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PREFACE

Prof Dr. Abul Bashar Mohammad Khurshid Alam
Directorate General of Health Services (DGHS)
Ministry of Health and Family Welfare (MoHFW)

The Government of Bangladesh has laid significant emphasis on improving the quality of care during the
intra and immediate postpartum period. This is owing to the fact that risk of maternal and newborn
mortality is disproportionately high around the period of childbirth. It was recognized that major causes of
maternal and newborn mortality are preventable through appropriate care of mothers during and after

labor and appropriate care of the newborns immediately after birth.

The scale of the COVID-19 outbreak has brought in an unprecedented change in the global and national
landscape on daily wellbeing. As health institutions show strain in responding to the pandemic, concern is
increasing that COVID-19 will disrupt health-service delivery, including for maternal and newborn health
services, particularly in resource-limited situation. This protocol has the ability to guide resource allocation

and better prepare hospitals and caregivers on the frontlines.

In order to sustain this effort, it is imperative to strengthen the labor rooms at the facilities, which form an
integral part of intra and immediate postpartum service delivery. Therefore, Director General of Health
Service, Ministry of Health and Family Welfare has compiled this protocol for the standardization of labor

room across all the facilities amid COVID-19 pandemic.

This protocol will enable systematic and uniform strengthening of existing labor rooms, re-organizing them
high-efficiency and high quality service delivery, and development of new ones. | am confident that the
labor room guidelines will act as standard protocols for setting up and strengthen labor rooms in facilities,
enabling a favorable environment for reducing maternal and infant mortality at large, by improving quality

of care during and after delivery.
T

&W/

Prof Dr. Abul Bashar Mohammad Khurshid Alam
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PREFACE

Dr. Md. Shamsul Haque

Line director

MNC & AH

Director General of Health Services

Ministry of Health and Family Welfare)

Maternal health is amongst the major concerns worldwide and the Government of Bangladesh is
determined to reduce maternal mortality rate with the assurance of a quality of care. We have already
achieved the target MMR for Millennium Development Goal and our aim is to reduce MMR to 70 per
100,000 live births by 2030 to reach the target of Sustainable Development Goal. To achieve the target
institutional normal delivery should be encouraged and it should be done in accordance with scientific
methods proven to be effective worldwide. It is my great pleasure to publish a time honored document
“Manual on Labor Room Management Protocol for Health Facilities in Bangladesh” along with OGSB and

the technical contribution of WHO, UNICEF, UNFPA, Save the Children and icddr,b.

The effect of COVID-19 on maternal health cannot only be measured by the infection rate nor by death
rate caused by the infection itself. But the passive impact is much larger which is seen in the significant
decrease in the healthcare seeking practice as well as healthcare delivery system. During this crisis
moment of our country this protocol will guide the health professionals working in the labor room and
thereby aid in the labor process with proper directives so that uninterrupted healthcare can be delivered

maintaining all the infection prevention and control measures as appropriate during the COVID-19 context.

| appreciate the hard work of the members of OGSB and the Developing partners who have made it
possible to publish this protocol in this critical time. By employing the Manual on Labor Room
Management Protocol for Health Facilities in Bangladesh, | believe we can end preventable maternal

deaths and improve the quality of care.

Dr. Md. Shamsul Haque
Line director, MNC & AH, DGHS
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PREFACE

Professor Dr. Sameena Chowdhury
President

0OGSB

Pregnancy is one of the most important phases of a woman’s life and our healthcare providers are working
round the clock in order to ensure safe motherhood, standard delivery practices and quality care of the
new mother and her child. We have successfully reduced MMR from 340 to 172 per 100,000 live births in
just 7 years (from 2000 to 2017). COVID-19 has changed the entire dynamics of healthcare delivery system
and has posed a lot of challenges to our health professionals to maintain the proper service delivery.
Keeping the present situation in mind, we have updated the existing Labour Room Management Protocol
to incorporate a safe delivery system for both the care givers and care seekers. Several discussions across
the board involving Director General of Health Services, Ministry of Health and Family Welfare and
Development Partners were held to develop this protocol. This protocol will guide the service providers
from grassroot levels to tertiary healthcare facilities regarding safe delivery practices overcoming the
challenges imposed by COVID-19 pandemic. Improving the maternal health, providing evidence-based
guality care and reducing maternal mortality are the major goals to be achieved for it is the right of every
woman to enjoy a safe motherhood. Whenever a pregnant mother comes for delivery, she should be
received with warmth, provided with the utmost care and dignity. She should be given up-to-date service,
maintaining privacy. The aim of this protocol is to enable the healthcare facilities and healthcare providers
to be equipped with all the necessary instruments, expertise and knowledge so that mothers’ lives can be
protected in the context of COVID-19 pandemic. | appreciate all the efforts of the members of OGSB and
technical supports of WHO, UNICEF, UNFPA, Save the Children and icddr,b; for whose active contribution

has made it possible to publish the Manual on Labour Room Management Protocol for Healthcare Facilities

Aot

-

Professor Dr. Sameena Chowdhury

in Bangladesh.

President, OGSB
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PREFACE

Faced with an unknown virus, management with collaboration is the best solution. COVID-19 diseases is an
unprecedented global war and the first battlefield is the hospital where soldiers are the health care
providers. This emerging infection can have a significant impact on pregnant women and fetuses.

