRED

N

Ensure controlled delivery of the head:
¡ Keep one hand gently on the head as it advances with contractions.
¡ Support perineum with other hand and cover anus with pad held in position by side of hand during delivery.
¡ Leave the perineum visible (between thumb and first finger).
¡ Ask the mother to breathe steadily and not to push during delivery of the head.
¡ Encourage rapid breathing with mouth open.

N If potentially damaging expulsive efforts, exert more pressure on perineum.
N Discard soiled pad to prevent infection.

N
N

Feel gently around baby’s neck for the cord.
Check if the face is clear of mucus and membranes.

N If cord present and loose, deliver the baby through the loop of cord or slip the cord over the baby’s head;

if cord is tight, clamp and cut cord, then unwind.
N Gently wipe face clean with gauze or cloth, if necessary.

N
N
N
N
N

Await spontaneous rotation of shoulders and delivery (within 1-2 minutes).
Apply gentle downward pressure to deliver top shoulder.
Then lift baby up, towards the mother’s abdomen to deliver lower shoulder.
Place baby on abdomen or in mother’s arms.
Note time of delivery.

N If delay in delivery of shoulders:

N
N
N

Thoroughly dry the baby immediately. Wipe eyes. Discard wet cloth.
Assess baby’s breathing while drying.
If the baby is not crying, observe breathing:
¡ breathing well (chest rising)?
¡ not breathing or gasping?

DO NOT leave the baby wet - she/he will become cold.

N
N
N
N

Exclude second baby.
Palpate mother’s abdomen.
Give 10 IU oxytocin IM to the mother.
Watch for vaginal bleeding.

N If second baby, DO NOT give oxytocin now. GET HELP.
N Deliver the second baby. Manage as in Multiple pregnancy D18 .
N If heavy bleeding, repeat oxytocin 10-IU-IM.

N
N

Change gloves. If not possible, wash gloved hands.
Clamp and cut the cord.
¡ put ties tightly around the cord at 2 cm and 5 cm from baby’s abdomen.
¡ cut between ties with sterile instrument.
¡ observe for oozing blood.

N If blood oozing, place a second tie between the skin and the first tie.

N
N

Leave baby on the mother’s chest in skin-to-skin contact. Place identification label.
Cover the baby, cover the head with a hat.

N If room cool (less than 25°C), use additional blanket to cover the mother and baby.

N

Encourage initiation of breastfeeding

N If HIV-positive mother has chosen replacement feeding, feed accordingly.
N Check ARV treatment needed G6 , G9 .

K2

.

¡DO NOT panic but call for help and ask companion to assist
¡Manage as in Stuck shoulders D17 .
N If placing newborn on abdomen is not acceptable, or the mother cannot hold the baby, place the baby in

a clean, warm, safe place close to the mother.

N If the baby is not breathing or gasping (unless baby is dead, macerated, severely malformed):
¡ Cut cord quickly: transfer to a firm, warm surface; start Newborn resuscitation K11 .
N CALL FOR HELP - one person should care for the mother.

DO NOT apply any substance to the stump.
DO NOT bandage or bind the stump.

Second stage of labour: deliver the baby and give immediate newborn care (2)

D11
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Third stage of labour: deliver the placenta

D12

THIRD STAGE OF LABOUR: DELIVER THE PLACENTA
Use this chart for care of the woman between birth of the baby and delivery of placenta.

MONITOR MOTHER EVERY 5 MINUTES:
N
N
N
N

For emergency signs, using rapid assessment (RAM)
Feel if uterus is well contracted.
Mood and behaviour (distressed, anxious) D6 .
Time since third stage began (time since birth).

N
N
N

Record findings, treatments and procedures in Labour record and Partograph (pp.N4-N6).
Give Supportive care D6-D7 .
Never leave the woman alone.

B3-B7

.

DELIVER THE PLACENTA
N
N

Ensure 10-IU oxytocin IM is given D11 .
Await strong uterine contraction
(2-3 minutes) and deliver placenta by controlled cord
traction:
¡ Place side of one hand (usually left) above symphysis pubis with palm facing towards the
mother’s umbilicus. This applies counter traction to the uterus during controlled cord traction. At
the same time, apply steady, sustained controlled cord traction.
¡ If placenta does not descend during 30-40 seconds of controlled cord traction, release both cord
traction and counter traction on the abdomen and wait until the uterus is well contracted again.
Then repeat controlled cord traction with counter traction.
¡ As the placenta is coming out, catch in both hands to prevent tearing of the membranes.
¡ If the membranes do not slip out spontaneously, gently twist them into a rope and move them up
and down to assist separation without tearing them.

N

Check that placenta and membranes are complete.

MONITOR BABY EVERY 15 MINUTES:
N
N

Breathing: listen for grunting, look for chest in-drawing and fast breathing
Warmth: check to see if feet are cold to touch J2 .

J2

.

TREAT AND ADVISE IF REQUIRED
If, after 30 minutes of giving oxytocin, the placenta is not delivered and the woman is NOT bleeding:
¡ Empty bladder B12
¡ Encourage breastfeeding
¡ Repeat controlled cord traction.
N If woman is bleeding, manage as on B5
N If placenta is not delivered in another 30 minutes (1 hour after delivery):
¡ Remove placenta manually B11
¡ Give appropriate IM/IV antibiotic B15 .
N If in 1 hour unable to remove placenta:
¡ Refer the woman to hospital B17
¡ Insert an IV line and give fluids with 20 IU of oxytocin at 30 drops per minute
during transfer B9 .
DO NOT exert excessive traction on the cord.
DO NOT squeeze or push the uterus to deliver the placenta.
N

N

If placenta is incomplete:
Remove placental fragments manually
Give appropriate IM/IV antibiotic B15 .

¡
¡

B11 .
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DELIVER THE PLACENTA
N
N

Check that uterus is well contracted and there is no heavy bleeding.
Repeat check every 5 minutes.

TREAT AND ADVISE, IF REQUIRED
N

If heavy bleeding:
Massage uterus to expel clots if any, until it is hard B10 .
¡ Give oxytocin 10 IU IM B10 .
¡ Call for help.
¡ Start an IV line B9 , add 20 IU of oxytocin to IV fluids and give at 60 drops per minute
¡ Empty the bladder B12 .
If bleeding persists and uterus is soft:
¡ Continue massaging uterus until it is hard.
¡ Apply bimanual or aortic compression B10 .
¡ Continue IV fluids with 20 IU of oxytocin at 30 drops per minute.
¡ Refer woman urgently to hospital B17 .
¡

N

N9

.

N

Examine perineum, lower vagina and vulva for tears.

N
N
N

If third degree tear (involving rectum or anus), refer urgently to hospital B17 .
For other tears: apply pressure over the tear with a sterile pad or gauze and put legs together.
Check after 5 minutes. If bleeding persists, repair the tear B12 .

N

Collect, estimate and record blood loss throughout third stage and immediately afterwards.

N

If blood loss ≈ 250-ml, but bleeding has stopped:
¡ Plan to keep the woman in the facility for 24 hours.
¡ Monitor intensively (every 30 minutes) for 4 hours:
¡ BP, pulse
¡ vaginal bleeding
¡ uterus, to make sure it is well contracted.
¡ Assist the woman when she first walks after resting and recovering.
¡ If not possible to observe at the facility, refer to hospital B17 .

N

Clean the woman and the area beneath her. Put sanitary pad or folded clean cloth under her
buttocks to collect blood. Help her to change clothes if necessary.

N

Keep the mother and baby in delivery room for a minimum of one hour after delivery of placenta.

N

Dispose of placenta in the correct, safe and culturally appropriate manner.

N

If disposing placenta:
¡ Use gloves when handling placenta.
¡ Put placenta into a bag and place it into a leak-proof container.
¡ Always carry placenta in a leak-proof container.
¡ Incinerate the placenta or bury it at least 10 m away from a water source, in a 2 m deep pit.

Third stage of labour: deliver the placenta

D13

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

Respond to problems during labour and delivery (1) If FHR <120 or >160 bpm

D14

RESPOND TO PROBLEMS DURING LABOUR AND DELIVERY
ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

IF FETAL HEART RATE (FHR) <120 OR >160 BEATS PER MINUTE
N
N
N
N

Position the woman on her left side.
If membranes have ruptured, look at
vulva for prolapsed cord.
See if liquor was meconium stained.
Repeat FHR count after
15 minutes.

N

Cord seen at vulva.

PROLAPSED CORD

N

Manage urgently as on

N

FHR remains >160 or <120 after 30
minutes observation.

BABY NOT WELL

N

If early labour:
¡ Refer the woman urgently to hospital B17
¡ Keep her lying on her left side.
If late labour:
¡ Call for help during delivery
¡ Monitor after every contraction. If FHR does not
return to normal in 15 minutes explain to the
woman (and her companion) that the baby may
not be well.
¡ Prepare for newborn resuscitation K11 .

N

N

T NEXT: If prolapsed cord

FHR returns to normal.

BABY WELL

N

D15 .

Monitor FHR every 15 minutes.
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IF PROLAPSED CORD
The cord is visible outside the vagina or can be felt in the vagina below the presenting part.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N
N

Look at or feel the cord gently for
pulsations.
Feel for transverse lie.
Do vaginal examination to
determine status of labour.

SIGNS

CLASSIFY

TREAT

N

Transverse lie

OBSTRUCTED LABOUR

N

Refer urgently to hospital

B17 .

N

Cord is pulsating

FETUS ALIVE

If early labour:
N Push the head or presenting part out of the pelvis
and hold it above the brim/pelvis with your hand on
the abdomen until caesarean section is performed.
N Instruct assistant (family, staff) to position the
woman’s buttocks higher than the shoulder.
N Refer urgently to hospital B17 .
N If transfer not possible, allow labour to continue.
If late labour:
N Call for additional help if possible (for mother and baby).
N Prepare for Newborn resuscitation K11 .
N Ask the woman to assume an upright or squatting
position to help progress.
N Expedite delivery by encouraging woman to push
with contraction.

N

Cord is not pulsating

FETUS
PROBABLY DEAD

N

Explain to the parents that baby may not be well.

T NEXT: If breech presentation
Respond to problems during labour and delivery (2) If prolapsed cord

D15

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

Respond to problems during labour and delivery (3) If breech presentation

D16

IF BREECH PRESENTATION
LOOK, LISTEN, FEEL
N
N
N

On external examination fetal head felt
in fundus.
Soft body part (leg or buttocks)
felt on vaginal examination.
Legs or buttocks presenting at
perineum.

SIGN

TREAT

N

If early labour

N

Refer urgently to hospital

N

If late labour

N
N
N
N
N

Call for additional help.
Confirm full dilatation of the cervix by vaginal examination D3 .
Ensure bladder is empty. If unable to empty bladder see Empty bladder B12 .
Prepare for newborn resuscitation K11 .
Deliver the baby:
¡ Assist the woman into a position that will allow the baby to hang down during delivery, for example,
propped up with buttocks at edge of bed or onto her hands and knees (all fours position).
¡ When buttocks are distending, make an episiotomy.
¡ Allow buttocks, trunk and shoulders to deliver spontaneously during contractions.
¡ After delivery of the shoulders allow the baby to hang until next contraction.

N

If the head does not deliver
after several contractions

N
N

Place the baby astride your left forearm with limbs hanging on each side.
Place the middle and index fingers of the left hand over the malar cheek bones on either side to apply
gentle downwards pressure to aid flexion of head.
Keeping the left hand as described, place the index and ring fingers of the right hand over the baby’s
shoulders and the middle finger on the baby’s head to gently aid flexion until the hairline is visible.
When the hairline is visible, raise the baby in upward and forward direction towards the mother’s abdomen until
the nose and mouth are free. The assistant gives supra pubic pressure during the period to maintain flexion.

N
N

N

If trapped arms or shoulders

N
N
N
N
N

N

T NEXT: If stuck shoulders

If trapped head (and baby is dead)

B17 .

Feel the baby’s chest for arms. If not felt:
Hold the baby gently with hands around each thigh and thumbs on sacrum.
Gently guiding the baby down, turn the baby, keeping the back uppermost until the shoulder which was
posterior (below) is now anterior (at the top) and the arm is released.
Then turn the baby back, again keeping the back uppermost to deliver the other arm.
Then proceed with delivery of head as described above.

Tie a 1 kg weight to the baby’s feet and await full dilatation.
Then proceed with delivery of head as described above.
NEVER pull on the breech
DO NOT allow the woman to push until the cervix is fully dilated. Pushing too soon may cause the head to be
trapped.

N
N
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IF STUCK SHOULDERS (SHOULDER DYSTOCIA)

SIGN
N

Fetal head is delivered, but
shoulders are stuck and cannot be
delivered.

TREAT
N
N
N
N

N
N

N

If the shoulders are still not
delivered and surgical help is not
available immediately.

N
N

N
N

N
N

Call for additional help.
Prepare for newborn resuscitation.
Explain the problem to the woman and her companion.
Ask the woman to lie on her back while gripping her legs tightly flexed against her
chest, with knees wide apart. Ask the companion or other helper to keep the legs in
that position.
Perform an adequate episiotomy.
Ask an assistant to apply continuous pressure downwards, with the palm of the
hand on the abdomen directly above the pubic area, while you maintain continuous
downward traction on the fetal head.
Remain calm and explain to the woman that you need her cooperation to try
another position.
Assist her to adopt a kneeling on “all fours” position and ask her companion to
hold her steady - this simple change of position is sometimes sufficient to dislodge
the impacted shoulder and achieve delivery.
Introduce the right hand into the vagina along the posterior curve of the sacrum.
Attempt to deliver the posterior shoulder or arm using pressure from the finger of
the right hand to hook the posterior shoulder and arm downwards and forwards
through the vagina.
Complete the rest of delivery as normal.
If not successful, refer urgently to hospital B17 .

DO NOT pull excessively on the head.

T NEXT: If multiple births
Respond to problems during labour and delivery (4) If stuck shoulders

D17
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Respond to problems during labour and delivery (5) If multiple births
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IF MULTIPLE BIRTHS
SIGN
N

Prepare for delivery

TREAT
N

N
N

Second stage of labour

N
N
N
N
N
N
N
N
N
N
N
N

N

Third stage of labour

N
N
N

Deliver the first baby following the usual procedure. Resuscitate if necessary. Label her/him Twin 1.
Ask helper to attend to the first baby.
Palpate uterus immediately to determine the lie of the second baby. If transverse or oblique lie, gently turn the baby by abdominal manipulation to head or breech presentation.
Check the presentation by vaginal examination. Check the fetal heart rate.
Await the return of strong contractions and spontaneous rupture of the second bag of membranes, usually within 1 hour of birth of first baby, but may be longer.
Stay with the woman and continue monitoring her and the fetal heart rate intensively.
Remove wet cloths from underneath her. If feeling chilled, cover her.
When the membranes rupture, perform vaginal examination D3 to check for prolapsed cord. If present, see Prolapsed cord D15 .
When strong contractions restart, ask the mother to bear down when she feels ready.
Deliver the second baby. Resuscitate if necessary. Label her/him Twin 2.
After cutting the cord, ask the helper to attend to the second baby.
Palpate the uterus for a third baby. If a third baby is felt, proceed as described above. If no third baby is felt, go to third stage of labour.
DO NOT attempt to deliver the placenta until all the babies are born.
DO NOT give the mother oxytocin until after the birth of all babies.

N
N

Immediate postpartum care

Prepare delivery room and equipment for birth of 2 or more babies. Include:
¡ more warm cloths
¡ two sets of cord ties and razor blades
¡ resuscitation equipment for 2 babies.
Arrange for a helper to assist you with the births and care of the babies.

N
N
N

Give oxytocin 10 IU IM after making sure there is not another baby.
When the uterus is well contracted, deliver the placenta and membranes by controlled cord traction, applying traction to all cords together D12-D23 .
Before and after delivery of the placenta and membranes, observe closely for vaginal bleeding because this woman is at greater risk of postpartum haemorrhage. If
bleeding, see B5 .
Examine the placenta and membranes for completeness. There may be one large placenta with 2 umbilical cords, or a separate placenta with an umbilical cord for each baby.
Monitor intensively as risk of bleeding is increased.
Provide immediate Postpartum care D19-D20 .
In addition:
¡ Keep mother in health centre for longer observation
¡ Plan to measure haemoglobin postpartum if possible
¡ Give special support for care and feeding of babies J11 and

K4

.

T NEXT: Care of the mother and newborn within first hour of delivery of placenta

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

CARE OF THE MOTHER AND NEWBORN WITHIN FIRST HOUR OF DELIVERY OF PLACENTA
Use this chart for woman and newborn during the first hour after complete delivery of placenta.

MONITOR MOTHER EVERY 15 MINUTES:
N
N

For emergency signs, using rapid assessment (RAM)
Feel if uterus is hard and round.

N
N
N

Record findings, treatments and procedures in Labour record and Partograph
Keep mother and baby in delivery room - do not separate them.
Never leave the woman and newborn alone.

B3-B7

MONITOR BABY EVERY 15 MINUTES:

.

N
N

Breathing: listen for grunting, look for chest in-drawing and fast breathing
Warmth: check to see if feet are cold to touch J2 .

INTERVENTIONS, IF REQUIRED

WOMAN
N Assess the amount of vaginal bleeding.
N Encourage the woman to eat and drink.
N Ask the companion to stay with the mother.
N Encourage the woman to pass urine.

N
N
N

NEWBORN
Wipe the eyes.
Apply an antimicrobial within 1 hour of birth.
¡ either 1% silver nitrate drops or 2.5% povidone iodine drops or 1% tetracycline ointment.
N DO NOT wash away the eye antimicrobial.
N If blood or meconium, wipe off with wet cloth and dry.
N DO NOT remove vernix or bathe the baby.
N Continue keeping the baby warm and in skin-to-skin contact with the mother.
N Encourage the mother to initiate breastfeeding when baby shows signs of readiness. Offer her help.
N DO NOT give artificial teats or pre-lacteal feeds to the newborn: no water, sugar water, or local feeds.

N
N

N

Examine the mother and newborn one hour after delivery of placenta.
Use Assess the mother after delivery D21 and Examine the newborn J2-J8 .

.

N4-N6 .

CARE OF MOTHER AND NEWBORN

N
N

J2

If pad soaked in less than 5 minutes, or constant trickle of blood, manage as on
If uterus soft, manage as on B10 .
If bleeding from a perineal tear, repair if required B12 or refer to hospital B17 .

D22 ..

If breathing with difficulty — grunting, chest in-drawing or fast breathing, examine the baby as on J2-J8 .
If feet are cold to touch or mother and baby are separated:
¡ Ensure the room is warm. Cover mother and baby with a blanket
¡ Reassess in 1 hour. If still cold, measure temperature. If less than 36.50C, manage as on K9 .
N If unable to initiate breastfeeding (mother has complications):
¡ Plan for alternative feeding method K5-K6 .
¡ If mother HIV-positive: give treatment to the newborn G9 .
¡Support the mother's choice of newborn feeding G8 .
N If baby is stillborn or dead, give supportive care to mother and her family D24 .

N

Refer to hospital now if woman had serious complications at admission or during delivery but was
in late labour.

Care of the mother and newborn within first hour of delivery of placenta

D19
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Care of the mother one hour after delivery of placenta

D20

CARE OF THE MOTHER ONE HOUR AFTER DELIVERY OF PLACENTA
Use this chart for continuous care of the mother until discharge. See

J10

for care of the baby.

MONITOR MOTHER AT 2, 3 AND 4 HOURS,
THEN EVERY 4 HOURS:
N
N

For emergency signs, using rapid assessment (RAM).
Feel uterus if hard and round.

N
N
N
N

Record findings, treatments and procedures in Labour record and Partograph
Keep the mother and baby together.
Never leave the woman and newborn alone.
DO NOT discharge before 12 hours.

N4-N6 .

CARE OF MOTHER

INTERVENTIONS, IF REQUIRED

N
N
N
N
N

Accompany the mother and baby to ward.
Advise on Postpartum care and hygiene D26 .
Ensure the mother has sanitary napkins or clean material to collect vaginal blood.
Encourage the mother to eat, drink and rest.
Ensure the room is warm (25°C).

N
N

N

Ask the mother’s companion to watch her and call for help if bleeding or pain increases, if mother
feels dizzy or has severe headaches, visual disturbance or epigastric distress.

N

N

Encourage the mother to empty her bladder and ensure that she has
passed urine.

N

If the mother cannot pass urine or the bladder is full (swelling over lower abdomen) and she is
uncomfortable, help her by gently pouring water on vulva.
DO NOT catheterize unless you have to.

N
N
N
N
N

Check record and give any treatment or prophylaxis which is due.
Advise the mother on postpartum care and nutrition D26 .
Advise when to seek care D28 .
Counsel on birth spacing and other family planning methods D27 .
Repeat examination of the mother before discharge using Assess the mother after delivery
baby, see J2-J8 .

N
N

If tubal ligation or IUD desired, make plans before discharge.
If mother is on antibiotics because of rupture of membranes >18 hours but shows no signs of
infection now, discontinue antibiotics.

D21 . For

Make sure the woman has someone with her and they know when to call for help.
If HIV-positive: give her appropriate treatment G6 , G9 .

If heavy vaginal bleeding, palpate the uterus.
If uterus not firm, massage the fundus to make it contract and expel any clots
If pad is soaked in less than 5 minutes, manage as on B5 .
If bleeding is from perineal tear, repair or refer to hospital B17 .

¡
¡
¡

B6

.
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ASSESS THE MOTHER AFTER DELIVERY
Use this chart to examine the mother the first time after delivery (at 1 hour after delivery or later) and for discharge.
For examining the newborn use the chart on J2-J8 .

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

N
N
N
N
N

Check record:
¡ bleeding more than 250 ml?
¡ completeness of placenta and
membranes?
¡ complications during delivery or
postpartum?
¡ special treatment needs?
¡ needs tubal ligation or IUD?
How are you feeling?
Do you have any pains?
Do you have any concerns?
How is your baby?
How do your breasts feel?

N
N
N
N

N
N

Measure temperature.
Feel the uterus. Is it hard and
round?
Look for vaginal bleeding
Look at perineum.
¡ Is there a tear or cut?
¡ Is it red, swollen or draining pus?
Look for conjunctival pallor.
Look for palmar pallor.

SIGNS
N
N
N
N
N
N
N

Uterus hard.
Little bleeding.
No perineal problem.
No pallor.
No fever.
Blood pressure normal.
Pulse normal.

CLASSIFY

TREAT AND ADVISE

MOTHER WELL

N
N
N
N
N
N
N
N
N

Keep the mother at the facility for 12 hours after
delivery.
Ensure preventive measures D25 .
Advise on postpartum care and hygiene D26 .
Counsel on nutrition D26 .
Counsel on birth spacing and family planning D27 .
Advise on when to seek care and next routine
postpartum visit D28 .
Reassess for discharge D21 .
Continue any treatments initiated earlier.
If tubal ligation desired, refer to hospital within 7
days of delivery. If IUD desired, refer to appropriate
services within 48 hours.

to problems immediately postpartum
T NEXT: IfRespond
no problems, go to page
D25 .

Assess the mother after delivery

D21
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Respond to problems immediately postpartum (1)
ASK, CHECK RECORD LOOK, LISTEN, FEEL

D22

SIGNS

CLASSIFY

TREAT AND ADVISE

More than 1 pad soaked in
5 minutes
N Uterus not hard and not round

HEAVY
BLEEDING

N
N

IF VAGINAL BLEEDING
N

A pad is soaked in less than 5
minutes.

N

See B5 for treatment.
Refer urgently to hospital

B17 .

IF FEVER (TEMPERATURE >38ºC)
N
N
N

Time since rupture of membranes
Abdominal pain
Chills

Repeat temperature measurement
after 2 hours
N If temperature is still >38ºC
¡ Look for abnormal vaginal
discharge.
¡ Listen to fetal heart rate
¡ feel lower abdomen for
tenderness
N

N

Temperature still >380C and any of:
¡ Chills
¡ Foul-smelling vaginal discharge
¡ Low abdomen tenderness
¡ FHR remains >160 after 30
minutes of observation
¡ rupture of membranes >18 hours

UTERINE AND
FETAL INFECTION

N
N
N

N

Temperature still >380C

RISK OF UTERINE AND
FETAL INFECTION

N
N
N

Encourage woman to drink plenty of fluids.
Measure temperature every 4 hours.
If temperature persists for >12 hours, is very high or
rises rapidly, give appropriate antibiotic and
refer to hospital B15 .

Insert an IV line and give fluids rapidly B9 .
Give appropriate IM/IV antibiotics B15 .
If baby and placenta delivered:
¡ Give oxytocin 10 IU IM B10 .
N Refer woman urgently to hospital B17 .
N Assess the newborn J2-J8 .
Treat if any sign of infection.

IF PERINEAL TEAR OR EPISIOTOMY (DONE FOR LIFESAVING CIRCUMSTANCES)
Is there bleeding from the tear or
episiotomy
N Does it extend to anus or rectum?
N

T NEXT: If elevated diastolic blood pressure

N

Tear extending to anus or rectum.

THIRD DEGREE TEAR

N

Refer woman urgently to hospital

N
N

Perineal tear
Episiotomy

SMALL PERINEAL TEAR

N

If bleeding persists, repair the tear or episiotomy
.

B15 .
B12
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IF ELEVATED DIASTOLIC BLOOD PRESSURE

ASK, CHECK RECORD LOOK, LISTEN, FEEL
If diastolic blood pressure is
≥90 mmHg, repeat after 1 hour rest.
N If diastolic blood pressure is still
≥90-mmHg, ask the woman if she
has:
¡ severe headache
¡ blurred vision
¡ epigastric pain and
¡ check protein in urine.
N

SIGNS

CLASSIFY

TREAT AND ADVISE

N

Diastolic blood pressure
≥110 mmHg OR
N Diastolic blood pressure ≥90 mmHg
and 2+ proteinuria and any of:
¡ severe headache
¡ blurred vision
¡ epigastric pain.

SEVERE
PRE-ECLAMPSIA

N
N

Diastolic blood pressure 90-110
mmHg on two readings.
N 2+ proteinuria (on admission).

PRE-ECLAMPSIA

N
N

HYPERTENSION

N

N

N

Diastolic blood pressure
≥90 mmHg on 2 readings.

Give magnesium sulphate B13 .
If in early labour or postpartum,
refer urgently to hospital B17 .
N If late labour:
¡ continue magnesium sulphate treatment B13
¡ monitor blood pressure every hour.
¡ DO NOT give ergometrine after delivery.
N Refer urgently to hospital after delivery B17 .
If early labour, refer urgently to hospital E17 .
If late labour:
¡ monitor blood pressure every hour
¡ DO NOT give ergometrine after delivery.
N If BP remains elevated after delivery,
refer to hospital E17 .

N
N

Monitor blood pressure every hour.
DO NOT give ergometrine after delivery.
If blood pressure remains elevated after delivery,
refer woman to hospital E17 .

T NEXT: If pallor on screening, check for anaemia
Respond to problems immediately postpartum (2)

D23
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Respond to problems immediately postpartum (3)
ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

D24
CLASSIFY TREAT AND ADVISE

IF PALLOR ON SCREENING, CHECK FOR ANAEMIA
N

Bleeding during labour, delivery or
postpartum.

N
N
N

Measure haemoglobin, if possible.
Look for conjunctival pallor.
Look for palmar pallor. If pallor:
¡ Is it severe pallor?
¡ Some pallor?
¡ Count number of breaths in
1-minute

N
N
N

Haemoglobin <7 g/dl.
AND/OR
Severe palmar and conjunctival pallor or
Any pallor with >30 breaths per minute.

SEVERE
ANAEMIA

N
N
N

Any bleeding.
Haemoglobin 7-11-g/dl.
Palmar or conjunctival pallor.

MODERATE
ANAEMIA

N
N

Haemoglobin >11-g/dl
No pallor.

NO ANAEMIA

N

If early labour or postpartum, refer urgently to hospital

N

If late labour:
¡ monitor intensively
¡ minimize blood loss
¡ refer urgently to hospital after delivery

B17 .

B17 .

N
N
N
N

DO NOT discharge before 24 hours.
Check haemoglobin after 3 days.
Give double dose of iron for 3 months
Follow up in 4 weeks.

N

Give iron/folate for 3 months

N
N

Teach mother to express breast milk every 3 hours K5 .
Help her to express breast milk if necessary. Ensure baby
receives mother’s milk K8 .
Help her to establish or re-establish breastfeeding as soon as
possible. See K2-K3 .

F3

F3

.

.

IF MOTHER SEVERELY ILL OR SEPARATED FROM THE BABY
N

IF BABY STILLBORN OR DEAD
N

T NEXT: Give preventive measures

N
N

Give supportive care:
¡ Inform the parents as soon as possible after the baby’s
death.
¡ Show the baby to the mother, give the baby to the mother to
hold, where culturally appropriate.
¡ Offer the parents and family to be with the dead baby in
privacy as long as they need.
¡ Discuss with them the events before the death and the
possible causes of death.
Advise the mother on breast care K8 .
Counsel on appropriate family planning method D27 .
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GIVE PREVENTIVE MEASURES
Ensure that all are given before discharge.

ASSESS, CHECK RECORDS

TREAT AND ADVISE

N
N

Check RPR status in records.
If no RPR during this pregnancy, do the RPR test

N
N

Check tetanus toxoid (TT) immunization status.
Check when last dose of mebendazole was given.

N
N

Give tetanus toxoid if due F2 .
Give mebendazole once in 6 months

N
N

Check woman’s supply of prescribed dose of iron/folate.
Check if vitamin A given.

N
N

Give 3 month’s supply of iron and counsel on compliance
Give vitamin A if due F2 .

N
N

Ask whether woman and baby are sleeping under insecticide treated bednet.
Counsel and advise all women.

N
N
N
N
N
N
N
N
N

Encourage sleeping under insecticide treated bednet F4 .
Advise on postpartum care D26 .
Counsel on nutrition D26 .
Counsel on birth spacing and family planning D27 .
Counsel on breastfeeding K2 .
Counsel on safer sex including use of condoms G2 .
Advise on routine and follow-up postpartum visits D28 .
Advise on danger signs D28 .
Discuss how to prepare for an emergency in postpartum D28 .

N

Record all treatments given

N

Check HIV status in records.

N6

N
L5

.

If RPR positive:
¡ Treat woman and the partner with benzathine penicillin
¡ Treat the newborn K12 .

F3

F6

.

F3

.

.

.

Give preventive measures

If HIV-positive:
¡ Support adherence to ARV G6 .
¡ Treat the newborn G9 .
N If HIV test not done, offer her the test
N

E5

.

D25
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Advise on postpartum care

D26

ADVISE ON POSTPARTUM CARE
Advise on postpartum care and hygiene

Counsel on nutrition

Advise and explain to the woman:
N To always have someone near her for the first 24 hours to respond to any change in her condition.
N Not to insert anything into the vagina.
N To have enough rest and sleep.
N The importance of washing to prevent infection of the mother and her baby:
¡ wash hands before handling baby
¡ wash perineum daily and after faecal excretion
¡ change perineal pads every 4 to 6 hours, or more frequently if heavy lochia
¡ wash used pads or dispose of them safely
¡ wash the body daily.
N To avoid sexual intercourse until the perineal wound heals.

N

Advise the woman to eat a greater amount and variety of healthy foods, such as meat, fish, oils,
nuts, seeds, cereals, beans, vegetables, cheese, milk, to help her feel well and strong (give examples
of types of food and how much to eat).
N Reassure the mother that she can eat any normal foods – these will not harm the breastfeeding baby.
N Spend more time on nutrition counselling with very thin women and adolescents.
N Determine if there are important taboos about foods which are nutritionally healthy.
Advise the woman against these taboos.
N Talk to family members such as partner and mother-in-law, to encourage them to help ensure the
woman eats enough and avoids hard physical work.

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

COUNSEL ON BIRTH SPACING AND FAMILY PLANNING
Counsel on the importance of family planning

Lactational amenorrhoea method (LAM)

If appropriate, ask the woman if she would like her partner or another family member to be included
in the counselling session.
N Explain that after birth, if she has sex and is not exclusively breastfeeding, she can become pregnant
as soon as 4 weeks after delivery. Therefore it is important to start thinking early about what family
planning method they will use.
¡ Ask about plans for having more children. If she (and her partner) want more children, advise that
waiting at least 2 years before trying to become pregnant again is good for the mother and for the
baby's health.
¡ Information on when to start a method after delivery will vary depending on whether a woman is
breastfeeding or not.
¡ Make arrangements for the woman to see a family planning counsellor, or counsel her directly
(see the Decision-making tool for family planning providers and clients for information on
methods and on the counselling process).
N Councel on safer sex including use of condoms for dual protection from sexually transmitted infection (STI) or
HIV and pregnancy. Promote their use, especially if at risk for sexually transmitted infection (STI) or HIV G2 .
N For HIV-positive women, see G4 for family planning considerations
N Her partner can decide to have a vasectomy (male sterilization) at any time.

N

A breastfeeding woman is protected from pregnancy only if:
¡ she is no more than 6 months postpartum, and
¡ she is breastfeeding exclusively (8 or more times a day, including at least once at night: no
daytime feedings more than 4 hours apart and no night feedings more than 6 hours apart; no
complementary foods or fluids), and
¡ her menstrual cycle has not returned.

N

A breastfeeding woman can also choose any other family planning method, either to use alone or
together with LAM.

N

Method options for the non-breastfeeding woman
Can be used immediately postpartum
Condoms
Progestogen-only oral contraceptives
Progestogen-only injectables
Implant
Spermicide
Female sterilization (within 7 days or delay 6 weeks)
Copper IUD (immediately following expulsion of
placenta or within 48 hours)
Delay 3 weeks
Combined oral contraceptives
Combined injectables
Fertility awareness methods

Counsel on birth spacing and family planning

Method options for the breastfeeding woman
Can be used immediately postpartum
Lactational amenorrhoea method (LAM)
Condoms
Spermicide
Female sterilisation (within 7 days or delay 6 weeks)
Copper IUD (within 48 hours or delay 4 weeks)
Delay 6 weeks
Progestogen-only oral contraceptives
Progestogen-only injectables
Implants
Diaphragm
Delay 6 months
Combined oral contraceptives
Combined injectables
Fertility awareness methods

D27
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Advise on when to return

D28

ADVISE ON WHEN TO RETURN
Use this chart for advising on postpartum care on D21 or E2 . For newborn babies see the schedule on
Encourage woman to bring her partner or family member to at least one visit.

Routine postpartum care visits
FIRST VISIT

Within the first week, preferably within 2-3 days

D19

SECOND VISIT

E2

4-6 weeks

Follow-up visits for problems
If the problem was:
Fever
Lower urinary tract infection
Perineal infection or pain
Hypertension
Urinary incontinence
Severe anaemia
Postpartum blues
HIV-positive
Moderate anaemia
If treated in hospital
for any complication

Return in:
2 days
2 days
2 days
1 week
1 week
2 weeks
2 weeks
2 weeks
4 weeks
According to hospital instructions or according to national
guidelines, but no later than in 2 weeks.

K14 .

Advise on danger signs
Advise to go to a hospital or health centre immediately, day or night, WITHOUT WAITING, if any of
the following signs:
N vaginal bleeding:
¡ more than 2 or 3 pads soaked in 20-30 minutes after delivery OR
¡ bleeding increases rather than decreases after delivery.
N convulsions.
N fast or difficult breathing.
N fever and too weak to get out of bed.
N severe abdominal pain.
Go to health centre as soon as possible if any of the following signs:
N fever
N abdominal pain
N feels ill
N breasts swollen, red or tender breasts, or sore nipple
N urine dribbling or pain on micturition
N pain in the perineum or draining pus
N foul-smelling lochia

Discuss how to prepare for an emergency in postpartum
N
N

N
N

Advise to always have someone near for at least 24 hours after delivery to respond to any change in
condition.
Discuss with woman and her partner and family about emergency issues:
¡ where to go if danger signs
¡ how to reach the hospital
¡ costs involved
¡ family and community support.
Advise the woman to ask for help from the community, if needed I1-I3 .
Advise the woman to bring her home-based maternal record to the health centre, even for an
emergency visit.

CHILDBIRTH: LABOUR, DELIVERY AND IMMEDIATE POSTPARTUM CARE

HOME DELIVERY BY SKILLED ATTENDANT
Use these instructions if you are attending delivery at home.

Preparation for home delivery
N
N
N
N

Immediate postpartum care of mother

Check emergency arrangements.
Keep emergency transport arrangements up-to-date.
Carry with you all essential drugs B17 , records, and the delivery kit.
Ensure that the family prepares, as on C18 .

N
N
N
N

Delivery care
N
N
N
N
N
N

Follow the labour and delivery procedures D2-D28 K11 .
Observe universal precautions A4 .
Give Supportive care. Involve the companion in care and support D6-D7 .
Maintain the partograph and labour record N4-N6 .
Provide newborn care J2-J8 .
Refer to facility as soon as possible if any abnormal finding in mother or baby

Home delivery by skilled attendant

Stay with the woman for first two hours after delivery of placenta C2
Examine the mother before leaving her D21 .
Advise on postpartum care, nutrition and family planning D26-D27 .
Ensure that someone will stay with the mother for the first 24 hours.

C13-C14 .

Postpartum care of newborn

B17 K14 .

N
N
N
N
N
N
N
N

Stay until baby has had the first breastfeed and help the mother good positioning and attachment
Advise on breastfeeding and breast care K2-K3 .
Examine the baby before leaving N2-N8 .
Immunize the baby if possible K13 .
Advise on newborn care K10 .
Advise the family about danger signs and when and where to seek care K14 .
If possible, return within a day to check the mother and baby.
Advise a postpartum visit for the mother and baby within the first week K14 .

K3

.
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Toexamine the ybab
seeJ2-J8.
If breast problem J9
see
.

Postpartum
care

E2

POSTP
ARTUM EXAMINA
TION OF
THE MO
THER (UP
TO6 WEEKS)
Use this char
t for examining the mother after
e from
discharg
a facility or after home
y deliver
If she delivered less than a o
week
without
ag a skilled attendant,
use the char
t Assess
the mother after deliver
y D21.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Wh
en andhere
w did
ouy deliv
er?
Ho
w areou
y feeling?
Ha
veyouhad an
y pain orver
feor
bleeding sinceery?
deliv
Doyou ha
veanyproblem with
passing urine?
N Ha
veyoudecided onyan
contraception?
N Ho
w doour
y breasts feel?
N Doyo
u ha
veanyother concer
ns?
N Ch
eck records:
¡ An
y complications during
deliver
y?
¡ Receiving yan
treatments?
¡ HIV status.
N
N
N
N

Me
asure blood pressure
d an N
N
temperature.
Feel uter
us.Is it hard and
round? N
N
Look at vulv
a and perineum
for:
N
¡ tear
¡ sw
elling
N
¡ pus.
N Lo
ok at pad for bleeding
d lochia.
an N
¡ Does it smell?
N
¡ Isitprofuse?
N
N Lo
ok for pallor
.
N
N
N

Mo
ther feeling
ell.w
Did not bleed >250
ml.
Uteruswel
l contracted ha
and
rd.
Noperinealwel
s ling.
Blood pressure,
pulse and
temperaturemal.
nor
Nopallor.
Nobreast problem,
is breastfeeding
ell. w
Nofeverorpain or concer
n.
Noproblem with urination.

CLASSIFY

TREAT
AND AD
VISE

NORMAL POSTP
ARTUM

N
N
N

N
N

N
N
N

E2

Ma
kesure oman
w
and family
w kno
w
hat to watch
D28.
for andhen
w to seek care
Advise onostpartum
P
care andygiene,
h
D26.
and couns
el on nutrition
Counselon the impor
tanceof bir
th spacing and
D27.
family planning
Refer
for family planningelling.
couns
Dispense
3m
onths
ironsupply and
F3 .
counsel
on compliance
Giveanytreatmen
t or proph
ylaxis due:
¡ tetanus immunizationhas
if she
not had
F2
full course .
Promote use of impregnated
bednet for the mother
and bab
y.
Record on the mother’
s home-b
ased mater
nal
record.
Advise to retur
n to health centre within
week
s.4-6

POSTPARTUM EXAMINATION OF
THE MOTHER (UP TO 6 WEEKS)

POSTP
ARTUM CARE

POSTP
ARTUM CARE

POSTPARTUM CARE
Respond to obser
ved signs or volunteered problems (6)
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

E8

TREAT
AND AD
VISE

IF V
AGINAL DISCHARGE
WEEKS
4
AFTER
DELIVERY
Doyou ha
veitching at thea?vulv N Separate the labia and
k for
loo N Abnormal
vag
inal discharg
e,and
Has your par
tner had a urinar
y
abnormal
vag
inal discharg
e:
partner
has urethral disch
argeor
problem?
¡ amount
burning
on passing urine.
¡ colour
If par
tner is present in theask
clinic, ¡ odour/smell.
is seen,
examine
N Cu
rd-like
vag
inal discharg
e and/or
the o
wman if she feels comfor
table if N Ifnodischarge
with a glo
vedfingerand look at theN Intense vulv
al itching
.
youask him similar questions.
discharge
on the glo
ve.
If e
ys,ask him if he has:
N ur
ethral discharg
e or pus
N bu
rning on passing urine.
N Ab
normal
vag
inal discharg
e.
If par
tner could not be approached,
explain impor
tance of par
tner
assessment and treatment
void to a
reinfection.
N
N

POSSIBLE
GONORRHOEA
OR
CHLAMYDIA
INFECTION

N
N
N

E8

F5 .
Giveappropria
te oral antibiotics
oman
to w
F5 .
Tr
eat par
tner with appropriate oral antibiotics
G2condoms
Counsel on safer sex including use of
.

POSSIBLE CANDID
A
INFECTION

N
N
N

Giveclotrima
zole F5 .
F4 .
Counsel
on safer sex including
use of condoms
Ifnoimprov
ement,
refer the
oman
w to hospital.

POSSIBLE
BACTERIA
L OR
TRICHOMO
NAS
INFECTION

N
N

Givemetronida
zole tooman
w F5 .
G2condoms
Counsel on safer sex including use of
.

CLASSIFY

TREAT
AND AD
VISE

If vaginal discharge 4 weeks after delivery
If breast problem J9

IF BREASTOBLEM
PR
See J9 .

NEXT
: If cough or breathing difficulty

E3

RESPOND
O TOBSER
VED SIGNS VOL
ORUNTEEREDOBLEMS
PR
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

Diastolic blood pressure
≥110 mmHg
.

SEVERE
HYPERTENSION

N
N

Giveappropria
te antih
ypertensiv
e B14.
Refer urg
ently to hospita
l B17.

Diastolic blood pressure
≥90 mmHg
on 2 readings.

MODERATE
HYPERTENSION

N

Reassessin1 w
eek.
If h
ypertension
persists,
refe
r to ho
spital.

IF ELEV
ATE
D DIAST
OLIC BLOOD PRESSURE
N

History
of pre-eclampsia or
eclampsia in pregnancy
, deliver
y or
after deliv
ery?

N

Ifdiastolic blood pressure
is
≥90 mmHg
repeat
,
after
a 1 hour rest.

N

N

N

Diastolic blood pressure
<90 mmHg
after 2 readings.

BLOOD PRESSURE
NORMAL

N

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (1)

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
IF COUGH OR BREA
THING DIFFICUL
TY
N
N
N
N
N

If elevated diastolic pressure

Noadditional treatment.

Ho
w long ve
hayoubeen coughing?N Look for breathlessness.
Ho
w long ve
hayouhad difficulty in N Listen forheezing.
w
N Me
asure temperature.
breathing?
Doyou ha
vechest pain?
Doyou ha
veanyblood in sputum?
Doyou smok
e?

At least 2 of the
wing:
follo
Te
mperature >38ºC.
N Br
eathlessness.
N Ch
est pain.

B15.
POSSIBLE PNEUMON
IA
N Givefirst dose of appropriate
M/IV
antibiotics
I
N Refer urg
ently to hospita
l B17.