This labour room management protocol provides guidelines for the management of labour ward activities. It
is hoped that by providing clear guidelines, it will assist in the efficacy of the ward and provision of high
quality and evidence-based medical care to all pregnant women.

In the last decade, there has been an increased interest in exploring the impact of the physical birth
environment on birth outcomes.

A proper laour room is designed, inspired by knowledge from evidence-based healthcare design which
advocates proper birth environment which has an impact on birth outcomes and birth experience of the
mother. So, comprehensive and consolidated guidelines on care during the delivery time for healthy
pregnancy outcomes. When we give a complete package of care to mothers that will ensure good quality
and evidence-based care. In addition, to set up essential clinical practices that support a mother during her
delivery time, the guideline is focused on positivity and inhibits unnecessary, nonevidence-based and
potentially harmful practices during birth time.

To ensure that each recommendation revised and updated the guidelines for improvement of care provided
around childbirth and during the immediate postpartum period by having targeted steps to ensure
respectful maternity care. This guideline target to strengthen key process related to labor room and
maternity operation theater so that verifiable targets of maternal and new -born care are achieved as soon
as possible. These guidelines are expected to enhance, supplement, and boost the existing efforts, ongoing
initiatives and programs.

We need a time-bound plan for the implementation of these guidelines to improve maternal and newborn
health indicators.

This pandemic is a common challenge faced by mankind in the age of globalization. To improve the

maternal-child outcome the real remedy for this pandemic is not isolation but cooperation.

Prof. Sameena Chowdhury Prof. Saleha Begum Chowdhury Prof. Rowshan Ara Begum Prof. Farhana Dewan
President, OGSB Secretary-General, OGSB Past President, OGSB Vice President, OGSB
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FORWARD

Safe motherhood is a condition where the woman has the right to safe pregnancy and safe delivery. In
Bangladesh, in the COVID situation the Govt. has given a considerable effort to address the health of the women.
Safe delivery is the cornerstone of healthy motherhood. For some time, there was a need to develop a protocol
that will define and outline the service a woman will be provided during labour in COVID-19 pandemic. The
labour room protocol will ensure that a pregnant woman, wherever she delivers is taken care of, it may be a
tertiary care center on a grassroots level facility. But, whenever a woman comes to delivery, she should be
received with warmth, should be provided with the utmost care & dignity. The women should be given evidence-
based service, maintaining privacy. The center must be fully equipped to provide quality service to the parturient
woman and her baby.

In this challenging COVID situation it is not impossible to implement standard labour room services in
Bangladesh. Keeping this in mind, the Labour room protocol has been updated. Several meetings have been held
with the Honorable Minister, State Minister of Ministry of Health & Family Welfare & DGHS & other Stakeholders
for this issue only. This labour room management protocol has been prepared keeping in mind the safety of the
patient and the healthcare provider from the spreading of this SARS-COV-2 infection Although it may be difficult
to implement it at all levels, but the motivation of the service providers and the IPC measure will be enough to

bring into practice an ideal Labour Room Protocol at all levels of facilities.

Prof. Sameena Chowdhury Prof. Saleha Begum Chowdhury Prof. Rowshan Ara Begum Prof. Farhana Dewan
President, OGSB Secretary-General, OGSB Past President, OGSB Vice President, OGSB

Labor room management protocol Page | V



LIST OF CONTRIBUTORS

0GSB

Prof. TA Chowdhury, Past President, Obstetrical and Gynecological Society of Bangladesh (OGSB)
National Prof. Shahla Khatun, Past President, Obstetrical and Gynecological Society of Bangladesh (OGSB)
Prof. Kohinoor Begum, Past President, Obstetrical and Gynecological Society of Bangladesh (OGSB)

Prof. Rowshan Ara Begum, Past President, Obstetrical and Gynecological Society of Bangladesh (OGSB)
Prof. Sameena Chowdhury, President, Obstetrical and Gynecological Society of Bangladesh (OGSB)

Prof. Laila Arjumand Banu, Past President, Obstetrical and Gynecological Society of Bangladesh (OGSB)
Prof. Ferdousi Begum, President Elect, Obstetrical and Gynecological Society of Bangladesh (OGSB)

Prof. Farhana Dewan, Vice President, Obstetrical and Gynecological Society of Bangladesh (OGSB)

Prof. Saleha Begum Chowdhury, Secretary-General, Obstetrical and Gynecological Society of Bangladesh
(OGSB)

Prof. Parveen Fatima, Chairman, CaRe Medical College Prof. Gulshan Ara, Dept. Obs & Gynae, BRB Hospital
Prof. SK Zinnat Ara Nasreen, Head of the Dept. of Obs & Gynae, Z. H. Sikder Medical College

Prof. Nilufar Sultana, Head of the Dept. of Obs & Gynae, Dhaka Medical College Prof. Salma Rouf, Dept. of
Obs & Gynae, Dhaka Medical College

Prof. Saria Tasnim, Assistant Editor, Editorial Board of Jorunal, Obstetrical and Gynecological Society of
Bangladesh (OGSB)

Dr. Tahmina Begum, Entertainment Secretary, Obstetrical and Gynecological Society of Bangladesh (OGSB)
Dr. Nazneen Ahmed, Member, Obstetrical and Gynecological Society of Bangladesh (OGSB)

Prof. Dr. Kisowara Sultana, Member, Scientific Subcommittee, Obstetrical and Gynecological Society of
Bangladesh (OGSB)

Prof. Fatema Ashraf, Head of the Dept. of Obs & Gynae, Shaheed Suhrawardy Medical College Prof.
Rumana Nazneen, Member, Editorial Board of Journal, Obstetrical and Gynecological Society of Bangladesh
(OGSB)

Dr. Sharmin Abbasi, Member Secretary, Scientific Subcommittee, Obstetrical and Gynecological Society of
Bangladesh (OGSB)

Dr. Selina, Member, Obstetrical and Gynecological Society of Bangladesh (OGSB)
Sumaya Binte Masud, Program Coordinator, Obstetrical and Gynecological Society of Bangladesh (OGSB)

UNFPA

Dr. Syed AJM Musa, Senior Advisor to UNFPA Representative on Maternal Health
Dr. Dewan Md. Emdadul Hoque, Health Systems Specialist
Md Shamsuzzaman, Programme Analyst-SRHR

Rondi Anderson, CNM, MS International Midwifery Specialist
icddr,b

Dr. Shams El Arifeen, Senior Director and Senior Scientist, Maternal and Child Health Division
Dr. Ahmed Ehsanur Rahman, Associate Scientist, Maternal and Child Health Division

Dr. Sabrina Jabeen, Research Investigator, Maternal and Child Health Division

Dr. Shafiqul Ameen, Research Investigator, Maternal and Child Health Division

Dr. Anika Tasneem Chowdhury, Project Research Physician, Maternal and Child Health Division

Page | VI Labor room management protocol



CONTENTS

L3 o o [T 1 ' o T 1
Rationale for developing protocol for labour monitoring.......ccccccciiiieiiiiiiencciiiennnccnnen. 4
General description of the facility........ccceeiiiiimiiiiiiiirr e 4
IPC MEASUIES....ceueuiiiiiinniiiiiiietiiiiinasiiiisaasiiteisassisttsassissesasssssssassssstsnsssssssssssssssassssssannnes 7
SCrEENING AN LMIAEE. .eiictiiie ettt e e e st e e e st e e e s bt e e e e sbeeeesbtaeeesseeeeesseeeenne 7
Protective Measures that Apply to All Episodes of Patient Contact.........cccccoveeeeiiiciciiieeeeeenn. 9
Preparation for the birth during COVID-19.......cccciiieiiiimiiiiniiiiiiirtncereeecsreesesensesnnnenes 10
A Y7 o1 o PSPPSR 10
Women with symptoms consistent with  COVID-19 infection..........cccceeeciereeecieeeecciieeeenen. 11
Psychological INtErVENTION. ....c.ccuuiii i e e srae e e e 12
Equipment and supplies for every vaginal delivery........ccoeivciiieiiciiii e 15
Routine childbirth care........cccccceeviiiiiiiiiiiiiiiiiiiiiiiiiiiirrere s 15
A, RECOIrd fOrM / REGISLEIS. ...ccveiietiietee ettt ettt ettt et e e e e te e e teeeeteeeebeeesaaeeeaaeeeareas 15
B.  LOZISTICS JEQUIPMENTS. ...eiiteeeeeiectee et e etee ettt ettt e ettt e eteestte e e beeebeeeetseebeeeeseeesseesabeseseens 16
C. Instruments: At least 3 setsinstrument must be ready......cccccceeeeiiieeeeciiee e, 17
D T B ¢ U £ SO PP PPPP PP PP PP PPPPPPPN 18
E. INTUSION. ettt ettt st s e st s b e e et e e shbe e s abe e sbeesbaeenabeenaaeenas 18
EMEIEENCY CAN@..cuiuieiieiieniieiieiieieeiietiotiastesctasiasioncassssstassassessssssossassansassssssnsssssnssassans 18
) Y o 1= =Y VoV o o] 1 L1 SR 18
5 TR I o U ={ PSPPSR 19
Normal labour and child birth, rapid initial assessment...........ccccceeeeiiiirniiiiinnniinnnenen. 20
Rapid iNitial @SSESSMENT ....vviiiiiiiie ettt ete e e e et ae e e st e e e s e bteeesbaeeeesreaeaennes 20
Diagnosis of stages and phases of LabouUT.........ccccveiieiiiinciieniereeeeteeeetennereeceeeneesennes 21
Danger SigNS Of PregNaNCY....cccceereerereenierreniereencerescreaseeressesenssessassssnssessasessasssssssessnnens 23
Equipment and supplies for every vaginal delivery........ccccccerrrreiiiiiieniiiniiiniiininennnnnns 23
Management of normal 1abour........ccueciiiiiiiiiiiiiciiini e 24
Management of 15t stage of [abOUr...........ooo i e 24
Management of 2" Stage Of [ADOUN........c.ooveeviiriceeeete ettt et e 27
ManagemMeNnt Of 3rd STAZE.....c.uuiii e et e e e rra e e e e b e e et r e e e eareaaan 27
4% Stage Of |abOUIr-MONITOIING.....ccvieriieeeeeeicte ettt ettt e re e se et sree s eeesbeeneesteseas 28
Overall management during labouU ..o 28
Protocol for using the partograph........cccccceiireiiiiiiieiiiiiieciiiniieseenee 31
Second Stage Of [@DOUN....ccci i e e 33
Third STage Of [@DOUN ... e e e e e e 35