At least 1 of thewing:
follo
N Co
ugh or breathing
ulty
diffic
for
>3 w
eeks.
N Blood in sputum.
N Wh
eezing.

POSSIBLE CHR
ONIC
LUNG DISEASE

Te
mperature <38ºC.
N Co
ugh for <3
eeks.
w

UPPER RESPIRA
TOR
Y
TRACT
INFECTION

N

N

N
N
N

Advise safe,
soothing remed
y.
N Ifsm
oking,
counselto stop
smoking.

N

Ar
e you taking anti-tuberculosis
drugs?
If e
ys,since hen?
w

N

Ta
king anti-tuberculo
sis dr
ugs.

TUBERCULOSIS

N

N

POSTP
ARTUM CARE

POSTP
ARTUM CARE

Respond to obser
ved signs or volunteered problems
Ifpallor,ch
(2)
eck for anaemia

E4

IF P
ALLOR,
CHECK FOR
ANAEMIA

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Check record for bleeding in N Me
asure haemoglobin
history
ifof
pregnancy,
deliver
y or postpar
tum.
bleeding.
N Ha
veyouhad hea
vy bleeding sinceN Look for conjunctiv
al pallor
.
N Lo
ok for palmar .pallor
deliver
y?
N Doyo
u tire easily?
Ifpallor:
e pallor?
N Ar
e you breathless t(shor
of breath) ¡ isitsever
¡ some pallor?
during routine wor
house
k?
N Co
unt number of breaths
in 1
minute.
N

Haemoglobin <7-g/dl
AN
D/OR
N Sever
e palmar andunctival
conj
pallor or
N An
y pallor and
y of:
an
¡ >30 breaths perute
min
¡ tires easily
¡ breathlessness at rest.
N

CLASSIFY

TREAT
AND AD
VISE

SEVERE
ANAEMIA

N

Haemoglobin 7-11-g/dl
OR
Palmar or conjunctiv
al pallor
.

MODERATE
ANAEMIA

N
N
N

Haemoglobin >11-g/dl.
Nopallor.

NO ANAEMIA

N

E4

Givedouble
dose of iron
F3 .
(1 tablet60 mg twice daily for 3 months)
N Refer urg
ently to hospita
l B17.
N Fo
llowup in 2eeks
w to check
nical
cli prog
ress and
compliance
with treatment.

N
N

N

Assure theoman
w
that the
ugsdrare notmful
har to
her bab
y,and of the
need to cont
inue treatment.
Ifher sput
um is
TB-positiv
e within 2 monthsery
of, deliv
plan to egiv
INH proph
ylaxis to the
wborn
ne K13.
G3 .
Reinforce vice
ad for HIV testing
Ifsmoking,
counselto stop
smoking.
Advise to screen immed
iate family members and
closecontacts for tuberculosis.

NEXT
: If signs sugg
esting HIV infection

Respond to obser
ved signs or volunteere
d problems (7)

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (2)
If pallor, check for anaemia

F3 .
Givedouble
dose of iron for 3 months
Reassessatnext postnatal visit eeks).
(in 4 w
If anaem
ia persists,
refer to hospital.

POSTP
ARTUM CARE

POSTP
ARTUM CARE

Respond to obser
ved signs or volunteered
problems (1)
Ifeleva
ted diastolic blood pressure
E3

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (7)
If cough or breathing difficulty
If taking anti-tuberculosis drugs

IF T
AKING ANTITUBERCULOSIS
UGS
DR

N
N

NEXT
: If pallor
, check for anaemia

E9

Refer to hospital for assessment.
Ifsever
ew
heezing,
refer urg
ently to hospital.
Use Practical Approach
to Lung
healthguidelines
(PAL)
for fur
ther manag
ement.

N

N

E9

Respond to obser
ved signs or volunteered problems
Ifsigns suggesting
(8)
HIV
ection
inf E10
IF SIGNS SUGGESTING HIV INFECTION
HIV status unknown or known HIV-positive.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

Ha
veyoulost w
eight?
Do yo
u ha
vefever?
How
long (>1 month)?
N Ha
veyougot diar
rhoea
(continuous ormittent)?
inter
How
long (>1 month)?
N Ha
veyouhad cough?
How
long (>1 month)?

STRONG
LIKELIHOO
D OF HIV
INFECTION

N

Look for visible wasting
.
N Tw
o of the follo
wing:
Look for ulcers and
hite w
patches in ¡ we
ight loss
the mouthush).
(thr
¡ fever>1 mo
nth
N Lo
ok at the skin:
¡ diarr
hoea >1 month.
¡ Isthere a rash?
OR
¡ Ar
e there blisters the
along
ribs N On
e of the abo
vesigns and
on one side of the
y? bod
¡ one or more other
gn or
si
¡ from a high-risk
roup.
g

N

N

N

N

Reinforce the need w
toHIV
kno
tatus
s
and
ounsel
c
G3 .
for HIV testing
G3par
N Co
unselon the benefits of testing
tner
her
.
N Co
unsel
on safer sex including use ofG2
condoms
.
N Ex
amine fur
ther and manag
e according to national
HIV guidelines or refer to appropriate
vices. HIV ser
N Refer to
TB centre if cough.

E10

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (8)
If signs suggesting HIV infection

Contin
ue trea
tment with iron for 3 months
altog
etherF3 .

NEXT
: Check for HIV status

CHECK FOR HIV
ATU
ST
S
Use this char
t for HIV testing and counselling during
tum postpar
visit if the woman is not previously tested.
Ifthe w
omen has en
takAR
V during pregnancy or
thchildbir
refer her
HIV
toser
vices forther
fur assessment.

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT
AND AD
VISE

G2 .
Provideeyk infor
mation on HIV
N Pe
rfor
m the Rapid HIV
ifno
test
t
perfor
med in this pregnanc
y L6 .
Wh
at is HIV and
w ho
is HIV
G2 ?
transmitted
N Ad
van
tageof kno
wing the HIV status
G2 .
N Ex
plain about HIV testing and
counselling including confidentiality
G3 .
of the result
Ask the woman:
N Ha
veyoubeen tested for HIV?
¡ If not: tell her that she will be
tested for, HIV
unless she refuses.
¡ If e
ys: check result.
(Explain to
her that she has a right not to
disclose the result.)
¡ Areou
y takingyan
AR
V
treatment?
¡ Check treatment plan.
N Ha
s the par
tner been tested?

HIV-POSITI
VE

N
N

N

Positive
HIV test

POSTP
ARTUM CARE

N

N

HIV-NEGATIVE

N

NegativeHIV test

N

She refuses thet or
tesis not willin
g
UNKNOWN
ATU
S
to disclose the result
vious
of pre HIV ST
test or no test results
vailable
a

N
N
N

N
N

Counselon implications of aepositiv
testG3 .
Refer theoman
w
to HIV
vices
ser forther
fur
assess
ment.
G7 .
¡ Counsel
on infant feeding options
¡ Provide
additional care for HIV-positiv
ew
omanG4 .
G4 .
¡ Counsel
on family planning
.
¡ Counsel
on safer sex including use ofG2
condoms
¡ Counsel
on benefits of disclosure
volving)
(inand
testing hertne
parG3 .
¡ Provide
support
to the HIV-positiv
ew
omanG5 .
Followup in 2eeks.
w

POSTP
ARTUM CARE

E5

Counselon implications ofative
a neg
test G3 .
Counsel
on the impor
tance
of sta
ying neg
ative
by
G2 .
practisi
ng safer
sex,includin
g use of condoms
Counselon benefits vol
ofving
in and testi
ng the
G3 .
partner

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (3)
Check for HIV status

Counselon safer sex including use of G2
condoms
.
Counselon benefits vol
ofving
in and testi
ng the
G3 .
partner

N

Always begin with Rapid assessment and management (RAM)

N

Next use the Postpartum examination of the mother

N

If an abnormal sign is identified (volunteered or observed), use the charts Respond to observed signs or volunteered problems

N

Record all treatment given, positive findings, and the scheduled next visit in the home-based and clinic recording form.

N

For the first or second postpartum visit during the first week after delivery, use the Postpartum examination chart
counselling section D26 to examine and advise the mother.

N

If the woman is HIV positive, adolescent or has special needs, use

B2-B7

.

NEXT
: If hea
vy aginal
v
bleeding

Respond to obser
ved signs or volunteered problems
Check for
(3)HIV status

Respond to obser
ved signs or volunteered problems (4)
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

E5

E6

TREAT
AND AD
VISE

IF HEA
VY AGI
V NAL BLEEDING
N

Mo
re than 1 pad ed
soak
in 5
minutes.

POSTP
ARTUM
BLEEDING

E6

Give0.2 mg erg
ometrine
IMB10.
B15.
Giveappropria
te IM/IV antibiotics
Ma
nageas in
B3-B7.
Rapid assessment andement
manag
N Refer urg
ently to hospita
l B17.
N
N
N

IF FEVER OR FOUL-SMELLING LOCHIA
N

Ha
veyouhad:
¡ heavybleeding?
¡ foul-smelling lochia?
¡ burning on urination?

N
N
N
N
N

Feel lo
werabdomen and flanks for
N Te
mperature >38°C and
y of:an
UTERINE
INFECTION
tenderness.
¡ verywea
k
Look for abnor
mal lochia.
¡ abdominal tender
ness
Me
asure temperature.
¡ foul-smelling lochia
Look or feel for stiff
. neck
¡ profuse lochia
Look for letharg
y.
¡ uterusnot e
wll contracted
¡ lowerabdominal pain
¡ history
of hea
vy aginal
v
bleeding
.

N

B9 .
Insertan IV line and
e fluids
giv rapidly
B15.
Giveappropria
te IM/IV antibiotics
Refer urg
ently to hospita
l B17.

N

Fever>38ºC and yanof:
¡ burning on urination
¡ flank pain.

UPPER URINAR
Y TRA
CT
INFECTION

N
N

B15.
Giveappropria
te IM/IV antibiotics
Refer urg
ently to hospita
l B17.

N

Burning on urination.

LOWER
URINAR
Y TRA
CT
INFECTION

N

F5 .
Giveappropria
te oral antibiotic
Encourag
e her to
drink more fluids.
Followup in 2 ys.
da
If no impr
ovem
ent,refer to hospital.

N
N

N
N

If heavy vaginal bleeding
If fever or foul-smelling lochia

N

Te
mperature >38°C and
y of:an
¡ stiff neck
¡ lethargy
.

B9 .
VERY
SEVERE FEBRILE N Insertan IV line
B15.
DISEASE
N Giveappropria
te IM/IV antibiotics
N Giveartemet
her IM (or quininetemether
IM if ar not
B16.
available) and glucose
N Refer urg
ently to hospita
l B17.

N

Fever>38°C.

MALARIA

N
N

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (4)

F4 .
Giveoralantimalarial
Followup in 2 ys.
da
If no impr
ovem
ent,refer to hospital.

NEXT
: If dribbling urine

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

CLASSIFY

TREAT

URINAR
Y
INCONTINEN
CE

N

IF DRIBBLING URINE
N

Dribbling or leaking urine.

N

Excessive
swe
lling of vulv
a or
perineum.

PERINEAL
TRAUMA

N

Pus in perineum.
Pain in perineum.

PERINEAL
INFECTION
ORPAIN

N

N

IF PUS OR PERINEAL
AIN P

N

IF FEELING UNHAPPYYING
OR CR
EASIL
Y
Ho
w ha
veyoubeen feeling recently?
Ha
veyoubeen in w
lo spirits?
Ha
veyoubeen able to enjo
y the
thingsou
y usually y?
enjo
Ha
veyouhad y
our usual
vel
leof
energy
, or ha
veyoubeen feeling tired?
N Ho
w hasour
y sleep been?
N Ha
veyoubeen able to concentrate
(for example on
wspaper
ne
articles
or our
y fa
vou
rite radio
programmes)?
N
N
N
N

POSTP
ARTUM CARE

CHILDBIRTH: LABOUR,
POSTPARTUM
CARE DELIVERY AND POSTPARTUM CARE

NEXT
: Respond to obser
vedsigns orolunteered
v
problems

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (6)

Twoormo
re of the follo
wing symptoms
POSTP
ARTUM
during the same
eek
2 period
w
DEPRESSION
representing a chang
e from nor
mal:
(USUALL
Y AFTER
Inappropriate guiltative
or neg
FIRST WEEK)
feelingwards
to
self.

Check peri
neal trauma.
Giveappropria
te oral antibioticswer
for
urinary
lo
F5 .
tract infection
Ifconditions persists more eek,
than
refer
1 wthe
wom
an to hospital.

Refer theoman
w
to hospital.

Remov
e sutures,
ifpresent.
Clean w
ound.
Counsel on care ygiene
and hD26.
F4 .
Giveparacetamo
l for pain
N Fo
llowup in 2ys.
daIf no impro
vem
ent,refe
r to ho
spital.
N
N
N

N
N

Provide emotional suppor
t.
B7 .
Refer urg
ently the woman toital
hosp

N

Cries easily
.
Decreased interest or pleasure.
N Fe
els tired,
agitated all the time.
N Disturbed sleep (sleeping too much
or too little,
waking ear
ly).
N Diminished ability to think or
concentrate.
N Ma
rkedloss of appetite.
N
N

N

NEXT
: If a
vginal discharg
e4w
eeks after deliv
ery

N

An
y of the abo
ve,
for less thaneeks.
2w

POSTP
ARTUM BLUES N Assure theoman
w
that this
ery
iscommon.
v
(USUALL
Y IN FIRST
WEEK) N Listen to her concer
ns.Giveemotional
encourag
ement and suppor
t.
N Co
unselpartner
and family tovide
pro assistance to
the o
wman.
N Fo
llowup in 2eeks,
w and refer if no vem
impro
ent.

Respond to obser
ved signs or volunteered problems (5)

E7

RESPOND TO OBSERVED SIGNS OR
VOLUNTEERED PROBLEMS (5)
If dribbling urine
If puss or perineal pain
If feeling unhappy or crying easily

E2

.

G1-G11 H1-H4

D21

E3-E10 .

and Advise and

.

E7

Postpartum care

E1

To examine the baby see J2-J8 .
If breast problem see J9 .

POSTPARTUM CARE

Postpartum care

E2

POSTPARTUM EXAMINATION OF THE MOTHER (UP TO 6 WEEKS)
Use this chart for examining the mother after discharge from a facility or after home delivery
If she delivered less than a week ago without a skilled attendant, use the chart Assess the mother after delivery

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N
N
N
N
N
N
N

When and where did you deliver?
How are you feeling?
Have you had any pain or fever or
bleeding since delivery?
Do you have any problem with
passing urine?
Have you decided on any
contraception?
How do your breasts feel?
Do you have any other concerns?
Check records:
¡ Any complications during
delivery?
¡ Receiving any treatments?
¡ HIV status.

N
N
N

N

N

Measure blood pressure and
temperature.
Feel uterus. Is it hard and round?
Look at vulva and perineum for:
¡ tear
¡ swelling
¡ pus.
Look at pad for bleeding and lochia.
¡ Does it smell?
¡ Is it profuse?
Look for pallor.

SIGNS
N
N
N
N
N
N
N
N
N

Mother feeling well.
Did not bleed >250 ml.
Uterus well contracted and hard.
No perineal swelling.
Blood pressure, pulse and
temperature normal.
No pallor.
No breast problem,
is breastfeeding well.
No fever or pain or concern.
No problem with urination.

D21 .

CLASSIFY

TREAT AND ADVISE

NORMAL POSTPARTUM

N
N
N

N
N

N
N
N

T NEXT: Respond to observed signs or volunteered problems

Make sure woman and family know what to watch
for and when to seek care D28 .
Advise on Postpartum care and hygiene,
and counsel on nutrition D26 .
Counsel on the importance of birth spacing and
family planning D27 .
Refer for family planning counselling.
Dispense 3 months iron supply and
counsel on compliance F3 .
Give any treatment or prophylaxis due:
¡ tetanus immunization if she has not had
full course F2 .
Promote use of impregnated
bednet for the mother and baby.
Record on the mother’s home-based maternal
record.
Advise to return to health centre within 4-6 weeks.

RESPOND TO OBSERVED SIGNS OR VOLUNTEERED PROBLEMS
ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

IF ELEVATED DIASTOLIC BLOOD PRESSURE

POSTPARTUM CARE

N

History of pre-eclampsia or
eclampsia in pregnancy, delivery or
after delivery?

N

If diastolic blood pressure is
≥90 mmHg , repeat after
a 1 hour rest.

N

Diastolic blood pressure
≥110 mmHg.

SEVERE
HYPERTENSION

N
N

Give appropriate antihypertensive
Refer urgently to hospital B17 .

B14 .

N

Diastolic blood pressure
≥90 mmHg on 2 readings.

MODERATE
HYPERTENSION

N

Reassess in 1 week.
If hypertension persists, refer to hospital.

N

Diastolic blood pressure
<90 mmHg after 2 readings.

BLOOD PRESSURE
NORMAL

N

No additional treatment.

T NEXT: If pallor, check for anaemia
Respond to observed signs or volunteered problems (1) If elevated diastolic blood pressure

E3

POSTPARTUM CARE

Respond to observed signs or volunteered problems (2) If pallor, check for anaemia

E4

IF PALLOR, CHECK FOR ANAEMIA

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N
N
N

Check record for bleeding in
pregnancy, delivery or postpartum.
Have you had heavy bleeding since
delivery?
Do you tire easily?
Are you breathless (short of breath)
during routine housework?

N
N
N

N

Measure haemoglobin if history of
bleeding.
Look for conjunctival pallor.
Look for palmar pallor.
If pallor:
¡ is it severe pallor?
¡ some pallor?
Count number of breaths in 1
minute.

SIGNS

CLASSIFY

TREAT AND ADVISE

Haemoglobin <7-g/dl
AND/OR
Severe palmar and conjunctival
pallor or
Any pallor and any of:
¡ >30 breaths per minute
¡ tires easily
¡ breathlessness at rest.

SEVERE
ANAEMIA

N

MODERATE ANAEMIA

N
N

N

Haemoglobin 7-11-g/dl
OR
Palmar or conjunctival pallor.

Give double dose of iron for 3 months F3 .
Reassess at next postnatal visit (in 4 weeks).
If anaemia persists, refer to hospital.

N
N

Haemoglobin >11-g/dl.
No pallor.

NO ANAEMIA

N

Continue treatment with iron for 3 months
altogether F3 .

N
N
N

N

T NEXT: Check for HIV status

N
N

Give double dose of iron
(1 tablet 60 mg twice daily for 3 months) F3 .
Refer urgently to hospital B17 .
Follow up in 2 weeks to check clinical progress and
compliance with treatment.

CHECK FOR HIV STATUS
Use this chart for HIV testing and counselling during postpartum visit if the woman is not previously tested.

POSTPARTUM CARE

If the women has taken ARV during pregnancy or childbirth refer her to HIV services for further assessment.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

Provide key information on HIV G2 .
N What is HIV and how is HIV
transmitted G2 ?
N Advantage of knowing the HIV status
G2 .
N Explain about HIV testing and
counselling including confidentiality
of the result G3 .
Ask the woman:
N Have you been tested for HIV?
¡ If not: tell her that she will be
tested for HIV, unless she refuses.
¡ If yes: check result. (Explain to
her that she has a right not to
disclose the result.)
¡ Are you taking any ARV
treatment?
¡ Check treatment plan.
N Has the partner been tested?

N

N

Positive HIV test

CLASSIFY

TREAT AND ADVISE

HIV-POSITIVE

N
N

Perform the Rapid HIV test if not
performed in this pregnancy L6 .

N
N

Negative HIV test

HIV-NEGATIVE

N
N
N

N

She refuses the test or is not willing
to disclose the result of previous
test or no test results available

UNKNOWN
HIV STATUS

N
N

Counsel on implications of a positive test G3 .
Refer the woman to HIV services for further
assessment.
¡ Counsel on infant feeding options G7 .
¡ Provide additional care for HIV-positive woman G4 .
¡ Counsel on family planning G4 .
¡ Counsel on safer sex including use of condoms G2 .
¡ Counsel on benefits of disclosure (involving) and
testing her partner G3 .
¡ Provide support to the HIV-positive woman G5 .
Follow up in 2 weeks.
Counsel on implications of a negative test G3 .
Counsel on the importance of staying negative by
practising safer sex, including use of condoms G2 .
Counsel on benefits of involving and testing the
partner G3 .
Counsel on safer sex including use of condoms
Counsel on benefits of involving and testing the
partner G3 .

G2

.

T NEXT: If heavy vaginal bleeding
Respond to observed signs or volunteered problems (3) Check for HIV status

E5

POSTPARTUM CARE

Respond to observed signs or volunteered problems (4)
ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

E6
CLASSIFY

TREAT AND ADVISE

POSTPARTUM
BLEEDING

N
N
N

IF HEAVY VAGINAL BLEEDING
N

More than 1 pad soaked in 5
minutes.

N

Give 0.2 mg ergometrine IM B10 .
Give appropriate IM/IV antibiotics B15 .
Manage as in
Rapid assessment and management B3-B7 .
Refer urgently to hospital B17 .

IF FEVER OR FOUL-SMELLING LOCHIA
N

Have you had:
¡ heavy bleeding?
¡ foul-smelling lochia?
¡ burning on urination?

N
N
N
N
N

Feel lower abdomen and flanks for
tenderness.
Look for abnormal lochia.
Measure temperature.
Look or feel for stiff neck.
Look for lethargy.

N

Temperature >38°C and any of:
¡ very weak
¡ abdominal tenderness
¡ foul-smelling lochia
¡ profuse lochia
¡ uterus not well contracted
¡ lower abdominal pain
¡ history of heavy vaginal bleeding.

UTERINE
INFECTION

N
N
N

Insert an IV line and give fluids rapidly B9 .
Give appropriate IM/IV antibiotics B15 .
Refer urgently to hospital B17 .

N

Fever >38ºC and any of:
¡ burning on urination
¡ flank pain.

UPPER URINARY TRACT
INFECTION

N
N

Give appropriate IM/IV antibiotics
Refer urgently to hospital B17 .

N

Burning on urination.

LOWER
URINARY TRACT
INFECTION

N
N
N

Give appropriate oral antibiotic F5 .
Encourage her to drink more fluids.
Follow up in 2 days.
If no improvement, refer to hospital.

N

Temperature >38°C and any of:
¡ stiff neck
¡ lethargy.

VERY SEVERE FEBRILE
DISEASE

N
N
N

Insert an IV line B9 .
Give appropriate IM/IV antibiotics B15 .
Give artemether IM (or quinine IM if artemether not
available) and glucose B16 .
Refer urgently to hospital B17 .

N
N

T NEXT: If dribbling urine

Fever >38°C.

MALARIA

N
N

B15 .

Give oral antimalarial F4 .
Follow up in 2 days.
If no improvement, refer to hospital.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT

URINARY
INCONTINENCE

N
N

IF DRIBBLING URINE
N

Dribbling or leaking urine.

N

Check perineal trauma.
Give appropriate oral antibiotics for lower urinary
tract infection F5 .
If conditions persists more than 1 week, refer the
woman to hospital.

IF PUS OR PERINEAL PAIN
N

Excessive swelling of vulva or
perineum.

PERINEAL
TRAUMA

N

Refer the woman to hospital.

N
N

Pus in perineum.
Pain in perineum.

PERINEAL
INFECTION OR PAIN

N
N
N
N

Remove sutures, if present.
Clean wound. Counsel on care and hygiene D26 .
Give paracetamol for pain F4 .
Follow up in 2 days. If no improvement, refer to hospital.

POSTPARTUM
DEPRESSION
(USUALLY AFTER
FIRST WEEK)

N
N

Provide emotional support.
Refer urgently the woman to hospital

POSTPARTUM BLUES
(USUALLY IN FIRST WEEK)

N
N

Assure the woman that this is very common.
Listen to her concerns. Give emotional
encouragement and support.
Counsel partner and family to provide assistance to
the woman.
Follow up in 2 weeks, and refer if no improvement.

IF FEELING UNHAPPY OR CRYING EASILY
N
N
N
N

POSTPARTUM CARE

N
N

How have you been feeling recently?
Have you been in low spirits?
Have you been able to enjoy the
things you usually enjoy?
Have you had your usual level of
energy, or have you been feeling tired?
How has your sleep been?
Have you been able to concentrate
(for example on newspaper
articles or your favourite radio
programmes)?

Two or more of the following symptoms
during the same 2 week period
representing a change from normal:
N Inappropriate guilt or negative
feeling towards self.
N Cries easily.
N Decreased interest or pleasure.
N Feels tired, agitated all the time.
N Disturbed sleep (sleeping too much
or too little, waking early).
N Diminished ability to think or
concentrate.
N Marked loss of appetite.
N

Any of the above,
for less than 2 weeks.

N

T

NEXT: If vaginal discharge 4 weeks after delivery

Respond to observed signs or volunteered problems (5)

N

B7

.

E7

POSTPARTUM CARE

Respond to observed signs or volunteered problems (6)
ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

E8
CLASSIFY

TREAT AND ADVISE

IF VAGINAL DISCHARGE 4 WEEKS AFTER DELIVERY
N
N

Do you have itching at the vulva?
Has your partner had a urinary
problem?

If partner is present in the clinic, ask
the woman if she feels comfortable if
you ask him similar questions.
If yes, ask him if he has:
N urethral discharge or pus
N burning on passing urine.

N

N

Separate the labia and look for
abnormal vaginal discharge:
¡ amount
¡ colour
¡ odour/smell.
If no discharge is seen, examine
with a gloved finger and look at the
discharge on the glove.

If partner could not be approached,
explain importance of partner
assessment and treatment to avoid
reinfection.

IF BREAST PROBLEM
See J9 .

T NEXT: If cough or breathing difficulty

N

Abnormal vaginal discharge, and
partner has urethral discharge or
burning on passing urine.

POSSIBLE
GONORRHOEA OR
CHLAMYDIA
INFECTION

N
N
N

Give appropriate oral antibiotics to woman F5 .
Treat partner with appropriate oral antibiotics F5 .
Counsel on safer sex including use of condoms G2 .

N
N

Curd-like vaginal discharge and/or
Intense vulval itching.

POSSIBLE CANDIDA
INFECTION

N
N
N

Give clotrimazole F5 .
Counsel on safer sex including use of condoms G2 .
If no improvement, refer the woman to hospital.

N

Abnormal vaginal discharge.

POSSIBLE
BACTERIAL OR
TRICHOMONAS
INFECTION

N
N

Give metronidazole to woman F5 .
Counsel on safer sex including use of condoms

G2

.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

At least 2 of the following:
N Temperature >38ºC.
N Breathlessness.
N Chest pain.

POSSIBLE PNEUMONIA

N
N

Give first dose of appropriate IM/IV antibiotics
Refer urgently to hospital B17 .

At least 1 of the following:
N Cough or breathing difficulty for
>3 weeks.
N Blood in sputum.
N Wheezing.

POSSIBLE CHRONIC
LUNG DISEASE

N
N

Refer to hospital for assessment.
If severe wheezing, refer urgently to hospital.

IF COUGH OR BREATHING DIFFICULTY
N
N
N
N
N

How long have you been coughing?
How long have you had difficulty in
breathing?
Do you have chest pain?
Do you have any blood in sputum?
Do you smoke?

N
N
N

Look for breathlessness.
Listen for wheezing.
Measure temperature.

B15 .

N
N

Temperature <38ºC.
Cough for <3 weeks.

UPPER RESPIRATORY
TRACT INFECTION

N
N

Advise safe, soothing remedy.
If smoking, counsel to stop smoking.

N

Taking anti-tuberculosis drugs.

TUBERCULOSIS

N

Assure the woman that the drugs are not harmful to
her baby, and of the need to continue treatment.
If her sputum is TB-positive within 2 months of delivery,
plan to give INH prophylaxis to the newborn K13 .
Reinforce advice for HIV testing G3 .
If smoking, counsel to stop smoking.
Advise to screen immediate family members and
close contacts for tuberculosis.

IF TAKING ANTI-TUBERCULOSIS DRUGS
N

Are you taking anti-tuberculosis
drugs? If yes, since when?

N

POSTPARTUM CARE

N
N
N

T NEXT: If signs suggesting HIV infection
Respond to observed signs or volunteered problems (7)

E9

POSTPARTUM CARE

Respond to observed signs or volunteered problems (8) If signs suggesting HIV infection

E10

IF SIGNS SUGGESTING HIV INFECTION
HIV status unknown or known HIV-positive.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N
N

N

Have you lost weight?
Do you have fever?
How long (>1 month)?
Have you got diarrhoea
(continuous or intermittent)?
How long (>1 month)?
Have you had cough?
How long (>1 month)?

N
N
N

Look for visible wasting.
Look for ulcers and white patches in
the mouth (thrush).
Look at the skin:
¡ Is there a rash?
¡ Are there blisters along the ribs
on one side of the body?

SIGNS

CLASSIFY

TREAT AND ADVISE

Two of the following:
¡ weight loss
¡ fever >1 month
¡ diarrhoea >1 month.
OR
N One of the above signs and
¡ one or more other sign or
¡ from a high-risk group.

STRONG
LIKELIHOOD OF HIV
INFECTION

N

N

N
N
N
N

Reinforce the need to know HIV status and counsel
for HIV testing G3 .
Counsel on the benefits of testing her partner G3 .
Counsel on safer sex including use of condoms G2 .
Examine further and manage according to national
HIV guidelines or refer to appropriate HIV services.
Refer to TB centre if cough.

PREVENTIVE MEASURES
AND ADDITIONAL
TMENTS
TREA FOR
THE O
WMAN

PREVENTIVE
MEASURES AND ADDITIONAL
TMENTS
TREAFOR
THE O
WMAN

Preve
ntive measures (1)

F2

PREVENTIVE MEASURES
Givetetanus toxoid

N
N

PREVENTIVE
MEASURES AND ADDITIONAL
TMENTS
TREAFOR
THE O
WMAN

PREVENTIVE MEASURES (1)

N

If due:
N Ex
plain to the
oman
w that the
accine
v is safe to en
be in
givpregnancy;
itwill not har
m the bab
y.
N Th
e injection site
y become
ma
a little
wol
len,
s red and painful,
but this will
o away
g in a fe
w da
ys.
N Ifshe has heard that the injection has econtraceptiv
effects,
assure her it doesthat
not,
it only
protects her from disease.
N Give0.5 ml
TT IM,
upper ar
m.
N Ad
vise o
wmanhen
w next dose is due.
N Record on mother’
s card.

DO NO
T givecapsules
with high doseitamin
of vA during pregnancy
.

Vitamin A
1 capsule

200-000

capsule
1
after ery
deliv
or withineeks
6 w of deliv
ery

Tetanus toxoid schedule
At first contact oman
with wof childbearing
e or ag
at first antenatal care
asea
visit,
rlyaspossible.
TT1
At least 4
eeks
w after
TT1 (at next antenatal care visit).TT2
At least 6 monthsTT2.
after
TT3
At least ear
1 y after
TT3.
TT4
At least ear
1 y after
TT4.
TT5

F3
Giveiron and folic acid
N

Explore local percepti
ons about
iron trea
tment (examples of
rect
incor
perceptions: making more blo
will mak
e bleeding
orse,
w iron will cause too
e alarg
bab
y).
N Ex
plain to mother and
family:
her
¡ Iron is essential
or her
f health during
nancy
preg
and afterery
deliv
¡ Th
e dang
er of anaemia and need for supplementation.
N Discuss an
y incor
rect perceptions.
N Ex
plore the mother’
s concer
ns about
the medication:
¡ Has she used the
tablets before?
¡ We
re there proble
ms?
¡ An
y other concer
ns?
N Ad
vise on w
hoto tak
e the tablets
¡ Wi
th meals, ior
f once daily
, at night
¡ Iron tabletsyma
help the patient sfeel
tired.
les
Donot stop treatment if this occurs
¡ Donot w
orr
y about black stools.This
mal.is nor
N Giveadvice
on ho
w to manag
e sideeffe
cts:
¡ Ifconstipated,
drink
more water
¡ Ta
ketablets after
oodf or at night
voi
to
d nausea
a
¡ Explain that these
de effects
si
are not serious
¡ Advise her to retur
n if she has problems taking the iron tablets.
N Ifne
cessary
, discuss with family member
, TBA,other community-based orkers
health
orw
other
wom
en,howto help in promoting the use of iron and folate tablets.
C16 D26.
N Co
unsel on eating
n-rich
irofoods – see

¡

Iron and folate
1 tablet = 60-mg
, folic acid = 400-μg
All women
Wom
en with anaemia
1 tablet
2 tablets
Th
roughout the pregnancy
3 months
3 months
3 months

In pre
gnancy
Postpartum
and
post-abortion

Givemebendazole
N
N

Give500 mg to
very
ew
oman once in 6 months.
DO NO
T giveit in the first trimester
.

Mebendazole
500 mg tablet
1 tablet

Giveprev
entive
intermittent
treatment for
falciparum
malaria
N

N
N
N

F4

Giveparacetamol
If se
ver
e pain

Givesulfadoxine-pyrimethamine
at the beginning of the second
hird trimester
and t
to
omen
all w
according to national
. policy
Check h
wen last dose of sulfadoxine-p
yrimethamine
en:giv
¡ Ifnodose in last month,
givesulfadoxine-pyrimethamine,
3 ablets
t
in clinic.
Advise o
wmanhen
w next dose is due.
Mo
nitor the y
bab
for jaundiceen
if giv
just beforeery
deliv
.
Record on home-based record.

Sulfadoxine
yrimethamine
p
1 tablet = 500 mg + 25
yrimethamine
mg p
sulfadoxine
Second trimester
3tablets

N

N

N

General principles are found in the section on good practice

N

For emergency treatment for the woman see

N

For treatment for the newborn see

A2

.

B8-B17 .

K9-K13 .

F3

Paracetamol
1 tablet = 500 mg

Dose
1-2 tablets

Frequency
every4-6 hours

Ask w
hetheroman
w
andwborn
ne will be sleeping under a bednet.
If e
ys,
¡ Has it been dipped in insecticide?
¡ Wh
en?
¡ Advise to dip
very
e 6 months.
Ifnot,advise
to use insecticide-treatedan
bednet,
d pro
vide infor
mation to help her
this.
do

Giveappropriate oral antimalarial treatment
A highly effectiv
e antimalarial
ven
(e
ifsecond-line) is prefer
red during pregnancy
Chloroquine
Givedaily for 3ysda
Tab
let
(150 mg base)
Pregnant
oman
w
Da
y 1 Day2 Da
y3
(for eight
w
around 504kg) 4
2

Sulfadoxine +
Pyrimethamine
Givesingle dose in clinic
Ta
blet
500 mg sulfadoxine +
25 mgyrimethamine
p

Ta
blet
(100 mg base)
Day1
6

Da
y2
6

Day3
3

ADDITIONAL TREATMENTS
FOR THE WOMAN (1)
Give preventive intermittent treatment for
falciparum malaria
Advise to use insecticide-treated bednet
Give paracetamol

Third trimester
tablets
3

Advise
to use insecticide-treated bednet
N

This section has details on preventive measures and treatments
prescribed in pregnancy and postpartum.

100 mg tablet
5 tablets

ANTIMALARIALTMENT
TREA AND
PAR
ACE
TAM
OL

N

PREVENTIVE MEASURES (2)
Give iron and folic acid
Motivate on compliance with iron treatment
Give mebendazole

Motivate
on compliance
with iron treatm
ent

Toall pregnant,
postpartum
and post-abor
tion omen:
w
Routinely once daily in pregnancy and until 3 months
eryor abor
after
tion. deliv
Tw
ice daily as treatment for anaemia (double dose).
Check o
wman’s
supply of iron and folic acid at each visit3and
m
onths
dispense
supply
.
Advise to store iron safely:
¡ Wh
ere children cannot
et it g
¡ Ina d
ryplace.
¡

N
N

N

Give tetanus toxoid
Give vitamin A postpartum

Give200-000-IUmin
vita A
capsules
after
deliver
y or withineeks
6 w of deliv
ery:
Explain to the
oman
w that the capsule with
A will
vitamin
help her to
verreco
better,and that the
baby will receiv
e the tamin
vi
through her breast milk.
¡ ask her to
wallow
s the capsuleour
in yprese
nce.
¡ explain to her that
she feel
if s nauseated or has a headache,
itshould pass in
couple
a
ofys.
da

Additional treatments for the
(1) woman
Antimalarial treatme
nt and parac
etamol F4

PREVENTIVE MEASURES
AND ADDITIONAL
TMENTS
TREA FOR
THE O
WMAN

F2

Givevitaminpostpartum
A

Immunize all
omen
w
Check theoman’s
w tetanus toxoid (TT) immunization status:
¡ Wh
en was
TT lasten?
giv
¡ Wh
ich doseTT
of was this?
N Ifim
munization statuswn,
unkno
giveTT1.
Plan to egiv
TT2
in 4 eeks.
w
N
N

Preve
ntive measures Ir
(2)
on and mebendazole

PREVENTIVE
MEASURES AND ADDITIONAL
TMENTS
TREAFOR
THE O
WMAN

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

3

GIVE APPR
OPRIATE
ORAL ANTIBIO
TICS
INDICATION ANTIBIOTIC DOSE

FREQUENCY
DURATION COMMENT

Mastitis

CLOXA
CILLIN
1 capsule (500 mg)

every6 hours

Lower urinar
y tr
act
infection

AMOXY
CILLIN
500 mg
every8 hours
1 tablet (500 mg)
OR
TRIMETHOPRIM+
80 mg
twotablets
SULPHAMETHOXAZO
LE
trimethoprim +
every12 hours
1 tablet (80 mg + 400 mg)
400 mg sulphamethoxa
zole

Gonorr
hoea
Wo
man

500 mg

10 da
ys

3 da
ys

3 da
ys

Avoid
in late
pregnancy and
ow
tw
eeks after deliv
ery
whe
n breastfeeding
.

CEFTRIAXONE
(Vial=250
mg)

250 mg
IM injection

once only

once only

CIPROFLO
XACIN
(1 tablet=250 mg)

500 mg
(2 tablets)

once only

once only

ERYTHR
OMYCIN
(1 tablet=250 mg)

500 mg
(2 tablets)

every6 hours

7 da
ys

TETRACY
CLINE
(1 tablet=250 mg)
OR
DOXY
CYCLINE
(1 tablet=100 mg)

500 mg
(2 tablets)

every6 hours

7 da
ys

100 mg

every12 hours

7 da
ys

AZOLE
Trichomonas or bacterialMETRONID
(1 tablet=500 mg)
vaginal infection

2g
or 500 mg

once only
every12 hours

once only
7 da
ys

Do not use in the first trimester .of pregnancy

200 mg

everynight

3 da
ys

Tea
ch theoman
w
ho
w to inser
t a pessar
y intoagina
v
and to was
h hands
before and after each application.

500 mg

once only

once only

Partn
er only

Chlamydia
Wo
man

Partn
er only

LE
Vag
inal candida infectionCLOTRIMAZO
1 pessar
y 200 mg
or
500 mg

Not safe for pregnant or lactating
oman. w

F5

Additional treatments for the
(3) woman
Give benzathinecillin
peniIM

F6

GIVE BENZA
THINE PENICILLIN IM
Tre
at the par
tner.Rule out histor
y of allerg
y to antibiotics.

INDICATION ANTIBIOTIC DOSE

FREQUENCY
DURATION COMMENT

Syphilis RPR test positive
BENZATHINE
2.4 million units
PENICILLIN IM
IM injection
(2.4 million units in 5 ml)

once only

once only

If woman has allerg
y to
penicillin

ERYTHR
OMYCIN
(1 tablet = 250 mg)

500 mg
(2 tablets)

every6 hours

15 da
ys

If par
tner has allerg
y to
penicillin

TETRACY
CLINE
(1 tablet = 250 mg)
OR
DOXY
CYCLINE
(1 tablet = 100 mg)

500 mg
(2 tablets)

every6 hours

15 da
ys

100 mg

every12 hours

15 da
ys

Giveas tw
o IM inj
ections
at separate sites.
Plan to treat
wborn
ne K12.
G2 .
Counsel
on cor
rect and consistent use of condoms

After giving penicillin injection,
keep the woman for a few minutesve
and
forobser
signs of allerg
y.

CLASSIFY

Ho
w areou
y feeling?
N Lo
ok at the face,
neck and tongue Anyof these signs:
ALLERGY
OT
s ling.
PENICILLI
N
N Doyo
u feel tightness in the chestfor wel
N Ti
ghtness in the chest and throat.
and throat?
N Lo
ok at the skin for
orrash
hiv
es.
N Fe
eling dizzy and confused.
N Doyo
u feel dizzy and confused?
N Lo
ok at the injection
orsite
w
s el
ling
f
N Sw
elling of the face,
neck and
and redness.
tongue.
N Lo
ok for difficult breathing
.
N In
jection site
wol
len
s and red.
N Li
sten forheezing.
w
N Rash or hiv
es.
N Difficult breathing
heezing.
or w

F6

ADDITIONAL TREATMENTS
FOR THE WOMAN (3)

Not safe for pregnant or lactating
oman. w

OBSERVE
FOR SIGNS ALLERGY
OF
ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

ADDITIONAL TREATMENTS
FOR THE WOMAN (2)
Give appropriate oral antibiotics

Additional treatments for the
(2) woman
Give appropriate
l antibiot
ora ics

N

F5

Not safe for pregnant or lactating
omen. w

TREAT

Give benzathine penicillin IM
Observe for signs of allergy

Op
en the airwa
y B9 .
N In
sertIV line ande giv
fluidsB9 .
N Give0.5 ml adren
aline1:1000 in 10saline
ml
solution
IV slo
wly.
Repeat
in 5-15 minutes,
ifrequired.
N DONO
T lea
vethe o
wman on her
wn.o
N Refer urg
ently to hospita
l B17.
N

Preventive measures and additional treatments for the woman

F1

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Preventive measures (1)

F2

PREVENTIVE MEASURES
Give tetanus toxoid

Give vitamin A postpartum

Immunize all women
Check the woman’s tetanus toxoid (TT) immunization status:
¡ When was TT last given?
¡ Which dose of TT was this?
N If immunization status unknown, give TT1.
Plan to give TT2 in 4 weeks.

N
N

Give 200-000-IU vitamin A capsules after delivery or within 6 weeks of delivery:
Explain to the woman that the capsule with vitamin A will help her to recover better, and that the
baby will receive the vitamin through her breast milk.
¡ ask her to swallow the capsule in your presence.
¡ explain to her that if she feels nauseated or has a headache, it should pass in a couple of days.

N

DO NOT give capsules with high dose of vitamin A during pregnancy.

N
N

If due:
N Explain to the woman that the vaccine is safe to be given in pregnancy; it will not harm the baby.
N The injection site may become a little swollen, red and painful, but this will go away in a few days.
N If she has heard that the injection has contraceptive effects, assure her it does not, that it only
protects her from disease.
N Give 0.5 ml TT IM, upper arm.
N Advise woman when next dose is due.
N Record on mother’s card.
Tetanus toxoid schedule
At first contact with woman of childbearing age or
at first antenatal care visit, as early as possible.
At least 4 weeks after TT1 (at next antenatal care visit).
At least 6 months after TT2.
At least 1 year after TT3.
At least 1 year after TT4.

TT1
TT2
TT3
TT4
TT5

Vitamin A
1 capsule

200-000 IU

1 capsule after delivery or within 6 weeks of delivery

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Give iron and folic acid
N

Motivate on compliance with iron treatment

To all pregnant, postpartum and post-abortion women:
Routinely once daily in pregnancy and until 3 months after delivery or abortion.
Twice daily as treatment for anaemia (double dose).
Check woman’s supply of iron and folic acid at each visit and dispense 3 months supply.
Advise to store iron safely:
¡ Where children cannot get it
¡ In a dry place.
¡
¡

N
N

Iron and folate
1 tablet = 60-mg, folic acid = 400-μg
All women
1 tablet
In pregnancy
Throughout the pregnancy
Postpartum and
3 months
post-abortion

Women with anaemia
2 tablets
3 months
3 months

Give mebendazole
N
N

Give 500 mg to every woman once in 6 months.
DO NOT give it in the first trimester.