Labor room management protocol Page | VI



FOUrth (4M) stage Of labOUT.....ocue ettt s re e s eas 37

Bishop's Pre-induction Cervical Scoring System (Modified)........cccccueeeiiiiiiininnnnnnnnnnnn. 38
Y {1 P 38
Flow chart of OXYtOCin reZiMe.......cceeuiiieniiiieieieeerteneerenneerenerensserennereaseesensesenseessnsesens 40
Unsatisfactory Progress of Labour Management........cccceeereenereenncreencerenneereencerenceennens 44
R ==X oY il =1 o Yo 1 TR U RO PR PRSIt 44
A 7 Y= (= oY A Y Yo TU | SRS 45
Flowchart for management of foetal distress.........cccceeeiirirnniiiiieniiiiinnniiiinnniennnen. 46
Clinical guideline for the management of shoulder dystocia (SD).........cceeeeeueenniiiinnennns 47
Assisted vaginal delivery (vacuum extraction or forceps):....ccccceeeereerennerrennereennecrenneenes 49
VaCUUM @XTFACHION. ..ot e e s e ee e e e s s e e e e e e e s 49
Outlet and low forceps (Wrigley's fOrceps). ..ttt et 50
Yo [V F L a1 T=de (=] 1YY o U USS 52
Vaginal delivery after caesarean section (VBAC)- Protocol and flow chart.................. 53
LOF= T == T TR =T o oo 57
Post-partum haemorrhage (PPH).........ciiiieeiiiiieeiiiiiiicinrreeecsnssneesssenesssesnssssssnnnsnns 58
Flow chart of specific management of PPH..........ccooiiiiiiciie et 62
Management protocol for hypertensive disorders in pregnancy at facility level.......... 63
Management of hypertensive disorders in pregnancy.......ccccceeceeeeecieecrciee e eeeee e 66

Flow chart for Specific Management of Severe Pre Eclamspia and Eclamspia (SPE/E) .75

Immediate care of the NeWborn:........ccoiiveiiiiiiiiiiiiiii e 76
Flow chart for Management of Breastfeeding.....c....ccceeeuiiiiieeiiiiiinniiiniienccnnneencennenn. 83
Breast fE@AING.....ccuvuuuiiiiieeiiiiiiccrrr e e e s se e s s e s a s s s s s nnssessannnanns 84
Breastfeeding if the mother has COVID-19........cccouiiiiiiiiiiciiee e 84
Immediate postnatal Care.........ccceeiiiiieniiiiiiciiiii e ee 87
Emergency obstetric and immediate newborn care.........ccccoceeeriecireniirieiereneneeneeeene 88
Y] o 1] T TSP SPPPPRPTP 90
Preterm [2abour and delIVEIY ... e e e e et eeaaaee s 90
Post-partum family planning........ccccuiiiiiiiiiiiicccrr e s s e naeeas 91
RECOId KEEPING...ccuuiiieiiiiiiiiiieitiiiieieiteieteierensesrasisssesesensesenesessnsssensssnensssensssssnsanen 94
Referral SYStEM.. ... iveeiiieeiieieeereecrreeerreneerennerenseerenseseensesensessensessnssesensessnssssensessnsasnnn 926
Infection prevention during COVID-19........ccccciteerirreniirennerrennerenseereaseerensessescesessessnne 101
LabOUr FOOM PrEPar@aNESS.....uuiiiciieeeieiieeeetee e eetee e eeee e sbee e e ssbee e esabee e e esbeeesssnbaeesssseeessnses 101
Personal protective EqQUIPMENT:.......ccociiieecee et e e et e e e rae e e 102
INSErUMENt ProCeSSING.....ivuiiieiiieiiiiiiiiieiiieiieiieiieitenernersestsessescrassresssenssnssssnssansss 108
Practices for environmental cleaning in healthcare facilities........ccccerveeiireniiiieiinnnnnns 110

Page | VIl Labor room management protocol



Annex-1: Labour ward floor plan.........ceeiieeiiiieieiicereeerreeerreneereeseseeenerensnsenssesennssnseenenns 116

Annex-2: Delivery room floor Plan.........ceeceieciieeiiieeierieenereeeeereneereneereaserensessensessasessnnnens 117
........................................................................................................................................ 117
Annex-3: Practices in normal birth, WHO.........cciiiiiiiiiiiiiicciiirncrecrecinereeeeesereneseseennes 118
Annex-4: Flow chart for specific management of severe pre eclamspia and eclamspia (SPE/E)
........................................................................................................................................ 119
ANNexX-5: ANtENAtal Care.......uuiiiiiiiiiiiiiiiiiiiiiinirrrrreess s s s saa s s s s s s s s e anaasanes 120
Annex-6: Essential NeWbOrn care........cceuuueiiiiiiiiiiiiiiiiniiiinnrrrr s 121
ANNEX-7: StEPS Of AIMTSL. . .iieeiiiiiieiiiiiieecieiiennierteenseeesennseeseenssssssennsssssennsssssennssssssnnsanns 122
Annex-8: Different positions of abour..........cccceirieeiiiieiiiircrieireerreeerreeereeneeeeenerenseesanes 123
ANnex-9: SQUAtiNG POSITION. .. ..ttt e e s e resereserensenssenssenssensenssnnnns 124
Annex-10: ANC check up and birth planning.........cccoiviiiiiiiiiiiiicrrcrrrre e reees 125
ANNEX-11: ANC Checkup and remote coNtact........cccceeereenerrencreeneerennereeeerenneerenscerensesennens 126
ANNEX-12: Checklist for Remote Antenatal Contact and Considerations during Antenatal

ot | = 127
ANNEX-13: KIMC.....oiiiiiiiienniiiiiiiniiirrieeiiissssninrsssssssssssssrsssssssssssssnssssssssssssssssnsssnssssssssssnns 130
Annex-14: Delayed cord Clamping.......ccceeeceieeieieeeiereeneerennerrencereeereaseseesssesssesenssessssessnsesses 131
ANNEX-15: KIMC & DCC....cccuuuriiiiiiiinnnnmnnnsssiisiiiiisessssssssssssiimmssssssssssssssssssssssssssssssssssnssssssssss 132
Annex-16: Essential NeWDOIN Care.......ccccceiireeiiiiiinniiiiinieiiniiissnrassneen. 133
Annex-17: Breastfeeding.....cccccoiiiruiiiiiiiniiiiiiieniiiiiiiiiiiniinrnnesssseassssnensssnesnssees 134
ANNEX-18: BreastfeediNg....c.ccceereerieieeeiieeierteniereenierencrenneerenseseesseresssessassssnsesssasessasssssnsenes 135
ANNEX-19: AIMITSL....ceiiiiiiiiiiiiiiri ettt re e s s e a s e a e s e a s s ensssnansssensasennns 136
ANNEex-20: PPH ManNagemeNnt.........ccicieeiieiieiieiieiienioiieciesionioniestesssssastastassassssssssssssassansans 137
D gL 1= A T |2 - 138
Annex-22: Essential care for small babies.........ccccceeiiiiivniiiiiiiiiiiiinciiii 139
Annex-23: Management of PE/ECIampPsia.....ccceeiiiiiiiiiiiiiiiiiiiiinisisesssssssssssssssssssssssssssssssssnns 140
Annex-24: Management Protocol of PE/ECIampPsia......ccceevreeeeenciiiiierieneennnsseeeeneeeeesessnnnnenes 141
ANNEX-25: Partograph.....ccccucieeiiieniireenieteeiereenrerraneerenseereseesnsessssssssssesssssessssessnssesassessnnens 142
ANNEX-26:SQUAtEING CRAIN...ccuiiieeiiiieiriiierteierteeeteeeeteneereaneeresseseesserensssenssessasssnsesssnsesenne 143
ANnex-27: EClampsia bOX.....cciveuiiiiiiuniiiiiiiniiiiiiiiiiiiiieesiesimmeassssnsses 144
ANNEX-28 PPH DOX.....iiiirueiiiiiieniiiiiinniiiiinniiiieeniiiieasiiiissssimesssstssssssssmessssssssssssssssnsses 145
P oY1= G ol o T 146

Labor room management protocol Page | IX



Annex-30: Logistics and Equipment for 100 bedded/250 bedded/500 bedded hospital will be

- T L - TR 147
Annex-31: Referral form for COVID-19 patients.......ccccceeitrenniiiimnniiniienniiniienieeenes 151
Annex-32: COVID-19 newborn guidance in [abour room........cccccciireeeiiiiiienciinineniininenenn 152
Annex-33: What should pregnant mothers and family DO to prevent COVID-19................ 153
Annex-34: Emergency Management of COVID19 suspected/ confirmed mothers............... 154
Annex-35: Preparation of disinfectant solution..........cccccceeiiiiiniiiiiieiiiniiecnnnn, 155
Annex-36: HEPA filter and UV ray sterilization...........ccccceiiiiieiiiiiienciiniiieniinneencinneeecennenn 156
Annex-37: Pulse Oximeter and Thermal SCanNer...........covveeeeeiiiiiiiiiiinineiinnnnnnreeeeaeeees 157
Annex-38: Donning and doffing of Personal Protective Equipment..........cccceeeeiiinnnniininnnnnn. 158

Annex-39: Signal functions to identify basic and comprehensive emergency obstetric care

S VICES.ceueieieieerersresrerasrassesasrossesssrossessssossesassassesassasssssssassesassossesassasssssssassssassossasassassasassasnns 160
Annex-40: Newborn signal functions (NSFs) for Bangladesh...........ccccceerveeenieirreennccrieennnnnns 161
WY LV I ] (=] =] 1 (o= TN 162

Page | X Labor room management protocol



INTRODUCTION

Currently the world is facing it’s one of the greatest challenges in the means of COVID-19 pandemic. Severe
acute respiratory syndrome coronavirus 2 (SARS- CoV-2) is the newest member of coronavirus family. The
other 2 members of this family - Severe Acute Respiratory Syndrome Coronavirus (SARS-CoV) and Middle
East Respiratory Coronavirus (MERS-CoV) have contributed to the 2 major outbreaks in the past two decades
causing more than 10,000 cases worldwide together. Following the trend, SARS-CoV-2 has created a global
emergence through the disease it causes called COVID-19 and hence was declared as Public Health
Emergency of International Concern (PHEIC) by WHO Director General on 30t January. Bangladesh reported
the first case on 8" March and since then thousands of cases have been reported with the case fatality rate
of 1.32% [12]. Although 32% of the total confirmed cases is contributed by women, there is no substantial

evidence indicating that pregnant women are more prone to COVID-19 infection or belong to high risk group.