Mebendazole
500 mg tablet
1 tablet

Explore local perceptions about iron treatment (examples of incorrect perceptions: making more blood
will make bleeding worse, iron will cause too large a baby).
N Explain to mother and her family:
¡ Iron is essential for her health during pregnancy and after delivery
¡ The danger of anaemia and need for supplementation.
N Discuss any incorrect perceptions.
N Explore the mother’s concerns about the medication:
¡ Has she used the tablets before?
¡ Were there problems?
¡ Any other concerns?
N Advise on how to take the tablets
¡ With meals or, if once daily, at night
¡ Iron tablets may help the patient feel less tired. Do not stop treatment if this occurs
¡ Do not worry about black stools.This is normal.
N Give advice on how to manage side-effects:
¡ If constipated, drink more water
¡ Take tablets after food or at night to avoid nausea
¡ Explain that these side effects are not serious
¡ Advise her to return if she has problems taking the iron tablets.
N If necessary, discuss with family member, TBA, other community-based health workers or other
women, how to help in promoting the use of iron and folate tablets.
N Counsel on eating iron-rich foods – see C16 D26 .

100 mg tablet
5 tablets

Preventive measures (2) Iron and mebendazole

F3

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Additional treatments for the woman (1) Antimalarial treatment and paracetamol
ANTIMALARIAL TREATMENT AND PARACETAMOL
Give preventive intermittent treatment for
falciparum malaria
N
N
N
N
N

Give paracetamol
If severe pain

Give sulfadoxine-pyrimethamine at the beginning of the second and third trimester to all women
according to national policy.
Check when last dose of sulfadoxine-pyrimethamine given:
¡ If no dose in last month, give sulfadoxine-pyrimethamine, 3 tablets in clinic.
Advise woman when next dose is due.
Monitor the baby for jaundice if given just before delivery.
Record on home-based record.

Sulfadoxine pyrimethamine
1 tablet = 500 mg + 25 mg pyrimethamine sulfadoxine
Second trimester
3 tablets

Third trimester
3 tablets

Advise to use insecticide-treated bednet
N
N

N

Ask whether woman and newborn will be sleeping under a bednet.
If yes,
¡ Has it been dipped in insecticide?
¡ When?
¡ Advise to dip every 6 months.
If not, advise to use insecticide-treated bednet, and provide information to help her do this.

Give appropriate oral antimalarial treatment
A highly effective antimalarial (even if second-line) is preferred during pregnancy
Chloroquine
Give daily for 3 days
Tablet
(150 mg base)
Pregnant woman
Day 1
(for weight around 50 kg) 4

Day 2
4

Day 3
2

Sulfadoxine +
Pyrimethamine
Give single dose in clinic
Tablet
500 mg sulfadoxine +
25 mg pyrimethamine

Tablet
(100 mg base)
Day 1
6

Day 2
6

Day 3
3

3

Paracetamol
1 tablet = 500 mg

Dose
1-2 tablets

Frequency
every 4-6 hours

F4

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

GIVE APPROPRIATE ORAL ANTIBIOTICS
INDICATION

ANTIBIOTIC

DOSE

FREQUENCY

DURATION

Mastitis

CLOXACILLIN
1 capsule (500 mg)

500 mg

every 6 hours

10 days

Lower urinary tract
infection

AMOXYCILLIN
1 tablet (500 mg)
OR
TRIMETHOPRIM+
SULPHAMETHOXAZOLE
1 tablet (80 mg + 400 mg)

500 mg

every 8 hours

3 days

80 mg
trimethoprim +
400 mg sulphamethoxazole

two tablets
every 12 hours

3 days

CEFTRIAXONE
(Vial=250 mg)

250 mg
IM injection

once only

once only

CIPROFLOXACIN
(1 tablet=250 mg)

500 mg
(2 tablets)

once only

once only

ERYTHROMYCIN
(1 tablet=250 mg)

500 mg
(2 tablets)

every 6 hours

7 days

TETRACYCLINE
(1 tablet=250 mg)
OR
DOXYCYCLINE
(1 tablet=100 mg)

500 mg
(2 tablets)

every 6 hours

7 days

100 mg

every 12 hours

7 days

Trichomonas or bacterial
vaginal infection

METRONIDAZOLE
(1 tablet=500 mg)

2g
or 500 mg

once only
every 12 hours

once only
7 days

Do not use in the first trimester of pregnancy.

Vaginal candida infection

CLOTRIMAZOLE
1 pessary 200 mg
or
500 mg

200 mg

every night

3 days

Teach the woman how to insert a pessary into vagina
and to wash hands before and after each application.

500 mg

once only

once only

Gonorrhoea
Woman

Partner only

Chlamydia
Woman

Partner only

COMMENT

Avoid in late pregnancy and two weeks after delivery
when breastfeeding.

Not safe for pregnant or lactating women.

Not safe for pregnant or lactating woman.

Additional treatments for the woman (2) Give appropriate oral antibiotics

F5

PREVENTIVE MEASURES AND ADDITIONAL TREATMENTS FOR THE WOMAN

Additional treatments for the woman (3) Give benzathine penicillin IM

F6

GIVE BENZATHINE PENICILLIN IM
Treat the partner. Rule out history of allergy to antibiotics.

INDICATION

ANTIBIOTIC

DOSE

FREQUENCY

DURATION

COMMENT

Syphilis RPR test positive

BENZATHINE
PENICILLIN IM
(2.4 million units in 5 ml)

2.4 million units
IM injection

once only

once only

Give as two IM injections at separate sites.
Plan to treat newborn K12 .
Counsel on correct and consistent use of condoms

If woman has allergy to
penicillin

ERYTHROMYCIN
(1 tablet = 250 mg)

500 mg
(2 tablets)

every 6 hours

15 days

If partner has allergy to
penicillin

TETRACYCLINE
(1 tablet = 250 mg)
OR
DOXYCYCLINE
(1 tablet = 100 mg)

500 mg
(2 tablets)

every 6 hours

15 days

100 mg

every 12 hours

15 days

Not safe for pregnant or lactating woman.

OBSERVE FOR SIGNS OF ALLERGY
After giving penicillin injection, keep the woman for a few minutes and observe for signs of allergy.

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N
N

How are you feeling?
Do you feel tightness in the chest
and throat?
Do you feel dizzy and confused?

N
N
N
N
N

Look at the face, neck and tongue
for swelling.
Look at the skin for rash or hives.
Look at the injection site for swelling
and redness.
Look for difficult breathing.
Listen for wheezing.

SIGNS

CLASSIFY

TREAT

Any of these signs:
N Tightness in the chest and throat.
N Feeling dizzy and confused.
N Swelling of the face, neck and
tongue.
N Injection site swollen and red.
N Rash or hives.
N Difficult breathing or wheezing.

ALLERGY TO
PENICILLIN

N
N
N

N
N

Open the airway B9 .
Insert IV line and give fluids B9 .
Give 0.5 ml adrenaline 1:1000 in 10 ml saline
solution IV slowly.
Repeat in 5-15 minutes, if required.
DO NOT leave the woman on her own.
Refer urgently to hospital B17 .

G2

.

G2

What is HIV (human immunodeficiency
us)
vir Counsel on safer sexng
includi
use of condoms
SAFER SEXANY
IS SEXU
AL PRA
CTICE THA
T REDUCE
S THE
RISK OF
TRANSMITT
ING HIV
AND
and ho
w is HIV transmitted?
HIV is a us
vir that destro
ys par
ts of the bod
y’simmune system.
Aperson infected withyHIV
not ma
feel sick at first,
but slo
wly the bod
y’simmune system isyed
destro
. The person becomes ill and
THE BESTOTE
PRCTION IS OBT
AINED BY:
unable to fight infection.
On
ce a person is infected, with
she or
HIV
he can
e giv
the vir
us to others.
N Corr
ect and consist
ent use of condoms during
very sexua
el act.
N HI
V can be transmitted through:
N Choosing sexualties
activi
that do not
w allo
semen,
fluid from
the vagina,
or bloo
d to ent
er the
¡ Ex
change
of HIV-infected
y fluids
bod such as semen,
vaginal fluid or blood during unprotected
mouth,
anus oragina
v
of thetner.
par
sexual intercourse.
N Reducing the number
tners.
of par
¡ HI
V-infected blood transfusions or contaminated needles.
¡ If theoman
w
is HIVnegativ
e explain to her that she is at
IV risk
infe
ction
of H
and that it is
¡ Fr
om an infected mother to her child (MTCT) during:
important
to remain ative
negduring pregnancy and breastfeeding
. The risk of infecting ythe bab
¡ pr
egnancy
is higher if the
her
mot
is wly
ne infe
cted.
¡ labour and deliv
ery
¡ If theoman
w
is HIV
-positive
explain to her that condom use
veryduring
sexual
acteduring
¡ po
stpartum
through breastfeeding
.
pregnancy and
astbre
feedin
g will
protect her and her
y from
bab ually
sex transmitted infections,
or
N Al
most four out of 20 babies
n to HIV
bor positiv
ew
omen ma
y be infected
hout
wit an
y inter
ven
tion.
reinfection with
her
anot
HIV strain andven
will
t the
pretransmiss
ion of HIV infection
toher par
tner.
N HI
V cannot be transmitted through hugging or mosquito bites.
¡ Make
sure theoman
w
kno
ws ho
w to us
e condoms and
here
w toetgthem.
N Ablood test is done to find out if the person is. infected with HIV
N Al
l pregnant
omen
w are offered this
Th
eytest.
can refuse the test.
N

Adv
antage
of kno
wing the HIV status
gnancy
in pre
Knowing the HIV status during
gnancy
pre
is impor
tant so that the
man
wo can:
N th
ew
oman kno
ws her HIV status
N can share infor
mation with her
tner
par
N en
courage
her par
tner to be tested
If theoman
w
is HIV-positiv
e she can:
N ge
t appropriate medical care to treat
ven
and/or
t HIV-associated
pre llnesses.
i
N re
duce the risk of transmission of infection
y: to the bab
G6, G9
¡ bytaking antiretro
viral ugs
dr in pregnancy
, and during labour
G9options
¡ bypr
acticing safer infant feeding
G4.
¡ byadapting th
birand emerg
ency plan andery
deliv
practices
N pr
otect herself and her sexual
tner(s)par
from infection or reinfection
.
N ma
kea choice about future pregnancies.
If theoman
w
is HIV-ative
neg
she can:
N learnhow
to remain ative.
neg

G3

HIV TESTING COUNSELLING
AND
Vol
untary
counselling and testing vices
(VCT) ser
Explain about HIV testing:
HIV test is used tomine
deterif the
oman
w is infected with
.
HIV
N Itincludes blood testing and counselling .
N Result isvai
alable on the same
y ordaat the next visit.
N Th
e test is offered routinely
very w
oman
to e atver
ey pregnancy to
p protect
hel
her and her
y’s bab
health.
She ma
y decline the test.
N

If HIV testing is vai
not
lable
a in your setting
, inform
the woman about:
N Pr
e-test counselling
.
N Po
st-test counselling
.
N In
fant feeding counselling
.
If VCT
is notvai
a lable in your setting
, inform
the woman about:
Wh
ere too.g
N Ho
w the test is perfor
med.
N Ho
w confidentiality is maintained
w).
( see belo
N Wh
en and w
horesults are
en.giv
N Wh
en she should come back to the clinic with the test result
N Co
sts in
volved.
N Pr
ovide the address of HIV testing
our area’
in
s nearest
y
site :

INFORM AND
COUNSEL ON HIV

N

____________________________________________________________________
____________________________________________________________________

Counsel on implicati
ons of the HIV test
t resul
N
N
N

Discuss the HIV sresult
w
hen theoman
w
is alone or with the person of her choice.
State test results
a neutr
in al tone
.
Givethe o
wman time to
press
exany emotions.

IF TEST
RESULT
IS POSITIVE:
N Explain to the
oman
w that a positiv
e test result means
she
that
is car
ryi
ng the ection
inf
and has the
possibility of transmitt
ing the infection to her
n child
unbor
without
y inter
anven
tion.
N Let her talk about
er feel
ings.
h Respond to her immediate
concerns.
N Inform
her that she
ill need
w
ther
fur assessment tomine
deter
thever
se
ity of the infection,
appropriate care and
ment
treat
needed for herself and
y.Tre
her
atment
bab willwslo
do
wn the
progression
of her HIV infection and will reduce the risk of y.
infection to the bab
N Provide
information
on ho
w to pre
ven
t HIV re-infection.
N Inform
her that suppo
rtand couns
elling isvai
alable if needed,
tocope on living with HIV infection.
N Discuss disclosure
d par
an
tner testing
.
N Ask theoman
w
if she has
y concer
an ns.

Benefits of disclosure
volving)
(in and testing the male
partner
(s)

N
N
N

Encourage
the o
wmen to disclose the HIV results
tner
to or
heranother
par
person
she tr
usts.By
disclosing herstatus
HIVtoher par
tner and family
, the w
oman ma
y be in a better position to:
N Encourage
partner
tobetested for .HIV
Assure theoman
w
that her test result is confidential ed
andonly
willwith
be shar
herselfyand an
N Prev
ent the transmis
sion of HIV to her
tner(s).
par
person chosen
y her
b
.
N Prev
ent transmissio
n of HIV
toher bab
y.
Ensure confidentiality
hen discussing
w
HIV results,
status,treatment and care related
HIV, to
N Protect herself from
V rein
fection.
HI
opportunistic
infections,
additional visits and infant feeding
A2 options.
N Access HIV treatment
, care and suppor
t ser
vices.
Ensure all records are confidential
ept lock
and
ed a
wkayand only health care
orkers
w
taking care of
N Receive
support
from her tner(s)
par
and family
hen w
accessing antenatal care and HIV treatm
her ha
veaccess to the records.
care and suppor
t ser
vices.
DO NO
T label records as HIV-positiv
e.
N Help to decrease
isk
the
ofrsuspicion and violence.

INFORM AND
COUNSEL ON HIV

HIV testing and counselling

G3

Care and counselling HIV
for-positive
the
woman

G4

CARE AND
COUNSELLING THE
FOR HIV-POSITIVE
WO
MAN
Additional care for the HIVew
oman
positiv
Determine
howmuch the
oman
w has told her
tner,
par
labour companion and
, then
family
respect this confidentiality
.
G5.
N Be sensitiv
e to her special concer
ns and fears.
Giveher additionalport
sup
C13D26.
N Advise
on the impor
tance ofood
g nutrition
N Use standard precautions as
omen
forA4
all. w
N Advise
her that she is more prone to infections and should
cal helpseek medi
as soon as possible if she has:
¡ fev
er
¡ persistent rhoea
diar
¡ cold and cough — respirator
y infections
¡ burning
urination
¡ vag
inal itching/foul-smellingedischarg
¡ no w
eightain
g
¡ skin infections
¡ foul-smelling lochia.

G4

Counsel the HIV-posi
tivewom
an on famil
y planning

N

DURING PREGNANCY:
Revise
the bir
th planC2 C13.
¡ Advise
her to deliv
er in a facility
.
¡ Advise
her toogto a facility as soon as her membranes
upture or labour
r
ts. star
G6instr
¡ Tel
l her to etak
AR
V medicine at the onset of labour
ucted
as
.
Discuss the infant feedingG8-G9
options
.
F4 .
Modify ven
pretivetreatment for malaria,
according to nationalystrateg

N

N
N

DURING CHILDBIRTH:
N Check ifvirapine
ne
isen
tak
at onset of labour
.
G6, G9.
N Give
ARVmedicines as prescribed
N Adhere to standard practice for labour
ery
. and deliv
N Respect confidentiality
hen giving
w ARVto the mother and
y. bab
N Record ARV
all medicinesen
givon labour record,
postpartum
record and onral
refer
record,
if
wom
an is refer
red.

C15
D27
Use the ad
vice and coun
selling sections
on
during antenatal care
and
during
postp
artum
visits.
The follo
wing ad
vice should be highlighted:
¡ Ex
plain to the
oman
w that
future pregnancies ve
can
significant
ha
health risks for her and
her bab
y.These incl
ude: transmission of HIV to
y (dur
the
ingbab
pregnancy
, deliver
y or
breastfeeding),
miscarr
iage,preterm
labour,
stillbirth,
low bir
th w
eight,
ectopic pregnancy and
other complicati
ons.
¡ Ifshe wants more children,
advise her thating
wait
at least 2-3
earsy betw
een pregnancies is
healthier for her andy.the bab
¡ Discuss her options ven
forting
preboth pregnancy and infection with other sexually tr
infections or HIVtion.
reinfec
N Co
ndoms ma
y be the best option for
oman
thewith
w . HIV
Counsel the
oman
w on safer sex including
G2.
the use of condoms
N Ifth
ew
oman thinkt tha
her par
tnerwill not use condoms,
she ma
y wish
touse an addi
tional
method for pregnancy
otect
ion.
pr
N Ho
wev
er,not all meth
ods are appropriate for the eHIV-positiv
w
oman:
¡ Giventh
ew
oman’s
HIV status,
she ma
y not choose
breastfeed
to
and lactationalrhoea
amenor
method (LAM)
y not
ma be a suitable
method.
¡ Spermicides
are not ommended
rec
for HIV-positiv
ew
omen.
¡ In
trauterinevice
de (IUD) use is not recommended
omen for
with
AIDS
w ho
w are not
onAR
V
therapy
.
¡ Du
e to chang
es in the menstr
ual cycle andvat
ele
ed temperatures
tility
fer
wareness
a
methods
maybe difficult if oman
the w has
AIDS or is on treatment for HIV infections.
¡ Ifth
ew
oman is takingfor
pills
tuberculosis (rifampin),
she usually cannot use contraceptiv
e pills,
monthly injectabl
es or implants.
N

CARE AND COUNSELLING FOR
THE HIV-POSTITIVE WOMAN
Additional care for the HIV-positive woman
Counsel the HIV-positive woman on family
planning

The family planning
ounsell
or
c will pro
vide more rma
info
tion.

DURING THE
POSTP
ARTUM PERIOD:
Tel
l her that lochia can cause infection in other people
she should
and therefore
dispose of blood
stained sanitar
y pads safely (list local options).
G4.
Counsel her on family planning
If not breastfeeding
, advise her on breast K8
care
.
Visit HIV ser
vices 2eeks
w after deliv
eryfor fur
ther assessment.

Support
the mother
s choice of infant
eeding
f

G8

SUPPORT THE
MOTHERS
CHOICE OFANT
INF FEEDING

G8

If the mother chooses replacement
,
feeding Follo
w-up forplacement
re
feeding
N En
sure regularw-up
follo visits rowth
for gmonitoring.
teach her replacement feeding
Ask the mother
hatwkind of replacement feeding she chose.
For the first
w feeds
fe
afterery
deliv
, prepare themula
for for the mothe
r,then teach her
w to
ho
prepare themula
for and feed the
y by
bab
cupK9:
¡ Wa
sh hands with water and soap
¡ Bo
il the water for
w minutes
fe
¡ Clean the cup thoroughly with
, soapwater
and,
ifpossible,
boil or pour boiled water in it
¡ De
cide ho
w much milk the
y needs
bab from the
uctions
instr
¡ Me
asure the milk and water and mix them
¡ Te
ach the mother
w to
hofeed theybab
by cup
¡ Le
t the mother feed the
y 8 bab
times ay da
(in the first month).
Te
ach her to be flexible and
respond to they’s
bab
demands
¡ Ifth
e bab
y does not finish the feed within 1 hour gi
of
vepreparation,
it to an older child or add
cooking.
DONO
T giv
e the milk to the
y for
babthe next feed
¡ Wa
sh the utensils with water and soap soon after
y feeding the bab
¡ Ma
kea ne
w feedver
ey time.
N Giveher writtenuctions
instr on safe preparation
mula.
of for
N Ex
plain the risks of replacement feeding
w tovoi
aand
d them.
ho
N Ad
vise h
wen to seek care.
N Ad
vise about thew-up
follovisit.
N

Ensure the suppor
t to pro
vide safe replacement. feeding
N Ad
vise the mother
eturn
toif:
r
K6
¡ th
e bab
y is feeding less than 6ortimes,
istaking smaller quantities
¡ th
e bab
y has diar
rhoea
¡ th
ere are other er
dang
signs.
N

Givespecial counselli
ng to the mother
whoisHIV-positive
and choos
es breast
feeding
N
N

Explain the risks of replacement feeding
Her bab
y ma
yg
et diar
rhoea if:
¡ hands,water,
orutensils are not clean
¡ th
e milk stands out too
. long
N He
r bab
y ma
y notrow
g wel
l if:
¡ she/he receiv
es too littlemula
for each feed orwtoo
feeds
fe
¡ th
e milk is too water
y
¡ she/he has diar
rhoea.

ANTIRETR
OVI
RALS FOR HIV-POSITIVE
WOM
AN AND
HER INF
ANT
Below are examples
ARV
of
regime
ns.Use national guidelines for local protocols.
Forlongerregime
ns to fur
ther reduce the risk
ansmission
of tr
follow national guidelines.
Record the
ARVmedicine prescribed and given in the appropriate records – facility
DOand
NO
T write
home-based.
HIV-positive.
Wom
an
Pregnancy
ARVs

Newborn
infant

Labour,
delivery

Before
Starting
at
At onset of
28 weeks
28 weeks
labour*

Postpartum**

Until bir
th
of the bab
y

After bir
th
of the bab
y

ARVs

HIV-positive
Tri
ple therap
y
Continue ARV
thetreatment prescribed before. pregnancy
In the first ester
trim replaceZidovudi
ne
with HIV-AIDS
Efavirenz
with Ne
virapine (200 mgdaily
oncefor eeks,
2 w thenver
e y 12 hours)
related signs and
symptoms
HIV-positive
without
3TC
HIV- related signs
and symptoms
Zidovudine

150 mg
300 mgver
ey
12 hours

Nevirapine

300 mg

every12 hours

300 mg

Give first
Then give Duration
dose

4 mg/kg 8–12 hour
s
every
7 da
ys***
after
birth 12 hours

7 da
ys

every
every
7 da
ys
3 hours 12 hours

Zidovudi
ne

every
3 hours

Zidovudi
ne

200 mg once

ARVs
during labourZidovudine

Dose
(syrup)

4 mg/kg 8–12 hour
s
every
7 da
ys***
after
birth 12 hours

Nevirapine 2 mg/kg

within
72 hours

G9

once

4 mg/kg 8–12 hour
s
every
after
birth 12 hours

4w
eeks

Or 600 mg
Nevirapine

200 mg once

Nevirapine 2 mg/kg

within
72 hours

once

Only minimalerangNevirapine
of AR
V treatment

200 mg once

Nevirapine 2 mg/kg

within
72 hours

once

* Atonset of contractions
upture
or rof membranes,
regar
dless of thevious
pre schedule
**Arr
angefollo
w-up forther
fur assessment and treatmenteeks
within
after
2w
deliv
ery
*** Treat thewborn
ne infant with vudine
Zido foreeks
4 w if motherved
recei
Zidovudine
for less thaneeks
4 w during pregnancy
,

Antiretrovirals
for HIV-positive woman and her infant

Respond to obser
ved signs or volunteered problems

G9

G10

RESPOND
O TOBSER
VED SIGNS VOL
ORUNTEEREDOBLEMS
PR

G10

Use this char
t to manag
e the woman who has a problem while
ARVmedicines.
taking These problems
y be
maside effects
ARV
ofmedicines
or of an under
lying disease.
Rule out seriousgnancy-related
pre
diseases before assuming that these are side
ugs.
effects
Followof
upthe
in dr
2 weeks lier
or ear
if condition worsens.
Innoimprovement,refer the woman to hospital
ther
formanag
furement.

IF W
OMAN HAS
ANY PR
OBLEM SIGNS
Headache

Nausea or vomiting

ADVISE
AND TREA
T
N
N

Me
asure blood
essure
pr and manag
e as inC2 and E3 .
F4 .
IfDBPb 90mm giv
e paracetamol for headache

N
N

Me
asure blood
essure
pr and manag
e as inC2 and E3 .
Advise to tak
e medicines with food.
Ifinthe first 3onths
m
of pregnancy
, reassure
that the mor
ning nausea and
omiting
v
will
disappear afte
r a fe
ww
eeks.
Refer to hospit
al if not passing urine.

N
N
N

N
N

Advise to drink
e cup
on of fluid after
very stool.
e
Refer to hospit
al if blood in stool,
not passing urinever
or>3
fe
8ºC.

Rash or blisters/ulcer
s

N
N

Ifrash is limit
ed to skin,
followup in 2eeks.
w
Ifsever
e rash,
blisters
and ulcers on skin,
and mouth and
verfe
>38ºC refer to hospital for
further
assessment and treatment.

Yellow eyes or mucus membr
ane

N

Refer to hospit
al for fur
therassessment and treatment.

N

Use this section when accurate information on HIV must be given
to the woman and her family.

N

Provide key information on HIV to all women and explain at the
first antenatal care visit how HIV transmitted and the advantages
of knowing the HIV status in pregnancy G2 .

N

Explain about HIV testing and counselling, the implications of
the test result and benefits of involving and testing the male
partner(s). Discuss confidentiality of HIV infection G3 .

N

If the woman is HIV-positive:
¡ provide additional care during pregnancy, childbirth and
postpartum G4 .
¡ give any particular support that she may require G5 .
¡ If antiretroviral treatment is indicated give appropriate
treatment G6 , G9 .

N

Counsel the woman on infant feeding options

G7

.

N

Support the mothers choice of infant feeding

G8

.

N

Counsel all women on safer sex including use of condoms during
and after pregnancy G2 .

N

If the woman taking antiretroviral treatment is having complaints,
respond to her problems G10 .

N

If the health-care worker is accidentally exposed to HIV infection,
give her/him appropriate care G11 .

GIVE APPROPRIATE
ANTIRETROVIRAL TO HIV-POSITIVE
WOMAN AND THE NEWBORN

RESPOND TO OBSERVED SIGNS
AND VOLUNTEERED PROBLEMS
If a woman is taking antiretroviral medicines
and develops new signs/symptoms, respond
to her problems

Me
asure temper
ature.
Ma
nageaccording
to C7-C8, C10-C11ifduring pregnancy
, and E6-E8ifinpostpartum
period.

Fever

Diarr
hoea

N

SUPPORT THE MOTHER’S CHOICE
OF INFANT FEEDING
If mother chooses replacement feeding:
Teach her replacement feeding.
Explain the risks of replacement feeding
Follow-up for replacement feeding
Give special counselling to the mother who is
HIV-positive and chooses breastfeeding

Support
the mother in her choice of breastfeeding
.
Ensureood
g attachment and suckling
ven
t mas
to titis
preand nipp
le damag
e K3.

N Ad
vise the mother
eturn
toimmediately
r
if:
to
¡ she has an
y breast symptoms or signs
¡ th
e bab
y has an
y difficulty feeding
.
N En
sure a visit in the
st w
eek
fir to assess attachment and positioning and the condition o
mother’s
breasts.
N Ar
range
for fur
ther counselling to prepare
the possibility
for
of stopping breastfeeding
ly.
ear
N Givepsychosocial suppo
rt G6.

N

HIV TESTING AND COUNSELLING
HIV testing and counselling
Discuss confidentiality of HIV infection
Counsel on implications of the HIV test result
Benefits of disclosure (involving) and testing the
male partner(s)

IF TEST
RESULT
IS NEGA
TIVE:
N Explain to the
oman
w that aative
negresult can mean either
thatshe is not infected with
r that
HIV o
she is infectedHIV
withbut has et
not
made
y
antibodies
gainsta the us
vir(this is sometimes called
the “windo
w”period).
G2.
N Counsel on the tance
impor
of sta
ying neg
ativebysafer sex including use of condoms

Discuss confidentiality of HIV infection
N

PROVIDE KEY INFORMATION ON HIV
What is HIV and how is HIV transmitted?
Advantage of knowing the HIV status in
pregnancy
Counsel on safer sex including use of condoms

SEXUALL
Y TRANSMITTED
INFECTIONS
(STIs) FROM ONE PERSON
TOAN
OTH
ER

INFORM AND
COUNSEL ON HIV

G2

PRO
VIDE KEY INFORMA
TION ON HIV

INFORM AND
COUNSEL ON HIV

Provide
key infor
mation on HIV

INFORM AND
COUNSEL ON HIV

INFORM AND
COUNSEL ON HIV

INFORM AND COUNSEL ON HIV

N
N
N
N

Provide
emotional suppor
t to theoman
w
N
N
N
N
N
N

INFORM AND
COUNSEL ON HIV

N

How
to pro
vide suppor
t
Conduct peer suppor
t groups for
omen
w ho
w ha
veHIV-infection and couples yaffected
HIV/AIDS:
b
Led yb a socialorker
w and/oroman
w ho
w has cometerms
to with herwn
o HIV
infection.
N Establish and maintain
constant linkag
es with
other healt
h,social and community
orkers
support
w
services:
¡ Toexchange
informati
on for the coordination
ven
of
tions
inter
¡ Tomake
a plan rfoeach family
volved
in.
N Refer individuals
couples
or for counselling
y commu
b nitycounsellors.
N

¡

INFORM AND
COUNSEL ON HIV

G5

Give antiretro
viral (ARV) medicine(s) to treat
ection
HIV inf

G6

GIVE ANTIRETR
OVI
RAL (AR
V) MEDICINE(S)
TOTREAT
HIV INFECTION
Use these char
ts when star
ting AR
V medicine(s) and to suppor
t adherenceARV
to

Support
the initiation
ARV
of
Ifthe w
oman is alread
y onARVtreatment continue the treatment
g pregnancy
durin
, as prescribed.
If
she is in the first trimester of pregnancy and treatment
virenz,
replace
includes
it with
efa
virapine.
ne
Ifthe w
oman is notARV
ontreatment and is tested HIV-positiv
e,choose appropriate
ARVregimens
C9 , G10 according to thee stag
of the disease.
Iftreatment withvudine
Zido (AZT) is planned: measure haemoglobin;
f less than 8 ig/dl,
refer to
C4 .
hospital
Wr
ite the treatment plan in the Homenal
Based
Record.
Mater
Givewritten instr
uctions to the
oman
w onwhoto tak
e the medicines.
N Giveprophylaxis
for oppor
tunistic infections according to national
elines. guid
N Mo
dify pre
ven
tivetreatment for malaria according to national
es F4 . guidelin

SUPPORT TO THE
HIV-POSITIVE WOMAN
Provide emotional support to the woman
How to provide support

Support
to the HIV-positive woman

G6

Support
adherenceARV
to

For AR
V medicine to be effectiv
e:
Advise o
wman on:
Explain to her thateive
to ARV
recprophylact
ic treatment,
she must:
¡ wh
ich tablets she needse to
during
tak pregnancy
, when labo
ur begins (painful abdominal
contractions and/or
membranes
upture)
r and after childbir
th.
¡ taking the medicine ly,
regular
everyday
, at the right time.
Ifshe choos
es to stop
taking medicines
during pregnancy
, her HIV disease could
getwo
rse and
she ma
y passhe
t infe
ction to her child.
¡ ifshe forg
ets to tak
e a dose,
she should not doub
le the ne
xt dose.
¡ continue the treatment during
the
and
childbir
after
th (if prescribed),
even if she is breastfeeding
.
¡ taking the medicine(s) withorder
meals
tomi
in
nimize side effects.
For ne
wborn:
¡ Givethe first dose of medicinewborn
to the
8–12
ne hours after
th. bir
¡ Te
ach the mother
w to
hogiv
e treatment to the
wborn.
ne
Explain to the woman and family that:
¡ Te
ll the mother that the
y must
bab
omplete
c
the full
course of treatment and will need regula
N AR
V treatment willve
impro
the o
wman’s
health and will
reatly
g reduce the risk of infection to her visits throughout
the infa
ncy.
baby.The treatment will not cure the disease.
¡ Ifth
e mother receiv
ed less an
th 4 eeks
w
of Zido
vudine
(AZT) during pregnancy
, givethe treatment
C19.
N Th
e choice of regimen depends on
e ofthe
thestag
disease
to the wborn
ne for 4eeks.
w
¡ If she is inly
ear
stag
e of HIV infection,
she will need to
e medicines
tak
ng
duri
pregnancy
,
N Record all treatment
given
. If the o
mther or bab
y is refer
red,write the treatment
en and
giv the
childbirth
and only for at shor
period afterery
deliv
to pre
ven
t mother-to-chil
d transmission of HIV regimen prescribed
n theoferr
re al card
.
infection (PMTCT).
Progress
of disease will be monitored
mine
to deter
if she needs additional
treatment.
N DO NO
T label records
asHIV-Posit
ive
¡ If she has mild-se
ver
e HIV disease she will need to continue
treatment
ven
the
eafter childbir
th
N DO NO
T share dr
ugs with family or friends.
and postpar
tum period.
N She ma
y ha
vesome side effects but omen
not allha
ve
wthem.
Common side effects
e nausea,
lik
diarr
ohea,headache or
ver
fe
often occur in the beginning
y usually
but thedisappe
ar within 2–3
week
s. Other side effects
e yellow
likeyes, pallor,
sever
e abdominal ,pain
shortness
of breath,
skin
rash,painful feet,
legs or handsyma
appear aty an
time.
Ifthese signs persist,
she should come to
the clinic.
N Giveher enough
ARVtablets foreeks
2 w or till herANC
nextvisit.
N As
k theoman
w
if she has
y concer
an ns.Discuss yanincor
rect perceptions.
N

N

N

N

N
N
N

GIVE ANTIRETROVIRAL (ARV)
MEDICINE(S) TO TREAT HIV
INFECTION
Support the initiation of ARV
Support adherence to ARV

G11

PREVENT HIV INFECTIONTH-CARE
IN HEAL
ORKERS
W
AFTER
CCIDENTAL
A
EXPOSURE WITH
BOD
Y FLUIDS
(POST EXPOSURE
OPHYLAXIS)
PR
If o
yu are accidentally exposed to
body
blood
fluids
or
ybcuts
or pricks or splashes on
yes
face/e
dothe follo
wing steps:
Ifblood or blood
y fluid splashes on intact
immediately
skin,
wash the area with soap
. and water
Ifthe glo
veis damag
ed,wash the area with soap and water
gethe
andglo
ve.
chan
Ifsplashed in the face
ye,no
(e
se,mouth) wash with water
.
only
Ifa ifnger
prick or a cut red
occur
during procedures such ,as
allow
suturing
the o
wund to bleed for
w seconds,
a fe
do not squeeze out theWa
blood.
sh with soap and. water
Use regular
ound
w care.
To
pical antiseptics
y be
maused.
N Ch
eck records for the HIV status of the
oman.*
pregnant w
¡ Ifwo
man is HIV-neg
ativeno fur
ther action is required.
¡ Ifwo
man is HIV-positiv
e tak
e AR
V medicines within 2 hours
tional
(seeguidelines
na
for choice and duration of
medicine).
¡ Ifth
e HIV status of the pregnant
oman iswunkno
wn:
¡ Startthe AR
V medicine within 2 hours (see national
for guidelines
choice and duration
ofmedicine).
¡ Explain to the
oman
w hat
w has happened and seek her
forconsent
rapid HIV DO
test.
NO
T test the
oman
w
A2.
without her consent.
Ma
intain confidentiality
¡ Per
form
the HIV test L6.
¡ If the oman’s
w
HIV test isative,
negdiscontinue ARV
themedicines.
C2/ E3 and healthorker
¡ If theoman’s
w
HIV test is positiv
e,manage
the o
wman as in
w (yourself
) should
complete the
ARVand be tested after
eeks.
6w
N In
form
the super
visor of the exposure type and the
en for
action
thetak
health-care
orker
(yourself).
w
Retest the
health-care
orker
w6 w
eeks after the exposure.
N
N
N
N

* If the health-care
orker
w
(yourself)
is HIV-positiv
e no PEP is required.
DO NO
T test theoman.
w

Preve
nt HIVection
inf
in health-care
kers
wor
after accidental exposure with
ids body
(P
ost exposure
flu
prophyl
axis)

Explore local perceptions
ARVs
about

G11

PREVENT HIV INFECTION IN
HEALTH-CARE WORKERS AFTER
ACCIDENTAL EXPOSURE WITH BODY
FLUIDS (POST EXPOSURE
PROPHYLAXIS)
If a health-care worker is exposed to body
fluids by cuts/pricks/splashes, give him/her
appropriate care

COUNSEL ONANT
INF FEEDING OPTIONS
Explain the risks of HIV transmission through
If a o
wman kno
ws that she is-positive
HIV
N Inform
her about the
ptions
o for feeding
, the ad
van
tagesand ris
ks:
breastfeeding and not breastfeeding

¡ If acceptable,
feasible,
safe and sustai
nable (affordable),
she might choose replacement feedin
Four out of 20 babies
n tobor
kno
wn HIV-positiv
e mothers will
nfected
be i during pregnancy and
with home-prepar
ed for
mula or commerc
ial for
mula.
deliver
y without
ARVmedication.
Three morey ma
be infected
y breastfeedin
b
g.
¡ Exclusive
breastfeeding,
stopping as soon as replacement
is possible.
feeding
Ifreplacement
Th
e risk ma
y be reduced if the
y isbab
breastfed exclusiv
ely using
ood
g technique,
sothat the
feeding is introduced
early
, she mustop
st breas
tfeeding.
breasts y
sta
health
y.
¡ Exclusive
breastfeeding for 6 months,
then continued breastfeeding plus complementar
y feedi
ng
Ma
stitis and nipple fissures increase the risk
y will
that
bethe
infecte
d.
bab
after 6 monthse,of
asag
recom
mended for HIV-neg
ativewom
en andomen
w
ho
w do not w
kno
Th
e risk of not breastfeeding
y be much
ma higher because replacemen
t feeding ries
car risks too:
their status.
¡ diarr
hoea because of contamination from ,unclean
unclean water
utensils or because the milk is
N In some situations
additiona
l possibilities are:
left out too .long
¡ expressing andtreating
heat- her breast milk
¡ ma
lnutrition because of insufficienten
quantity
to the bab
y,giv
the milk is too y,
water
or because
¡ wetnu
rsingyban HIV-neg
ativewom
an.
of recur
rent episodes of
rhoea.
diar
N Help her to assesstuation
her si and decide
hichwis the best option
, and
for suppor
her t her choice.
Mixed feeding increases the risk
rhoea.
of
It diar
ma
y also increaseristhe
k of HIV transmission.
N If the mother choos
es breas
tfeeding,
giveher specialvice.
ad
N Make
sure the mother
understands that
sheifchoos
es replacement feeding this includes enric
complementary
feeding up to
years.
2
¡ If this cannotnsured,
be e exclusiv
e breastfeeding
, stopping ly
earw
hen replacement feeding is
K2.
N Counsel on the tance
imporof exclusiv
e breastfeeding
feasible,
is
an
alter
nativ
e.
N Encourage
exclusive
breastfeeding.
¡ All babies receivi
ng repl
acement
feeding need regular
w-up,
follo
and their mothers need
t suppor
G3.
N Counsel on the needwto
the
kno
HIV statushere
and to
wo gfor HIV testing
and counselling
to pro
vide cor
rect repl
acement feeding
.
N Explain to her the risks of HIV transmission:
N
N
N
N

N

INFORM AND
COUNSEL ON HIV

INFORM AND COUNSEL ON HIV

N

Empathize with herns
concer
and fears.
A2.
Use ood
g counselling skills
Help her to assess her situation and
hichdecide
is the w
best option
for her
, her (unbor
n) child and
her sexualtner.
parSupport
her choice.
Connect her with other existing
t ser
vices
suppor
including suppor
t groups,
incomegen
eratingactivities,
religious suppor
t groups,
orphan care,
home care.
Help her to find
ys to
wavol
inveher par
tner and/or extended family
mbersme
in sharing
responsibility,
toidentify a figure from the community
ho will suppor
w
t and care for
. her
Discuss w
hoto pro
vide for the other children and help
a figure
her identify
fromex
the
tended family
or community
ho will
w suppor
t her children.
Confirm
and suppor
t infor
mation en
givduring HIV testing and
ing,
counsell
the possibility
ARV
of
treatment,
safe sex,
infant feeding and family planning
vice (help
ad her to absorbmation
the infor
and apply it inwn
hercase).
o
If theoman
w
has signs
AIDS
of and/or of other re
illness,
fer her to appropriate
vices.
ser

INFORM AND
COUNSEL ON HIV

G5

SUPPORT
OT
THE
HIV-POSITIVE
OMAN
W
Pregnant
women who are HIV- positivereatly
benefit
from
g the followingt after
suppor
the first impact of the test result has
come.
been over

If a o
wman does notwkno
her HIV status

¡
¡
¡

even in areas
here
w man
yw
omen ha
veHIV,mo
st w
omen are ative
neg
the risk of infectingythe
is higher
bab if the mother
wly is
infected
ne
explain that it
ery
isimportant
v
to a
void infection during pregnancy
and the breastfeedi
ng
period.

Counsel on infant
eeding
f options

G7

G7

COUNSEL ON INFANT FEEDING
OPTIONS
Explain the risks of HIV transmission through
breastfeeding and not breastfeeding
If a woman does not know her HIV status
If a woman knows that she is HIV-positive

Inform and counsel on HIV

G1

INFORM AND COUNSEL ON HIV

Provide key information on HIV

G2

PROVIDE KEY INFORMATION ON HIV
What is HIV (human immunodeficiency virus)
and how is HIV transmitted?
N

N

N
N
N
N

HIV is a virus that destroys parts of the body’s immune system. A person infected with HIV may not
feel sick at first, but slowly the body’s immune system is destroyed. The person becomes ill and
unable to fight infection. Once a person is infected with HIV, she or he can give the virus to others.
HIV can be transmitted through:
¡ Exchange of HIV-infected body fluids such as semen, vaginal fluid or blood during unprotected
sexual intercourse.
¡ HIV-infected blood transfusions or contaminated needles.
¡ From an infected mother to her child (MTCT) during:
¡ pregnancy
¡ labour and delivery
¡ postpartum through breastfeeding.
Almost four out of 20 babies born to HIV positive women may be infected without any intervention.
HIV cannot be transmitted through hugging or mosquito bites.
A blood test is done to find out if the person is infected with HIV.
All pregnant women are offered this test. They can refuse the test.

Advantage of knowing the HIV status in pregnancy
Knowing the HIV status during pregnancy is important so that:
N the woman knows her HIV status
N can share information with her partner
N encourage her partner to be tested
If the woman is HIV-positive she can:
get appropriate medical care to treat and/or prevent HIV-associated illnesses.
reduce the risk of transmission of infection to the baby:
¡ by taking antiretroviral drugs in pregnancy, and during labour G6 , G9
¡ by practicing safer infant feeding options G9
¡ by adapting birth and emergency plan and delivery practices G4 .
N protect herself and her sexual partner(s) from infection or reinfection.
N make a choice about future pregnancies.
N
N

If the woman is HIV- negative she can:
learn how to remain negative.

N

Counsel on safer sex including use of condoms
SAFER SEX IS ANY SEXUAL PRACTICE THAT REDUCES THE RISK OF TRANSMITTING HIV AND
SEXUALLY TRANSMITTED INFECTIONS (STIs) FROM ONE PERSON TO ANOTHER
THE BEST PROTECTION IS OBTAINED BY:
N Correct and consistent use of condoms during every sexual act.
N Choosing sexual activities that do not allow semen, fluid from the vagina, or blood to enter the
mouth, anus or vagina of the partner.
N Reducing the number of partners.
¡ If the woman is HIV-negative explain to her that she is at risk of HIV infection and that it is
important to remain negative during pregnancy and breastfeeding. The risk of infecting the baby
is higher if the mother is newly infected.
¡ If the woman is HIV-positive explain to her that condom use during every sexual act during
pregnancy and breast feeding will protect her and her baby from sexually transmitted infections, or
reinfection with another HIV strain and will prevent the transmission of HIV infection to her partner.
¡ Make sure the woman knows how to use condoms and where to get them.

HIV TESTING AND COUNSELLING
HIV testing and Counselling services

Counsel on implications of the HIV test result

Explain about HIV testing:
N HIV test is used to determine if the woman is infected with HIV.
N It includes blood testing and counselling .
N Result is available on the same day or at the next visit.
N The test is offered routinely to every woman at every pregnancy to help protect her and her baby’s
health. She may decline the test.

N
N
N

If HIV testing is not available in your setting, inform the woman about:
Where to go.
How the test is performed.
How confidentiality is maintained ( see below).
When and how results are given.
When she should come back to the clinic with the test result
Costs involved.
Provide the address of HIV testing in your area’s nearest site :
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N
N
N
N
N
N
N

____________________________________________________________________
____________________________________________________________________
N

Ask her if she has any questions or concerns.

Discuss confidentiality of HIV infection
N
N
N
N

Assure the woman that her test result is confidential and will be shared only with herself and any
person chosen by her.
Ensure confidentiality when discussing HIV results, status, treatment and care related to HIV,
opportunistic infections, additional visits and infant feeding options A2 .
Ensure all records are confidential and kept locked away and only health care workers taking care of
her have access to the records.
DO NOT label records as HIV-positive.

HIV testing and counselling

Discuss the HIV results when the woman is alone or with the person of her choice.
State test results in a neutral tone.
Give the woman time to express any emotions.

IF TEST RESULT IS NEGATIVE:
N Explain to the woman that a negative result can mean either that she is not infected with HIV or that
she is infected with HIV but has not yet made antibodies against the virus (this is sometimes called
the “window” period).
N Counsel on the importance of staying negative by safer sex including use of condoms G2 .
IF TEST RESULT IS POSITIVE:
Explain to the woman that a positive test result means that she is carrying the infection and has the
possibility of transmitting the infection to her unborn child without any intervention.
N Let her talk about her feelings. Respond to her immediate concerns.
N Inform her that she will need further assessment to determine the severity of the infection,
appropriate care and treatment needed for herself and her baby. Treatment will slow down the
progression of her HIV infection and will reduce the risk of infection to the baby.
N Provide information on how to prevent HIV re-infection.
N Inform her that support and counselling is available if needed, to cope on living with HIV infection.
N Discuss disclosure and partner testing.
N Ask the woman if she has any concerns.
N

Benefits of disclosure (involving) and testing the male
partner(s)
Encourage the women to disclose the HIV results to her partner or another person she trusts. By
disclosing her HIV status to her partner and family, the woman may be in a better position to:
N Encourage partner to be tested for HIV.
N Prevent the transmission of HIV to her partner(s).
N Prevent transmission of HIV to her baby.
N Protect herself from HIV reinfection.
N Access HIV treatment, care and support services.
N Receive support from her partner(s) and family when accessing antenatal care and HIV treatment,
care and support services.
N Help to decrease the risk of suspicion and violence.
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Care and counselling for the HIV-positive woman

G4

CARE AND COUNSELLING FOR THE HIV-POSITIVE WOMAN
Additional care for the HIV- positive woman
N
N
N
N
N

Determine how much the woman has told her partner, labour companion and family, then
respect this confidentiality.
Be sensitive to her special concerns and fears. Give her additional support G5 .
Advise on the importance of good nutrition C13 D26 .
Use standard precautions as for all women A4 .
Advise her that she is more prone to infections and should seek medical help
as soon as possible if she has:
¡ fever
¡ persistent diarrhoea
¡ cold and cough — respiratory infections
¡ burning urination
¡ vaginal itching/foul-smelling discharge
¡ no weight gain
¡ skin infections
¡ foul-smelling lochia.

DURING PREGNANCY:
Revise the birth plan C2 C13 .
¡ Advise her to deliver in a facility.
¡ Advise her to go to a facility as soon as her membranes rupture or labour starts.
¡ Tell her to take ARV medicine at the onset of labour as instructed G6 .
N Discuss the infant feeding options G8-G9 .
N Modify preventive treatment for malaria, according to national strategy F4 .

N

DURING CHILDBIRTH:
Check if ARV is taken at onset of labour.
Give ARV medicines as prescribed G6 G9 .
Adhere to standard practice for labour and delivery.
Respect confidentiality when giving ARV to the mother and baby.
Record all ARV medicines given on labour record, postpartum record and on referral record, if
woman is referred.

N
N
N
N
N

DURING THE POSTPARTUM PERIOD:
Tell her that lochia can cause infection in other people and therefore she should dispose of blood
stained sanitary pads safely (list local options).
N Counsel her on family planning G4 .
N If not breastfeeding, advise her on breast care K8 .
N Visit HIV services 2 weeks after delivery for further assessment.
N

Counsel the HIV-positive woman on family planning
N

N
N

Use the advice and counselling sections on C16 during antenatal care and D27 during postpartum
visits. The following advice should be highlighted:
¡ Explain to the woman that future pregnancies can have significant health risks for her and
her baby. These include: transmission of HIV to the baby (during pregnancy, delivery or
breastfeeding), miscarriage, preterm labour, stillbirth, low birth weight, ectopic pregnancy and
other complications.
¡ If she wants more children, advise that waiting at least 2 years before trying to become pregnant
again is good for the mother and for the baby's health.
¡ Discuss her options for preventing both pregnancy and infection with other sexually transmitted
infections or HIV reinfection.
Condoms may be the best option for the woman with HIV. Counsel the woman on safer sex including
the use of condoms G2 .
If the woman think that her partner will not use condoms, she may wish to use an additional
method for pregnancy protection. However, not all methods are appropriate for the HIV-positive
woman:
¡ Given the woman’s HIV status, she may not choose to breastfeed and lactational amenorrhoea
method (LAM) may not be a suitable method.
¡ Spermicides are not recommended for HIV-positive women.
¡ Intrauterine device (IUD) use is not recommended for women with AIDS who are not on ARV
therapy.
¡ Due to changes in the menstrual cycle and elevated temperatures fertility awareness methods
may be difficult if the woman has AIDS or is on treatment for HIV infections.
¡ If the woman is taking pills for tuberculosis (rifampin), she usually cannot use contraceptive pills,
monthly injectables or implants.

The family planning counsellor will provide more information.

SUPPORT TO THE HIV-POSITIVE WOMAN
Pregnant women who are HIV- positive benefit greatly from the following support after the first impact of the test result has been overcome.

Provide emotional support to the woman
N
N
N
N
N
N
N

N
N

N

Conduct peer support groups for women who have HIV-infection and couples affected by HIV/AIDS:
¡ Led by a social worker and/or woman who has come to terms with her own HIVinfection.
Establish and maintain constant linkages with other health, social and community workers support
services:
¡ To exchange information for the coordination of interventions
¡ To make a plan for each family involved.
Refer individuals or couples for counselling by community counsellors.
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N

Empathize with her concerns and fears.
Use good counselling skills A2 .
Help her to assess her situation and decide which is the best option for her, her (unborn) child and
her sexual partner. Support her choice.
Connect her with other existing support services including support groups, incomegeneratingactivities, religious support groups, orphan care, home care.
Help her to find ways to involve her partner and/or extended family members in sharing
responsibility, to identify a figure from the community who will support and care for her.
Discuss how to provide for the other children and help her identify a figure from the extended family
or community who will support her children.
Confirm and support information given during HIV testing and counselling, the possibility of ARV
treatment, safe sex, infant feeding and family planning advice (help her to absorb the information
and apply it in her own case).
If the woman has signs of AIDS and/or of other illness, refer her to appropriate services.

How to provide support

Support to the HIV-positive woman
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Give antiretroviral (ARV) medicine(s) to treat HIV infection
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GIVE ANTIRETROVIRAL (ARV) MEDICINE(S) TO TREAT HIV INFECTION
Use these charts when starting ARV medicine(s) and to support adherence to ARV

Support the initiation of ARV
N
N
N
N
N
N
N

If the woman is already on ARV treatment continue the treatment during pregnancy, as prescribed. If
she is in the first trimester of pregnancy and treatment includes efavirenz, replace it with nevirapine.
If the woman is not on ARV treatment and is tested HIV-positive, choose appropriate ARV regimens
C19 , G9 according to the stage of the disease.
If treatment with Zidovudine (AZT) is planned: measure haemoglobin; if less than 8 g/dl, refer to
hospital C4 .
Write the treatment plan in the Home Based Maternal Record.
Give written instructions to the woman on how to take the medicines.
Give prophylaxis for opportunistic infections according to national guidelines.
Modify preventive treatment for malaria according to national guidelines F4 .

Explore local perceptions about ARVs
Explain to the woman and family that:
N ARV treatment will improve the woman’s health and will greatly reduce the risk of infection to her
baby. The treatment will not cure the disease.
N The choice of regimen depends on the stage of the disease C19 .
¡ If she is in early stage of HIV infection, she will need to take medicines during pregnancy,
childbirth and only for a short period after delivery to prevent mother-to-child transmission of HIV
infection (PMTCT). Progress of disease will be monitored to determine if she needs additional
treatment.
¡ If she has mild-severe HIV disease she will need to continue the treatment even after childbirth
and postpartum period.
N She may have some side effects but not all women have them. Common side effects like nausea,
diarrohea, headache or fever often occur in the beginning but they usually disappear within 2–3
weeks. Other side effects like yellow eyes, pallor, severe abdominal pain, shortness of breath, skin
rash, painful feet, legs or hands may appear at any time. If these signs persist, she should come to
the clinic.
N Give her enough ARV tablets for 2 weeks or till her next ANC visit.
N Ask the woman if she has any concerns. Discuss any incorrect perceptions.

Support adherence to ARV
For ARV medicine to be effective:
N Advise woman on:
¡ which tablets she needs to take during pregnancy, when labour begins (painful abdominal
contractions and/or membranes rupture) and after childbirth.
¡ taking the medicine regularly, every day, at the right time. If she chooses to stop taking medicines
during pregnancy, her HIV disease could get worse and she may pass the infection to her child.
¡ if she forgets to take a dose, she should not double the next dose.
¡ continue the treatment during and after the childbirth (if prescribed), even if she is breastfeeding.
¡ taking the medicine(s) with meals in order to minimize side effects.
N For newborn:
¡ Give the first dose of medicine to the newborn 8–12 hours after birth.
¡ Teach the mother how to give treatment to the newborn.
¡ Tell the mother that the baby must complete the full course of treatment and will need regular
visits throughout the infancy.
¡ If the mother received less than 4 weeks of Zidovudine (AZT) during pregnancy, give the treatment
to the newborn for 4 weeks.
N Record all treatment given. If the mother or baby is referred, write the treatment given and the
regimen prescribed on the referral card.
N
N

DO NOT label records as HIV-Positive
DO NOT share drugs with family or friends.

COUNSEL ON INFANT FEEDING OPTIONS
Explain the risks of HIV transmission through
breastfeeding and not breastfeeding
N
N
N
N

N

Four out of 20 babies born to known HIV-positive mothers will be infected during pregnancy and
delivery without ARV medication. Three more may be infected by breastfeeding.
The risk may be reduced if the baby is breastfed exclusively using good technique, so that the
breasts stay healthy.
Mastitis and nipple fissures increase the risk that the baby will be infected.
The risk of not breastfeeding may be much higher because replacement feeding carries risks too:
¡ diarrhoea because of contamination from unclean water, unclean utensils or because the milk is
left out too long.
¡ malnutrition because of insufficient quantity given to the baby, the milk is too watery, or because
of recurrent episodes of diarrhoea.
Mixed feeding increases the risk of diarrhoea. It may also increase the risk of HIV transmission.
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If a woman does not know her HIV status
N
N
N
N

Counsel on the importance of exclusive breastfeeding K2 .
Encourage exclusive breastfeeding.
Counsel on the need to know the HIV status and where to go for HIV testing and counselling G3 .
Explain to her the risks of HIV transmission:
¡ even in areas where many women have HIV, most women are negative
¡ the risk of infecting the baby is higher if the mother is newly infected
¡ explain that it is very important to avoid infection during pregnancy and the breastfeeding
period.

Counsel on infant feeding options

If a woman knows that she is HIV-positive
N

N

N
N
N

Inform her about the most appropriate infant feeding option. It will depend on her individual
circumstances, her disease status and the local situation:
¡ Exclusive breastfeeding for 6 months, she can stop as soon as replacement feeding becomes
acceptable, feasible, affordable, sustainable and safe.
¡ If acceptable, feasible, affordable, sustainable and safe, she might choose replacement feeding
with commercial formula.
¡ If replacement feeding is not acceptable, feasible, affordable, sustainable and safe, she
can continue breastfeeding after 6 months and give in addition complementary foods, as
recommended for HIV-negative women and women who do not know their status.
In some situations additional possibilities are:
¡ expressing and heat-treating her breast milk
¡ wet nursing by an HIV-negative woman, if culturally acceptable.
Help her to assess her situation and decide which is the best option for her, and support her choice.
If the mother chooses breastfeeding, give her special counselling G8 .
All babies receiving replacement feeding need regular follow-up, and their mothers need support to
provide correct replacement feeding.
¡ If this cannot be ensured, exclusive breastfeeding, stopping early when replacement feeding is
feasible, is an alternative.
¡ All babies receiving replacement feeding need regular follow-up, and their mothers need support
to provide correct replacement feeding.
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Support the mothers choice of infant feeding
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SUPPORT THE MOTHERS CHOICE OF INFANT FEEDING
If the mother chooses replacement feeding,
teach her replacement feeding
Ask the mother what kind of replacement feeding she chose.
For the first few feeds after delivery, prepare the formula for the mother, then teach her how to
prepare the formula and feed the baby by cup K9 :
¡ Wash hands with water and soap
¡ Boil the water for few minutes
¡ Clean the cup thoroughly with water, soap and, if possible, boil or pour boiled water in it
¡ Decide how much milk the baby needs from the instructions
¡ Measure the milk and water and mix them
¡ Teach the mother how to feed the baby by cup
¡ Let the mother feed the baby 8 times a day (in the first month). Teach her to be flexible and
respond to the baby’s demands
¡ If the baby does not finish the feed within 1 hour of preparation, give it to an older child or add to
cooking. DO NOT give the milk to the baby for the next feed
¡ Wash the utensils with water and soap soon after feeding the baby
¡ Make a new feed every time.
N Give her written instructions on safe preparation of formula.
N Explain the risks of replacement feeding and how to avoid them.
N Advise when to seek care.
N Advise about the follow-up visit.
N

Explain the risks of replacement feeding
N

Her baby may get diarrhoea if:
hands, water, or utensils are not clean
the milk stands out too long.
Her baby may not grow well if:
¡ she/he receives too little formula each feed or too few feeds
¡ the milk is too watery
¡ she/he has diarrhoea.
¡
¡

N

Follow-up for replacement feeding
N
N
N

Ensure regular follow-up visits for growth monitoring.
Ensure the support to provide safe replacement feeding.
Advise the mother to return if:
¡ the baby is feeding less than 6 times, or is taking smaller quantities
¡ the baby has diarrhoea
¡ there are other danger signs.

K6

Give special counselling to the mother
who is HIV-positive and chooses breastfeeding
N
N
N

N
N
N

Support the mother in her choice of breastfeeding.
Ensure good attachment and suckling to prevent mastitis and nipple damage K3 .
Advise the mother to return immediately if:
¡ she has any breast symptoms or signs
¡ the baby has any difficulty feeding.
Ensure a visit in the first week to assess attachment and positioning and the condition of the
mother’s breasts.
Arrange for further counselling to prepare for the possibility of stopping breastfeeding early.
Give psychosocial support G5 .

ANTIRETROVIRALS FOR HIV-POSITIVE WOMAN AND HER INFANT
Below are examples of ARV regimens. Use national guidelines for local protocols.
For longer regimens to further reduce the risk of transmission follow national guidelines.
Record the ARV medicine prescribed and given in the appropriate records – facility and home-based. DO NOT write HIV-positive.
Woman
Pregnancy
ARVs
HIV-positive
with HIV-AIDS
related signs and
symptoms
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HIV-positive without
HIV- related signs
and symptoms

ARVs during labour

Triple therapy

Before
28 weeks

Starting at
28 weeks

Labour, delivery
At onset of
labour*

Postpartum**

Until birth
of the baby

After birth
of the baby

Continue the ARV treatment prescribed before pregnancy. In the first trimester replace
Efavirenz with Nevirapine (200 mg once daily for 2 weeks, then every 12 hours)

3TC
Zidovudine

Newborn infant

150 mg
300 mg every
12 hours

300 mg

Nevirapine

200 mg once

Zidovudine

300 mg

every 12 hours
every
3 hours

every
12 hours

ARVs

Dose
(syrup)

Give first
dose

Then give

Duration

Zidovudine

4 mg/kg

8–12 hours
after birth

every
12 hours

7 days***

Zidovudine

4 mg/kg

8–12 hours
after birth

every
12 hours

7 days***

Nevirapine

2 mg/kg

within
72 hours

once

Zidovudine

4 mg/kg

8–12 hours
after birth

every
12 hours

7 days
7 days

every
3 hours

4 weeks

Or 600 mg

Only minimal range
of ARV treatment

Nevirapine

200 mg once

Nevirapine

2 mg/kg

within
72 hours

once

Nevirapine

200 mg once

Nevirapine

2 mg/kg

within
72 hours

once

* At onset of contractions or rupture of membranes, regardless of the previous schedule
**Arrange follow-up for further assessment and treatment within 2 weeks after delivery
*** Treat the newborn infant with Zidovudine for 4 weeks if mother received Zidovudine for less than 4 weeks during pregnancy,

Antiretrovirals for HIV-positive woman and her infant
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Respond to observed signs or volunteered problems
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RESPOND TO OBSERVED SIGNS OR VOLUNTEERED PROBLEMS
Use this chart to manage the woman who has a problem while taking ARV medicines. These problems may be side effects of ARV medicines or of an underlying disease.
Rule out serious pregnancy-related diseases before assuming that these are side effects of the drugs. Follow up in 2 weeks or earlier if condition worsens. In no improvement, refer the woman to hospital for further management.

IF WOMAN HAS ANY PROBLEM

SIGNS

ADVISE AND TREAT

Headache

N
N

Measure blood pressure and manage as in C2 and
If DBPb 90mm give paracetamol for headache F4 .

Nausea or vomiting

N
N
N
N

Measure blood pressure and manage as in C2 and E3 .
Advise to take medicines with food.
If in the first 3 months of pregnancy, reassure that the morning nausea and vomiting will
disappear after a few weeks.
Refer to hospital if not passing urine.

N
N

Measure temperature.
Manage according to C7-C8 , C10-C11 if during pregnancy, and

Diarrhoea

N
N

Advise to drink one cup of fluid after every stool.
Refer to hospital if blood in stool, not passing urine or fever >38ºC.

Rash or blisters/ulcers

N
N

If rash is limited to skin, follow up in 2 weeks.
If severe rash, blisters and ulcers on skin, and mouth and fever >38ºC refer to hospital for
further assessment and treatment.

Yellow eyes or mucus membrane

N

Refer to hospital for further assessment and treatment.

Fever

E3

.

E6-E8

if in postpartum period.

PREVENT HIV INFECTION IN HEALTH-CARE WORKERS AFTER ACCIDENTAL EXPOSURE WITH BODY FLUIDS
(POST EXPOSURE PROPHYLAXIS)
If you are accidentally exposed to blood or body fluids by cuts
or pricks or splashes on face/eyes do the following steps:
N
N
N
N
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N

N

If blood or bloody fluid splashes on intact skin, immediately wash the area with soap and water.
If the glove is damaged, wash the area with soap and water and change the glove.
If splashed in the face (eye, nose, mouth) wash with water only.
If a finger prick or a cut occurred during procedures such as suturing, allow the wound to bleed for a few seconds,
do not squeeze out the blood. Wash with soap and water. Use regular wound care. Topical antiseptics may be used.
Check records for the HIV status of the pregnant woman.*
¡ If woman is HIV-negative no further action is required.
¡ If woman is HIV-positive take ARV medicines within 2 hours (see national guidelines for choice and duration of
medicine).
¡ If the HIV status of the pregnant woman is unknown:
¡ Start the ARV medicine within 2 hours (see national guidelines for choice and duration of medicine).
¡ Explain to the woman what has happened and seek her consent for rapid HIV test. DO NOT test the woman
without her consent. Maintain confidentiality A2 .
¡ Perform the HIV test L6 .
¡ If the woman’s HIV test is negative, discontinue the ARV medicines.
¡ If the woman’s HIV test is positive, manage the woman as in C2 and E3 . The health worker (yourself)
should complete the ARV treatment and be tested after 6 weeks.
Inform the supervisor of the exposure type and the action taken for the health-care worker (yourself). Retest the
health-care worker 6 weeks after the exposure.

* If the health-care worker (yourself) is HIV-positive no PEP is required. DO NOT test the woman.

Prevent HIV infection in health-care workers after accidental exposure with body fluids (Post exposure prophylaxis)
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EMOTIONAL SUPPORT FOR THE
WOMAN WITH SPECIAL NEEDS
Sources of support
Emotional support

N

If a woman is an adolescent or living with violence, she needs
special consideration. During interaction with such women, use
this section to support them.
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The woman living with violence
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SPECIAL CONSIDERA
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EMOTIONAL SUPPORT FOR THE WOMAN WITH SPECIAL NEEDS
You may need to refer many women to another level of care or to a support group. However, if such support is not available, or if the woman will not seek help, counsel
her as follows. Your support and willingness to listen will help her to heal.

Sources of support

Emotional support

A key role of the health worker includes linking the health services with the community and
other support services available. Maintain existing links and, when possible, explore needs and
alternatives for support through the following:
N Community groups, women’s groups, leaders.
N Peer support groups.
N Other health service providers.
N Community counsellors.
N Traditional providers.

Principles of good care, including suggestions on communication with the woman and her family, are
provided on A2 . When giving emotional support to the woman with special needs it is particularly
important to remember the following:
N Create a comfortable environment:
¡ Be aware of your attitude
¡ Be open and approachable
¡ Use a gentle, reassuring tone of voice.
N Guarantee confidentiality and privacy:
¡ Communicate clearly about confidentiality. Tell the woman that you will not tell anyone else about
the visit, discussion or plan.
¡ If brought by a partner, parent or other family member, make sure you have time and space to
talk privately. Ask the woman if she would like to include her family members in the examination
and discussion. Make sure you seek her consent first.
¡ Make sure the physical area allows privacy.
N Convey respect:
¡ Do not be judgmental
¡ Be understanding of her situation
¡ Overcome your own discomfort with her situation.
N Give simple, direct answers in clear language:
¡ Verify that she understands the most important points.
N Provide information according to her situation which she can use to make decisions.
N Be a good listener:
¡ Be patient. Women with special needs may need time to tell you their problem or make a
decision
¡ Pay attention to her as she speaks.
N Follow-up visits may be necessary.

SPECIAL CONSIDERATIONS IN MANAGING THE PREGNANT ADOLESCENT
Special training is required to work with adolescent girls and this guide does not substitute for special training.
However, when working with an adolescent, whether married or unmarried, it is particularly important to remember the following.

When interacting with the adolescent
N
N
N
N
N

Do not be judgemental. You should be aware of, and overcome, your own discomfort with adolescent
sexuality.
Encourage the girl to ask questions and tell her that all topics can be discussed.
Use simple and clear language.
Repeat guarantee of confidentiality A2 G3 .
Understand adolescent difficulties in communicating about topics related to sexuality (fears of
parental discovery, adult disapproval, social stigma, etc).

Support her when discussing her situation and ask if she has any particular concerns:
Does she live with her parents, can she confide in them? Does she live as a couple? Is she in a longterm relationship? Has she been subject to violence or coercion?
N Determine who knows about this pregnancy — she may not have revealed it openly.
N Support her concerns related to puberty, social acceptance, peer pressure, forming relationships,
social stigmas and violence.

N
N

N

Birth planning: delivery in a hospital or health centre is highly recommended. She needs to
understand why this is important, she needs to decide if she will do it and and how she will arrange it.
Prevention of STI or HIV/AIDS is important for her and her baby. If she or her partner are at risk of
STI or HIV/AIDS, they should use a condom in all sexual relations. She may need advice on how to
discuss condom use with her partner.
Spacing of the next pregnancy — for both the woman and baby’s health, it is recommended that any
next pregnancy be spaced by at least 2 or 3 years. The girl, with her partner if applicable, needs to
decide if and when a second pregnancy is desired, based on their plans. Healthy adolescents can
safely use any contraceptive method. The girl needs support in knowing her options and in deciding
which is best for her. Be active in providing family planning counselling and advice.
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SPECIAL CONSIDERATIONS FOR SUPPORTING THE WOMAN LIVING WITH VIOLENCE
Violence against women by their intimate partners affects women’s physical and mental health, including their reproductive health. While you may not have been trained
to deal with this problem, women may disclose violence to you or you may see unexplained bruises and other injuries which make you suspect she may be suffering
abuse. The following are some recommendations on how to respond and support her.

Support the woman living with violence
N
N
N

N

N

N
N

Provide a space where the woman can speak to you in privacy where her partner or others cannot
hear. Do all you can to guarantee confidentiality, and reassure her of this.
Gently encourage her to tell you what is happening to her. You may ask indirect questions to help her
tell her story.
Listen to her in a sympathetic manner. Listening can often be of great support. Do not blame her or
make a joke of the situation. She may defend her partner’s action. Reassure her that she does not
deserve to be abused in any way.
Help her to assess her present situation. If she thinks she or her children are in danger, explore
together the options to ensure her immediate safety (e.g. can she stay with her parents or friends?
Does she have, or could she borrow, money?)
Explore her options with her. Help her identify local sources of support, either within her family,
friends, and local community or through NGOs, shelters or social services, if available. Remind her
that she has legal recourse, if relevant.
Offer her an opportunity to see you again. Violence by partners is complex, and she may be unable to
resolve her situation quickly.
Document any forms of abuse identified or concerns you may have in the file.

Support the health service response to needs of women
living with violence
N
N
N
N

Help raise awareness among health care staff about violence against women and its prevalence in
the community the clinic serves.
Find out what if training is available to improve the support that health care staff can provide to
those women who may need it.
Display posters, leaflets and other information that condemn violence, and information on groups
that can provide support.
Make contact with organizations working to address violence in your area. Identify those that can
provide support for women in abusive relationships. If specific services are not available, contact
other groups such as churches, women’s groups, elders, or other local groups and discuss with them
support they can provide or other what roles they can play, like resolving disputes. Ensure you have
a list of these resources available.
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N Different groups should be asked to give feedback and suggestions on how to improve the services the health facilities provide.
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ESTABLISH LINKS
Coordinate with other health care providers
and community groups
N
N

N

Meet with others in the community to discuss and agree messages related to pregnancy, delivery,
postpartum and post-abortion care of women and newborns.
Work together with leaders and community groups to discuss the most common health problems
and find solutions. Groups to contact and establish relations which include:
¡ other health care providers
¡ traditional birth attendants and healers
¡ maternity waiting homes
¡ adolescent health services
¡ schools
¡ nongovernmental organizations
¡ breastfeeding support groups
¡ district health committees
¡ women’s groups
¡ agricultural associations
¡ neighbourhood committees
¡ youth groups
¡ church groups.
Establish links with peer support groups and referral sites for women with special needs, including
women living with HIV, adolescents and women living with violence. Have available the names and
contact information for these groups and referral sites, and encourage the woman to seek their
support.

Establish links with traditional
birth attendants and traditional healers
N
N
N

N
N
N

N
N
N

Contact traditional birth attendants and healers who are working in the health facility’s catchment
area. Discuss how you can support each other.
Respect their knowledge, experience and influence in the community.
Share with them the information you have and listen to their opinions on this. Provide copies of
health education materials that you distribute to community members and discuss the content with
them. Have them explain knowledge that they share with the community. Together you can create
new knowledge which is more locally appropriate.
Review how together you can provide support to women, families and groups for maternal and
newborn health.
Involve TBAs and healers in counselling sessions in which advice is given to families and other
community members. Include TBAs in meetings with community leaders and groups.
Discuss the recommendation that all deliveries should be performed by a skilled birth attendant.
When not possible or not preferred by the woman and her family, discuss the requirements for safer
delivery at home, postpartum care, and when to seek emergency care.
Invite TBAs to act as labour companions for women they have followed during pregnancy, if this is
the woman’s wish.
Make sure TBAs are included in the referral system.
Clarify how and when to refer, and provide TBAs with feedback on women they have referred.

COMMUNITY SUPPORT FOR MATERNAL AND NEWBORN HEALTH

INVOLVE THE COMMUNITY IN QUALITY OF SERVICES
All in the community should be informed and involved in the process of improving the health of
their members. Ask the different groups to provide feedback and suggestions on how to improve
the services the health facility provides.
N Find out what people know about maternal and newborn mortality and morbidity in their locality.
Share data you may have and reflect together on why these deaths and illnesses may occur. Discuss
with them what families and communities can do to prevent these deaths and illnesses. Together
prepare an action plan, defining responsibilities.
N Discuss the different health messages that you provide. Have the community members talk about
their knowledge in relation to these messages. Together determine what families and communities
can do to support maternal and newborn health.
N Discuss some practical ways in which families and others in the community can support women
during pregnancy, post-abortion, delivery and postpartum periods:
¡ Recognition of and rapid response to emergency/danger signs during pregnancy, delivery and
postpartum periods
¡ Provision of food and care for children and other family members when the woman needs to be
away from home during delivery, or when she needs to rest
¡ Accompanying the woman after delivery
¡ Support for payment of fees and supplies
¡ Motivation of male partners to help with the workload, accompany the woman to the clinic, allow
her to rest and ensure she eats properly. Motivate communication between males and their
partners, including discussing postpartum family planning needs.
N Support the community in preparing an action plan to respond to emergencies. Discuss the following
with them:
¡ Emergency/danger signs - knowing when to seek care
¡ Importance of rapid response to emergencies to reduce mother and newborn death, disability and
illness
¡ Transport options available, giving examples of how transport can be organized
¡ Reasons for delays in seeking care and possible difficulties, including heavy rains
¡ What services are available and where
¡ What options are available
¡ Costs and options for payment
¡ A plan of action for responding in emergencies, including roles and responsibilities.

Involve the community in quality of services
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on:
N Im
munize
if dueK13.
N Ad
vise on bab
y careK2 K9-K10
.
N Ad
vise on routin
e visi
t at ag
e 3-7 da
ysK14.
N Ad
vise onhen
w to retur
n if dang
er
signsK14.
N Record in home-ba
sed record.
N Iffu
rth
er visits,
repeat ad
vices.

NEXT
: If preter
m,birth
wei
ght <2500 g or twin

N

J8

IF SWELLING,
BRUISES OR MALFORMA
TION

N
N

Both breasts are
wol
len,
s
shiny
and patch
y red.
Te
mperature <38ºC.
Babynot e
wll attached.
Not yet breastfeeding
.

BREAST
ENGORGEMEN
T

Partof breast is painful,
swol
len and red.
Te
mperature >38ºC
Feels ill.

MASTITIS

N
N
N
N

Encourag
e the mo
ther to continue breastfeeding
.
K3.
Te
ach cor
rect positioning and attachment
Advise to feed more ntly.
freque
Reassessafter 2 feeds (1
y).da
If not better
, teach
mother
howto express enough breast milk before
the feed to ve
relie
discomfor
t K5.

Encourag
e mothe
r to continue breastfeeding
.
K3.
Te
ach cor
rect positioning and attachment
Givecloxacil
lin for 10ys
daF5 .
Reassessin2 d
ays. If no impro
vem
ent ororse,
w
refer to hospital.
Ifmo
ther is HIV+ let her
tfee
breas
d on the health
y
breast.
Express milk from the affected breast and
discard
until nover
feK5.
F4 .
N Ifsever
e pain,
giveparacetamol
N
N
N

ASSESS THE MOTHER’S BREASTS IF
COMPLAINING OF NIPPLE OR
BREAST PAIN

N

N

N

N

NEXT
: Care of thewborn
ne

If preter
m,birth
weight <2500 g or twin

J3

Assess the mother’
s breasts if complaining of nipple
pain
or breast

J9

Assess breastf
eeding

J4

Care of thewborn
ne

J10

ASSESS BREASTFEEDING
Assess breastfeeding in
y bab
ever
y as par
t of the examination.
If mother is complaining of nipple or breast
also assess
pain,the mother’
s breastsJ9 .

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Ask the mother
N Ob
servea breastfeed.
N
If the bab
y has not fedeinpre
th
vious N
Ho
w is the breastfeeding
oing? g
hour,
ask the mother to
the
put
Has your bab
y fed in thevious
pre
baby on her breasts and
erv
eobs
hour?
N Isth
ere an
y difficulty?
breastfeeding for about
tes.
5 minuN
N Isyo
ur bab
y satisfied with the feed?
N
N Ha
veyoufed y
our bab
y an
y other
N
Look
foods or drinks?
N Isth
e bab
y able to attach
corr
ectly? N
N Ho
w doour
y breasts feel?
N Isth
e bab
yw
ell-positioned?
N Doyo
u ha
veanyconcerns?
N Isth
e bab
y suckling effecti
vely?
N
N
N

If bab
y more than one
y old:
da
Ho
w man
y times has
oury bab
y fed
in 24 hours?

N

CLASSIFY

Suckling effectiv
ely.
FEEDING WELL
Breastfeeding 8 times
in 24 hours
on demandy da
and night

Not yet breastfed (first
rs hou
of life). FEEDING DIFFIC
ULTY
Not w
ell attached.
Not suckling effec
tively
.
Breastfeeding less than
times
8 per
24 hours.
Receiving other foods or drinks.
N Sever
al da
ys old and inadequate
wei
ght ain.
g
If mother has fed in hour,
the last
ask
her to tell
ouyw
hen her bab
y is willing
ABLEOT FEED
N No
t suckling (afte
r 6 hours of
e).ag NOT
to feed ain.
ag
N Stopped feeding
.

J4

ASSESS BREASTFEEDING

TREAT
AND AD
VISE
N

Encourag
e the mo
ther to continue breastfeeding o
demandK3.

NEWBORN
CARE

NEWBORN
CARE

N
CARE OF
THE NEWB
ORN
Use this char
t for care of all babies until e.
discharg

CARE AND
MONITORING
N
N
N

N

Support
exclusive
breastfeeding on demand
y andda
night.
Ask the mother to
t you
aler
if breastfeeding difficulty
.
Assess breastfeeding
veryinbab
ey before planning for e.
discharg
DO NO
T discharge
if bab
y is not
etyfeeding
ell.w
N Te
ach the mother
w to
hocare for the
y. bab
¡ Keep the bab
y war
m K9
K10
¡ Givecord care
¡ Ensureygiene
h K10.
DO NO
T expose the bab
y in direct sun.
DO NO
T put the bab
y on an
y cold surface.
DO NO
T bath the bab
y before 6 hours.

K14.
Refer bab
y urg
ently to hospital

N

N

Ifthe bab
y is in a ,cot
ensure bab
y is dressed or wrapped
ver
and
ed b
yco
a blank
et.
Cov
er the head with a hat.

N

Ifmo
ther repor
ts breastfeeding difficulty
, assess breastfeeding and mother
help thewith positioning
J3
and attachment

N

K9-K10
Ifthe mother isble
unato tak
e caref othe bab
y,provide
care or teach the companion
Wa
sh hands before
nd after
a
handling the
y. bab

N

Ask the mother and companion to watch
y andthe
aler
t you
bab
if
¡ Feet cold
¡ Breathing difficulty:
run
ting,
gfast or slo
w breathing
, chest in-dra
wing
¡ Anybleeding.

N

Giveprescribed treatments according to K12
the. schedule

N

J2-J9.
Examinever
e y bab
y before planning to e
discharg
mother andybab
DO NO
T discharge
before bab
y is 12 hours old.

NEXT
: Check for special treatment needs

Iffeet are cold:
¡ Tea
ch the mother to putythe
skin-to-skin
bab K13.
¡ Reassess inhour;
1 if feet still cold,
measure
temperat
ure and re-war
m the bab
y K9.
N Ifbleeding from cord,
check if tie is loose and retie the cord.
J2-J7.
N Ifot
her bleeding
, assess the bab
y immediately
N Ifbr
eathing difficult
y or mother ts
repor
an
y other
abnormali
ty,examine the y
bab
as onJ2-J7.

N

NEXT
: Additional care of a small
y (orbab
twin)

J11

ADDITIONAL CARE
A SMALL
OF
BABYTWIN)
(OR

CHECK FOR SPECIAL
TREATMENT
NEEDS

Use this char
t for additional care of a small
y: preter
bab
m,1-2 months ly
ear
or weighing 1500g<2500g.
Refer to hospital a
y ver
small bab
y: >2 monthsly,
ear
weighing
<1500-g

CARE AND
MONITORING

TREAT
AND AD
VISE
N
N

N

N
N
N
N

Mo
ther tested RPR-positiv
e.

RISK OF
CONGENITAL
SYPHILIS

N
N
N

Mo
ther kno
wn to be HIV-positiv
e.
RISK OF
HIV TRANSMIS
SION
Mo
ther has not been
counselled on infant .feeding
Mo
ther chose breastfeeding
.
Mo
ther chose replacement
g. feedin

N
N

Mo
ther star
ted TB
treatment
<2 months before
ery
deliv
.

N
N

N
N
N

NEWBORN
CARE

NEWBORN
CARE

N

RISK OF
TUBERCULOSIS

Givebaby single dose of benzathineK12
penicillin
.
F6 .
Ensure mothe
r and par
tner are treated
Followup in 2eeks.
w
G9 .
GiveARVto the wborn
ne
G7.
Inform
on infant feeding options
Givespecial
counselling to mother
ho is breast
w
feedingG8.
Te
ach the mother replacement
. feeding
Followup in 2eeks
w G8.

CHECK FOR SPECIAL
TREATMENT NEEDS

K13.
Givebaby isoniazid prop
ylaxis for 6 months
GiveBCG accination
v
to the
y only
babhen
w bab
y’s
treatment completed.
N Fo
llowup in 2eeks.
w

NEXT
: Look for signs of jaundice and local infection

Check for special treatment needs

J5

Look for signs of jaundice and
ection
local inf

J6

LOOK FOR SIGNSAUN
OFDICE
J AND
LOCAL INFECTION

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Wh
at has been applied to the N Look at the skin,
isityellow?
N
umbilicus?
¡ if bab
y is less thanhours
24 old,
look at skin on the face
N
¡ if bab
y is 24 hoursorold
more,
look at palms and soles.
N Lo
ok at the
yes
e. Are the
y swol
len
N
and draining pus?
N Lo
ok at the skin,
especially around
the neck,
armpits,
inguinal area:
¡ Are there skin pustules?
¡ Is there
wel
sling,hardness or
large
bullae?
N Lo
ok at the umbilicus:
¡ Is it red?
¡ Draining pus?
N
¡ Does redness extend
the skin?
to

N

Ye
llowskin on face and
only≤24 hours old.
Ye
llowpalms and soles and
>24 hours old.

CLASSIFY
JAU
NDICE

Ey
es swol
len and draining pus. GONOCOC
CAL
EYE INFECTI
ON

N
N
N
N

Red umbilicus or
in around
sk
it.

Less than 10 pustules

LOCAL
UMBILICAL
INFECTION
LOCAL SKIN
INFECTION

J6

TREAT
AND AD
VISE
N
N
N

N
N

N
N
N

N
N
N

K14.
Refer bab
y urg
ently to hospital
Encourag
e breas
tfeeding on the
y. wa
Iffeeding difficu
lty,giveexpressed breastymilk
cupK6
b.

LOOK FOR SIGNS OF JAUNDICE AND
LOCAL INFECTION

Givesingle
dose of appro
priate antibiotic
yefor e
K12.
infection
Te
ach mother to treat
yesK13
e.
Followup in 2 ys.
daIf no impro
vem
ent ororse,
w
refer urg
ently to hospital.
Assess and treat
mo
therand her par
tner for possible
gon
orr
hea E8 .
K13
Te
ach mother to treat umbilical
infection
.
Ifnoimprov
ement in 2ys,
da
or if orse,
w refe
r
urgentl
y to hospital.

Te
ach mother to treat skin K13
infection
.
Followup in 2 ys.
da
Ifnoimprov
ement of pustules ys
in 2
orda
more,
refer urg
ently to hospital.

RESPONSE
OT
ABNORMAL
FINDINGS

Plan toeep
k the smallybab
long
er before discharging
.
Allowvisits to the mother and
y. bab
Givespecial suppor
t for breastfeeding the small
y (or twins)
babK4:
¡ Encourage
the mother to breastfeed
very 2-3e hours.
¡ Assess breastfeeding daily: attachment,
suckling,
duration and frequency of
andfeeds,
bab
y
J4feed
K6.
satisfaction with the
¡ If alter
native
feeding method isas
used,
sess the total daily amount
of milk en.
giv
¡ Wei
gh daily and assess
eightwain
g K7.

Ifthe small bab
y is not suckling effectiv
ely and does not
veother
ha dang
er sign
s, consider
alternativ
e feeding thods
me K5-K6.
K5
¡ Tea
ch the mother
w to
hohand express
reastmilk
b directly into the
y’sbab
mouth
¡ Tea
ch the mother to express breast milk and cup
y K5-K6
feed the bab
K6. b
¡ Determine
appropriate amount for daily
y ag
efeeds
N Iffeeding difficulty
ersists
pfor 3 da
ys,or w
eight loss
reater
g than 10% ofthbir
w
eight and
no other problems,
refer for breastfeeding counsellingement.
and manag
N

ADDITIONAL CARE OF A
SMALL BABY (OR TWIN)

Ensure additional
mth
warfor the small
y K9
bab
:
¡ Ensure the room
eryis
warm
v (25º–28ºC).
¡ Tea
ch the mother
w to
hoeep
k the smallybab
war
m in skin-to-skin
contact
¡ Provide
extra blank
ets for mother and
y. bab
K10.
N En
sureygiene
h
DO NO
T bath the smally.bab
Was
h as needed.
N

N

Assess the smallybab
daily:
N Ifdifficult to
eep
k bod
y temperature withinmal
therang
nor
e (36.5ºC to 37.5ºC):
¡ Measure temperature
¡ Keep the bab
y in sk
in-to-skin contact with the mother as much as possible
¡ Assess breathingy (bab
must be quiet,
not cr
ying): listen run
forting;
g count breaths per minute, ¡ If bod
y temperaturewbelo
36.5ºC persistshours
for 2 despite skin-to-skin contact, with mo
assess the bab
y J2-J8.
repeat the count if >60 or <30; look for
wing
chest in-dra
¡ Look for jaundice (first
ys 10
of life):
da first 24 hours on en,
thethen
abdom
on palms and soles. N Ifbreathing difficult
y,assess the bab
y J2-J8.
N Ifjaundice,
refer the y
bab
for phototherap
y.
J2-J8.
N Ifan
y mater
nal concer
n,assess the bab
y and respond to the mother

N

Plan to discharg
ew
hen:
¡ Breastfeeding
ell w
¡ Gainingeight
w adequately on 3 consecutiv
e da
ys
¡ Bodytemperature een
betw
36.5º and 37.5ºC on 3 consecutiv
e da
ys
¡ Mother able and confident in caring
y for the bab
¡ No mater
nal concer
ns.
Assess the bab
y for discharg
e.

N

N

Ifthe mother and
byba
are not able
tostay,ensure daily (home) visits or send to hospital.