The routes of transmission of COVID-19 from man to man are through respiratory droplets and direct contact

with infected people or indirect contact with contaminated surface.

Nonetheless, airborne transmission is possible in special hospital settings, such as endotracheal intubation,
bronchoscopy, open suctioning, administration of nebulized treatment, manual ventilation before
intubation, turning the patient to the prone position, disconnecting the patient from the ventilator, non-
invasive positive-pressure ventilation, tracheostomy, and cardiopulmonary resuscitation. The sign symptoms
include — fever, cough, sore throat, nasal congestion, aches and pains and diarrhea. Pregnancy can modify
the clinical manifestations, such as marked lymphocytopenia. The other test results, such as increased CRP
and multiple patches of ground glass opacity on chest X-ray or CT-scan, coincide with the usual findings of

COVID-19 investigations.

The majority of the infected cases range from asymptomatic to moderately severe, only a handful of cases
progress towards a more severe life-threatening condition. [8] In addition, there is no confirmed report on
congenital infection or vertical transmission. However, due to limited data on this new virus in pregnancy,

the risks cannot be completely ruled out.

To break the chain of spreading of the disease by maintaining social distancing, The Government of the
Peoples Republic of Bangladesh has declared a general holiday from March 25, 2020, and the country has

gradually turned towards effective lockdown alike majorities of the countries of the world.

The complications during pregnancy and childbirth can happen without warning and can strike any woman

at any time. That is why safe delivery practices should be ensured for all labour. A special care known as
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Emergency Obstetric Care is required by a woman once she develops any kind of complication during

pregnancy, delivery and postpartum period to save her life.

To avoid the substantial impact of this cessation and decrease the potential poor maternal and newborn
outcomes, maternity services should continue to be an essential core health service and prioritized. Maternal
health care providers (including midwives and all other health care workers providing maternal and newborn
care) by accessing their rights for personal protective equipment (PPE), sanitation, a safe and respectful
working environment will ensure a healthy workforce by providing quality care for women and their

newborns.

In response to the COVID-19 pandemic OGSB with the technical assistance from UNFPA and icddr,b has
updated the Labour room protocol which is the management protocol of women during labour in the COCID-

19 pandemic.

There are standard guidelines that are used for patients attending the Antenatal Clinic, Labour and delivery
ward and post-partum clinics. The labour ward protocol not only deals with the care of pregnant women
and management of normal and low risk labour but also covers abnormal and high-risk labour. Cornerstones
of good labour ward practice also include communication, documentation and incident reporting, often

poorly done in the labour ward at present.

Providing good-quality care is one of the most effective ways of ensuring that maternal health services are
used, and that women’s lives are saved. This can be achieved by assuring the respect of standards of care,

decreasing barriers to care, and improving provider responsiveness to cultural and social norms.

The protocol has also incorporated the infection prevention and control program and the use of personal
protective equipment to reduce the risk of infection among healthcare providers as well as the patients and
ensure the continuity of care in a safe environment. In other words, the provision of good quality care

improves the “Women friendliness” of health services.

Purpose

* To set clear definitions of pregnant patients during COVID-19 who will be appropriate for referral/
admission

* To provide individualized service, during assessment, treatment oradmission

* To ensure that system of clear referral pathways is established so that pregnant patients who require
additional care are managed and treated by the appropriate specialist team when problems are

identified
* To maintain the safety of the health care providers
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Aims

To achieve a safe delivery during COVID-19 period, without injury to mother or baby as safely as possible.
The mother’s wishes and expectation should be respected, but not necessarily followed if they are not to

her benefit or that of her baby: a discordance in this respect if an indication for in depth counseling.
The key to success:

* Good team spirit

* Good communication

* Regular audit of work

» Effecting changes where needed

* Continuing professional Education and Research

* Teaching and mentoring of junior colleagues and trainees by seniors to enhance quality skills
Objectives

General objective

* To prepare user-friendly and informative protocol on the basis of existing health care facilities and for

dissemination during the COVID-19 period to make the best use of protocol by service providers.
Specific Objective:

* To prepare standard guidelines in flow charts based on information provided in the standard

management LRP (Labour room protocol) on emergency obstetric care

* To take steps for implementation of using these protocols and flowcharts:

o Arrange demonstration and hands on training by seniors in each training institutions at different

health care facilities

o Post-training monitoringin the field

o Dissemination of protocols and flowchart at different health care facilities
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RATIONALE FOR DEVELOPING PROTOCOL FOR LABOUR

MONITORING

Bangladesh Government has issued an effective lockdown in order to contain the transmission of SARS-CoV-

2. Henceforth, the health sector has come to a standstill and there is a possibility of marked reduction in the
maternal and fetal health outcome. This negative impact on the hard-earned progress on MMR reduction by
our country is not acceptable. Maternal health service is considered as one of the essential core health
services. Again, safe environment and healthy workforce are key components to ensure quality care.
Therefore, updated guidelines regarding triage, IPC and PPE are adopted in the labour room protocol so that
healthcare can be continued flawlessly during this COVID-19 pandemic. The frontline healthcare providers
are encouraged to continue providing this essential service by following the guideline and taking appropriate

safety measures.

WHO has recommended that all labour should be monitored by the use of partograph. The partograph is the
graphic representation of progress of labour and condition of mother and fetus during labour. The
partograph has an underlying algorithm aimed at identifying women who are likely to present labour-related

poor outcomes.