Additional care of a small baby (twin)

J11

Assess replacement
eeding
f

J12

ASSESS REPLA
CEMENT FEEDING
If mother chose replacement feeding assess the feeding
y bab
y asin
par
tever
of the examination.
K8 . If mother is complaining of breast
J9 .
also pain,
assess the mother’
s breasts
Advise the mother on how to relieve
orgement
eng

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS
Ask the mother
Observe
a feed
N
Wh
at areou
y feeding they?bab N Ifthe bab
y has not fed
thein
previous
hour,
ask the mother to N
Ho
w areou
y feeding
oury bab
y?
Has your bab
y fed in thevious
pre
feed the bab
y and obser
vefeeding
hour?
for about 5 minutes.
Ask her to
N Isth
ere an
y difficulty?
prepare the feed.
N
N Ho
w much milk is
y bab
taking per
N
feed?
Look
N
N Isyo
ur bab
y satisfied with the feed?
N Isshe holding the cup
theto
bab
y’s
lips?
N Ha
veyoufed y
our bab
y an
y other
N
foods or drinks?
N Isth
e bab
y aler
t,opensyes
e and
N
mouth?
N Doyo
u ha
veanyconcerns?
N Isth
e bab
y sucking and
wallowing
s
N
If bab
y more than one
y old:
da
the milk effectiv
ely,spilling little? N
N Ho
w man
y times has
oury bab
y fed
in 24 hours?
If mother has fed in hour,
the last
ask
N Ho
w much milk is
y bab
taking per her to tell
ouyw
hen her bab
y is willingN
day?
to feed ain.
ag
N
N
N
N

N

CLASSIFY

Sucking and
wallowing
s
adequate
FEEDING WELL
amount of milk,
spilling little.
Feeding 8 times in 24 hours on
demandyda
and night.
No
ty
et fed (first 6 hours of life).FEEDING DIFFIC
ULTY
No
t fedybcup.
No
t sucking and
wallowing
s effectively
,
spilling
No
t feeding adequa
te amount per
y. da
Feeding less than 8 times per 24
hours.
Receiving other foods or drinks.
Sever
al da
ys old and inadequate
wei
ght ain.
g
No
t sucking (after
6h
ours ofe).
ag
Stopped feeding
.

NOT
ABLEOT FEED

J12

ALSO SEE:
N Counsel on choices of infant feeding and HIV-related issues
N Equipment, supplies and drugs L1-L5 .
N Records N1-N7 .
N Baby died D24 .

G7-G8

.

ASSESS REPLACEMENT FEEDING

TREAT
AND AD
VISE
N

Encourag
e the mo
ther to continue feeding
y cup on
b
K6.
demand

N

N

G8feeding
Te
ach the mother replacement
.
K6.
Te
ach the mother cup feeding
Ad
vise to feed morently,
freque
ondemand,
dayand
night.
Ad
vise the mother
tostop feeding the
y bab
other
foods
or drin
ks orybbottle.
Reassessatthe next feed orw-up
follovisit inys.
2 da

N

K14.
Refer bab
y urg
ently to hospital

N
N
N

Ho
w doour
y breasts feel?

NEXT
: If dang
er signs

IF D
ANGER SIGNS

SIGNS

CLASSIFY

Anyof the following
ns:sig
POSSIBLE
Fast breathing
SERIOUS
(more than 60 breaths per minute).
ILLNESS
N Slowbreathing
(less than 30 breaths per minute).
N Sever
e chest in-dra
wing
N Gr
unting
N Co
nvu
lsions.
N Flopp
y or stiff.
N Fe
ver(temperature >38ºC).
N Te
mperature <35ºC rising
or not
after warming
re
.
N Um
bilicus draining pus or umbilical
redness extending to skin.
N Mo
re than 10 skin pustules
or bullae,
orsw
elling,
redness,
hardness of skin.
N Bleeding from stump or cut.
N

NEWBORN
CARE

NEWBORN CARE

J5

Givebaby 2 IM antibiotics for
ysK12
5 .da
Assess bab
y dailyJ2-J7.

N

NEWBORN
CARE

CLASSIFY

Baby<1 da
y old and membran
es
RISK OF
rup
tured >18 hours before
ery
, deliv
BACTERIA
L INFECTIO
N
or
Mo
ther being treated with
antibiotics for infection,
or
N Mo
ther hasver
fe>38ºC.
N

NEWBORN
CARE

ASK,CHECK RECORD
LOOK,
LISTEN,
FEEL SIGNS

N

CARE OF THE NEWBORN

N

J12. see
Toassess replacement feeding

Check record for
special treatment needs
N Ha
s the mother had
within 2ys
daof deliv
ery:
¡ fever >38ºC?
¡ infection treated with antibiotics?
N Me
mbranes
uptured
r
>18 hours
before deliv
ery?
N Mo
ther tested RPR-positiv
e?
N Mo
ther tested HIV-positiv
e?
¡ isorhas been on
ARV
¡ has she receiv
ed
infant feeding counselling?
N Isth
e mother receiving
TB treatment
whi
ch beg
an <2 months
o?ag

J10

RESPOND
OT
ABNORM
AL FINDING
S

Ensure the room m
is war
(not less than 25ºC and no draught).
Keep the bab
y in the room with the
, inmother
her bed or within
reach.
easy
Let the mother and
y sleep
bab under a bednet.

N
N
N

Support
exclusive
breastfee
dingK2-K3.
N He
lp the mother to initiate breastfeed
ing K3.
K3.
N Te
ach cor
rect positioning and attachment
N Ad
vise to feed more ntly,
freque
day and night.
Reassure
her that
she has enough milk.
N Ad
vise the mother
tostop feeding they bab
other
foods or drinks.
N Re
assess at the next feedw-up
or follo
visit
in2 d
ays.
N

Examinine routinely all babies around an hour of birth, for
discharge, at routine and follow-up postnatal visits in the first weeks
of life, and when the provider or mother observes danger signs.
Use the chart Assess the mother’s breasts if the mother is
complaining of nipple or breast pain J9 .
During the stay at the facility, use the Care of the newborn chart
J10 . If the baby is small but does not need referral, also use the
Additional care for a small baby or twin chart J11 .
Use the Breastfeeding, care, preventive measures and treatment
for the newborn sections for details of care, resuscitation and
treatments K1-K13 .
Use Advise on when to return with the baby K14 for advising the
mother when to return with the baby for routine and follow-up
visits and to seek care or return if baby has danger signs. Use
information and counselling sheets M5-M6 .
For care at birth and during the first hours of life, use Labour and
delivery D19 .

TREAT
AND AD
VISE
N
N

J7

Givefirst dose of 2ntibiotics
IM a K12.
K14.
Refer bab
y urg
ently to hospital

IF DANGER SIGNS

In additio
n:
N Re-warm
and eep
k war
m during refer
ral K9.
N

K13.
Tr
eat local
um
bilical infection before
ralrefer

N

K13.
Tr
eat skin ection
inf
beforeral
refer

N

Stop the bleeding
.

NEXT
: If swel
ling,bruises or malfor
mation

If danger signs

J7

Newborn care

J1

NEWBORN CARE

Examine the newborn

J2

EXAMINE THE NEWBORN
Use this chart to assess the newborn after birth, classify and treat, possibly around an hour; for discharge (not before 12 hours); and during the first week of life at routine, follow-up, or sick newborn visit. Record the findings on the postpartum record N6 .
Always examine the baby in the presence of the mother.

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

Check maternal and
newborn record or ask
the mother:
N How old is the baby?
N Preterm (less than 37 weeks
or 1 month or more early)?
N Breech birth?
N Difficult birth?
N Resuscitated at birth?
N Has baby had convulsions?

N

N

Ask the mother:
Do you have concerns?
How is the baby feeding?

N
N
N
N

N
N

N
N

Is the mother very ill or transferred?
N

Assess breathing (baby must be
calm)
¡ listen for grunting
¡ count breaths: are they 30-60
per minute? Repeat the count
if elevated
¡ look at the chest for in-drawing.
Look at the movements: are
they normal and symmetrical?
Look at the presenting part —
is there swelling and bruises?
Look at abdomen for pallor.
Look for malformations.
Feel the tone: is it normal?
Feel for warmth. If cold, or
very warm, measure temperature.
Weigh the baby.

CLASSIFY

TREAT AND ADVISE

Normal weight baby
(2500-g or more).
Feeding well — suckling effectively
8 times in 24 hours, day and night.
No danger signs.
No special treatment needs or
treatment completed.
Small baby, feeding well and gaining
weight adequately.

WELL BABY

If first examination:
N Ensure care for the newborn J10 .
N Examine again for discharge.

N

Body temperature
35-36.4ºC.

MILD
HYPOTHERMIA

N
N

Re-warm the baby skin-to-skin K9 .
If temperature not rising after 2 hours, reassess
the baby.

N

Mother not able to breastfeed
due to receiving special
treatment.
Mother transferred.

MOTHER NOT ABLE
TO TAKE CARE FOR BABY

N
N

Help the mother express breast milk K5 .
Consider alternative feeding methods until mother is
well K5-K6 .
Provide care for the baby, ensure warmth K9 .
Ensure mother can see the baby regularly.
Transfer the baby with the mother if possible.
Ensure care for the baby at home.

N
N
N
N

N

T NEXT: If preterm, birth weight <2500 g or twin

If pre-discharge examination:
N Immunize if due K13 .
N Advise on baby care K2 K9-K10 .
N Advise on routine visit at age 3-7 days
N Advise on when to return if danger
signs K14 .
N Record in home-based record.
N If further visits, repeat advices.

N
N
N
N

K14 .

IF PRETERM, BIRTH WEIGHT <2500-G OR TWIN
ASK, CHECK RECORD LOOK, LISTEN, FEEL
N
N

N

N

Baby just born.
Birth weight
¡ <1500-g
¡ 1500-g to <2500-g.
Preterm
¡ <32 weeks
¡ 33-36 weeks.
Twin.

N

If this is repeated visit,
assess weight gain

SIGNS

CLASSIFY

TREAT AND ADVISE

N
N

Birth weight <1500g.
Very preterm <32 weeks
or >2 months early).

VERY SMALL BABY

N
N

Refer baby urgently to hospital K14 .
Ensure extra warmth during referral.

N
N

Birth weight 1500g-<2500g.
Preterm baby (32-36 weeks
or 1-2 months early).
Several days old and
weight gain inadequate.
Feeding difficulty.

SMALL BABY

N

Give special support to breastfeed the
small baby K4 .
Ensure additional care for a small baby J11 .
Reassess daily J11 .
Do not discharge before feeding well, gaining weight
and body temperature stable.
If feeding difficulties persist for 3 days and
otherwise well, refer for breastfeeding counselling.

N
N

N
N
N
N

N

Twin

TWIN

N

NEWBORN CARE

N

Give special support to the mother to breastfeed
twins K4 .
Do not discharge until both twins can go home.

T NEXT: Assess breastfeeding
If preterm, birth weight <2500 g or twin

J3

NEWBORN CARE

Assess breastfeeding

J4

ASSESS BREASTFEEDING
Assess breastfeeding in every baby as part of the examination.
If mother is complaining of nipple or breast pain, also assess the mother’s breasts

ASK,CHECK RECORD

LOOK, LISTEN, FEEL

SIGNS

Ask the mother
N How is the breastfeeding going?
N Has your baby fed in the previous
hour?
N Is there any difficulty?
N Is your baby satisfied with the feed?
N Have you fed your baby any other
foods or drinks?
N How do your breasts feel?
N Do you have any concerns?

N

Observe a breastfeed.
If the baby has not fed in the previous
hour, ask the mother to put the
baby on her breasts and observe
breastfeeding for about 5 minutes.

N
N

N
N
N
N

If baby more than one day old:
How many times has your baby fed
in 24 hours?

If mother has fed in the last hour, ask
her to tell you when her baby is willing
to feed again.

N

To assess replacement feeding see

Look
N Is the baby able to attach correctly?
N Is the baby well-positioned?
N Is the baby suckling effectively?

J12 .

T NEXT: Check for special treatment needs

N
N

N
N

J9

.

CLASSIFY

TREAT AND ADVISE

Suckling effectively.
Breastfeeding 8 times in 24 hours
on demand day and night

FEEDING WELL

N

Encourage the mother to continue breastfeeding on
demand K3 .

Not yet breastfed (first hours of life).
Not well attached.
Not suckling effectively.
Breastfeeding less than 8 times per
24 hours.
Receiving other foods or drinks.
Several days old and inadequate
weight gain.

FEEDING DIFFICULTY

N
N
N
N

N

Support exclusive breastfeeding K2-K3 .
Help the mother to initiate breastfeeding K3 .
Teach correct positioning and attachment K3 .
Advise to feed more frequently, day and night.
Reassure her that she has enough milk.
Advise the mother to stop feeding the baby other
foods or drinks.
Reassess at the next feed or follow-up visit in 2 days.

Not suckling (after 6 hours of age).
Stopped feeding.

NOT ABLE TO FEED

N

Refer baby urgently to hospital

N

K14 .

CHECK FOR SPECIAL TREATMENT NEEDS

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

CLASSIFY

TREAT AND ADVISE

Check record for
special treatment needs
N Has the mother had
within 2 days of delivery:
¡ fever >38ºC?
¡ infection treated with antibiotics?
N Membranes ruptured >18 hours
before delivery?
N Mother tested RPR-positive?
N Mother tested HIV-positive?
¡ is or has been on ARV
¡ has she received
infant feeding counselling?
N Is the mother receiving TB treatment
which began <2 months ago?

N

RISK OF
BACTERIAL INFECTION

N
N

Give baby 2 IM antibiotics for 5 days
Assess baby daily J2-J7 .

N

Baby <1 day old and membranes
ruptured >18 hours before delivery,
or
Mother being treated with
antibiotics for infection,
or
Mother has fever >38ºC.

N

Mother tested RPR-positive.

RISK OF
CONGENITAL SYPHILIS

N
N
N

Give baby single dose of benzathine penicillin
Ensure mother and partner are treated F6 .
Follow up in 2 weeks.

N
N

Mother known to be HIV-positive.
Mother has not been
counselled on infant feeding.
Mother chose breastfeeding.
Mother chose replacement feeding.

RISK OF
HIV TRANSMISSION

N
N
N

Give ARV to the newborn G9 .
Counsel on infant feeding options G7 .
Give special counselling to mother who is breast
feeding G8 .
Teach the mother replacement feeding.
Follow up in 2 weeks G8 .

Mother started TB treatment
<2 months before delivery.

RISK OF
TUBERCULOSIS

N

N
N

NEWBORN CARE

N

N
N
N
N
N

K12 .

K12 .

Give baby isoniazid propylaxis for 6 months K13 .
Give BCG vaccination to the baby only when baby’s
treatment completed.
Follow up in 2 weeks.

T NEXT: Look for signs of jaundice and local infection
Check for special treatment needs

J5

NEWBORN CARE

Look for signs of jaundice and local infection

J6

LOOK FOR SIGNS OF JAUNDICE AND LOCAL INFECTION

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

What has been applied to the
umbilicus?

N

N
N

N

T NEXT: If danger signs

Look at the skin, is it yellow?
¡ if baby is less than 24 hours old,
look at skin on the face
¡ if baby is 24 hours old or more,
look at palms and soles.
Look at the eyes. Are they swollen
and draining pus?
Look at the skin, especially around
the neck, armpits, inguinal area:
¡ Are there skin pustules?
¡ Is there swelling, hardness or
large bullae?
Look at the umbilicus:
¡ Is it red?
¡ Draining pus?
¡ Does redness extend to the skin?

SIGNS
N
N

N

CLASSIFY

TREAT AND ADVISE

Yellow skin on face and
only <24 hours old.
Yellow palms and soles and
r24 hours old.

JAUNDICE

N
N
N

Refer baby urgently to hospital K14 .
Encourage breastfeeding on the way.
If feeding difficulty, give expressed breast milk by cup

Eyes swollen and draining pus.

GONOCOCCAL
EYE INFECTION

N

Give single dose of appropriate antibiotic for eye
infection K12 .
Teach mother to treat eyes K13 .
Follow up in 2 days. If no improvement or worse,
refer urgently to hospital.
Assess and treat mother and her partner for possible
gonorrhea E8 .

N
N
N

N

Red umbilicus or skin around it.

LOCAL
UMBILICAL
INFECTION

N
N

Teach mother to treat umbilical infection K13 .
If no improvement in 2 days, or if worse, refer
urgently to hospital.

N

Less than 10 pustules

LOCAL SKIN
INFECTION

N
N
N

Teach mother to treat skin infection K13 .
Follow up in 2 days.
If no improvement of pustules in 2 days or more,
refer urgently to hospital.

K6

.
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IF DANGER SIGNS

SIGNS

CLASSIFY

TREAT AND ADVISE

Any of the following signs:
N Fast breathing
(more than 60 breaths per minute).
N Slow breathing
(less than 30 breaths per minute).
N Severe chest in-drawing
N Grunting
N Convulsions.
N Floppy or stiff.
N Fever (temperature >38ºC).
N Temperature <35ºC or not rising
after rewarming.
N Umbilicus draining pus or umbilical
redness and swelling extending to
skin
N More than 10 skin pustules
or bullae, or swelling, redness,
hardness of skin.
N Bleeding from stump or cut.
N Pallor.

POSSIBLE
SERIOUS
ILLNESS

N
N

Give first dose of 2 IM antibiotics K12 .
Refer baby urgently to hospital K14 .

In addition:
N Re-warm and keep warm during referral

K9

N

Treat local umbilical infection before referral

N

Treat skin infection before referral

N

Stop the bleeding.

.
K13 .

K13 .

T NEXT: If swelling, bruises or malformation
If danger signs

J7
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If swelling, bruises or malformation

J8

IF SWELLING, BRUISES OR MALFORMATION

SIGNS

CLASSIFY

TREAT AND ADVISE

Bruises, swelling on buttocks.
Swollen head — bump on
one or both sides.
Abnormal position of legs
(after breech presentation).
Asymmetrical arm movement,
arm does not move.

BIRTH INJURY

N

N

Club foot

MALFORMATION

N

Cleft palate or lip

N
N
N
N

N
N

Explain to parents that it does not hurt the baby,
it will disappear in a week or two and no special
treatment is needed.
DO NOT force legs into a different position.
Gently handle the limb that is not moving,
do not pull.

N

Refer for special treatment if available.

N

N

Help mother to breastfeed. If not successful,
teach her alternative feeding methods K5-K6 .
Plan to follow up.
Advise on surgical correction at age of several months.

N

Odd looking, unusual appearance

N

Refer for special evaluation.

N

Open tissue on head,
abdomen or back

N
N

Cover with sterile tissues soaked with
sterile saline solution before referral.
Refer for special treatment if available.

N

Manage according to national guidelines.

N

Other abnormal appearance.

T NEXT: Assess the mother’s breasts if complaining of nipple or breast pain

SEVERE
MALFORMATION

ASSESS THE MOTHER’S BREASTS IF COMPLAINING OF NIPPLE OR BREAST PAIN

ASK, CHECK RECORD LOOK, LISTEN, FEEL
N

How do your breasts feel?

N
N

N
N
N

Look at the nipple for fissure
Look at the breasts for:
¡ swelling
¡ shininess
¡ redness.
Feel gently for painful part of the
breast.
Measure temperature.
Observe a breastfeed
if not yet done J4 .

SIGNS

CLASSIFY

TREAT AND ADVISE

BREASTS
HEALTHY

N

Reassure the mother.

N

No swelling, redness or tenderness.
Normal body temperature.
Nipple not sore and no fissure
visible.
Baby well attached.

N
N

Nipple sore or fissured.
Baby not well attached.

NIPPLE
SORENESS
OR FISSURE

N
N
N

Encourage the mother to continue breastfeeding.
Teach correct positioning and attachment K3 .
Reassess after 2 feeds (or 1 day). If not better,
teach the mother how to express breast milk from
the affected breast and feed baby by cup, and
continue breastfeeding on the healthy side.

N

Both breasts are swollen,
shiny and patchy red.
Temperature <38ºC.
Baby not well attached.
Not yet breastfeeding.

BREAST
ENGORGEMENT

N
N
N
N

Encourage the mother to continue breastfeeding.
Teach correct positioning and attachment K3 .
Advise to feed more frequently.
Reassess after 2 feeds (1 day). If not better, teach
mother how to express enough breast milk before
the feed to relieve discomfort K5 .

Part of breast is painful,
swollen and red.
Temperature >38ºC
Feels ill.

MASTITIS

N
N
N
N

Encourage mother to continue breastfeeding.
Teach correct positioning and attachment K3 .
Give cloxacillin for 10 days F5 .
Reassess in 2 days. If no improvement or worse,
refer to hospital.
If mother is HIV+ let her breastfeed on the healthy
breast. Express milk from the affected breast and
discard until no fever K5 .
If severe pain, give paracetamol F4 .

N
N
N

N
N
N

NEWBORN CARE

N
N
N

N

N

T NEXT: Return to

J2

and complete the classification, then go to

J10

Assess the mother’s breasts if complaining of nipple or breast pain

J9
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Care of the newborn

J10

CARE OF THE NEWBORN
Use this chart for care of all babies until discharge.

CARE AND MONITORING

RESPOND TO ABNORMAL FINDINGS
N

If the baby is in a cot, ensure baby is dressed or wrapped and covered by a blanket.
Cover the head with a hat.

N
N
N

Support exclusive breastfeeding on demand day and night.
Ask the mother to alert you if breastfeeding difficulty.
Assess breastfeeding in every baby before planning for discharge.
DO NOT discharge if baby is not yet feeding well.

N

If mother reports breastfeeding difficulty, assess breastfeeding and help the mother with positioning
and attachment J3

Teach the mother how to care for the baby.
¡ Keep the baby warm K9
¡ Give cord care K10
¡ Ensure hygiene K10 .
DO NOT expose the baby in direct sun.
DO NOT put the baby on any cold surface.
DO NOT bath the baby before 6 hours.

N
N

If the mother is unable to take care of the baby, provide care or teach the companion K9-K10
Wash hands before and after handling the baby.

N

If feet are cold:
¡ Teach the mother to put the baby skin-to-skin K13 .
¡ Reassess in 1 hour; if feet still cold, measure temperature and re-warm the baby K9 .
If bleeding from cord, check if tie is loose and retie the cord.
If other bleeding, assess the baby immediately J2-J7 .
If breathing difficulty or mother reports any other abnormality, examine the baby as on J2-J7 .

N
N
N

Ensure the room is warm (not less than 25ºC and no draught).
Keep the baby in the room with the mother, in her bed or within easy reach.
Let the mother and baby sleep under a bednet.

N

N

Ask the mother and companion to watch the baby and alert you if
¡ Feet cold
¡ Breathing difficulty: grunting, fast or slow breathing, chest in-drawing
¡ Any bleeding.

N

Give prescribed treatments according to the schedule

N

Examine every baby before planning to discharge mother and baby
DO NOT discharge before baby is 12 hours old.

N
N
N

K12 .
J2-J9

T NEXT: Additional care of a small baby (or twin)

.

ADDITIONAL CARE OF A SMALL BABY (OR TWIN)
Use this chart for additional care of a small baby: preterm, 1-2 months early or weighing 1500g-<2500g. Refer to hospital a very small baby: >2 months early, weighing <1500g

CARE AND MONITORING
N
N

Plan to keep the small baby longer before discharging.
Allow visits to the mother and baby.

N

Give special support for breastfeeding the small baby (or twins) K4 :
¡ Encourage the mother to breastfeed every 2-3 hours.
¡ Assess breastfeeding daily: attachment, suckling, duration and frequency of feeds, and baby
satisfaction with the feed J4 K6 .
¡ If alternative feeding method is used, assess the total daily amount of milk given.
¡ Weigh daily and assess weight gain K7 .

RESPONSE TO ABNORMAL FINDINGS

N

N

If the small baby is not suckling effectively and does not have other danger signs, consider
alternative feeding methods K5-K6 .
¡ Teach the mother how to hand express breast milk directly into the baby’s mouth K5
¡ Teach the mother to express breast milk and cup feed the baby K5-K6
¡ Determine appropriate amount for daily feeds by age K6 .
If feeding difficulty persists for 3 days, or weight loss greater than 10% of birth weight and
no other problems, refer for breastfeeding counselling and management.

Ensure additional warmth for the small baby K9 :
¡ Ensure the room is very warm (25º–28ºC).
¡ Teach the mother how to keep the small baby warm in skin-to-skin contact
¡ Provide extra blankets for mother and baby.
N Ensure hygiene K10 .
DO NOT bath the small baby. Wash as needed.
N

NEWBORN CARE

N

N

N

Assess the small baby daily:
¡ Measure temperature
¡ Assess breathing (baby must be quiet, not crying): listen for grunting; count breaths per minute,
repeat the count if >60 or <30; look for chest in-drawing
¡ Look for jaundice (first 10 days of life): first 24 hours on the abdomen, then on palms and soles.

N

N
N
N

If difficult to keep body temperature within the normal range (36.5ºC to 37.5ºC):
¡ Keep the baby in skin-to-skin contact with the mother as much as possible
¡ If body temperature below 36.5ºC persists for 2 hours despite skin-to-skin contact with mother,
assess the baby J2-J8 .
If breathing difficulty, assess the baby J2-J8 .
If jaundice, refer the baby for phototherapy.
If any maternal concern, assess the baby and respond to the mother J2-J8 .

Plan to discharge when:
¡ Breastfeeding well
¡ Gaining weight adequately on 3 consecutive days
¡ Body temperature between 36.5º and 37.5ºC on 3 consecutive days
¡ Mother able and confident in caring for the baby
¡ No maternal concerns.
Assess the baby for discharge.

N

If the mother and baby are not able to stay, ensure daily (home) visits or send to hospital.

Additional care of a small baby (twin)

J11
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Assess replacement feeding

J12

ASSESS REPLACEMENT FEEDING
If mother chose replacement feeding assess the feeding in every baby as part of the examination.
Advise the mother on how to relieve engorgement K8 . If mother is complaining of breast pain, also assess the mother’s breasts

ASK, CHECK RECORD LOOK, LISTEN, FEEL

SIGNS

Ask the mother
N What are you feeding the baby?
N How are you feeding your baby?
N Has your baby fed in the previous
hour?
N Is there any difficulty?
N How much milk is baby taking per
feed?
N Is your baby satisfied with the feed?
N Have you fed your baby any other
foods or drinks?
N Do you have any concerns?

N

If baby more than one day old:
How many times has your baby fed
in 24 hours?
N How much milk is baby taking per
day?
N How do your breasts feel?

Observe a feed
N If the baby has not fed in the
previous hour, ask the mother to
feed the baby and observe feeding
for about 5 minutes. Ask her to
prepare the feed.
Look
N Is she holding the cup to the baby’s
lips?
N Is the baby alert, opens eyes and
mouth?
N Is the baby sucking and swallowing
the milk effectively, spilling little?

N

N
N
N
N
N
N
N

N

If mother has fed in the last hour, ask
her to tell you when her baby is willing
to feed again.

N
N

J9

.

CLASSIFY

TREAT AND ADVISE

Sucking and swallowing adequate
amount of milk, spilling little.
Feeding 8 times in 24 hours on
demand day and night.

FEEDING WELL

N

Encourage the mother to continue feeding by cup on
demand K6 .

Not yet fed (first 6 hours of life).
Not fed by cup.
Not sucking and swallowing effectively,
spilling
Not feeding adequate amount per day.
Feeding less than 8 times per 24
hours.
Receiving other foods or drinks.
Several days old and inadequate
weight gain.

FEEDING DIFFICULTY

N
N
N

N

Teach the mother replacement feeding G8 .
Teach the mother cup feeding K6 .
Advise to feed more frequently, on demand, day and
night.
Advise the mother to stop feeding the baby other foods
or drinks or by bottle.
Reassess at the next feed or follow-up visit in 2 days.

Not sucking (after 6 hours of age).
Stopped feeding.

NOT ABLE TO FEED

N

Refer baby urgently to hospital K14 .

N
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COUNSEL ON BREASTFEEDING (3)
Give special support to breastfeed the small
baby (preterm and/or low birth weight)
Give special support to breastfeed twins
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Counsel on breastf
eeding (3)
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COUNSEL ON BREASTFEEDING
Givespecial suppor
t to breastfeed
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m and/orwlobir
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Givespecial suppor
t to breas
tfeed twins
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whoisnot yet breastfeeding
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ALTERNATIVE
FEEDING METHODS (1)
Express breast milk
Hand express breast milk directly into the
baby’s mouth
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ALTERNA
TIVE FEEDING METHODS
Cup feeding expressed breast milk
N
N
N
N
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star
tak
e milk into their mouth using the tongue.
N Baby
swa
llows
the milk.
N Baby
finishes feeding
henwmouth closes
hen
or not
w interested
aking
in tmore.
N If the bab
y does notetak
the calculated amount:
¡ Feed for a long
er time or feed more often
¡ Tea
ch the mother to measure
y’sthe
intake
bab
over24hours,not just at each feed.
N If mother does not express enough milk
w da
in
ys,the
or iffirst
the fe
mother cannot
stfeed
brea
at
all,use one of thewing
follofeeding options:
¡ donated heat-treated breast milk
¡ home-made or commercial
mula.for
N Feed the bab
y by cup if the mothervai
islable
not ato do so.
N Baby
is cup feeding
ell w
if required amount ofwallow
milk
ed,
isspilling
s
little,
and w
eightain
g is
maintained.
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Quantity to feed
y cup
b
N
N
N
N
N

Startwith 80 ml/kgy bod
w
eight peryda
for y
da1.Increase total
olume
v yb10-20
ml/kg per y,da
until bab
y tak
es 150 ml
/kg/day
. See table belo
w.
Divide total into 8 Gi
feeds.
veevery2-3 hours to allsma
size
orill bab
y.
Check the y’s
bab
24 hour intak
e.Size of individual feeds
yv
ary
.ma
Continue untily bab
tak
es the req
uired
quantity.
Was
h the cup with water and soap after each feed.

APPRO
XIMATE
QUA
NTITY
OTFEED BYPCU
(IN ML) EVER
Y 2-3 HOUR
S FROM BIRTH (BY
WEIGHT)
We
ight (kg) Day0
1.5-1.9
15ml
2.0-2.4
20ml
2.5+
25ml

1
2
17ml19ml
22ml25ml
28ml30ml

3
4
5
21ml 23ml
25ml
27ml 30ml
32ml
35ml 35ml
40+ml

Cup feeding expressed breast milk
Quantity to feed by cup
Signs that baby is receiving adequate amount
of milk

6
7
27ml 27+ml
35ml 35+ml
45+ml 50+ml

Signs that y
bab
is recei
ving
adequate amount of milk
N
N
N
N
N

ALTERNATIVE
FEEDING METHODS (2)

Babyis satisfiedhwit
the ed.
fe
Wei
ght loss is less than 10% in eek
the of
first
life.
w
Babygains at least 160-g in the
wing
follo
week
s or a minimum-g300
in the
first month.
Babywet
s every da
y as frequently as
y isbab
feeding
.
Baby’
s stool is changing
from dark to light
wnbro
orellow
y byday3.

WEIGH AND ASSESS WEIGHT
GAIN
Wei
gh bab
y in the first month of life

Assesseight
w ain
g

K7

Use this table for guidance
hen assessing
w
eight
w ain
g in the first month
oflife
WEIGH THE
BABY
Monthly ifthbir
w
eight nor
mal and breastfeeding
ell.Ever
w
y2e
weks if replacement feeding or
treatment with isoniazid.
N When the y
bab
is brought for examination becauseell,
not
or feeding
ill.
w
N

WEIGH THE
SMALL BABY
Ever
y da
y until 3 consecutiv
e timesaining
g
eight
w
(at least 15-g/da
y).
Week
ly until 4-6
eeks
w of eag
(reachedm).
ter

N
N

Age
1 week
2-4 weeks
1 month

Acceptable
weight
loss/gain
in the first month
of life
Loss up to 10%
Gain at least 160 geek
per (at
w least
15g/day)
Gain at least 300 ge in
first
th mo
nth

Weigh baby in the first month of life
Assess weight gain
Scale maintenance

If weighing daily with
precise
a and accur
ate scale
First week
Nowe
ight loss or total
less than 10%
Afterward
daily ain
g in small babie
s at least 20
g

Scale maintenance
Daily/weekly
wei
ghing requires
recise
p and accur
ate scale (10
-g increm
ent):
¡ Calibrate it dailyding
accor
to instr
uctions.
¡ Check it for accurac
y acco
rding to instr
uctions.
Simple spring scales areise
notenough
precfor daily/
week
ly w
eighing
.

Wei
gh and assess weight gain

WEIGH AND ASSESS WEIGHT GAIN
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OTHER BREASTFEEDING SUPPORT
Give special support to the mother who is not
yet breastfeeding
Advise the mother who is not breastfeeding at
all on how to relieve engorgement
If the baby does not have a mother

(Babydied or stillbor
n,mother chose
replacement feeding)
Breasts ma
y be uncomfor
table for hile.
aw
Avoid
stimulating the breasts.
N Support
breasts withell-fitting
aw
braloth.
or Do
c not bind the breasts tightly
s this ma
a
y incr
ease
her discomfor
t.
N Apply a compress.
Wa
rmt
h is com
fortable
for some mothers,
others prefer a cold compress to
reducewel
sling.
N Tea
ch the mother to express enoughvemilk
discomfor
to relie
t.Expressing can be done
fewtimes
a
a da
yw
hen the breastsver
are
full.
oIt does not
need to be done if the mother istable.
uncomfor
It
will be less than her
yw
ould
bab tak
e and will not stimulate increased milk production.
N Relie
vepain.An analg
esic such as ibuprofen,
orparacetamolyma
be used.
Some w
omen use plant
products such as teas made
herbs,
from
or plan
ts such aswra
cabbag
e lea
vesplaced directly on
the breast to reduce
pain and
wel
sling.
N Advise
to seek care
breif
astsbecome painful,
sw
ollen,
red,if she feels ill or temperature
gre
ater than 38ºC.
N
N

Pharmacological
treatments
to reduce
milk suppl
y are no
t recomm
ended.
The abo
vemethods are
nsidered
co
more effectiv
e in the
long ter
m.

Advise when tonretur
with the baby

K14

ADVISE
WHENOTRETURN
WITH THE
BABY
D28
Formaternalvisits see schedule
on
.

Immunization visit
(If BCG,
OP
V-0 and HB-1
given
in the first
eek
wof life)

Return
Wi
thin the first
eek,w
preferably
within 2-3ys
da
Atage 6 w
eeks

Follo
w-up visits
If the problem
as:w
Feeding difficulty
Red umbilicus
Skin infection
Eyeinfection
Thrush
Mother has either
:
¡ breast eng
orgement
or
¡ mastitis.
Lowbirth
wei
ght,and either
¡ first e
wek of life or
¡ not adequately
aining
g eight
w
Lowbirth
wei
ght,and either
¡ older than eek
1 w or
¡ gainingeight
w
adequately
Orphan bab
y
INH proph
ylaxis
Tre
ated for possibleenital
congsyphilis
Mother HIV-positiv
e

K14

Advise
the mothereek
to scare for
the bab
y

Routine visits
Postnatal visit

Retur
n in
2 da
ys
2 da
ys
2 da
ys
days
2
2days
2days
2 da
ys
2 da
ys
days
2
7 da
ys
7 da
ys
14days
14
days
14 da
ys
14days

Use the counselling
eet to
sh ad
vise the mother
henwto seek
care,or w
hen to retur
n,if
the bab
y has an
y of thes
e dang
er signs:

RETURN ORTO
GO
THE HOSPIT
AL IMMEDIA
TELY
IF THE
BABY HAS
N
N
N
N
N
N
N

diffic
ulty breathing
.
convu
lsions.
feverorfeels cold.
bleeding.
diarr
hoea.
verysmall,
just bor
n.
not fe
eding at all.

GO O
T HEAL
TH CENTRE
AS Q
UICKLY
AS POSSI
BLE IF
THE BABY HAS
N
N
N
N
N
N

difficu
lty feeding
.
pus fromyes
e.
skin pustules.
yellowskin.
acord stump
hich
w is reddraining
or pus.
feeds <5imes
t
in 24 hour
s.

Refer bab
y urg
ently to hospital
After eme
rgency
treatment,
explain the need for
ralrefer
to the mother/father
.
Or
ganize safe transpor
tation.
Always
send the mothe
r with the y,bab
if possible.
Send refer
ral note with the
y. bab
N In
form
theeferr
r al centre if possible
y radi
obor telephone.
N
N
N
N

DURING TRANSPORT
ATI
ON
N
N
N
N
N

Keep th
e bab
y war
mb
y skinto-skin contact with mother or someone else.
Coverthe bab
y with a blank
et and ver
co her/his head with a cap.
Protect the bab
y from direct sunshine.
Encourage
breastfeeding during
journe
the
y.
Ifthe bab
y does not
breastfeed andney
jour
is more than urs,
3 ho
consider giving expressed breas
milkybcup K6 .

ADVISE WHEN TO RETURN
WITH THE BABY
Routine visits
Follow-up visits
Advise the mother to seek care for the baby
Refer baby urgently to hospital

ENSURE WARMTH
FOR THE
BABY
Keep the bab
y war
m

Keep a smallybab
war
m

ATBIRTH AND WITHIN
FIRST
THEHOUR(S)
N The room for the
y shoul
bab
d be war
m (not
less than 25°C) with no draught.
War
m deliv
eryroom: for the
th bir
of the bab
y the room temperature should be
nodr
25-28ºC,
aught.
N Explain to the mother
importance
the of war
mth for a small
baby.
Drybaby: immediately after
th,place
bir the bab
y on the mother’
s abdomen or onm,
a clean
war and
N After bir
th,encourage
the mothereep
to kthe bab
y in skin-to-skin contact
long as
as possible.
drysurface.
Drythe h
wole bod
y and hair thoroughly
, with a dr
y cloth.
N Advise
to use extra
othes,
cl socks and a cap,
blankets,
tokeep the bab
y war
m or hen
w the bab
y is
N Skin-to-skin contact:
vethe
Leabab
y on the mother’
s abdomen (before cord cut) or chest (after cord
not with the mother
.
cut) afterth
bir
for at least 2 hours.
Coverthe bab
y with a soft
y cloth.
dr
N Was
h or bath a ybab
in aery
v warm
room,
in war
m wate
r.After bathing
, dryimmediately and
thoroughly.
Keep the bab
y war
m after the bath.
Av
oid bathing small babies.
N If the mother cannot
eep the
k bab
y skin-to-skin because of complications,
wr
ap the bab
y in a clean,
N Check frequently
eet if
are
f war
m.If cold,
rewarm
the bab
y (seeelow).
b
dry
, warmcloth and place inCo
aver
cot.
wi
th a blank
et.Use a radiant
rme
wa
r if room not
mwar
or bab
y
small.
N Seek care if the
y’s
bab
feetremain cold after
warming
re .
N
N

SUBSEQUENTL
Y (FIRSTAY)
D
Explain to the mother
eeping
that bab
ky war
m is impor
tant for theybab
to remain hy.
healt
Dress the y
bab
or wrap in soft
y clean
dr cloth.
Coverthe head with afo
cap
r the first
w fe
da
ys,especially if
baby is small.
Ensure theybab
is dressed or wrapped
ver
ed
and
with
co a blank
et.
Keep the bab
y within easy reach of the
. Domother
not separate them
oming-in).
(ro
N If the mother and
y must
bab be separated,
ensure bab
y is dressed or
pped
wraandver
co
ed with a
blanket.
N Assess war
mthver
e y 4 hours
y touching
b
the
y’sbab
feet: if feet areus
cold
e skin-to-skin conta
ct,add
extra blank
et and reassess (see
warm
Re
the ne
wborn).
N Keep the room for the mother
y war
and
m.If bab
the room is not
m enough,
war always
cov
er the bab
y
with a blank
et and/or use skin-to-skin contact.

N

N
N

N

ATHOME
Explain to the mother that babies need
yerof
one
clothes
more
than
la other nchildre
or adults.
Keep the room tor
ofpar
the room
m,war
especially in a cold climate.
During the
y,dress
da or wrap the
y. bab
At night,
let the bab
y sleep with the mother or within easy
itate
reach
breastfeedin
to facil
g.
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ENSURE WARMTH FOR THE BABY
Keep the baby warm
Keep a small baby warm
Rewarm the baby skin-to-skin

Rewar
m the bab
y skin-to
-skin

N
N

Beforewarming
re
, remov
e the bab
y’scold clothing
.
Place thewborn
ne skin-to-skin on the mother’
s chest dressed in a pre-war
med shir
t open at the
front,
a napp
y (diaper),
hat andsocks.
Cov
er the infant on the smother’
chest
with her clothesan
and
additional (pre-war
med) blank
et.
N Check the temperatu
re e
very hour untilmal.
nor
N Keep the bab
y with
het mothe
r until the y’s
bab
bodytemperature is mal
in nor
rang
e.
N If the bab
y is small
, encourage
the mothereep
to kthe bab
y in skin-to-skin contact for as long as
possible,
dayand night
.
N Be sure the tempera
ture of the room
herewthewarming
re
takesplace is at least 25°C.
N If the bab
y’stemperature is not 36.5ºC or more
hoursafter
ofwarming
re2 , reasses
s the bab
y J2–J7.
N If refer
ral needed,
keep the bab
y in skin-to-skin position/contact with the mother or othe
accompanyin
g the bab
y.
N

N
N
N
N

Do not
put the bab
y on an
y cold or
etwsurface.
Do not
bath the bab
y at bir
th.Wai
t at least 6 hours before. bathing
Do not
swaddle – wrap too. tightly
Swaddling mak
es them cold.
Do not
leavethe bab
y in direct sun.

K9
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OTH
ER BABY CARE
Alwa
ys w
ash hands before and after taking carey.of
DOthe
NO
T bab
share supplies with other babies.

Cord care

Hygiene (washing
, bathing)

Was
h hands before and after cord care.
Put nothing on the stump.
Fold napp
y (diaper) belo
w stump.
Keep cord stump loosely
ver
ed with
co clean clothes.
If stump is soiled,
wash it with clean water and
Dry soap.
it thoroughly
with clean cloth.
J2–J7.
N If umbilicus is red or draining pus
examine
or blood,
the y
bab
and manag
e accordingly
N Explain to the mother that she should seek care ed
if the
or draining
umbilicuspus
is ror blood.

N

N
N
N
N
N
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Only remo
veblood or mecon
ium.
DO NO
T remov
e vernix.
DO NO
T bathe the bab
y until at least 6 hours
e. of ag

LATER
ANDTAHOME:

DONO
T bandage
the stump or abdomen.
DONO
T apply an
y substances or medicine to stump.
Av
oid touching the stump unnecessarily
.

N
N
N

Sleeping

Was
h the face,
neck,underar
ms dail
y.
Was
h the buttocks
henwsoiled.
Dry thor
oughly.
Bath hen
w necessar
y:
the roomrm,
isno
wa
draught

¡ Ensure

¡ Use war
m waterr fo
bathing
¡ Thoroughly
y the
dr ba
by,dress

Use the bednet
y and
da night for a sleeping
y.
bab
Let the bab
y sleep on her/his back or on the side.
N Keep the bab
y awayfrom smok
e or people smoking
.
N Keep the bab
y,especially a small
y,awa
bab
y from sick childrenlts.
or adu
N
N

and ver
co after bath.

OTH
ER BABY CARE:
N

OTHER BABY CARE

N

This section has details on breastfeeding, care of the baby,
treatments, immunization, routine and follow-up visits and urgent
referral to hospital.

N

General principles are found in the section on good care

N

If mother HIV-positive, see also

Cord care
Sleeping
Hygiene

ATBIRTH:

Use cloth ony’s
bab
bottom to collectDi
stool.
spose of the stool
as foroman’s
w
pads.Was
h hands.
DO NO
T bathe the bab
y before 6 hours old or yif is
the
cold.
bab
DO NO
T apply an
ything in they’s
bab
eyes except an antimicrobial
birth.at

SMALL BABIES UIRE
REQ MORE CAREFUL
ATTE
NTION:
N

The room mustarmer
be w
wh
en changing
, washing,
bathing and examining a small
y.
bab
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NEWBORN
RESUSCITA
TION
Startresuscitation within 1 minute
th ifofbab
bir
y is not breathing asping
or is g for breath.
Observe
universal precautions to prevent A4
infection
.

Keep the bab
y war
m
N
N
N
N

N
N
N

N
N
N
N
N

Position the head so it is slightly extended.
Suction first the mouth and then the nose.
Introduce the suction tube wborn’
into the
s mouth
ne 5-cm from
and
lips
suckhile
w withdra
wing.
Introduce the suction tube 3-cm into each nostril
hile withdra
and
wing
suck
until
w no mucus.
Repeat each suction if necessar
y but no more than twice and
than
no 20
more
seconds in total.

If still no breathing
, VENTILATE:
N
N
N
N

¡ tell

¡ check

the motherhe
that
bab
yt will probablyell.
be w

DO NO
T leavethe bab
y alone

If breathing
s than
les 30 breat
hs per minute or
severe chest in-dr
awi
ng:
N

Place mask to
ver
co
chin,mouth,
and nose.
Form
seal.
Squeeze bag attached to the mask
ers
with
orhole
w
2 fing
hand,
according to bag2size,
o
r 3 times.
Observ
e rise of chest.
Ifchest is not rising:
head
mask seal.
Squeeze bag harderhole
withhand.
w
Onceood
g seal and chest, v
rising
entilate at 40 squeezes perntil
minute
ne
wborn
ustarts
crying
or
breathing spontaneously
.

¡ reposition
N
N

Look at the chest-drawing
for in.
Count breaths per
ute.
min
If breathing more
n 30
tha
breaths per minute and
ver
e chest
no se in-dra
wing:
notentilate
v
yan
more
D19on
care as

¡ do

¡ put the bab
y in skin-to-skin contact on
s chest
mother’
and continue
¡ monitor
ver
ey 15 minutes for breathing
mth
and war

N
N
N
N

continue
entilating
v
arr
angefor immediateral
refer
explain to the mother
hat happened,
w
wh
at o
yu are doi
ng andhy
w
ven
tilate duringral
refer
record the
ven
e
t on the refer
ral for
m and bour
la
recor
d.

If no breathing
asping
or g at all
after 20 minutes
entilat
of ion
v
N
N
N

Stopentilating.The
v
baby is dea
d.
Explain to the mother
ivesupportiv
and g e careD24.
Record the
ven
e
t.
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Tre
at and immunize the baby (1)

K12

TREAT
THE BABY
Tre
at the bab
y
N
N
N

Determine
appropriate
ugs
drand dosag
e for the bab
y’swei
ght.
Tel
l the mother the reasons for giving
ug to the
the y.
bab
dr
Giveintramuscular antibioticsUs
in
ea
thigh.
ne
w syring
e and needle
or each
f
antibiotic.

TEACH
THE MO
THEROTGIVE
TREATMENT
TOTHE BABY
ATHOME
Explain carefully
w tohogiv
e the treatment.
Label and packag
e each ug
dr separately
.
Check mother’
s understanding beforeves
she
the lea
clinic.
N Demonstrate
w ho
to measure a dose.
N Wat
ch the mother practice measuring
y herself.
a dose b
N Wat
ch the mother
e the
giv first dose to the
y. bab
N

Wei
ght
1.0 - 1.4 kg
1.5 - 1.9 kg
2.0 - 2.4 kg
2.5 - 2.9 kg
3.0 - 3.4 kg
3.5 - 3.9 kg
4.0 - 4.4 kg

N

Give2 IM antibiotics (first
eek ofwlife)
N
N
N

Givefirst dose of both ampicillin
entamicin
and g IM in thigh before
err
al forref
possible
rious
se
illness,
severe umbilical infection
ver
eor
skin
se infection.
Giveboth ampicillin entamicin
and g
IM for
ys5indaasymptomatic
iesbab
classified atofrisk
infection.
Giveintramuscular antibioticsUs
in
ea
thigh.
ne
w syring
e and needle
or each
f
antibiotic.
Ampicillin IM
Dose
: 50 mg per kg
every12 hours
Add 2.5 ml sterile water
We
ight

to 500 mg vial = 200 mg/ml

1.0 — 1.4 kg
1.5 — 1.9 kg
2.0 — 2.4 kg
2.5 — 2.9 kg
3.0 — 3.4 kg
3.5 — 3.9 kg
4.0 — 4.4 kg

Gentamicin IM
Dose
: 5 mg per kg
every24 hours ifm;ter
4m
g per kg
ver
ey 24 hours if preter
m

We
ight

0.5 ml
0.7 ml
0.9 ml
1.35 ml
1.6 ml
1.85
ml
2.1 ml

0.35 ml
0.5 ml
0.6 ml
0.75 ml
0.85 ml
1.0 ml
1.1 ml

Ceftriaxone
(1st choice)
Kanamycin
(2nd choice)
Dose
: 50 mg per kg
e onc
Dose
: 25 mg per kg
e,onc
max 75 mg
250 mg per 5 ml vial=mg/ml
75 mg per 2 ml
l = via
37.5 mg/ml

1.0 - 1.4 kg
1.5 - 1.9 kg
2.0 - 2.4 kg
2.5 - 2.9 kg
3.0 - 3.4 kg
3.5 - 3.9 kg
4.0 - 4.4 kg

1ml
1.5 ml
2ml
2.5 ml
3ml
3.5 ml
4ml

0.7
ml
1 ml
1.3
ml
1.7 ml
2ml
2 ml
2ml

Tre
at local infection

Giveisoniazid (INH) ylaxis
proph towborn
ne

TEACH
MOTHER
TOTREAT
LOCAL INFECTION

If the mother is diagn
osed as ha
ving tuber
culosis and star
ted treatmen
t
less than 2 months before
livery:
de
N Give5-mg/kg isoniaz
id (INH) orally once
y for
a da
6 months (1 tablet = 200-mg).
N Delay
BCG accination
v
untiltreatment
INH
completed,
orrepeat BCG.
N Reassure the mother
itisthat
safe to breastfeed the
y. bab
N Follo
w up the bab
y every 2 e
weks,or according to national
uidelines,
gto ass
ess w
eightain.
g

N
N
N
N

Explain andwsho
ho
w the treatmenten.
is giv
Wat
ch her as sheries
carout the first treatment.
Ask her to ou
let kno
y w if the local infection
ets w
orse
g and to retur
n to the clinic
possible.
if
Tre
at for 5ys.
da

TREAT
SKIN PUSTULES OR UMBILICAL INFECTION
Do the following 3 times daily:
Was
h hands with clean water and soap.
Gently wash off pususts
andwith
cr boiled and cooled water
. and soap
N Drythe area with clean cloth.
N Pai
nt with
entian
g
violet.
N Was
h hands.
N
N

N
N
N
N

GiveBCG,OPV-0,
Hepatitis
B (HB-1)accine
v
in the
rst fie
wek ofe,
lifpreferably before discharg
e.
If un-immunized
wborn
nefirst seen 1-4
eeks
w of e,
ag
giveBCG only
.
Record on immunizat
ion car
d and child record.
Advise
whe
n to retur
n for next immunization.
Age

Vaccine

Birth< 1 week
6 weeks

BCG OPV-0 HB1
DPT OPV-1
HB-2

GiveARVmedicine towborn
ne
N

N

Givethe first dose
AR
V
ofmedic
ines to wborn
ne 8–12 hours after
th: bir
¡ GiveNevirapine
2m
g/kg once .only
¡ GiveZidovudine
4 mg/kg
ver
ey 12 hours.
If the wborn
ne spillsorvomits within 30 minutes
the
repeat
dos
e.

REASSESS IN AYS
2 D:
Assess the skin,
um
bilicus or
yes
e.
If pus or redness remains
orse,
or
refer
is wto hospital.
N If pus and redness
veimprov
ha ed,tell the mother to continue
local
treating
infection at home.
N
N

Tre
at and immunize the baby (2)

TREAT AND IMMUNIZE THE BABY (1)

Immunize the
wborn
ne

TREAT
EYE INFECTION
Do the following 6-8 times daily:
N Was
h hands with clean water and soap.
N Wetclean cloth with boiled and cooled
.
water
N Use theet
wcloth to
ently
g wash off pus from
y’sthe
eyesbab
.
N Apply 1% tetracycline
yeointment
e
in each
ye3 times
e
daily
.
N Was
h hands.

G7-G11 .

Treat the baby
Give 2 IM antibiotics (first week of life)
Give IM benzathine penicillin to baby (single
dose) if mother tested RPR positive
Give IM antibiotic for possible gonococcal eye
infection (single dose)

Benzathine
penicill
in IM
Dose:50000 nits/kg
u
once
Add 5 ml sterile water to vial
containi
ng 1.2 milli
on units
= 1.2 millio
n units/(6
ml total
olume)
v
= 200 000 units/ml

GiveIM antibiotic
for possible
onococcal
g
yee
infection
(single dose)

20 mg per 2 ml vial = 10 mg/ml

0.35 ml
0.5 ml
0.6 ml
0.75 ml
0.85 ml
1ml
1.1 ml
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GiveIM benzathine
penicill
in
to bab
y (single dose)
ifmo
ther tested RPR-posit
ive

A1-A6 .

NEWBORN RESUSCITATION
Keep the baby warm
Open the airway
If still not breathing, ventilate...
If breathing or crying, stop ventilating
If not breathing or gasping at all after 20
minutes of ventilation

If breathingryi
or
ng,cstop evntilatin
g

Clamp and cut the cord ify.necessar
Tra
nsfer the y
bab
to a y,
dr
clean and m
war
surface.
Inform
the mother that the
y has
bab
difficulty initiating breathing
youwi
lland
help
that
the ybab
to breathe.
Keep the bab
y wrapped and under a radiant heater if possible.

Open the airwa
y

Newbor
n resuscitation

Alternative
feed
ing methods (2)
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Advise
the mother
howis not breastfee
ding
at all onw
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TREAT AND IMMUNIZE THE BABY (2)
Treat local infection
Give isoniazid (INH) prophylaxis to newborn
Immunize the newborn

Breastfeeding, care, preventive measures and treatment for the newborn
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Counsel on breastfeeding (1)
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COUNSEL ON BREASTFEEDING
Counsel on importance of exclusive breastfeeding
during pregnancy and after birth

Help the mother to initiate breastfeeding
within 1 hour, when baby is ready

INCLUDE PARTNER OR OTHER FAMILY MEMBERS IF POSSIBLE

N
N

Explain to the mother that:
N Breast milk contains exactly the nutrients a baby needs
¡ is easily digested and efficiently used by the baby’s body
¡ protects a baby against infection.
N Babies should start breastfeeding within 1 hour of birth. They should not have any other food or
drink before they start to breastfeed.
N Babies should be exclusively breastfed for the first 6 months of life.
N

Breastfeeding
¡ helps baby’s development and mother/baby attachment
¡ can help delay a new pregnancy (see D27 for breastfeeding and family planning).

For counselling if mother HIV-positive, see

G7

.

After birth, let the baby rest comfortably on the mother’s chest in skin-to-skin contact.
Tell the mother to help the baby to her breast when the baby seems to be ready, usually within the
first hour. Signs of readiness to breastfeed are:
¡ baby looking around/moving
¡ mouth open
¡ searching.
N Check that position and attachment are correct at the first feed. Offer to help the mother at any time K3 .
N Let the baby release the breast by her/himself; then offer the second breast.
N If the baby does not feed in 1 hour, examine the baby J2–J9 . If healthy, leave the baby with the
mother to try later. Assess in 3 hours, or earlier if the baby is small J4 .
N If the mother is ill and unable to breastfeed, help her to express breast milk and feed the baby by
cup K6 . On day 1 express in a spoon and feed by spoon.
N If mother cannot breastfeed at all, use one of the following options:
¡ donated heat-treated breast milk.
¡ If not available, then commercial infant formula.
¡ If not available, then home-made formula from modified animal milk.
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Support exclusive breastfeeding
Keep the mother and baby together in bed or within easy reach. DO NOT separate them.
Encourage breastfeeding on demand, day and night, as long as the baby wants.
¡ A baby needs to feed day and night, 8 or more times in 24 hours from birth. Only on the first day
may a full-term baby sleep many hours after a good feed.
¡ A small baby should be encouraged to feed, day and night, at least 8 times in 24 hours from
birth.
N Help the mother whenever she wants, and especially if she is a first time or adolescent mother.
N Let baby release the breast, then offer the second breast.
N If mother must be absent, let her express breast milk and let somebody else feed the expressed
breast milk to the baby by cup.
N
N

DO NOT force the baby to take the breast.
DO NOT interrupt feed before baby wants.
DO NOT give any other feeds or water.
DO NOT use artificial teats or pacifiers.
N

Advise the mother on medication and breastfeeding
¡ Most drugs given to the mother in this guide are safe and the baby can be breastfed.
¡ If mother is taking cotrimoxazole or fansidar, monitor baby for jaundice.

Teach correct positioning and attachment
for breastfeeding
N

Show the mother how to hold her baby. She should:
¡ make sure the baby’s head and body are in a straight line
¡ make sure the baby is facing the breast, the baby’s nose is opposite her nipple
¡ hold the baby’s body close to her body
¡ support the baby’s whole body, not just the neck and shoulders

N

Show the mother how to help her baby to attach. She should:
¡ touch her baby’s lips with her nipple
¡ wait until her baby’s mouth is opened wide
¡ move her baby quickly onto her breast, aiming the infant’s lower lip well below the nipple.

Look for signs of good attachment:
¡ more of areola visible above the baby's mouth
¡ mouth wide open
¡ lower lip turned outwards
¡ baby's chin touching breast
N Look for signs of effective suckling (that is, slow, deep sucks, sometimes pausing).
N If the attachment or suckling is not good, try again. Then reassess.
N If breast engorgement, express a small amount of breast milk before starting breastfeeding to soften
nipple area so that it is easier for the baby to attach.
N

If mother is HIV-positive, see
breastfeeding.

G7

for special counselling to the mother who is HIV-positive and

If mother chose replacement feedings, see

Counsel on breastfeeding (2)

G8

.
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Counsel on breastfeeding (3)

K4

COUNSEL ON BREASTFEEDING
Give special support to breastfeed
the small baby (preterm and/or low birth weight)
COUNSEL THE MOTHER:
N Reassure the mother that she can breastfeed her small baby and she has enough milk.
N Explain that her milk is the best food for such a small baby. Feeding for her/him is even more
important than for a big baby.
N Explain how the milk’s appearance changes: milk in the first days is thick and yellow, then it
becomes thinner and whiter. Both are good for the baby.
N A small baby does not feed as well as a big baby in the first days:
¡ may tire easily and suck weakly at first
¡ may suckle for shorter periods before resting
¡ may fall asleep during feeding
¡ may have long pauses between suckling and may feed longer
¡ does not always wake up for feeds.
N Explain that breastfeeding will become easier if the baby suckles and stimulates the breast her/
himself and when the baby becomes bigger.
N Encourage skin-to-skin contact since it makes breastfeeding easier.
HELP THE MOTHER:
N Initiate breastfeeding within 1 hour of birth.
N Feed the baby every 2-3 hours. Wake the baby for feeding, even if she/he does not wake up alone,
2 hours after the last feed.
N Always start the feed with breastfeeding before offering a cup. If necessary, improve the milk flow
(let the mother express a little breast milk before attaching the baby to the breast).
N Keep the baby longer at the breast. Allow long pauses or long, slow feed. Do not interrupt feed if the
baby is still trying.
N If the baby is not yet suckling well and long enough, do whatever works better in your setting:
¡ Let the mother express breast milk into baby’s mouth K5 .
¡ Let the mother express breast milk and feed baby by cup K6 . On the first day express breast
milk into, and feed colostrum by spoon.
N Teach the mother to observe swallowing if giving expressed breast milk.
N Weigh the baby daily (if accurate and precise scales available), record and assess weight gain K7 .

Give special support to breastfeed twins
COUNSEL THE MOTHER:
N Reassure the mother that she has enough breast milk for two babies.
N Encourage her that twins may take longer to establish breastfeeding since they are frequently born
preterm and with low birth weight.
HELP THE MOTHER:
N Start feeding one baby at a time until breastfeeding is well established.
N Help the mother find the best method to feed the twins:
¡ If one is weaker, encourage her to make sure that the weaker twin gets enough milk.
¡ If necessary, she can express milk for her/him and feed her/him by cup after initial breastfeeding.
¡ Daily alternate the side each baby is offered.
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ALTERNATIVE FEEDING METHODS
Express breast milk
The mother needs clean containers to collect and store the milk.
A wide necked jug, jar, bowl or cup can be used.
N Once expressed, the milk should be stored with a well-fitting lid or cover.
N Teach the mother to express breast milk:
¡ To provide milk for the baby when she is away. To feed the baby if the baby is
small and too weak to suckle
¡ To relieve engorgement and to help baby to attach
¡ To drain the breast when she has severe mastitis or abscesses.
N Teach the mother to express her milk by herself. DO NOT do it for her.
N Teach her how to:
¡ Wash her hands thoroughly.
¡ Sit or stand comfortably and hold a clean container underneath her breast.
¡ Put her first finger and thumb on either side of the areola, behind the nipple.
¡ Press slightly inwards towards the breast between her finger and thumb.
¡ Express one side until the milk flow slows. Then express the other side.
¡ Continue alternating sides for at least 20-30 minutes.
N If milk does not flow well:
¡ Apply warm compresses.
¡ Have someone massage her back and neck before expressing.
¡ Teach the mother breast and nipple massage.
¡ Feed the baby by cup immediately. If not, store expressed milk in a cool, clean and safe place.
N If necessary, repeat the procedure to express breast milk at least 8 times in 24 hours. Express as
much as the baby would take or more, every 3 hours.
N When not breastfeeding at all, express just a little to relieve pain K5 .
N If mother is very ill, help her to express or do it for her.
N

Alternative feeding methods (1)

Hand express breast milk
directly into the baby’s mouth
N
N
N
N
N
N
N
N
N
N

Teach the mother to express breast milk.
Hold the baby in skin-to-skin contact, the mouth close to the nipple.
Express the breast until some drops of breast milk appear on the nipple.
Wait until the baby is alert and opens mouth and eyes, or stimulate the baby lightly to awaken her/
him.
Let the baby smell and lick the nipple, and attempt to suck.
Let some breast milk fall into the baby’s mouth.
Wait until the baby swallows before expressing more drops of breast milk.
After some time, when the baby has had enough, she/he will close her/his mouth and
take no more breast milk.
Ask the mother to repeat this process every 1-2 hours if the baby is very small
(or every 2-3 hours if the baby is not very small).
Be flexible at each feed, but make sure the intake is adequate by checking daily weight gain.

K5
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Alternative feeding methods (2)
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ALTERNATIVE FEEDING METHODS
Cup feeding expressed breast milk

Quantity to feed by cup

Teach the mother to feed the baby with a cup. Do not feed the baby yourself. The mother should:
Measure the quantity of milk in the cup
Hold the baby sitting semi-upright on her lap
Hold the cup of milk to the baby’s lips:
¡ rest cup lightly on lower lip
¡ touch edge of cup to outer part of upper lip
¡ tip cup so that milk just reaches the baby’s lips
¡ but do not pour the milk into the baby’s mouth.
N Baby becomes alert, opens mouth and eyes, and starts to feed.
N The baby will suck the milk, spilling some.
N Small babies will start to take milk into their mouth using the tongue.
N Baby swallows the milk.
N Baby finishes feeding when mouth closes or when not interested in taking more.
N If the baby does not take the calculated amount:
¡ Feed for a longer time or feed more often
¡ Teach the mother to measure the baby’s intake over 24 hours, not just at each feed.
N If mother does not express enough milk in the first few days, or if the mother cannot breastfeed at
all, use one of the following feeding options:
¡ donated heat-treated breast milk
¡ home-made or commercial formula.
N Feed the baby by cup if the mother is not available to do so.
N Baby is cup feeding well if required amount of milk is swallowed, spilling little, and weight gain is
maintained.

N

N
N
N
N

N
N
N
N

Start with 80 ml/kg body weight per day for day 1. Increase total volume by 10-20 ml/kg per day,
until baby takes 150 ml/kg/day. See table below.
Divide total into 8 feeds. Give every 2-3 hours to a small size or ill baby.
Check the baby’s 24 hour intake. Size of individual feeds may vary.
Continue until baby takes the required quantity.
Wash the cup with water and soap after each feed.

APPROXIMATE QUANTITY TO FEED BY CUP (IN ML) EVERY 2-3 HOURS FROM BIRTH (BY WEIGHT)
Weight (kg)
1.5-1.9
2.0-2.4
2.5+

Day 0
15ml
20ml
25ml

1
17ml
22ml
28ml

2
19ml
25ml
30ml

3
21ml
27ml
35ml

4
23ml
30ml
35ml

5
25ml
32ml
40+ml

6
27ml
35ml
45+ml

7
27+ml
35+ml
50+ml

Signs that baby is receiving
adequate amount of milk
N
N
N
N
N

Baby is satisfied with the feed.
Weight loss is less than 10% in the first week of life.
Baby gains at least 160-g in the following weeks or a minimum 300-g in the first month.
Baby wets every day as frequently as baby is feeding.
Baby’s stool is changing from dark to light brown or yellow by day 3.
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WEIGH AND ASSESS WEIGHT GAIN
Weigh baby in the first month of life

Assess weight gain
Use this table for guidance when assessing weight gain in the first month of life

WEIGH THE BABY
N Monthly if birth weight normal and breastfeeding well. Every 2 weeks if replacement feeding or
treatment with isoniazid.
N When the baby is brought for examination because not feeding well, or ill.
WEIGH THE SMALL BABY
N Every day until 3 consecutive times gaining weight (at least 15-g/day).
N Weekly until 4-6 weeks of age (reached term).

Age
1 week
2-4 weeks
1 month

Acceptable weight loss/gain in the first month of life
Loss up to 10%
Gain at least 160 g per week (at least 15 g/day)
Gain at least 300 g in the first month

If weighing daily with a precise and accurate scale
First week
No weight loss or total less than 10%
Afterward
daily gain in small babies at least 20 g

Scale maintenance
Daily/weekly weighing requires precise and accurate scale (10-g increment):
¡ Calibrate it daily according to instructions.
¡ Check it for accuracy according to instructions.
Simple spring scales are not precise enough for daily/weekly weighing.

Weigh and assess weight gain
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Other breastfeeding support
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OTHER BREASTFEEDING SUPPORT
Give special support to the mother
who is not yet breastfeeding

Advise the mother who is not breastfeeding
at all on how to relieve engorgement

(Mother or baby ill, or baby too small to suckle)
N Teach the mother to express breast milk K5 . Help her if necessary.
N Use the milk to feed the baby by cup.
N If mother and baby are separated, help the mother to see the baby or inform her about the baby’s
condition at least twice daily.
N If the baby was referred to another institution, ensure the baby gets the mother’s expressed breast
milk if possible.
N Encourage the mother to breastfeed when she or the baby recovers.

(Baby died or stillborn, mother chose replacement feeding)
N Breasts may be uncomfortable for a while.
N Avoid stimulating the breasts.
N Support breasts with a well-fitting bra or cloth. Do not bind the breasts tightly as this may increase
her discomfort.
N Apply a compress. Warmth is comfortable for some mothers, others prefer a cold compress to
reduce swelling.
N Teach the mother to express enough milk to relieve discomfort. Expressing can be done a few times
a day when the breasts are overfull. It does not need to be done if the mother is uncomfortable. It
will be less than her baby would take and will not stimulate increased milk production.
N Relieve pain. An analgesic such as ibuprofen, or paracetamol may be used. Some women use plant
products such as teas made from herbs, or plants such as raw cabbage leaves placed directly on
the breast to reduce pain and swelling.
N Advise to seek care if breasts become painful, swollen, red, if she feels ill or temperature greater than 38ºC.

If the baby does not have a mother
N
N
N

Give donated heat treated breast milk or home-based or commercial formula by cup.
Teach the carer how to prepare milk and feed the baby K6 .
Follow up in 2 weeks; weigh and assess weight gain.

Pharmacological treatments to reduce milk supply are not recommended.
The above methods are considered more effective in the long term.
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ENSURE WARMTH FOR THE BABY
Keep the baby warm

Keep a small baby warm

AT BIRTH AND WITHIN THE FIRST HOUR(S)
N Warm delivery room: for the birth of the baby the room temperature should be 25-28ºC, no draught.
N Dry baby: immediately after birth, place the baby on the mother’s abdomen or on a warm, clean and
dry surface. Dry the whole body and hair thoroughly, with a dry cloth.
N Skin-to-skin contact: Leave the baby on the mother’s abdomen (before cord cut) or chest (after cord
cut) after birth for at least 2 hours. Cover the baby with a soft dry cloth.
N If the mother cannot keep the baby skin-to-skin because of complications, wrap the baby in a clean,
dry, warm cloth and place in a cot. Cover with a blanket. Use a radiant warmer if room not warm or baby
small.

N
N
N
N

SUBSEQUENTLY (FIRST DAY)
N Explain to the mother that keeping baby warm is important for the baby to remain healthy.
N Dress the baby or wrap in soft dry clean cloth. Cover the head with a cap for the first few days, especially if
baby is small.
N Ensure the baby is dressed or wrapped and covered with a blanket.
N Keep the baby within easy reach of the mother. Do not separate them (rooming-in).
N If the mother and baby must be separated, ensure baby is dressed or wrapped and covered with a
blanket.
N Assess warmth every 4 hours by touching the baby’s feet: if feet are cold use skin-to-skin contact, add
extra blanket and reassess (see Rewarm the newborn).
N Keep the room for the mother and baby warm. If the room is not warm enough, always cover the baby
with a blanket and/or use skin-to-skin contact.

Rewarm the baby skin-to-skin

AT HOME
N Explain to the mother that babies need one more layer of clothes than other children or adults.
N Keep the room or part of the room warm, especially in a cold climate.
N During the day, dress or wrap the baby.
N At night, let the baby sleep with the mother or within easy reach to facilitate breastfeeding.

N
N
N

N
N
N
N
N
N
N
N
N

The room for the baby should be warm (not less than 25°C) with no draught.
Explain to the mother the importance of warmth for a small baby.
After birth, encourage the mother to keep the baby in skin-to-skin contact as long as possible.
Advise to use extra clothes, socks and a cap, blankets, to keep the baby warm or when the baby is
not with the mother.
Wash or bath a baby in a very warm room, in warm water. After bathing, dry immediately and
thoroughly. Keep the baby warm after the bath. Avoid bathing small babies.
Check frequently if feet are warm. If cold, rewarm the baby (see below).
Seek care if the baby’s feet remain cold after rewarming.

Before rewarming, remove the baby’s cold clothing.
Place the newborn skin-to-skin on the mother’s chest dressed in a pre-warmed shirt open at the
front, a nappy (diaper), hat and socks.
Cover the infant on the mother’s chest with her clothes and an additional (pre-warmed) blanket.
Check the temperature every hour until normal.
Keep the baby with the mother until the baby’s body temperature is in normal range.
If the baby is small, encourage the mother to keep the baby in skin-to-skin contact for as long as
possible, day and night.
Be sure the temperature of the room where the rewarming takes place is at least 25°C.
If the baby’s temperature is not 36.5ºC or more after 2 hours of rewarming, reassess the baby J2–J7 .
If referral needed, keep the baby in skin-to-skin position/contact with the mother or other person
accompanying the baby.

Do not put the baby on any cold or wet surface.
Do not bath the baby at birth. Wait at least 6 hours before bathing.
Do not swaddle – wrap too tightly. Swaddling makes them cold.
Do not leave the baby in direct sun.

Ensure warmth for the baby
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K10

OTHER BABY CARE
Always wash hands before and after taking care of the baby. DO NOT share supplies with other babies.

Cord care
N
N
N
N
N
N
N

Wash hands before and after cord care.
Put nothing on the stump.
Fold nappy (diaper) below stump.
Keep cord stump loosely covered with clean clothes.
If stump is soiled, wash it with clean water and soap. Dry it thoroughly with clean cloth.
If umbilicus is red or draining pus or blood, examine the baby and manage accordingly J2–J7 .
Explain to the mother that she should seek care if the umbilicus is red or draining pus or blood.
DO NOT bandage the stump or abdomen.
DO NOT apply any substances or medicine to stump.
Avoid touching the stump unnecessarily.

Sleeping
N
N
N
N

Use the bednet day and night for a sleeping baby.
Let the baby sleep on her/his back or on the side.
Keep the baby away from smoke or people smoking.
Keep the baby, especially a small baby, away from sick children or adults.

Hygiene (washing, bathing)
AT BIRTH:
N

Only remove blood or meconium.
DO NOT remove vernix.
DO NOT bathe the baby until at least 6 hours of age.

LATER AND AT HOME:
N
N
N

Wash the face, neck, underarms daily.
Wash the buttocks when soiled. Dry thoroughly.
Bath when necessary:
¡ Ensure the room is warm, no draught
¡ Use warm water for bathing
¡ Thoroughly dry the baby, dress and cover after bath.

OTHER BABY CARE:
N

Use cloth on baby’s bottom to collect stool. Dispose of the stool as for woman’s pads. Wash hands.
DO NOT bathe the baby before 6 hours old or if the baby is cold.
DO NOT apply anything in the baby’s eyes except an antimicrobial at birth.

SMALL BABIES REQUIRE MORE CAREFUL ATTENTION:
N

The room must be warmer when changing, washing, bathing and examining a small baby.

BREASTFEEDING, CARE, PREVENTIVE MEASURES AND TREATMENT FOR THE NEWBORN

NEWBORN RESUSCITATION
Start resuscitation within 1 minute of birth if baby is not breathing or is gasping for breath.
Observe universal precautions to prevent infection A4 .

Keep the baby warm
N
N
N
N

Clamp and cut the cord if necessary.
Transfer the baby to a dry, clean and warm surface.
Inform the mother that the baby has difficulty initiating breathing and that you will help the baby to breathe.
Keep the baby wrapped and under a radiant heater if possible.

If breathing or crying, stop ventilating
N
N
N

Open the airway
N
N
N
N
N

Position the head so it is slightly extended.
Suction first the mouth and then the nose.
Introduce the suction tube into the newborn’s mouth 5-cm from lips and suck while withdrawing.
Introduce the suction tube 3-cm into each nostril and suck while withdrawing until no mucus.
Repeat each suction if necessary but no more than twice and no more than 20 seconds in total.

If still no breathing, VENTILATE:
Place mask to cover chin, mouth, and nose.
Form seal.
Squeeze bag attached to the mask with 2 fingers or whole hand, according to bag size, 2 or 3 times.
Observe rise of chest. If chest is not rising:
¡ reposition head
¡ check mask seal.
N Squeeze bag harder with whole hand.
N Once good seal and chest rising, ventilate at 40 squeezes per minute until newborn starts crying or
breathing spontaneously.
N
N
N
N

Newborn resuscitation

Look at the chest for in-drawing.
Count breaths per minute.
If breathing more than 30 breaths per minute and no severe chest in-drawing:
¡ do not ventilate any more
¡ put the baby in skin-to-skin contact on mother’s chest and continue care as on
¡ monitor every 15 minutes for breathing and warmth
¡ tell the mother that the baby will probably be well.

D19

DO NOT leave the baby alone

If breathing less than 30 breaths per minute or
severe chest in-drawing:
N
N
N
N
N

continue ventilating
arrange for immediate referral
explain to the mother what happened, what you are doing and why
ventilate during referral
record the event on the referral form and labour record.

If no breathing or gasping at all
after 20 minutes of ventilation
N
N
N

Stop ventilating.The baby is dead.
Explain to the mother and give supportive care
Record the event.

D24 .
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Treat and immunize the baby (1)
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TREAT THE BABY
Treat the baby
N
N
N

Give IM benzathine penicillin
to baby (single dose) if mother tested RPR-positive

Determine appropriate drugs and dosage for the baby’s weight.
Tell the mother the reasons for giving the drug to the baby.
Give intramuscular antibiotics in thigh. Use a new syringe and needle for each antibiotic.

Give 2 IM antibiotics (first week of life)
N
N
N

Give first dose of both ampicillin and gentamicin IM in thigh before referral for possible serious
illness, severe umbilical infection or severe skin infection.
Give both ampicillin and gentamicin IM for 5 days in asymptomatic babies classified at risk of
infection.
Give intramuscular antibiotics in thigh. Use a new syringe and needle for each antibiotic.

Weight

1.0 — 1.4 kg
1.5 — 1.9 kg
2.0 — 2.4 kg
2.5 — 2.9 kg
3.0 — 3.4 kg
3.5 — 3.9 kg
4.0 — 4.4 kg

Ampicillin IM
Dose: 50 mg per kg
every 12 hours
Add 2.5 ml sterile water

Gentamicin IM
Dose: 5 mg per kg
every 24 hours if term;
4 mg per kg every 24 hours if preterm

to 500 mg vial = 200 mg/ml

20 mg per 2 ml vial = 10 mg/ml

0.35 ml
0.5 ml
0.6 ml
0.75 ml
0.85 ml
1 ml
1.1 ml

0.5 ml
0.7 ml
0.9 ml
1.35 ml
1.6 ml
1.85 ml
2.1 ml

Weight
1.0 - 1.4 kg
1.5 - 1.9 kg
2.0 - 2.4 kg
2.5 - 2.9 kg
3.0 - 3.4 kg
3.5 - 3.9 kg
4.0 - 4.4 kg

Benzathine penicillin IM
Dose: 50 000 units/kg once
Add 5 ml sterile water to vial
containing 1.2 million units
= 1.2 million units/(6ml total volume)
= 200 000 units/ml

0.35 ml
0.5 ml
0.6 ml
0.75 ml
0.85 ml
1.0 ml
1.1 ml

Give IM antibiotic for possible gonococcal eye infection
(single dose)
Weight

1.0 - 1.4 kg
1.5 - 1.9 kg
2.0 - 2.4 kg
2.5 - 2.9 kg
3.0 - 3.4 kg
3.5 - 3.9 kg
4.0 - 4.4 kg

Ceftriaxone (1st choice)
Dose: 50 mg per kg once
250 mg per 5 ml vial=mg/ml

Kanamycin (2nd choice)
Dose: 25 mg per kg once, max 75 mg
75 mg per 2 ml vial = 37.5 mg/ml

1 ml
1.5 ml
2 ml
2.5 ml
3 ml
3.5 ml
4 ml

0.7 ml
1 ml
1.3 ml
1.7 ml
2 ml
2 ml
2 ml

BREASTFEEDING, CARE, PREVENTIVE MEASURES AND TREATMENT FOR THE NEWBORN

Teach the mother to give treatment to the baby at home
N
N
N
N
N

Explain carefully how to give the treatment. Label and package each drug separately.
Check mother’s understanding before she leaves the clinic.
Demonstrate how to measure a dose.
Watch the mother practice measuring a dose by herself.
Watch the mother give the first dose to the baby.

Treat local infection
TEACH MOTHER TO TREAT LOCAL INFECTION
N
N
N
N

Explain and show how the treatment is given.
Watch her as she carries out the first treatment.
Ask her to let you know if the local infection gets worse and to return to the clinic if possible.
Treat for 5 days.

Give isoniazid (INH) prophylaxis to newborn
If the mother is diagnosed as having tuberculosis and started treatment
less than 2 months before delivery:
N Give 5-mg/kg isoniazid (INH) orally once a day for 6 months (1 tablet = 200-mg).
N Delay BCG vaccination until INH treatment completed, or repeat BCG.
N Reassure the mother that it is safe to breastfeed the baby.
N Follow up the baby every 2 weeks, or according to national guidelines, to assess weight gain.

Immunize the newborn
N
N
N
N

TREAT SKIN PUSTULES OR UMBILICAL INFECTION
Do the following 3 times daily:
N Wash hands with clean water and soap.
N Gently wash off pus and crusts with boiled and cooled water and soap.
N Dry the area with clean cloth.
N Paint with gentian violet.
N Wash hands.

TREAT EYE INFECTION
Do the following 6-8 times daily:
N Wash hands with clean water and soap.
N Wet clean cloth with boiled and cooled water.
N Use the wet cloth to gently wash off pus from the baby’s eyes.
N Apply 1% tetracycline eye ointment in each eye 3 times daily.
N Wash hands.

Assess the skin, umbilicus or eyes.
If pus or redness remains or is worse, refer to hospital.
If pus and redness have improved, tell the mother to continue treating local infection at home.

Treat and immunize the baby (2)

Age

Vaccine

Birth < 1 week
6 weeks

BCG OPV-0 HB1
DPT OPV-1 HB-2

Give ARV medicine to newborn
N

N

Give the first dose of ARV medicines to newborn 8–12 hours after birth:
¡ Give Nevirapine 2 mg/kg once only.
¡ Give Zidovudine 4 mg/kg every 12 hours.
If the newborn spills or vomits within 30 minutes repeat the dose.

Teach mother to give oral ARV medicines at home
N

REASSESS IN 2 DAYS:
N
N
N

Give BCG, OPV-0, Hepatitis B (HB-1) vaccine in the first week of life, preferably before discharge.
If un-immunized newborn first seen 1-4 weeks of age, give BCG only.
Record on immunization card and child record.
Advise when to return for next immunization.

N
N
N

Explain and show how the medicine is given.
¡ Wash hands.
¡ Demonstrate how to measure the dose on the spoon.
¡ Begin feeding the baby by cup.
¡ Give medicine by spoon before the end of the feed.
¡ Complete the feed.
Watch her as she carries out the next treatment.
Explain to the mother that she should watch her baby after giving a dose of Zidovudine. If baby
vomits or spills within 30 minutes, she should repeat the dose.
Give Zidovudine every 12 hours for 7 days.

K13
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Advise when to return with the baby

K14

ADVISE WHEN TO RETURN WITH THE BABY
For maternal visits see schedule on

D28 .

Advise the mother to seek care for the baby

Routine visits
Postnatal visit
Immunization visit
(If BCG, OPV-0 and HB-1
given in the first week of life)

Return
Within the first week, preferably
within 2-3 days
At age 6 weeks

RETURN OR GO TO THE HOSPITAL IMMEDIATELY IF THE BABY HAS
N
N
N
N
N
N
N

Follow-up visits
If the problem was:
Feeding difficulty
Red umbilicus
Skin infection
Eye infection
Thrush
Mother has either:
¡ breast engorgement or
¡ mastitis.
Low birth weight, and either
¡ first week of life or
¡ not adequately gaining weight
Low birth weight, and either
¡ older than 1 week or
¡ gaining weight adequately
Orphan baby
INH prophylaxis
Treated for possible congenital syphilis
Mother HIV-positive

Use the counselling sheet to advise the mother when to seek care, or when to return, if
the baby has any of these danger signs:

Return in
2 days
2 days
2 days
2 days
2 days
2 days
2 days
2 days
2 days
7 days
7 days
14 days
14 days
14 days
14 days

difficulty breathing.
convulsions.
fever or feels cold.
bleeding.
diarrhoea.
very small, just born.
not feeding at all.

GO TO HEALTH CENTRE AS QUICKLY AS POSSIBLE IF THE BABY HAS
N
N
N
N
N
N

difficulty feeding.
pus from eyes.
skin pustules.
yellow skin.
a cord stump which is red or draining pus.
feeds <5 times in 24 hours.

Refer baby urgently to hospital
N
N
N
N
N

After emergency treatment, explain the need for referral to the mother/father.
Organize safe transportation.
Always send the mother with the baby, if possible.
Send referral note with the baby.
Inform the referral centre if possible by radio or telephone.

DURING TRANSPORTATION
N
N
N
N
N

Keep the baby warm by skin-to-skin contact with mother or someone else.
Cover the baby with a blanket and cover her/his head with a cap.
Protect the baby from direct sunshine.
Encourage breastfeeding during the journey.
If the baby does not breastfeed and journey is more than 3 hours, consider giving expressed breast
milk by cup K6 .

EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS
EQUIPMENT
, SUPPLIES,
DRUGS AND
LABORA
TOR
Y TESTS

Equipment,
supplies,
drugs
and tests for pregnancy and
artum
postp
care

L2

EQUIPMENT
, SUPPLIES,
DRUGS AND TESTS
FOR OUTINE
R
AND
EMERGENCY PREGNANCY
AND POSTP
ARTUM CARE
War
m and clean room
N
N
N

Examination table or bed with clean linen
Light source
Heat source

Hand washing
N
N
N
N

Clean water supply
Soap
Nail br
ush or stick
Clean to
wel
s

Was
te
N
N
N

Bucketfor soiled pads wabs
and s
Receptacle for soiled linens
Container for sharps disposal

Equipment
N
N
N
N

Supplies
N

N
N
N
N
N
N
N

Sterilization
Instrument
sterilizer
N Ja
r for forceps
N

Miscellaneous
Wa
ll clock
To
rch with extra batteries and bulb
Log book
N Records
N Refrigerator
N
N
N

N
N
N

Gloves
:
¡ utility
¡ sterile or highly disinfected
¡ long sterile for manual
valremo
ofplacenta
Ur
inary
catheter
Syringes
and needles
IVtubing
Suture material for tear or episiotomy repair
An
tiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)
Swabs
Bleach (chlorine base compound)
Impregnated bednet
Condoms

Tes
ts
N
N
N
N
N

RPR testing kit
Proteinuria sticks
Container for catching urine
HIV testing kitypes)
(2 t
Haemoglobin testing kit

Disposable deliv
erykit
N
N
N

Plastic sheet to place under mother
Cord ties (sterile)
Sterile blade

EQUIPMENT
, SUPPLIES,
SUPPLIESDR
AND
UGS
DRUGS
AND
LABORA
TOR
Y TESTS
EQUIPMENT
, SUPPLIES,
DRUGS AND
LABORA
TOR
Y TESTS

N
N
N
N
N
N
N

Wo
rk surface for resuscitation
wborn
of
near
ne deliv
erybeds
Light source
Heat source
Room ther
mometer

N

N

Clean water supply
Soap
Nail br
ush or stick
Clean to
wel
s

Deliver
y instr
uments (sterile)
N
N
N
N
N
N

N

Container for sharps disposal
Receptacle for soiled linens
Bucketfor soiled pads wabs
and s
N Bo
wl and plastic bag for placenta

Sterilization
N
N

Instrument
sterilizer
Jar for forceps

Miscellaneous
N
N
N

Wa
ll clock
To
rch with extra batteries and bulb
Log book

Scissors
Needle holder
Arteryforceps or clamp
Dissecting forceps
Spongeforceps
Vaginal speculum

Supplies

Was
te
N
N
N

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Gloves:
¡ utility
¡ sterile or highly disinfected
¡ long sterile for manual
valremo
ofplacenta
¡ Long plastic apron
Ur
inary
catheter
Syringes
and needles
IVtubing
Suture material for tear or episiotomy repair
An
tiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)
Swabs
Bleach (chlorine-base
compound)
Clean (plastic) sheetce
to under
pla mother
Sanitary
pads
Clean to
wel
s for ying
dr and wrapping y
the bab
Cord ties (sterile)
Blanket
for the bab
y
Babyfeeding cup
Impregna
ted bednet

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

LABORATORY TESTS (1)

Vac
cine
N
N
N

BCG
OP
V
Hepatitis
B

Contracept
ives
(seeDecision-making
tool for family planning
rsand
provide
clients
)

Tes
t
N
N
N

RPR test
ing kits
HIV testing kits (2 types)
Haemoglobin testing kit

Laborator
y tests (1)

L4

LABORA
TOR
Y TESTS
Check haemoglobin

N

N

N
N

N

Check urine for protein
Check haemoglobin

Drawblood withnge
syri
and needl
e or a erile
st lancet.
Insertbelow
instructions
for meth
od used ally.
loc

____________________________________________________________________
____________________________________________________________________

DIPSTICK METHOD
N
N
N
N

Dip coated end of paper dipstick in urine sample.
Shakeoff excess
y tapping
b
ainst
ag side of container
.
Wa
it specified time (see dipstick
uctions).
instr
Compare with colour
t on
char
label.
Co
lours rang
e fromellow
y (negativ
e) through
ellow-g
y reen and
gre
en-blue for positiv
e.

BOILING METHOD
N
N

Put urine in test tube and boilBo
top
iledhalf.
par
t ma
y become cloud
y.After boilingwallo
the test
tube to stand.
Athick precipitate at the bottom of the tube
rotein.
indicates p
Add 2-3 drops of 2-3% acetic acid after boiling
venifthe
urine
urine
is not
(e cloud
y)
¡ Ifthe urine remainsy,cloud
protein is present in the urine.
¡ Ifcloudy
urine becomes, clear
protein is not present.
¡ Ifboiled urine was noty cloud
to begin with,
but becomes cloud
yw
hen acetic acid is added,
protein is present.