Here in the labour room protocol partograph is an integral part. Besides that, the labour ward protocol
should contain all the evidence-based activities related to normal labour and childbirth. Before going to

discussion about labour room protocol, there is a necessity to discuss about ANC.

General description of the facility

* The area should be clean and free from clutter and the room temperature should be maintained at

approximately 25%-32°C

* Essential equipment and supplies (i.e. delivery packs containing necessary instruments and materials for
birth) should be available, easily accessible, and ready for use (i.e. clean and high-level
disinfected/sterile). These should be stored in sufficient quantities to meet the needs of the labour unit

for responding to normal and complicated births

* Contaminated objects and waste should be removed or placed in the appropriate containers

* Separate containers for soiled linen (to be laundry) and contaminated instruments (to be processed)

should be conveniently located

* Separate containers for proper disposal of different kinds of waste should be conveniently located,

including
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o Containers for general (nonmedical, nontoxic) waste, such as paper, bottles, and cans

o Covered containers for medical waste, such as blood and bandages; and
o Puncture-proof containers for sharps, such as needles and glass slides
* Surfaces should be wiped with chlorine solution (1%) [11] before use

* There should be strategies in place to minimize infestation with vermin (particularly cockroaches and

rats)
Clean water supply

A supply of clean water should be available. The water may come from a faucet, pump, or portable containers
with a tap, or it may be poured from a container or basin. All water containers, basins and jugs must be
cleaned so that these will not contaminate the water. Water that is unlikely to be clean (e.g. water from

uncovered or soiled containers) should not be used.
Light Source

A reliable source of adequate light, which may be artificial or natural, should be available. Natural light, as
from a window, may be adequate for a general physical examination. A generator (or solar back up power
supply) should be available when city power is unavailable. The examination surface should be positioned
toward the window, but it should not be possible to see into the care site from outside of the room. Artificial
light sources, such as a lamp or torch (flashlight), may provide more intense light. These light sources are
better for certain procedures, such as a pelvic examination, repair of the cervix or vagina, or examination of

the inside of a newborn’s mouth.
Heating

A reliable source of heating should be available during the winter months in all patient care areas. Room
heater must be needed in winter seasons. A newborn resuscitation unit with overhead heater should be

available for neonatal resuscitation and early newborn care of at-risk babies.

Suitable furnishing should be made available in the labour, delivery and operating rooms, as follows:
Furnishing

Suitable furnishing should be made available in the labour, delivery and operating rooms as follows:
Labour Room and Delivery Area

* Triage

* Separate Isolation cabin for suspected COVID19 patients

* Separate Isolation OT or Labour room for suspected COVID19 patients
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* PCR for suspected COVID19 patients

» Referral of COVID19 positive patients to designated COVID19 hospitals
* Comfortable beds to allow mother to labour comfortably

* Small bedside tables for mother to store belongings

e Curtains or screens between beds

* Seating for the mother’s companion (family member)

* Atrolley or table for equipment

Delivery Room /Labour room

* Labour bed comfortable, Squatting Chair, delivery ball, rubber covered mattresses and pillows; the foot

end of the beds should be close to the screened or painted windows to allow for naturallight
* Curtains to screen delivery beds
* Clean, conveniently located trolleys for instruments, supplies, and equipment

* Aclean, warm surface for newborn resuscitation (to be placed as far away as possible from air

conditioners or fans)

* Baby Corner for resuscitation with appropriate technology heater: available Ambu bag in proper place
* Cupboards for storing drugs, equipment, and supplies

* Delivery Kits, PPH Kits & EclampsiaKits

* PPE: PPE suits, gloves, face masks, face shields, boots, goggles
* An angle lamp and stool (for repair of tears or episiotomy)

* A smalltrolley for emergency equipment

*  White board (for patients and doctors names)

* Board for partograph

* Receptacles for infection prevention

* Tool for sitting of Nurses, accompanying person

* Ensure Clean Toilet, closed to labour room and delivery room.
* Ensure water supply and maintain cleanliness regularly.

* Refrigerator
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IPC MEASURES

Screening and triage

Triage is a key component of infection prevention and control program at any given healthcare setting during
COVID-19 pandemic. It is the standard method using a valid tool to sort patients according to their health
conditions into groups who need immediate medical attention, who should be quarantined, isolated or

referred.

All patients should be asked to wear mask and gloves for coming to the health care facility. Mothers who are
coming to the facility should be separated, non —COVID mother from Suspected COVID mother after checking
the body temperature and then sent to the designated Labour ward or isolated cabin (COVID suspected
mothers will be sent to the isolated cabin for COVID Positive while non-COVID mothers will be sent to general

Labour ward).
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Flow of Patients in Maternal Health Care

Screening for patients with RTI
symptoms (If possible screen before
arrival over phone)

Patients

with RTI
Nﬂoms

Yes

ANC, PNC and
other health
services

* ANC follow up or
Treatment from one
meter distance

14 days home
quarantine (based
on travel history,
contact history with
COVID 19 patients or
relative came from
abroad)

Provide mask, check of temperature,
provide ticket

v

Examination by doctor

Detection of COVID 19 suspected case
based on travel history, contact history
with COVID 19 patients or relative
came from abroad, symptoms and case
definition of COVID 19

Swab sample collection for RT-PCR to
detect presence of SARS-CoV-2 that cause
CovID 19