Per
form
rapid plasmareagin (RPR)syphilis
test for
EQUIPMENT
, SUPPLIES,
SUPPLIESDR
AND
UGS
DRUGS
AND
LABORA
TOR
Y TESTS

L4

Ox
yto
cin
Ergom
etrine
Ma
gnesium sulphate
Calcium gluconate
Diazepa
m
Hy
dralazine
Am
pici
llin
Gentamicin
Me
tronidazole
Benzathine penicillin
Lignocaine
Adrenaline
Ringerlactate
Norma
l saline 0.9%
Wa
ter for injection
Ey
e anti
microbial (1%ersilv
nitrate or 2.5%
vidone
poiodine)
Te
tracycline 1%
yeointment
e
Vitamin A
Izoniazid
Nevirapine (adult,
infant)
Zidovudine
(AZT) (adult,
infant)
Lamivudine
(3TC)

L3

Label a clean container
.
Givewom
an the clean container andhere
explain
she w
can urinate.
Te
ach w
oman ho
w to collect a clean-catch urine
Ask
sample.
her to:
¡ Clean vulv
a with water
¡ Spread labia with
ers
fing
¡ Ur
inate freely (urine should not
verdribble
vulva;thiso will
uin
r sample)
¡ Catch the middle
t of
par
the stream of urine inRe
the
mov
e
cup.
containerore
befurine stops.
N An
alyse urine for protein using either dipstick or boiling method.

EQUIPMENT, SUPPLIES AND DRUGS
FOR CHILDBIRTH CARE

Te
tanus toxoid

Equipment,
supplies
and
ugs
th care
Equipment,
suplies and
ugs
drdr for childbir

Check urine for protein

L3

Vac
cine
N

Drugs

Deliver
y bed: a bed that suppor
ts theoman
w
in a semi-sitting or
N Bloodpr
essure machine and stethoscope
N Bo
dythermometer
lying in a lateral position,
with remo
vable stir
rup
s (only for repairing
N Fe
tal stethoscope
the perineum or
umental
instr deliv
ery)
N Babyscale
Clean bed linen
N Self inflating bag and mask
atal
- neon
size
Curtains if more than one bed
N Mu
cusextractor with suction tube
Clean surface (fornative
alter
deliver
y position)

Hand washing
N
N

Equipment

L5

PERFORM RAPID PLASMAREA
GIN (RPR)
TEST FOR SYPHILIS

EQUIPMENT
, SUPPLIES,
DRUGS AND
LABORA
TOR
Y TESTS

EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

N

EQUIPMENT, SUPPLIES, DRUGS
AND TESTS FOR ROUTINE AND
EMERGENCY CARE

Ox
ytocin
Ergom
etrine
Ma
gnesium sulphate
Calcium gluconate
Diazepa
m
Hy
dralazine
Am
pici
llin
Gentamicin
Me
tronidazole
Benzathine penicillin
Cloxacillin
Am
oxycillin
Ceftriaxone
Tr
imethoprim + sulfamethoxazole
Clotrimazole
aginal
v pessar
y
Erythromycin
Ciprofloxacin
Te
tracycline or doxycycline
Arthemether or quinine
Chloroquine tablet
Lignocaine
Adrenaline
Ringerlactate
Norma
l saline 0.9%
Glucose 50% soluti
on
Wa
ter for injection
Paracetamol
Gentian violet
Iron/folic acid tablet
Me
bendazole
Sulphadoxine-p
yrimethamine
Nevirapine (adult,
infant)
Zidovudine
(AZT) (adult,
infant)
N La
mivudine
(3TC)
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

EQUIPMENT
, SUPPLIES AND
DRUGSFOR CHILDBIRTH CARE
War
m and clean room

L2

Drugs

Blood pressure machine
and stethoscope
Bodythermometer
Fetal stethoscope
Babyscale

N
N

Seek consent.
Explain procedure.

N

Use a sterile needle and
e.syring
Draw
up 5 ml blood from
ein.Put
a v in a clear test tube.

N

Let test tube sit 20 minutes
w ser
to
um
allo
to separate (or centrifug
e 3-5 minutes000–
at 2
3000-rpm).
In the separated sample,
serumwill be on top.

N

Use sampling pipette towwithdra
some of the
um.
ser
Tak
e care not to include
y redanblood cells from
wer
the
partof
lo the separated e.
sampl

N

Ho
ld the pipette
ertically
v overa e
t st card circle.
Squeeze teat towallo
one drop-μ(50
l) of ser
um to
fall onto a circle.
Spread the drop to fill the circle using other
a toothpick
clean spreader
or .

Interpreting results
After 8 minutes
otat
ion,
r inspect the card
ood
in light.
g Tu
rnor lif
t the card towhe
see
ther there
is clumping (react
iveresult).
Most test cards include
ativeand
neg positiv
e contr
ol circ
les for
comparison.
1. Non-reactive
(no clumping or only slight roughness)
ativefor–syphilis
Neg
2.Reactive
(highly visi
ble clumping)
ositive
- P for syphilis
3. We
akly reactive
(minimal clumping)
ositive
-P
for syphilis

N

Important:
Several
samples ma
y be tested on one Be
card.
careful not to contaminate the
remaining test
cles.
cirUse a clean spreader for
y sample.
ever Carefully label each sample with a
patient’s
name or number
.
EXAMPLEAOF
TEST
CARD
N At
tach dispensing needle toe.a
Shake
syring
antigen.*
Draw
up enough antig
en for the number of tests to be done
per (one
test).drop
1
2
3
N Ho
lding the syring
e vertically
, allowexactly one drop of
enantig
(20
-μl) to fall onto each test. sample
DO NO
T stir
.
N

LABORATORY TESTS (2)
Perform rapid plamareagin (RPR) test for
syphilis

NOTE:
Wea
kly reactiv
e can so
al be more
nely
fi ranulated
g
and difficult to see than in this illsu

Rotate the test card smoothly on the palm of the hand for 8 minutes.**
(Or rotate on a mechanical
.) rotator

* Mak
e sure antig
en was refrig
erated (not frozen) and has not expired.
** Room temperature should be 73º-85ºF (22.8º–29.3ºC).

Laborator
y suplies
tests (2)Per
fugs
orm
for test
syphilis
Equipment,
and
drrapid plasmareagin (RPR)

L5

Perform
Rapid HIV test (type of test use dependsalon
policy
the
) nation

L6

PERFORM RAPIDTEST
HIV (TYPETEST
OF USE DEPENDS
THE
ONNA
TIONAL POLI
CY)

N
N
N
N
N
N

N
N

N

Explain the procedure and seek consent according icy.
to the national pol
Use test kits recommended
y the national
b
and/or
national
inter bodies and
w follo
the instr
uctions
of the HIV rapid test selected.
Prepareour
y orksheet,
w
label the test,
and indicate the test batch
ber num
and expir
y date.
Check
that expir
y time has not lapsed.
We
ar glo
veswh
en dra
wing blood andwfollo
standard safety precautio
ns for waste disposal.
Inform
the o
wmenhen
w to retur
n to the clinic for their test
ame
results
da
y or(sthe
y will ve
hato
come ag
ain).
Drawblood for all tests at the same time, (tests
syphilis
for
and
HbHIV can often be coupled at the
same time).
¡ Use a sterile needle and
e syring
w
hen dra
wing blood from
ein.a v
¡ Use a lancethen
w doing aer
fing
prick.
Perfor
m the test follo
wing manufacturer’
s instr
uctions.
Interpret the results as peructions
the instr
of the HIV rapidcted.
test sele
¡ Ifthe first test resultative,
is neg
nofurth
er testing is done.
Record the result asative
– Neg
for HIV
.
¡ Ifthe first test result ise,positiv
perfor
m a second HIV rapid
sing
test
a different
u
test kit.
¡ Ifthe second test is alsoe,positiv
record the result ositive
as – for
P HIV
.
¡ Ifthe first test result isepositiv
and second test result
ative,
is re
neg
cord the result as
inconclusive.
Repeat the test after
eeks
6w
or refer oman
the w to hospital formatory
a confir
test.
A2 .
¡ Send the results to the health
orker
. Respect
w
confidentiality
Record all results in the logbook.

L6

LABORATORY TESTS (3)
Perform rapid test for HIV

Equipment, supplies, drugs and laboratory tests

L1

EQUIPMENT, SUPPLIES, DRUGS AND LABORATORY TESTS

Equipment, supplies, drugs and tests for pregnancy and postpartum care

L2

EQUIPMENT, SUPPLIES, DRUGS AND TESTS FOR ROUTINE AND EMERGENCY PREGNANCY AND POSTPARTUM CARE
Warm and clean room
N
N
N

Examination table or bed with clean linen
Light source
Heat source

Hand washing
N
N
N
N

Clean water supply
Soap
Nail brush or stick
Clean towels

Waste
N
N
N

Bucket for soiled pads and swabs
Receptacle for soiled linens
Container for sharps disposal

Sterilization
N
N

Instrument sterilizer
Jar for forceps

Miscellaneous
N
N
N
N
N

Wall clock
Torch with extra batteries and bulb
Log book
Records
Refrigerator

Equipment
N
N
N
N

Blood pressure machine and stethoscope
Body thermometer
Fetal stethoscope
Baby scale

Supplies
N

N
N
N
N
N
N
N
N
N
N
N

Gloves:
¡ utility
¡ sterile or highly disinfected
¡ long sterile for manual removal of placenta
Urinary catheter
Syringes and needles
IV tubing
Suture material for tear or episiotomy repair
Antiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)
Swabs
Bleach (chlorine base compound)
Impregnated bednet
Condoms
Alcohol-based handrub

Tests
N
N
N
N
N

Syphilis testing (e.g. RPR)
Proteinuria dip sticks
Container for catching urine
HIV testing kit (2 types)
Haemoglobin testing kit

Disposable delivery kit
N
N
N

Plastic sheet to place under mother
Cord ties (sterile)
Sterile blade

Drugs
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Oxytocin
Ergometrine
Magnesium sulphate
Calcium gluconate
Diazepam
Hydralazine
Ampicillin
Gentamicin
Metronidazole
Benzathine penicillin
Cloxacillin
Amoxycillin
Ceftriaxone
Trimethoprim + sulfamethoxazole
Clotrimazole vaginal pessary
Erythromycin
Ciprofloxacin
Tetracycline or doxycycline
Arthemether or quinine
Chloroquine tablet
Lignocaine
Adrenaline
Ringer lactate
Normal saline 0.9%
Glucose 50% solution
Water for injection
Paracetamol
Gentian violet
Iron/folic acid tablet
Mebendazole
Sulphadoxine-pyrimethamine
Nevirapine (adult, infant)
Zidovudine (AZT) (adult, infant)
Lamivudine (3TC)

Vaccine
N

Tetanus toxoid

EQUIPMENT, SUPPLIES AND DRUGS FOR CHILDBIRTH CARE
Warm and clean room
Equipment

EQUIPMENT, SUPPLIES
SUPPLIES,AND
DRUGS
DRUGS
AND LABORATORY TESTS

N

N
N
N
N
N
N
N

Delivery bed: a bed that supports the woman in a semi-sitting or
lying in a lateral position, with removable stirrups (only for repairing
the perineum or instrumental delivery)
Clean bed linen
Curtains if more than one bed
Clean surface (for alternative delivery position)
Work surface for resuscitation of newborn near delivery beds
Light source
Heat source
Room thermometer

Hand washing
N
N
N
N

Clean water supply
Soap
Nail brush or stick
Clean towels

N
N
N
N
N
N

Delivery instruments (sterile)
N
N
N
N
N
N

Waste
Container for sharps disposal
Receptacle for soiled linens
Bucket for soiled pads and swabs
Bowl and plastic bag for placenta

Sterilization
N
N

Instrument sterilizer
Jar for forceps

Miscellaneous
N
N
N
N
N

Wall clock
Torch with extra batteries and bulb
Log book
Records
Refrigerator

Scissors
Needle holder
Artery forceps or clamp
Dissecting forceps
Sponge forceps
Vaginal speculum

Supplies
N

N
N
N
N

Blood pressure machine and stethoscope
Body thermometer
Fetal stethoscope
Baby scale
Self inflating bag and mask - neonatal size
Mucus extractor with suction tube

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Gloves:
¡ utility
¡ sterile or highly disinfected
¡ long sterile for manual removal of placenta
¡ Long plastic apron
Urinary catheter
Syringes and needles
IV tubing
Suture material for tear or episiotomy repair
Antiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)
Swabs
Bleach (chlorine-base compound)
Clean (plastic) sheet to place under mother
Sanitary pads
Clean towels for drying and wrapping the baby
Cord ties (sterile)
Blanket for the baby
Baby feeding cup
Impregnated bednet
Alcohol-based handrub

Equipment, supplies
anddrugs
drugs for childbirth care
suplies and

Drugs
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Oxytocin
Ergometrine
Magnesium sulphate
Calcium gluconate
Diazepam
Hydralazine
Ampicillin
Gentamicin
Metronidazole
Benzathine penicillin
Lignocaine
Adrenaline
Ringer lactate
Normal saline 0.9%
Water for injection
Eye antimicrobial (1% silver nitrate or 2.5% povidone iodine)
Tetracycline 1% eye ointment
Vitamin A
Izoniazid
Nevirapine (adult, infant)
Zidovudine (AZT) (adult, infant)
Lamivudine (3TC)

Vaccine
N
N
N

BCG
OPV
Hepatitis B

Contraceptives
(see Decision-making tool for family planning providers and clients)

Test
N
N
N
N
N

Syphilis testing (e.g. RPR)
Proteinuria dip sticks
Container for catching urine
HIV testing kits (2 types)
Haemoglobin testing kit
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Laboratory tests (1)

L4

LABORATORY TESTS

Check urine for protein
N
N
N

N

Label a clean container.
Give woman the clean container and explain where she can urinate.
Teach woman how to collect a clean-catch urine sample. Ask her to:
¡ Clean vulva with water
¡ Spread labia with fingers
¡ Urinate freely (urine should not dribble over vulva; this will ruin sample)
¡ Catch the middle part of the stream of urine in the cup. Remove container before urine stops.
Analyse urine for protein using either dipstick or boiling method.

DIPSTICK METHOD
N
N
N
N

Dip coated end of paper dipstick in urine sample.
Shake off excess by tapping against side of container.
Wait specified time (see dipstick instructions).
Compare with colour chart on label. Colours range from yellow (negative) through yellow-green and
green-blue for positive.

BOILING METHOD
N
N

Put urine in test tube and boil top half. Boiled part may become cloudy. After boiling allow the test
tube to stand. A thick precipitate at the bottom of the tube indicates protein.
Add 2-3 drops of 2-3% acetic acid after boiling the urine (even if urine is not cloudy)
¡ If the urine remains cloudy, protein is present in the urine.
¡ If cloudy urine becomes clear, protein is not present.
¡ If boiled urine was not cloudy to begin with, but becomes cloudy when acetic acid is added,
protein is present.

Check haemoglobin
N
N

Draw blood with syringe and needle or a sterile lancet.
Insert below instructions for method used locally.

____________________________________________________________________
____________________________________________________________________

PERFORM RAPID PLASMAREAGIN (RPR) TEST FOR SYPHILIS

EQUIPMENT, SUPPLIES
SUPPLIES,AND
DRUGS
DRUGS
AND LABORATORY TESTS

Perform rapid plasmareagin (RPR) test for syphilis
N

Seek consent.

N

Explain procedure.

N

Use a sterile needle and syringe. Draw up 5 ml blood from a vein. Put in a clear test tube.

N

Let test tube sit 20 minutes to allow serum to separate (or centrifuge 3-5 minutes at 2000–
3000-rpm). In the separated sample, serum will be on top.

N

Use sampling pipette to withdraw some of the serum.
Take care not to include any red blood cells from the lower part of the separated sample.

N

Hold the pipette vertically over a test card circle. Squeeze teat to allow one drop (50-μl) of serum to
fall onto a circle. Spread the drop to fill the circle using a toothpick or other clean spreader.

Important: Several samples may be tested on one card. Be careful not to contaminate the
remaining test circles. Use a clean spreader for every sample. Carefully label each sample with a
patient’s name or number.
N

Attach dispensing needle to a syringe. Shake antigen.*
Draw up enough antigen for the number of tests to be done (one drop per test).

N

Holding the syringe vertically, allow exactly one drop of antigen (20-μl) to fall onto each test sample.
DO NOT stir.

N

Rotate the test card smoothly on the palm of the hand for 8 minutes.**
(Or rotate on a mechanical rotator.)

Interpreting results
After 8 minutes rotation, inspect the card in good light. Turn or lift the card to see whether there
is clumping (reactive result). Most test cards include negative and positive control circles for
comparison.
1. Non-reactive (no clumping or only slight roughness) – Negative for syphilis
2. Reactive (highly visible clumping) - Positive for syphilis
3. Weakly reactive (minimal clumping) - Positive for syphilis
N

NOTE: Weakly reactive can also be more finely granulated and difficult to see than in this illsutration.

EXAMPLE OF A TEST CARD
1

2

3

* Make sure antigen was refrigerated (not frozen) and has not expired.
** Room temperature should be 73º-85ºF (22.8º–29.3ºC).

Laboratory
(2)andPerform
Equipment,tests
suplies
drugs rapid plasmareagin (RPR) test for syphilis
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Perform Rapid HIV test
PERFORM RAPID HIV TEST (TYPE OF TEST USE DEPENDS ON THE NATIONAL POLICY)

N
N
N
N
N
N

N
N

N

Explain the procedure and seek consent according to the national policy.
Use test kits recommended by the national and/or international bodies and follow the instructions
of the HIV rapid test selected.
Prepare your worksheet, label the test, and indicate the test batch number and expiry date. Check
that expiry time has not lapsed.
Wear gloves when drawing blood and follow standard safety precautions for waste disposal.
Inform the women when to return to the clinic for their test results (same day or they will have to
come again).
Draw blood for all tests at the same time (tests for Hb, syphilis and HIV can often be coupled at the
same time).
¡ Use a sterile needle and syringe when drawing blood from a vein.
¡ Use a lancet when doing a finger prick.
Perform the test following manufacturer’s instructions.
Interpret the results as per the instructions of the HIV rapid test selected.
¡ If the first test result is negative, no further testing is done. Record the result as – Negative for HIV.
¡ If the first test result is positive, perform a second HIV rapid test using a different test kit.
¡ If the second test is also positive, record the result as – Positive for HIV.
¡ If the first test result is positive and second test result is negative, record the result as
inconclusive. Repeat the test after 6 weeks or refer the woman to hospital for a confirmatory test.
¡ Send the results to the health worker. Respect confidentiality A2 .
Record all results in the logbook.

L6

Care during pregnancy

M2

CARE DURING PREGNANCY
Visit the health
orker
wduring pregnancy

M2

CARE DURING PREGNANCY

Routine visits to the
h centre
healt

Gotothe health centre
ouifthink
y ouyare pregnant.
Itisimportant
to begin care as
ly ear
inour
y
pregnancy as possible.
N Vi
sit the health centre at least 4 times
our pregnancy
during, ey
venifyou do notve
ha
anyproblems.
The health
orker
w will tell
ouy w
hen to retur
n.
N Ifatan
y timeou
y ha
veanyconcerns
aboutour
y orour
y bab
y’shealth,
goto the healthtre.
cen
N Du
ringour
y visits to the healththe
centre,
healthorker
w will:
¡ Check our
y health and the
ress
prog
of the pregnancy
¡ Help o
yu mak
e a bir
th plan
¡ An
swe
r questions or concer
ns o
yu ma
y ha
ve
¡ Provide treatment for malaria and anaemia
¡ Giveyoua e
t tanus toxoid immunization
¡ Advise and counsel on:
¡ breastfeeding
¡ birth
spacing after ery
deliv
¡ nutrition
¡ HIV counselling and testing
¡ correct and consistent condom use
¡ laborator
y tests
¡ other matters related
ourto
and
your
y bab
y’shealth.
N Br
ing our
y home-based nal
mater
record ver
toyevisit.

Visit the health worker during pregnancy
Care for yourself during pregnancy
Routine visits to the health centre
Know the signs of labour
When to seek care on danger signs

N

1st visitBefore 4 months
2nd visit
6-7 months
3rd visit8months
4th visit9months

Know
the signs of ur
labo
If o
yu ha
veanyof theseigns,
s goto the alth
he centre as soonou
ascan.
y
If these signs conti
nue for 12 hours or yo
more,
u need too gimmedia
tely.
N Painful contraction
s every 20 minutes or
. less
N Bag of water break
s.
N Bloody
sticky discharg
e.

When to seek care on
er signs
dang
Go to the hospital orce
health
ntreimmediately,
day or nig
ht,DO NO
Tw
ait, ifany of the follo
wing signs:
N va
ginal bleeding
N convu
lsions/fits
N sever
e headaches with
red
blur
vision
N feverand tooeak
w toetg out of bed
N sever
e abdominal pain
N fast or difficult hing.
breat

Care for
ourself
y
during pregnancy
Eat more and healthierincluding
foods, more
uitsfrand
egetables,
v
beans,meat,
fish,eggs,cheese,
milk.
Ta
keiron tablets
verye da
y as explained
y the
b health
orker
w.
Rest w
hen ou
y can.
Av
oid lifting vy
hea
objects.
Sleep under a bednet treated with insecticide.
Donot tak
e medication unless prescribed at the health centre.
N Dono
t drink alcohol ore.smok
N Us
e a condomrectly
cor in
ver
ey sexual relationven
tot pre
sexuallynsmitted
tra
infection (STI) or
HIV/AIDSou
if yorour
y companion are at risk of infection.
N

Go to the healthecentr
as soon as possibl
e ifany of the
following
signs:
N fever
N abdominal pain
N wa
ter breaks andinnot
labour after 6 hours
N feel ill
N sw
ollen fing
ers,face and legs.

N
N
N
N

PREGNANCYA IS
SPECIAL
TIME.
CARE FOR
YOU
RSELF AND
OUR
Y BABY
.

INFORMATION
AND COUNSELLING SHEETS

INFORMATION
AND COUNSELLING

INFORMATION AND COUNSELLING SHEETS
Clean home deliver
y (1)

M8

CLEAN HOME DELIVER
Y
Regardless of the site of deliver
y,it is strongly recommended that all women deliver with a skilled attendant.
Fora w
oman who prefers to deliver at home the following recommendations are provided
y to
for
bea reviewed
clean home
during
deliver
antenatal
visits.care

Deliver
y at home with an attendant
N En
sure

the attendant and other family w
members
the emerg
ency
knoplan and ware
are a of dang
er
signs for
ourself
y
and
oury bab
y.
N Ar
range
for a suppor
t person to assist the attendant
y and
withou
to
y during
sta
labour and after
deliver
y.
¡ Ha
vethese supplies
anized
org for a clean
ery:
deliv
new razor blade,
3p
ieces of string about
20-cm each to tie the
and
cord,
clean cloths ver
to th
co
e bir
th place.
¡ Prepare the home and the supplies indicated
th:for a safe bir
¡ Clean,warm
birth
place with fresh air and a source of light
¡ Clean war
m blank
et to co
veryou
¡ Clean cloths:
¡ for dr
ying and wrapping y
the bab
¡ for cleaning they’s
bab
eyes
¡ touse as sanitar
y pads after
thbir
¡ todry y
our bod
y after washing
¡ for bir
th attendant ytoher
dr hands.
¡ Clean clothes ou
forto
y ear
w after deliv
ery
¡ Fresh drinking ,water
fluids and foodou
for y
¡ Bucketsof clean water and soap for
, for
washing
ou
y and the ed
skill
attendant
¡ Me
ans to heat water
¡ Th
ree bo
wls,twofor washing and one for the placenta
¡ Plastic for wrapping the placenta
¡ Bucketforou
y to urinate in.

DO NO
T bealone foreth
24 hour
s after deliv
ery
.
DO NO
T bath the bab
y on the
first da
y.

M9
Preparing an emerg
ency plan
N

INFORMATION
AND COUNSELLING SSHEET

ATEVERY
VISITOTTHE
HEALTH
CENTRE,
REVIEW AND
DISCUSSOUR
Y BIRTH PLAN.
The plan can chang
e if complications develop.

Planning forery
deliv
at home
N
N
N
N

Toplan for an emerg
ency,consider:
¡ Wh
ere should
ouyo
g?
¡ Ho
w willou
ye
gt there?
¡ Wi
ll y
ou ha
veto pa
y for transpor
t to et
g there?w
Ho
muc
h will it cost?
¡ Wh
at costs will
ou yha
veto pa
y at the
health centre?wHo
willou
y pa
y for this?
¡ Can y
ou star
t saving for these possiblew?
costs no
¡ Wh
o willogwithou
y to the health centre?
¡ Wh
o will helpcare
to for
our
y home androthe
chil
dren hile
w ou
y areway?
a

Planning forery
deliv
at the hospital
orhealth centre

INFORMATION
AND COUNSELLING SHEETS

Preparing athbir
and emergency plan

M3

Care for the mother after
th
bir

M4

CARE FOR
THE MO
THER AFTER
BIRTH
Care of the mother
N
N
N
N
N
N
N
N
N
N

Eat more and healthierinfoods,
cluding more meat,
fish,oils,coconut,
nuts,cereals,
beans,
veg
etables,
fruits,
cheese and milk.
Ta
keiron tablets as explained
y the health
b orker
w.
Rest w
hen ou
y can.
Drink plenty of clean,
safe water
.
Sleep under a bednet treated with insecticide.
Donot tak
e medication unless prescribed at the health centre.
Donot drink alcohol ore.smok
Use a condomver
inyesexual relation,
ifyou orour
y companiontare
riskaof sexually transmi
tted
infections (STI) or HIV/AIDS
.
Wa
sh allver
o daily,particularly
the perineum.
Changepad ver
e y 4 to 6 hours.
Wa
sh pad or dispose of .it safely

Fam
ily planning
N
N

PREPARING A BIRTH AND
EMERGENCY PLAN
Preparing a birth plan
Planning for delivery at home
Preparing an emergency plan
Planning for delivery at the hospital or health
centre

M4

Routine visits to the health
re cent
First w
eek afterth:
bir

____________________________________________________________________
____________________________________________________________________

Avoid
harmful
practices

Danger
signs during ery
deliv

FOR EXAMPLE:
DO NO
T use local medications to hasten
. labour
DO NO
T wait for waters to stop oing
before
to g
health facility
.
DO NO
T insertanysubstances intoagina
the v during labour oriver
after
y. del
DO NO
T push on the abdomen during labour
ery
. or deliv
DO NO
T pull on the cord toerdeliv
the placenta.
DO NO
T put ashes,
cow dung or other substance on umbilical cord/stump.

If o
yu orour
y bab
y has an
y of these signs,
goto the hos
pital or health re
cent
immedia
tely,
dayor night,
DO NO
Twait.

____________________________________________________________________
____________________________________________________________________

MOTHER
N Ifwa
ters break andnnot
labour
i
after 6 hours.
N La
bour pains (contra
ctions) continue for more than 12 hours.
N He
avybleeding (soaks more than 2-3
in 15
pads
minutes).
N Placenta not expelled
ur1afte
ho
r bir
th of bab
y.
BABY
Verysmall.
Difficulty in breathing
.
Fits.
Fever
.
Feels cold.
Bleeding.
Not able to feed.

N
N
N

Encourage
helpful traditional practices:

N

____________________________________________________________________
____________________________________________________________________

N

N
N

Routine visits to the health
re cent
N

N

Clean home deliver
y (2)

Gotothe health cen
tre orrange
ar a homesit
vi b
y a skilled attendant as soon as possible after
deliver
y,preferably within
first
the
da
ys,for the examination
ou and
of y
our
y bab
y and to receiv
e
prev
entive
measures.
Gofor a routinetpartum
pos visit at 6
eeks.
w

N

These individual sheets have key information for the mother, her
partner and family on care during pregnancy, preparing a birth
and emergency plan, clean home delivery, care for the mother
and baby after delivery, breastfeeding and care after an abortion.

CLEAN HOME DELIVERY (2)
Avoid harmful practices
Encourage helpful traditional practices
Danger signs during delivery
Routine visits to the health centre

N

Individual sheets are used so that the woman can be given
the relevant sheet at the appropriate stage of pregnancy and
childbirth.
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CARE FOR THE MOTHER
AFTER BIRTH

6w
eeks afterth:
bir

____________________________________________________________________
____________________________________________________________________

Care of the mother
Family planning
Routine visits to the health centre
When to seek care for danger signs

Yo
u can become pregnant ver
within
al w
eeks
se after deliv
eryif o
y u ha
vesexual relations and are not
breastfeeding exclusiv
ely.
Ta
lk to the health
orker
w
about choosing a family planning
hich
method
best meets
w our yand
our
y
Go to hospital orhhealt
centre
immediately
, dayor night,
DONO
T wait,if an
y of the follo
wing signs:
partner
’s needs.
N Va
ginal bleeding has
creased.
in
N Fits.
N Fast or difficult hing.
breat
N Fe
verand tooeak
w toetg out of bed.
N Sever
e headaches with
red
blur
vision.

When to seek care for
er signs
dang

Go to health centre
as soon as possibl
e ifany of the
following
signs:
N Sw
ollen,
red or tender
breasts or nipples.
N Pr
oblems urinating
, or leaking
.
N In
creased pain or ion
infect
in theineum.
per
N In
fection in the areawo
ofund.
the
N Sm
ellyaginal
v
discharg
e.

CARE AFTER AN
ORTION
AB
Self-care
N
N
N
N

INFORMATION
AND COUNSELLING SSHEET

N

Rest for awfeda
ys,especiallyou
if yfeel tired.
Changepads ver
e y 4 to 6 hours.
Was
h used pad or dispose
afely.
of Wa
it ssh perineum.
Donot ha
vesexual intercourse until bleeding stops.
Yo
u andour
y par
tner should use a condom
rectlycor
in
ver
ey act of sexual
tercourse
in
if
risk
at of STI
or HIV
.
Returnto the health
orker
was indicated.

Fam
ily planning
Remember
ouy can become pregnant asou
soon
ha
vesexual
as y relations.
Use a family planning method
ven
t an
to pre
unwanted pregnancy
.
N Ta
lk to the health
orker
w
about choosing a family planning
hich
method
best meets
w our yand
our
y
partner
’s needs.
N

Know
these dang
er signs
If o
yu ha
veanyof thesegns,
si goto the alth
he centre
immediately
, dayor night.DONO
Tw
ait:
Increased bleeding
continued
or
bleeding for
ys. 2 da
N Fe
ver
, feeling ill.
N Dizziness or fainting
.
N Ab
dominal pain.
N Backache.
N Na
usea,vom
iting.
N Fo
ul-smelling
aginal
v disch
arge.
N

INFORMATION
AND COUNSELLING SHEETS
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N

Self-care
Family planning
Know these DANGER signs
Additional support

Th
e healthorker
w can help
ouy identify persons
roups
orwho
g can pro
videou
y
with additionalort
supp
if o
y u should need it.
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Care for the baby after
th bir

M6

CARE FOR
THE BABY
AFTER BIRTH
Care of thewborn
ne

Routine visits to the health
re cent

KEEPOUR
Y
NEWB
ORN CLEAN

First week afterth:
bir

M6

____________________________________________________________________
____________________________________________________________________

Wa
sh o
yur bab
y’sface and neck.daily
Bathe her/him
henwnecessar
y.After bathing
, thoroughly
y dr
you
r bab
y and then dresseep
andher/him
k
m.
war
N Wa
sh bab
y’sbottomhen
w soiled and
y itdrthoroughly
.
N Wa
sh o
yur hands with soap and water before andour
after
bab
y,handling
especially
y after touching
her/his bottom.
N

CARE FOR
THE NEWB
ORN’S UMBILICAL CORD
N
N
N
N

Keep cord stump loosely
ver
ed co
with a clean cloth.
Fold diaper and
clothes belo
w stump.
Donot put an
ything on the stump.
Ifstump area is soiled,
wash with clean water and
Then
soap.
ydrcompletely
h wit
clean cloth.
Wa
sh o
yur hands with soap and water before and after care.

KEEPOUR
Y
NEWB
ORN WARM
N
N
N

Incold climates,
keep at least an area of the m.
room war
Newborns
need more clothing than other children or adults.
Ifcold,put a hat on the
y’sbab
head.During cold nights,
coverthe bab
y with an extraet.
blank

OTH
ER AD
VICE
N
N

Let the bab
y sleep on her/his back or side.
Keep the bab
y awayfrom smok
e.

CARE AFTER AN ABORTION

Additional suppor
t

Care after an tion
abor

CARE FOR THE BABY
AFTER BIRTH
Care of the newborn
Routine visits to the health centre
When to seek care for danger signs

At 6 weeks :

____________________________________________________________________
____________________________________________________________________
At these visits
our ybab
y wil
l be accinated.
v
Haveyour bab
y immunize
d.

When to seek care for
er signs
dang
Go to hospital orhhealt
centre
immediately
, dayor night,
DONO
Tw
ait, ifyour bab
y has an
y of the
follo
wing signs:
N Difficult breathing
N Fits
N Fe
ver
N Fe
els cold
N Bleeding
N Stops feeding
N Diarr
hoea.
Go to the health centre
as soon as possibl
e ifyour bab
y has an
y of the follo
wing signs:
N Difficulty feeding
.
N Fe
eds less than
verye 5 hours.
N Pu
s coming fromeyes.
the
N Ir
ritated cord with pus
ood.
or bl
N Ye
lloweyes or skin.

BREASTFEEDING
Breastfeeding has
y ad
man
van
tages
FOR THE
BABY
N
N

INFORMATION
AND COUNSELLING SSHEET

INFORMATION AND COUNSELLING SHEETS
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Wh
o doou
y choose to be the skilled attendant
ery? for deliv
Wh
o will suppor
t you during labour and
ery?
deliv
Wh
o will be close
y for
b at least 24 hours after
ery? deliv
N Ho
w willou
ye
gt there?
Wil
l you ha
veto pa
y for transpor
t to et
g ther
e?
Wh
o will help
ouyto care our
for yhome and other children?
N Ho
w much will it
t to
cos
deliv
er at the facility?
w will
Hoou
y pa
y forhis?
t
Or
ganize the follo
wing:
N Can y
ou star
t saving for these costs
w? no
¡ Aclean and m
war
room orner
corof a room.
N Wh
o willogwithou
y and suppo
rtyouduringlabour and deliv
ery?
¡Home-based mater
nal record.
N Wh
o will help
ouyw
hileou
y areway
a and care for
ouryhome androthe
children?
wing:
¡A clean deliv
erykit w
hich includes soap,
a stick to clean under
nails,
the
a ne
w razor bladetto cu N Bring the follo
¡ Ho
me-based mater
nal record.
the bab
y’scord,
3 pieces of string (aboutea
20
ch)cm.
to tie the
cord.
¡ Clean cloths of
ferent
dif sizes: for the
forbed,
dr
ying and wrapping y,
the
and
bab
for
ouy to use as
¡ Clean cloths of different sizes: for
for dr
the
ying
bed,
and wrapping
the bab
y,for cleaning the
sanitary
pads.
baby’seyes, and forou
y to use as sanitar
y pads.
¡ Clean clothesyou
forand the bab
y.
¡ Wa
rmcov
ers forouy and the y.
bab
¡ Food and water
ry
ofo
u and the suppor
t person.
¡ Wa
rmspot for the
thbir
with a clean surface or clean cloth.
¡ Bowls: tw
o for washing and one for the placenta.
¡ Plastic for wrapping the placenta.
¡ Bucketsof clean water and some
y to heat
wa this .water
¡ For hand
washing,
water,soap and awel
toorcloth for ying
dr hands of the
th attendant.
bir
¡ Fresh drinking ,water
fluids and food for the. mother

INFORMATION
AND COUNSELLING SSHEET

Preparing a
thbir
plan
The health
orker
w will pro
videou
y with infor
mation to help
ou prepare
y
th
a bir
plan.
Based onour
y
health condition,
the healthorker
w can mak
e sugg
estions as to
here
w itould
w be best toer.
deliv
Whether in a hospital,
health centre or at home,
itisimportant
to deliv
er with a skilled attendan
t.

CLEAN HOME DELIVERY (1)
Delivery at home with an attendant
Instructions to mother and family for a clean
and safer delivery at home

Ma
kesure there is an
a cle
deliv
erysurface for the
th bir
of the bab
y.
Ask the attendant
to wash her hands before ou
touching
or the yy.
bab
The nails of the attendant
should be shor
t and ean.
cl
N Wh
en the bab
y is bor
n,placeher/him on
oury abdomen/chest
herewit is m
war
and clean.
Dry the
baby thoroughly and wipe the face withTh
aeclean
n co
verwi
cloth.
th a cleanydr
clot
h.
N Cu
t the cord
hen
w it stops pulsating
, using the disposable
ery
deliv
kit,according touctions.
instr
N Wa
it for the placenta
todeliver
on itswn.
o
N Ma
kesureou
y andour
y bab
y are war
m.Hav
e the bab
y nearou,
y dressed or wrappedith
and
head
w
cov
ered with a cap.
N Startbreastfeeding
henwthe bab
y sho
ws signs of readiness,
within the first hour
th.of bir
N Dispose of placenta
__________________________________________
___
(describe rect,
corsafe culturally accepted
y to dispose
wa
ofenta)
plac
N
N

PREP
ARING BIRTH
A
AND
EMERGENCY PLAN

N

M8

Instructions
to mother andyfamil
for a clean and safer
eliver
ydat home

During the first 6 months
theof
bab
life,
y needs nothing more ast
than
milk
bre— not, water
not
other milk,
not cereals,
not teas,not juices.
Breast milk contains exactly the water and nutrients
y’sbodyneeds.
that It
a bab
is easilyested
dig
and efficiently used
y thebbab
y’sbody
. It helps protect
ainst
ag infections and sallergie
and helps
the bab
y’sgrow
th and vel
deopment.

FOR THE
MOTHER
N
N

Postpartum
bleeding can be reduced due to uterine contractions
bythe bab
y’s
caused
sucking.
Breastfeeding can help
y adela
ne
w pregnancy
.

FOR THE
FIRST 6 MONTHS OFGIV
LIFE,
E ONL
Y BREAST MILK
TOYOU
R BABY
, DAYAND NIGHT
AS OFTEN
AND AS
LONG AS
SHE/HE WANTS
.

Sugg
estions for successful breastfeeding

The health
orker
w can suppo
rtyouin
starting
and maintai
ning breastfe
eding
N
N

N

Th
e healthorker
w can help
ouy to cor
rectly position the
y and
babens
ure she/he attaches to the
breast.Th
is will reduce breast problems for
. the mother
Th
e healthorker
w can sho
wo
yu ho
w to express milkour
from
breas
yt withour
y hands.
Ifyou should
need to ve
leathe bab
y with another caretak
er for shor
t periods,
you can lea
veyou
r milk
and it can
be giv
en to the bab
y in a cup.
Th
e healthorker
w can putouy in cont
act wit
h a brea
stfee
ding suppor
t group.

Breastfeeding and family planning
N
N

During the first 6 smonth
afte
r bir
th,if o
y u breastfeed exclusiv
ely,day and night,
and y
our
menstruation
has not
eturned,
r
you are protected
ainst
ag
another pregnancy
.
Ifyou do not meet
hese
t requirements,
orifyou wish to use another family planning
hile method w
breastfeeding,
discuss theferent
dif
options
vailable
a with the health
orker
. w

Immediately after
th,keep
bir your bab
y in the bed with
ou,orywithin easy reach.
Startbreastfeeding within 1 hour
th. of bir
N Th
e bab
y’ssuck stimulates
our ymilk production.
Th
e more the ybab
feeds,
the more milk
ou ywill
produce.
N Ateach feeding
, let the bab
y feed and release
our breast,
y and then offer
ourysecond breast.
Atthe
next feeding
, alternate
and begin with the second breast.
N Giveyou
r bab
y the first milk (colostr
um).It is nutritious and has
dies
antibo
to help
eep
kour
y bab
y
health
y.
N Atnight,let our
y bab
y sleep with
ou,within
y
easy reach.
N Wh
ile breastfeeding
, you should drink plenty sa
offeclean,
water
. Yo
u should eat more
and healthier
foods and rest
henwou
y can.
N
N
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If you ha
ve an
y difficulti
es with eastfeeding
br
, see the health
orker
w immediately
.
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Breastfeeding has many advantages for the
baby and the mother
Suggestions for successful breastfeeding
Health worker support
Breastfeeding and family planning

Information and counselling sheets
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INFORMATION AND COUNSELLING

Care during pregnancy
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CARE DURING PREGNANCY
Visit the health worker during pregnancy
N
N
N
N

N

Go to the health centre if you think you are pregnant. It is important to begin care as early in your
pregnancy as possible.
Visit the health centre at least 4 times during your pregnancy, even if you do not have any problems.
The health worker will tell you when to return.
If at any time you have any concerns about your or your baby’s health, go to the health centre.
During your visits to the health centre, the health worker will:
¡ Check your health and the progress of the pregnancy
¡ Help you make a birth plan
¡ Answer questions or concerns you may have
¡ Provide treatment for malaria and anaemia
¡ Give you a tetanus toxoid immunization
¡ Advise and counsel on:
¡ breastfeeding
¡ birthspacing after delivery
¡ nutrition
¡ HIV counselling and testing
¡ correct and consistent condom use
¡ laboratory tests
¡ other matters related to your and your baby’s health.
Bring your home-based maternal record to every visit.

Care for yourself during pregnancy
N
N
N
N
N
N
N

Eat more and healthier foods, including more fruits and vegetables, beans, meat, fish, eggs, cheese, milk.
Take iron tablets every day as explained by the health worker.
Rest when you can. Avoid lifting heavy objects.
Sleep under a bednet treated with insecticide.
Do not take medication unless prescribed at the health centre.
Do not drink alcohol or smoke.
Use a condom correctly in every sexual relation to prevent sexually transmitted infection (STI) or
HIV/AIDS if you or your companion are at risk of infection.

PREGNANCY IS A SPECIAL TIME. CARE FOR YOURSELF AND YOUR BABY.

Routine visits to the health centre
1st visit
2nd visit
3rd visit
4th visit

Before 4 months
6-7 months
8 months
9 months

Know the signs of labour
If you have any of these signs, go to the health centre as soon as you can.
If these signs continue for 12 hours or more, you need to go immediately.
N Painful contractions every 20 minutes or less.
N Bag of water breaks.
N Bloody sticky discharge.

When to seek care on danger signs
Go to the hospital or health centre immediately, day or night, DO NOT wait, if any of the following signs:
N vaginal bleeding
N convulsions/fits
N severe headaches with blurred vision
N fever and too weak to get out of bed
N severe abdominal pain
N fast or difficult breathing.
Go to the health centre as soon as possible if any of the following signs:
N fever
N abdominal pain
N water breaks and not in labour after 6 hours
N feel ill
N swollen fingers, face and legs.

PREPARING A BIRTH AND EMERGENCY PLAN
Preparing a birth plan

Preparing an emergency plan

The health worker will provide you with information to help you prepare a birth plan. Based on your
health condition, the health worker can make suggestions as to where it would be best to deliver.
Whether in a hospital, health centre or at home, it is important to deliver with a skilled attendant.

N To plan for an emergency, consider:

AT EVERY VISIT TO THE HEALTH CENTRE, REVIEW AND DISCUSS YOUR BIRTH PLAN.
The plan can change if complications develop.

INFORMATION AND COUNSELLING SHEETS

Planning for delivery at home
N
N
N
N
N

Who do you choose to be the skilled attendant for delivery?
Who will support you during labour and delivery?
Who will be close by for at least 24 hours after delivery?
Who will help you to care for your home and other children?
Organize the following:
¡ A clean and warm room or corner of a room.
¡Home-based maternal record.
¡A clean delivery kit which includes soap, a stick to clean under the nails, a new razor blade to cut
the baby’s cord, 3 pieces of string (about 20 cm. each) to tie the cord.
¡ Clean cloths of different sizes: for the bed, for drying and wrapping the baby, for cleaning the
baby’s eyes, and for you to use as sanitary pads.
¡ Warm covers for you and the baby.
¡ Warm spot for the birth with a clean surface or clean cloth.
¡ Bowls: two for washing and one for the placenta.
¡ Plastic for wrapping the placenta.
¡ Buckets of clean water and some way to heat this water.
¡ For handwashing, water, soap and a towel or cloth for drying hands of the birth attendant.
¡ Fresh drinking water, fluids and food for the mother.

Preparing a birth and emergency plan

¡ Where should you go?
¡ How will you get there?
¡ Will you have to pay for transport to get there? How much will it cost?
¡ What costs will you have to pay at the health centre? How will you pay for this?
¡ Can you start saving for these possible costs now?
¡ Who will go with you to the health centre?
¡ Who will help to care for your home and other children while you are away?

Planning for delivery at the hospital or health centre
N How will you get there? Will you have to pay for transport to get there?
N How much will it cost to deliver at the facility? How will you pay for this?
N Can you start saving for these costs now?
N Who will go with you and support you during labour and delivery?
N Who will help you while you are away and care for your home and other children?
N Bring the following:

¡ Home-based maternal record.
¡ Clean cloths of different sizes: for the bed, for drying and wrapping the baby, and for you to use as
sanitary pads.
¡ Clean clothes for you and the baby.
¡ Food and water for you and the support person.
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CARE FOR THE MOTHER AFTER BIRTH
Care of the mother
N
N
N
N
N
N
N
N
N
N

Eat more and healthier foods, including more meat, fish, oils, coconut, nuts, cereals, beans,
vegetables, fruits, cheese and milk.
Take iron tablets as explained by the health worker.
Rest when you can.
Drink plenty of clean, safe water.
Sleep under a bednet treated with insecticide.
Do not take medication unless prescribed at the health centre.
Do not drink alcohol or smoke.
Use a condom in every sexual relation, if you or your companion are at risk of sexually transmitted
infections (STI) or HIV/AIDS.
Wash all over daily, particularly the perineum.
Change pad every 4 to 6 hours. Wash pad or dispose of it safely.

Family planning
N
N

You can become pregnant within several weeks after delivery if you have sexual relations and are not
breastfeeding exclusively.
Talk to the health worker about choosing a family planning method which best meets your and your
partner’s needs.

Routine visits to the health centre
First week after birth:

____________________________________________________________________
____________________________________________________________________
6 weeks after birth:

____________________________________________________________________
____________________________________________________________________
When to seek care for danger signs
Go to hospital or health centre immediately, day or night, DO NOT wait, if any of the following signs:
N Vaginal bleeding has increased.
N Fits.
N Fast or difficult breathing.
N Fever and too weak to get out of bed.
N Severe headaches with blurred vision.
Go to health centre as soon as possible if any of the following signs:
N Swollen, red or tender breasts or nipples.
N Problems urinating, or leaking.
N Increased pain or infection in the perineum.
N Infection in the area of the wound.
N Smelly vaginal discharge.

CARE AFTER AN ABORTION
Self-care
N
N
N
N
N

Rest for a few days, especially if you feel tired.
Change pads every 4 to 6 hours. Wash used pad or dispose of it safely. Wash perineum.
Do not have sexual intercourse until bleeding stops.
You and your partner should use a condom correctly in every act of sexual intercourse if at risk of STI
or HIV.
Return to the health worker as indicated.

Family planning
INFORMATION AND COUNSELLING SHEETS

N
N

Remember you can become pregnant as soon as you have sexual relations.
Use a family planning method to prevent an unwanted pregnancy.
Talk to the health worker about choosing a family planning method which best meets your and your
partner’s needs.

Care after an abortion

Know these danger signs
If you have any of these signs, go to the health centre immediately, day or night. DO NOT wait:
N Increased bleeding or continued bleeding for 2 days.
N Fever, feeling ill.
N Dizziness or fainting.
N Abdominal pain.
N Backache.
N Nausea, vomiting.
N Foul-smelling vaginal discharge.

Additional support
N

The health worker can help you identify persons or groups who can provide you
with additional support if you should need it.
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CARE FOR THE BABY AFTER BIRTH
Care of the newborn

Routine visits to the health centre

KEEP YOUR NEWBORN CLEAN

First week after birth:

N
N
N

Wash your baby’s face and neck daily. Bathe her/him when necessary. After bathing, thoroughly dry
your baby and then dress and keep her/him warm.
Wash baby’s bottom when soiled and dry it thoroughly.
Wash your hands with soap and water before and after handling your baby, especially after touching
her/his bottom.

CARE FOR THE NEWBORN’S UMBILICAL CORD
N
N
N
N

Keep cord stump loosely covered with a clean cloth. Fold diaper and clothes below stump.
Do not put anything on the stump.
If stump area is soiled, wash with clean water and soap. Then dry completely with clean cloth.
Wash your hands with soap and water before and after care.

KEEP YOUR NEWBORN WARM
N
N
N

In cold climates, keep at least an area of the room warm.
Newborns need more clothing than other children or adults.
If cold, put a hat on the baby’s head. During cold nights, cover the baby with an extra blanket.

OTHER ADVICE
N
N

Let the baby sleep on her/his back or side.
Keep the baby away from smoke.

____________________________________________________________________
____________________________________________________________________
At 6 weeks :

____________________________________________________________________
____________________________________________________________________
At these visits your baby will be vaccinated. Have your baby immunized.

When to seek care for danger signs
Go to hospital or health centre immediately, day or night, DO NOT wait, if your baby has any of the
following signs:
N Difficulty breathing
N Fits
N Fever
N Feels cold
N Bleeding
N Stops feeding
N Diarrhoea.
Go to the health centre as soon as possible if your baby has any of the following signs:
N Difficulty feeding.
N Feeds less than every 5 hours.
N Pus coming from the eyes.
N Irritated cord with pus or blood.
N Yellow eyes or skin.

BREASTFEEDING
Breastfeeding has many advantages
FOR THE BABY
N
N

During the first 6 months of life, the baby needs nothing more than breast milk — not water, not
other milk, not cereals, not teas, not juices.
Breast milk contains exactly the water and nutrients that a baby’s body needs. It is easily digested
and efficiently used by the baby’s body. It helps protect against infections and allergies and helps
the baby’s growth and development.

The health worker can support you in
starting and maintaining breastfeeding
N
N

N

The health worker can help you to correctly position the baby and ensure she/he attaches to the
breast. This will reduce breast problems for the mother.
The health worker can show you how to express milk from your breast with your hands. If you should
need to leave the baby with another caretaker for short periods, you can leave your milk and it can
be given to the baby in a cup.
The health worker can put you in contact with a breastfeeding support group.

FOR THE MOTHER

INFORMATION AND COUNSELLING SHEETS

N
N

Postpartum bleeding can be reduced due to uterine contractions caused by the baby’s sucking.
Breastfeeding can help delay a new pregnancy.

FOR THE FIRST 6 MONTHS OF LIFE, GIVE ONLY BREAST MILK TO YOUR BABY, DAY AND NIGHT
AS OFTEN AND AS LONG AS SHE/HE WANTS.

Suggestions for successful breastfeeding
N
N
N
N
N
N
N

If you have any difficulties with breastfeeding, see the health worker immediately.

Breastfeeding and family planning
N
N

During the first 6 months after birth, if you breastfeed exclusively, day and night, and your
menstruation has not returned, you are protected against another pregnancy.
If you do not meet these requirements, or if you wish to use another family planning method while
breastfeeding, discuss the different options available with the health worker.

Immediately after birth, keep your baby in the bed with you, or within easy reach.
Start breastfeeding within 1 hour of birth.
The baby’s suck stimulates your milk production. The more the baby feeds, the more milk you will
produce.
At each feeding, let the baby feed and release your breast, and then offer your second breast. At the
next feeding, alternate and begin with the second breast.
Give your baby the first milk (colostrum). It is nutritious and has antibodies to help keep your baby
healthy.
At night, let your baby sleep with you, within easy reach.
While breastfeeding, you should drink plenty of clean, safe water. You should eat more and healthier
foods and rest when you can.

Breastfeeding

M7

INFORMATION AND COUNSELLING SHEETS

Clean home delivery (1)

M8

CLEAN HOME DELIVERY
Regardless of the site of delivery, it is strongly recommended that all women deliver with a skilled attendant.
For a woman who prefers to deliver at home the following recommendations are provided for a clean home delivery to be reviewed during antenatal care visits.

Delivery at home with an attendant
N Ensure the attendant and other family members know the emergency plan and are aware of danger
N

signs for yourself and your baby.
Arrange for a support person to assist the attendant and to stay with you during labour and after
delivery.
¡ Have these supplies organized for a clean delivery: new razor blade, 3 pieces of string about
20-cm each to tie the cord, and clean cloths to cover the birth place.
¡ Prepare the home and the supplies indicated for a safe birth:
¡ Clean, warm birth place with fresh air and a source of light
¡ Clean warm blanket to cover you
¡ Clean cloths:
¡ for drying and wrapping the baby
¡ for cleaning the baby’s eyes
¡ to use as sanitary pads after birth
¡ to dry your body after washing
¡ for birth attendant to dry her hands.
¡ Clean clothes for you to wear after delivery
¡ Fresh drinking water, fluids and food for you
¡ Buckets of clean water and soap for washing, for you and the skilled attendant
¡ Means to heat water
¡ Three bowls, two for washing and one for the placenta
¡ Plastic for wrapping the placenta
¡ Bucket for you to urinate in.

Instructions to mother and family
for a clean and safer delivery at home
N
N
N
N
N
N
N
N

Make sure there is a clean delivery surface for the birth of the baby.
Ask the attendant to wash her hands before touching you or the baby. The nails of the attendant
should be short and clean.
When the baby is born, place her/him on your abdomen/chest where it is warm and clean. Dry the
baby thoroughly and wipe the face with a clean cloth. Then cover with a clean dry cloth.
Cut the cord when it stops pulsating, using the disposable delivery kit, according to instructions.
Wait for the placenta to deliver on its own.
Make sure you and your baby are warm. Have the baby near you, dressed or wrapped and with head
covered with a cap.
Start breastfeeding when the baby shows signs of readiness, within the first hour of birth.
Dispose of placenta _____________________________________________
(describe correct, safe culturally accepted way to dispose of placenta)

DO NOT be alone for the 24 hours after delivery.
DO NOT bath the baby on the first day.

Avoid harmful practices

Danger signs during delivery

FOR EXAMPLE:
DO NOT use local medications to hasten labour.
DO NOT wait for waters to stop before going to health facility.
DO NOT insert any substances into the vagina during labour or after delivery.
DO NOT push on the abdomen during labour or delivery.
DO NOT pull on the cord to deliver the placenta.
DO NOT put ashes, cow dung or other substance on umbilical cord/stump.

If you or your baby has any of these signs, go to the hospital or health centre immediately,
day or night, DO NOT wait.

INFORMATION AND COUNSELLING SHEETS

____________________________________________________________________
____________________________________________________________________
Encourage helpful traditional practices:

____________________________________________________________________
____________________________________________________________________

MOTHER
N If waters break and not in labour after 6 hours.
N Labour pains (contractions) continue for more than 12 hours.
N Heavy bleeding (soaks more than 2-3 pads in 15 minutes).
N Placenta not expelled 1 hour after birth of baby.
BABY
N Very small.
N Difficulty in breathing.
N Fits.
N Fever.
N Feels cold.
N Bleeding.
N Not able to feed.

Routine visits to the health centre
N

N

Clean home delivery (2)

Go to the health centre or arrange a home visit by a skilled attendant as soon as possible after
delivery, preferably within the first days, for the examination of you and your baby and to receive
preventive measures.
Go for a routine postpartum visit at 6 weeks.
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RECORDS AND FORMS
RECORDS AND
FORMS

Refer
ral record

N2

REFERRAL RECORD
WHO IS REFERRING

RE
CORD NUMBER

RE
FERRE
DD
ATE

TI
ME

AR
RIVAL
DATE

TI
ME

NAME

N2

REFERRAL RECORD

N

Records are suggested not so much for the format as for the content.
The content of the records is adjusted to the content of the Guide.

N

Modify national or local records to include all the relevant sections needed to record
important information for the provider, the woman and her family, for the purposes of
monitoring and surveillance and official reporting.

N

Fill out other required records such as immunization cards for the mother and baby.

FAC
ILITY
ACCO
MPANIED
BY THE
HEALTH
WOR
KER

WOM
AN

BAB
Y

NAME

AG
E

ADDRESS
MAIN REASONS FOR REFERRAL
N Emergency
N Non-emergency
N Toaccompany
the bab
y

NAME

DA
TE AND
HOUR OF BIRTH

BIRTH WEIGHT

GE
STA
TIONAL
GEA

MAIN REASONS FOR REFERRAL
N Emergency
N Non-emergency
N Toaccompany
the mother

MAJOR FINDINGS (CLINICA
AND BP
, TEMP.,LA
B.)

MAJOR FINDINGS (CLINICA
AND TEMP
.)

LAST (BREAST)FEED (TIME)

LAST (BREAST)FEED (TIME)

TREATMENTS
GIVEN AND TIME

TREATMENTS
GIVEN AND TIME

BEFORE REFERRAL

BEFORE REFERRAL

DURING TRANSPORT

DURING TRANSPORT

GIVENOTTHEOMAN
W
AND
COMPANION
ABOUT
THE REASONS
FO
R REFERRAL
INFORMATION
GIVENOTTHEOMAN
W
AND
COMPANION
ABOUT
THE REASONS FOR REFERRAL INFORMATION

Sample for
m to be adapted.
Revised on 13 June 2003.

N3
FEEDBA
CK RECORD
WHO IS REFERRING

RE
CORD NUMBER

NAME

AD
MISSIONATE
D

TI
ME

SCHARGE
DI
ATE
D

TI
ME

FEEDBACK RECORD

FAC
ILITY

WOM
AN

BAB
Y

NAME

AG
E

RECORDS AND
FORMS

ADDRESS

NAME

DA
TE OF BIRTH

BIRTH WEIGHT

AG
EA
T DISCHAR
GE (D
AYS
)

N Emergency
N Non-emergency
N Toaccompany
the bab
y
MAIN REASONS FOR REFERRAL

N Emergency
N Non-emergency
N Toaccompany
the mother
MAIN REASONS FOR REFERRAL

DIAGNOSES

DIAGNOSES

TREATMENTS
GIVEN AND TIME

TREATMENTS
GIVEN AND TIME

TREATMENTS
AND RECOMMEND
ATI
ONS ON FURTHER CARE

TREATMENTS
AND RECOMMEND
ATI
ONS ON FURTHER
E CAR

FOLLO
W-UP VISIT

FOLLO
W-UP VISIT

WH
EN

WH
ERE

PREVENTIVE MEASURES

WH
EN

WH
ERE

PREVENTIVE MEASURES

IF DEA
TH: ATE
D

IF DEA
TH: ATE
D

CAUSES

CAUSES

Sample for
m to be adapted.
Revised on Aug
25ust 2003.

Feed
back record
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RECORDS AND
FORMS

Labour record

N4

LABOUR
RECORD
USE THIS
RECORD FOR MONIT
ORING DURINGOUR,
LABDELIVERY
AND POSTP
ARTUM

N4

LABOUR RECORD

N5

PARTOGRAPH

N6

POSTPARTUM RECORD

N7

INTERNATIONAL FORM OF MEDICAL
CERTIFICATE OF CAUSE OF DEATH

RECORD NUMBER

NAME

AG
E

PAR
ITY

ADDRESS
DURING LAB
OUR

TA OR
AFTER BIRTH –THER
MO

ADMISSION
ATE
D

BIRTH TIME

ADMISSION TIME

OXYTOCIN
– TIME
GIVEN

TIMECTIVE
A
LAB
OUR ST
ARTED

TAOR
AFTER BIRTH – NEWB
ORN
LIVEBIRTH
N ST
ILLBIRTH: FRESH
N MA
CERATED
N
RESUSCIT
ATI
ON NO
N YE
SN

PLA
CENTA
COMPLETENNO
YE
SN

TIME MEMBRANES RUPTURED

BIRTH WEIGHT
N YE
SN
GEST.
AGE ----------OR PRETERM
NO

TIME DELIVERED

TIME SECOND
AGE
ST
ST
ARTS

PLANNED
NEWBORN
TREATMENT

ESTIMA
TED BLOOD LOSS

SECONDABY
B

ENTRY
EXAMINA
TION
STA
GE OF LAB
OURNOT
IN A
CTIVE LAB
OURN

ACTIVE LAB
OURN

NOT
IN A
CTIVE LAB
OUR

PLANNED
MATERNA
L TREA
TMENT

HOURS SINCE
ARRIVAL

1

2

3

4

5

6

7

8

9

10

11

12

HOURS SINCE RUPTURED MEMBRANES
VAG
INAL BLEEDING (0 + ++)
STRONG
CONTRACTIONS
IN 10 MINUTES
FETAL
HEARTTE
RA(BEA
TS PER MINUTE)
T (AXILLARY)
PULSE (BEA
TS/MINUTE)
BLOOD PRESSUREOLIC/DIASTOLIC)
(SYST
URINEOIDED
V
CERVICAL
DILAT
ATI
ON (CM)
PROBLEM

TIME ONSET

TREATMENTS
OTH
ER THAN
NORMAL SUPPORT
IVE CARE

0
0
IF MO
THER REFERRED DURING
OURLAB
OR DELIVER
Y,RECORD TIME EXPLAIN
AND
0

Sample for
m to be adapted.
Revised on 13 June 2003.

PAR
TOG
RAPH
USE THIS
FORM FOR MONIT
ORINGCTIVE
A
LAB
OUR

10cm
9cm
8cm
7cm
6cm
5cm
4cm

FINDINGS

TIME

Hours in active labour

1

2

3

4

5

6

7

8

9

10

11

12

Hours since
uptured
r
membranes
Sample for
m to be adapted.
Revised on 13 June 2003.

B3-B7
Rapid assessment

RECORDS AND
FORMS

Vag
inal bleeding (0 + ++)
Amniotic fluid (meconium stained)
Contractions in 10 minutes
Fetal hear
t rate (beats/minute)
Urineoided
v
T (axillar
y)
Pulse (beats/minute)
Blood pressure (systolic/diastolic)
Cervical
dilatation (cm)
Deliver
y of placenta (time)
Oxytocin (time/giv
en)
Problem-note onset/describe
w
belo

N5

RECORDS AND
FORMS

Postpartum
record

N6
ADVISE
AN
D COUNSEL

POSTP
ARTUM RECORD
MONITORING
AFTER BIRTH

EV
ERY5-15 MIN FOR 1ST HOUR
2 HR

3 HR 4 HR 8 HR 12 HR 16 HR 20 HR 24 HR

MOTHER
N

TIME
RAPID ASSESSMENT
BLEEDING (0 + ++)
UTERUS HARD/R
OUND?

Postpartum
care andygiene
h

N

Nutrition

N

Birthspacing and family planning

N

Dangersigns

N

Follow-up
visits

BABY
MATERNA
L: BLOOD PRESSURE

N

Exclusive
breastfeedi
ng

PULSE

N

Hy
giene,
cord care andmth
war

URINEOIDED
V

N

VULV
A
NEWBORN
: BREA
THING
WAR
MTH

Dangersigns
Follow-up
visits

FOR MO
THER

TIME FEEDING OBSER
VED

N FEEDING

N

WELL
N DIFFICULTY

N

COMMENTS
0
PLANNED TREA
TMENT

Special ad
vice ifwlobir
th w
eight

N
N

PREVE
NTIVE MEASURES

NEWBORN
ABNORMAL SIGNS (LIST)
0

TIME TREATMENT
GIVEN

MOTHER
0

Iron/folate
Vitamin A

N

Me
bendazole

N

Sulphadoxine-p
yrimethamine

N

Te
tanus toxoid immuni
zation

N

RPR test result and ent
treatm

N

AR
V

0

FOR BABY

NEWBORN

N

0
IF REFERREDTHER
(MO OR NEWB
ORN),
RECORD TIMEEXPLAIN:
AND
0
IF DEA
TH (MO
THER OR NEWB
ORN),
DATE
, TIME AND
CAUSE:

Risk of bacte
rial infectio
n and treatm
ent

N

BCG,OPV-0,
Hep-0

N

RPR result and treatmen
t

N

TBtest result and proph
ylaxis

N

AR
V

Sample for
m to be adapted.
Revised on Aug
25ust 2003.

INTERNATIONA
L FORM OF MEDICAL CERTIFICA
TE OF USE
CA OF DEA
TH
APPRO
XIMATE
INTERV
AL
BETWEEN
ONSET AND
DEATH

CAUSE OF DEA
TH
I
Disease or condition directly
leading to death*

(a). . . . . . . . . .. .. . . . . .. . . . . . .. . . . . . .
Due to (or as consequenc
e of). . . . . . .. . . .
(b). . . . . . . . . .. .. . . . . .. . . . . . .. . . . . . .

. . . . . . .. . . . . . .. . . . . . ..

Antecedent causes
Morbid conditions,
ifany,giving
rise to the ve
abo
cause,
stating

Due to (or as consequenc
e of)
C)(. . . . . . . . . .. .. . . . . .. . . . . . .. . . . . . .
Due
to (or as consequenc
e of)
(d). . . . . . . . . .. .. . . . . .. . . . . . .. . . . . . .

. . . . . . .. . . . . . .. . . . . . ..

. . . . . . .. . . . . . .. . . . . . ..

. . . . . . .. . . . . . .. . . . . . ..
. . . . . . .. . . . . . .. . . . . . ..

II
Other significant conditions contributing
. . . . . . .to
. . . . . . . . . . .. . . . . . .. . . . . . .
the death,
but not related to the disease
. . . . . . . . . . . . . . . . . .. . . . . . .. . . . . . .
or condition causing it.
. . . . . . . . . . . . . . . . . .. . . . . . .. . . . . . .

. . . . . . .. . . . . . .. . . . . . ..

* This
does not mean the mode
ying,e.
ofg.d
heart
failure,
respirator
y failure.
injuryor complication that caused death.
Itmeans the disease,

RECORDS AND
FORMS

RECORDS AND FORMS

Partograph

CONSIDER COLLECTING
THE FOLLO
WING INFORMA
TION
III
If the deceased is a female,
was she

Not pregnant
Not pregnant,
but pregnant withinys42
ofda
death
Pregnant at the time
death
of
N Unknown
if pregnant or was pregnant
42da
within
ys of death
N
N
N

0
IV
If the deceased is an infant and less than one month
Whatold
was the
th bir
w
eight:
. . . . . . .. . g
Ifexact bir
th w
eight not wn,
kno
was bab
yw
eighing:
N 2500 g or more
N less than 2500 g

International
form
of medical tificate
cer
of cause of death
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Records and forms

N1

RECORDS AND FORMS

Referral record

N2

REFERRAL RECORD
WHO IS REFERRING

RECORD NUMBER

NAME

REFERRED DATE

TIME

ARRIVAL DATE

TIME

FACILITY
ACCOMPANIED BY THE HEALTH WORKER

WOMAN

BABY

NAME

AGE

ADDRESS
MAIN REASONS FOR REFERRAL

N Emergency N Non-emergency N To accompany the baby

NAME

DATE AND HOUR OF BIRTH

BIRTH WEIGHT

GESTATIONAL AGE

MAIN REASONS FOR REFERRAL

N Emergency N Non-emergency N To accompany the mother

MAJOR FINDINGS (CLINICA AND BP, TEMP., LAB.)

MAJOR FINDINGS (CLINICA AND TEMP.)

LAST (BREAST)FEED (TIME)

LAST (BREAST)FEED (TIME)

TREATMENTS GIVEN AND TIME

TREATMENTS GIVEN AND TIME

BEFORE REFERRAL

BEFORE REFERRAL

DURING TRANSPORT

DURING TRANSPORT

INFORMATION GIVEN TO THE WOMAN AND COMPANION ABOUT THE REASONS FOR REFERRAL

INFORMATION GIVEN TO THE WOMAN AND COMPANION ABOUT THE REASONS FOR REFERRAL

Sample form to be adapted. Revised on 13 June 2003.

FEEDBACK RECORD
WHO IS REFERRING

RECORD NUMBER

NAME

ADMISSION DATE

TIME

DISCHARGE DATE

TIME

FACILITY

WOMAN

BABY

NAME

AGE

ADDRESS

RECORDS AND FORMS

MAIN REASONS FOR REFERRAL

N Emergency N Non-emergency N To accompany the baby

NAME

DATE OF BIRTH

BIRTH WEIGHT

AGE AT DISCHARGE (DAYS)

MAIN REASONS FOR REFERRAL

N Emergency N Non-emergency N To accompany the mother

DIAGNOSES

DIAGNOSES

TREATMENTS GIVEN AND TIME

TREATMENTS GIVEN AND TIME

TREATMENTS AND RECOMMENDATIONS ON FURTHER CARE

TREATMENTS AND RECOMMENDATIONS ON FURTHER CARE

FOLLOW-UP VISIT

WHEN

WHERE

FOLLOW-UP VISIT

PREVENTIVE MEASURES

PREVENTIVE MEASURES

IF DEATH: DATE

IF DEATH: DATE

CAUSES

CAUSES

WHEN

WHERE

Sample form to be adapted. Revised on 25 August 2003.

Feedback record

N3

RECORDS AND FORMS

Labour record

N4

LABOUR RECORD
USE THIS RECORD FOR MONITORING DURING LABOUR, DELIVERY AND POSTPARTUM

RECORD NUMBER

NAME

AGE

PARITY

ADDRESS
DURING LABOUR

AT OR AFTER BIRTH – MOTHER

AT OR AFTER BIRTH – NEWBORN

ADMISSION DATE

BIRTH TIME

LIVEBIRTH N STILLBIRTH: FRESH N MACERATED N

ADMISSION TIME

OXYTOCIN – TIME GIVEN

RESUSCITATION NO N YES N

TIME ACTIVE LABOUR STARTED

PLACENTA COMPLETE NO N YES N

BIRTH WEIGHT

TIME MEMBRANES RUPTURED

TIME DELIVERED

GEST. AGE

TIME SECOND STAGE STARTS

ESTIMATED BLOOD LOSS

SECOND BABY

ENTRY EXAMINATION

MORE THAN ONE FETUS

N

- SPECIFY

PLANNED NEWBORN TREATMENT

WEEKS OR PRETERM

FETAL LIE: LONGITUDINAL N TRANSVERSE N

FETAL PRESENTATION: HEAD N BREECH N OTHER N - SPECIFY

ACTIVE LABOUR N

STAGE OF LABOUR NOT IN ACTIVE LABOUR N
NOT IN ACTIVE LABOUR

PLANNED MATERNAL TREATMENT

HOURS SINCE ARRIVAL

1

2

3

4

5

6

7

8

HOURS SINCE RUPTURED MEMBRANES
VAGINAL BLEEDING (0 + ++)
STRONG CONTRACTIONS IN 10 MINUTES
FETAL HEART RATE (BEATS PER MINUTE)
TEMPERATURE (AXILLARY)
PULSE (BEATS/MINUTE)
BLOOD PRESSURE (SYSTOLIC/DIASTOLIC)
URINE VOIDED
CERVICAL DILATATION (CM)
PROBLEM

TIME ONSET

TREATMENTS OTHER THAN NORMAL SUPPORTIVE CARE

0
0
IF MOTHER REFERRED DURING LABOUR OR DELIVERY, RECORD TIME AND EXPLAIN
0

Sample form to be adapted. Revised on 13 June 2003.

9

10

11

12

PARTOGRAPH
USE THIS FORM FOR MONITORING ACTIVE LABOUR

10 cm

CERVICAL DILATATION

9 cm
8 cm
7 cm
6 cm
5 cm
4 cm
FINDINGS
Hours in active labour

TIME
1

2

3

4

5

6

7

8

9

10

11

12

Hours since ruptured membranes
Rapid assessment B3-B7

RECORDS AND FORMS

Amniotic fluid (meconium stained)
Contractions in 10 minutes
Fetal heart rate (beats/minute)
Urine voided
T (axillary)
Pulse (beats/minute)
Blood pressure (systolic/diastolic)
Cervical dilatation (cm)
Delivery of placenta (time)
Oxytocin (time/given)
Problem-note onset/describe below

Partograph

Sample form to be adapted. Revised on 13 June 2003.

Vaginal bleeding (0 + ++)

N5

RECORDS AND FORMS

Postpartum record

N6
ADVISE AND COUNSEL

POSTPARTUM RECORD
MONITORING AFTER BIRTH

EVERY 5-15 MIN FOR 1ST HOUR

TIME
RAPID ASSESSMENT
BLEEDING (0 + ++)
UTERUS HARD/ROUND?

2 HR

3 HR

4 HR

8 HR

12 HR

16 HR

20 HR

24 HR

MOTHER
N

Postpartum care and hygiene

N

Nutrition

N

Birth spacing and family planning

N

Danger signs

N

Follow-up visits

BABY
MATERNAL: BLOOD PRESSURE

N

Exclusive breastfeeding

PULSE

N

Hygiene, cord care and warmth

URINE VOIDED

N

Special advice if low birth weight

VULVA

N

Danger signs

NEWBORN: BREATHING

N

Follow-up visits

WARMTH

PREVENTIVE MEASURES

NEWBORN ABNORMAL SIGNS (LIST)

FOR MOTHER

0

N

Iron/folate

N

Vitamin A

N

Mebendazole

N

Sulphadoxine-pyrimethamine

N

Tetanus toxoid immunization

MOTHER

N

RPR test result and treatment

0

N

ARV

0

FOR BABY

NEWBORN

N

Risk of bacterial infection and treatment

0

N

BCG, OPV-0, Hep-0

N

RPR result and treatment

N

TB test result and prophylaxis

N

ARV

TIME FEEDING OBSERVED

N FEEDING WELL

N DIFFICULTY

COMMENTS
0
PLANNED TREATMENT

TIME

TREATMENT GIVEN

IF REFERRED (MOTHER OR NEWBORN), RECORD TIME AND EXPLAIN:
0
IF DEATH (MOTHER OR NEWBORN), DATE, TIME AND CAUSE:
Sample form to be adapted. Revised on 25 August 2003.

INTERNATIONAL FORM OF MEDICAL CERTIFICATE OF CAUSE OF DEATH
APPROXIMATE INTERVAL
BETWEEN ONSET AND DEATH

CAUSE OF DEATH
I
Disease or condition directly
leading to death*

(a). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Due to (or as consequence of) . . . . . . . . . . .
(b). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

......................

Antecedent causes
Morbid conditions, if any, giving
rise to the above cause, stating

Due to (or as consequence of)
(C). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Due to (or as consequence of)
(d). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

......................

......................

......................
......................

II
Other significant conditions contributing to
the death, but not related to the disease
or condition causing it.

......................
..................................
..................................
..................................

* This does not mean the mode of dying, e.g. heart failure, respiratory failure.
It means the disease, injury or complication that caused death.

RECORDS AND FORMS

CONSIDER COLLECTING THE FOLLOWING INFORMATION
III
If the deceased is a female, was she

N
N
N
N

0
IV
If the deceased is an infant and less than one month old

Not pregnant
Not pregnant, but pregnant within 42 days of death
Pregnant at the time of death
Unknown if pregnant or was pregnant within 42 days of death

What was the birth weight: . . . . . . . . . g
If exact birth weight not known, was baby weighing:
N 2500 g or more
N less than 2500 g

International form of medical certificate of cause of death

N7

GLOSSARY AND ACRONYMS

Glossary and acronyms
ABORTION
Termination of pregnancy from
whatever cause before the fetus is
capable of extrauterine life.
ADOLESCENT
Young person 10–19 years old.
ADVISE
To give information and suggest to
someone a course of action.
ANTENATAL CARE
Care for the woman and fetus during
pregnancy.
ASSESS
To consider the relevant information
and make a judgement. As used in this
guide, to examine a woman or baby
and identify signs of illness.
BABY
A very young boy or girl in the first
week(s) of life.
BIRTH
Expulsion or extraction of the baby
(regardless of whether the cord has
been cut).

BIRTH AND EMERGENCY PLAN
A plan for safe childbirth developed in
antenatal care visit which considers
the woman’s condition, preferences
and available resources. A plan to seek
care for danger signs during pregnancy,
childbirth and postpartum period, for
the woman and newborn.
BIRTH WEIGHT
The first of the fetus or newborn
obtained after birth.
For live births, birth weight should
preferably be measured within the first
hour of life before significant postnatal
weight loss has occurred, recorded to
the degree of accuracy to which it is
measured.
CHART
As used in this guide, a sheet
presenting information in the form of
a table.
CHILDBIRTH
Giving birth to a baby or babies and
placenta.
CLASSIFY
To select a category of illness and
severity based on a woman’s or baby’s
signs and symptoms.

CLINIC
As used in this guide, any first-level
outpatient health facility such as a
dispensary, rural health post, health
centre or outpatient department of a
hospital.
COMMUNITY
As used in this guide, a group of
people sometimes living in a defined
geographical area, who share common
culture, values and norms. Economic
and social differences need to be taken
into account when determining needs
and establishing links within a given
community.
BIRTH COMPANION
Partner, other family member or friend
who accompanies the woman during
labour and delivery.
CHILDBEARING AGE (WOMAN)
15-49 years. As used in this guide, also
a girl 10-14 years, or a woman more
than 49 years, when pregnant, after
abortion, after delivery.
COMPLAINT
As described in this guide, the
concerns or symptoms of illness or
complication need to be assessed and
classified in order to select treatment.
CONCERN
A worry or an anxiety that the woman
may have about herself or the
baby(ies).

COMPLICATION
A condition occurring during pregnancy
or aggravating it. This classification
includes conditions such as obstructed
labour or bleeding.

FACILITY
A place where organized care is
provided: a health post, health centre,
hospital maternity or emergency unit,
or ward.

CONFIDENCE
A feeling of being able to succeed.

FAMILY
Includes relationships based on blood,
marriage, sexual partnership, and
adoption, and a broad range of groups
whose bonds are based on feelings
of trust mutual support, and a shared
destiny.

CONTRAINDICATION
A condition occurring during another
disease or aggravating it. This
classification includes conditions such
as obstructed labour or bleeding.
COUNSELLING
As used in this guide, interaction with a
woman to support her in solving actual
or anticipated problems, reviewing
options, and making decisions. It
places emphasis on provider support
for helping the woman make decisions.
DANGER SIGNS
Terminology used to explain to the
woman the signs of life-threatening and
other serious conditions which require
immediate intervention.
EMERGENCY SIGNS
Signs of life-threatening conditions
which require immediate intervention.
ESSENTIAL
Basic, indispensable, necessary.

FOLLOW-UP VISIT
A return visit requested by a health
worker to see if further treatment or
referral is needed.
GESTATIONAL AGE
Duration of pregnancy from the
last menstrual period. In this guide,
duration of pregnancy (gestational age)
is expressed in 3 different ways:
Trimester
First
Second
Third

Months
less than 4 months
4-6 months
7-9+ months

Weeks
less than 16 weeks
16-28 weeks
29-40+ weeks

GRUNTING
Soft short sounds that a baby makes
when breathing out. Grunting occurs
when a baby is having difficulty
breathing.

HOME DELIVERY
Delivery at home (with a skilled
attendant, a traditional birth attendant, a
family member, or by the woman herself).
HOSPITAL
As used in this guide, any health facility
with inpatient beds, supplies and
expertise to treat a woman or newborn
with complications.

GLOSSARY AND ACRONYMS

INTEGRATED MANAGEMENT
A process of caring for the woman in
pregnancy, during and after childbirth,
and for her newborn, that includes
considering all necessary elements:
care to ensure they remain healthy, and
prevention, detection and management
of complications in the context of her
environment and according to her
wishes.
LABOUR
As used in this guide, a period from
the onset of regular contractions to
complete delivery of the placenta.
LOW BIRTH WEIGHT BABY
Weighing less than 2500-g at birth.
MATERNITY CLINIC
Health centre with beds or a hospital
where women and their newborns
receive care during childbirth and
delivery, and emergency first aid.

Glossary

MISCARRIAGE
Premature expulsion of a non-viable
fetus from the uterus.

PREMATURE
Before 37 completed weeks of
pregnancy.

MONITORING
Frequently repeated measurements of
vital signs or observations of danger
signs.

PRETERM BABY
Born early, before 37 completed weeks
of pregnancy. If number of weeks not
known, 1 month early.

NEWBORN
Recently born infant. In this guide used
interchangeable with baby.

PRIMARY HEALTH CARE*
Essential health care accessible at a
cost the country and community can
afford, with methods that are practical,
scientifically sound and socially
acceptable. (Among the essential
activities are maternal and child
health care, including family planning;
immunization; appropriate treatment of
common diseases and injuries; and the
provision of essential drugs).

PARTNER
As used in this guide, the male
companion of the pregnant woman
(husband, “free union”) who is the
father of the baby or the actual sexual
partner.
POSTNATAL CARE
Care for the baby after birth. For the
purposes of this guide, up to two weeks.
POSTPARTUM CARE
Care for the woman provided in the
postpartum period, e.g. from complete
delivery of the placenta to 42 days
after delivery.
PRE-REFERRAL
Before referral to a hospital.
PREGNANCY
Period from when the woman misses
her menstrual period or the uterus can
be felt, to the onset of labour/elective
caesarian section or abortion.

PRIMARY HEALTH CARE LEVEL
Health post, health centre or maternity
clinic; a hospital providing care for
normal pregnancy and childbirth.
PRIORITY SIGNS
Signs of serious conditions which
require interventions as soon as
possible, before they become lifethreatening.
QUICK CHECK
A quick check assessment of the
health status of the woman or her
baby at the first contact with the health
provider or services in order to assess if
emergency care is required.

RAPID ASSESSMENT AND
MANAGEMENT
Systematic assessment of vital
functions of the woman and the most
severe presenting signs and symptoms;
immediate initial management of the
life-threatening conditions; and urgent
and safe referral to the next level of
care.
REASSESSMENT
As used in this guide, to examine the
woman or baby again for signs of a
specific illness or condition to see if
she or the newborn are improving.
RECOMMENDATION
Advice. Instruction that should be
followed.
REFERRAL, URGENT
As used in this guide, sending a woman
or baby, or both, for further assessment
and care to a higher level of care;
including arranging for transport
and care during transport, preparing
written information (referral form),
and communicating with the referral
institution.
REFERRAL HOSPITAL
A hospital with a full range of obstetric
services including surgery and blood
transfusion and care for newborns with
problems.

REINFECTION
Infection with same or a different strain
of HIV virus.
REPLACEMENT FEEDING
The process of feeding a baby who is
not receiving breast milk with a diet
that provides all the nutrients she/
he needs until able to feed entirely on
family foods.
SECONDARY HEALTH CARE
More specialized care offered
at the most peripheral level, for
example radiographic diagnostic,
general surgery, care of women with
complications of pregnancy and
childbirth, and diagnosis and treatment
of uncommon and severe diseases.
(This kind of care is provided by trained
staff at such institutions as district or
provincial hospitals).
SHOCK
A dangerous condition with
severe weakness, lethargy, or
unconsciousness, cold extremeties,
and fast, weak pulse. It is caused by
severe bleeding, severe infection, or
obstructed labour.
SIGN
As used in this guide, physical evidence
of a health problem which the health
worker observes by looking, listening,
feeling or measuring. Examples
of signs: bleeding, convulsions,
hypertension, anaemia, fast breathing.

GLOSSARY AND ACRONYMS

Glossary
SKILLED ATTENDANT
Refers exclusively to people with
midwifery skills (for example, midwives,
doctors and nurses) who have been
trained to proficiency in the skills
necessary to manage normal deliveries
and diagnose or refer obstetric
complications.
For the purposes of this guide, a person
with midwifery skills who:
N has acquired the requisite
qualifications to be registered
and/or legally licensed to practice
training and licensing requirements
are country-specific;
N May practice in hospitals, clinics,
health units, in the home, or in any
other service setting.
N Is able to do the following:
¡ give necessary care and advice
to women during pregnancy and
postpartum and for their newborn
infants;
¡ conduct deliveries on her/his
own and care for the mother and
newborn; this includes provision
of preventive care, and detection
and appropriate referral of
abnormal conditions.
¡ provide emergency care for
the woman and newborn;
perform selected obstetrical
procedures such as manual
removal of placenta and newborn
resuscitation; prescribe and give
drugs (IM/IV) and infusions to
the mother and baby as needed,
including for post-abortion care.

¡ provide health information and
counselling for the woman, her
family and community.
SMALL BABY
A newly born infant born preterm and/
or with low birth weight.
STABLE
Staying the same rather than getting
worse.
STILLBIRTH
Birth of a baby that shows no signs of
life at birth (no gasping, breathing or
heart beat).
SURVEILLANCE, PERMANENT
Continuous presence and observation
of a woman in labour.
SYMPTOM
As used in this guide, a health problem
reported by a woman, such as pain or
headache.
TERM, FULL-TERM
Word used to describe a baby
born after 37 completed weeks of
pregnancy.
TRIMESTER OF PREGNANCY
See Gestational age.
VERY SMALL BABY
Baby with birth weight less than 1500-g
or gestational age less than 32 weeks.

WHO definitions have been used where
possible but, for the purposes of this
guide, have been modified where
necessary to be more appropriate to
clinical care (reasons for modification
are given). For conditions where
there are no official WHO definitions,
operational terms are proposed, again
only for the purposes of this guide.

GLOSSARY AND ACRONYMS

ACRONYMS
AIDS Acquired immunodeficiency
syndrome, caused by infection with
human immunodeficiency virus
(HIV). AIDS is the final and most
severe phase of HIV infection.
ANC Care for the woman and fetus
during pregnancy.
ARV Antiretroviral drug, a drug to treat
HIV infection, or to prevent motherto-child transmission of HIV.
BCG An immunization to prevent
tuberculosis, given at birth.
BP Blood pressure.
BPM Beats per minute.
FHR Fetal heart rate.
Hb Haemoglobin.
HB-1 Vaccine given at birth to prevent
hepatitis B.
HMBR Home-based maternal record:
pregnancy, delivery and interpregnancy record for the woman
and some information about the
newborn.
HIV Human immunodeficiency virus.
HIV is the virus that causes AIDS.
INH Isoniazid, a drug to treat
tuberculosis.
IV Intravenous (injection or infusion).
IM Intramuscular injection.
IU International unit.
IUD Intrauterine device.
LAM Lactation amenorrhea.

Acronyms

LBW Low birth weight: birth weight less
than 2500 g.
LMP Last menstrual period: a date
from which the date of delivery is
estimated.
MTCT Mother-to-child transmission of HIV.
NG Naso-gastric tube, a feeding tube
put into the stomach through the
nose.
ORS Oral rehydration solution.
OPV-0 Oral polio vaccine. To prevent
poliomyelitis, OPV-0 is given at birth.
QC A quick check assessment of the
health status of the woman or her
baby at the first contact with the
health provider or services in order
to assess if emergency care is
required.
RAM Systematic assessment of
vital functions of the woman and
the most severe presenting signs
and symptoms; immediate initial
management of the life-threatening
conditions; and urgent and safe
referral to the next level of care.
RPR Rapid plasma reagin, a rapid test
for syphilis. It can be performed in
the clinic.
STI Sexually transmitted infection.

TBA A person who assists the mother
during childbirth. In general, a TBA
would initially acquire skills by
delivering babies herself or through
apprenticeship to other TBAs.
TT An immunization against tetanus
> More than
≥ Equal or more than
< Less than
≤ Equal or less than

For more information, please contact:
Department of Making Pregnancy Safer
Family and Community Health, World Health Organization
Avenue Appia 20, CH-1211 Geneva 27, Switzerland
Tel: +41 22 791 4447 / 3346
Fax: +41 22 791 5853
Email: MPSinfo@who.int

For updates to this publication, please visit:

www.who.int/making_pregnancy_safer