Triage room at

Gynaecology and
Obstetric OPD

14 days home
quarantine (If patient
doesn’t have other
complications related
to pregnancy)

Confirmed
case

Treatment as per protocol:

« Mild cases at home - Symptomatic
treatment

Moderate case at home- Symptomatic
treatment, broad spectrum antibiotic
for uncomplicated CAP

Severe cases: HDU treatment if
available or refer

Critically ill - Transfer to ICU or refer
Special care at hospital for high risk
pregnancies (with diabetes, COPD,
Hypertension, CKD, CLD, cancer)

Isolation

Ward/Cabin at
IPD for COVID 19

Advice for Mild and Moderate cases:
Self isolation at home

Social distancing with family
members

v

\.

if a patient :

* Doesn’t have fever for 2 consecutive
days despite not taking medicine

* If tested negative by RT-PCR for
COVID-19 for 2 consecutive days

( Release patients as per doctor's advice )

J

v

No visitor

Repeated handwash
Cough etiquette
Medical mask
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Protective Measures that Apply to All Episodes of Patient Contact

a) All staff and patients need to have access to hand washing facilities and be encouraged to do
so as they enter the health facility. Ensure supply of clean water (even from a bucket if running

water unavailable) in every location or room where staff work and in waiting areas for patients

b) Ensure availability of simple soap at every wash station in the health facility and a clean cloth

or single use towel for drying hands

c) Midwives providing direct patient care need to wash their hands with soap and water
frequently: Hands needs to be washed with soap and water thoroughly for at least 20 seconds.

Wash before every new woman is seen and again before physical examination. Wash again

immediately after examination and once the woman leaves. Wash hands after cleaning surfaces.

Wash hand after coughing or sneezing. Hand sanitizer can also be used, particularly as a backup

for where there is an unreliable water source

d) Avoid touching the eyes, nose and mouth

e) Advise all persons (patients and staff) to cough into a tissue or their elbow and to wash hands

after coughing and sneezing

f) Midwives need to maintain social distancing of 2 arms or 1 meter or 3 feet lengths for as much
as possible during any clinical encounter. Physical examination and patient contact need to be
continued as usual for women without any symptom consistent with COVID-19 as well as

suspected/confirmed COVID-19 patients if hand washing is performed before and after

Labor room management protocol
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PREPARATION FOR THE BIRTH DURING COVID-19

All women

* Triage and screening need to take place for all women and their birth companion before entering the

health facility as outlined in previous sections

o Separate cabin suspected COVID19 patients and non-COVID19 patients

o Separate delivery room or OT for suspected COVID19 and non-COVID19 patients
o Quarantine after exposure to COVID19 without proper PPE

o Isolation after confirmed diagnosis of COVID19

o Quarantine the medical staff until PCR for COVID19

o Isolate the medical staff who are COVID19 positive

* Routine infection control precautions need to be instituted for care during every labour and birth.
Patients often hide history of fever and cough due to fear, social stigma and fear of not getting treatment,
so in practice triaging is done by recording the patient’s body temperature preferably using an IR thermal

scanner or a mercury thermometer

* It is important to remember in lower risk groups; Corona virus (SAR-CoV-2) leads to mild infection
whereas acute complications unrelated to COVID-19 that can occur during pregnancy and childbirth, can
carry high mortality for the mother and newborn. In the case of obstetric and newborn emergencies,
care to the mother or newborn should not be delayed. Childbirth, can carry high mortality for the mother
and newborn. In the case of obstetric and newborn emergencies, care to the mother or newborn should

not be delayed

* Skin-to-skin care and breast feeding is allowed as long as the mother wears face mask and wash hands
regularly with soap and water for 20 seconds, cough or sneeze into a clean cloth and dispose it or cough

and sneeze in elbows

*  All women need to be encouraged to call the health facility (where possible) for advice in early labour
and to inform the maternity care provider of any respiratory or other COVID-19 related symptoms, which

can then assist in planning further care or potential referral

* All women maintain their right to be treated with compassion, dignity and respect. Every woman has the
right to receive information, provide consent, refuse consent and to have her choices and decisions

respected and upheld, and this includes mobility during labour and birth position of choice
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* One asymptomatic birth partner should be allowed to stay with the woman, through labour and birth.

Continuous support by a known birth partner increases spontaneous vaginal birth, shortens labour and
decreases caesarean births and other medical interventions. If birth partners are symptomatic, they
should remain in self-isolation and not attend the birth. Women should be advised when making plans

about their birth to identify potential alternative birth support if needed

* Family planning is most important during the COVID19 epidemic. ANC visits are restricted to 4. All contact
tracing needs to be done of a COVID19 confirmed patient and quarantined at home and to be tested on

a latertime
Women with symptoms consistent with COVID-19 infection

The FIGO guideline mentions that COVID-19 infection is not an indication for augmented delivery unless
there is a need to improve maternal oxygen. Suspected or confirmed cases should have their delivery in an
isolated negative pressure room and the number of staff present kept to a minimum. It is advised that

birthing partners are not permitted to attend.

* Following triage and assessment, women identified as having symptoms consistent with the coronavirus
(SAR-CoV-2) and requiring admission to the facility, need to be cared for in a single room where possible.
All care should ideally continue in the same isolation room for the entirety of the woman'’s stay. Efforts
need to be made to minimize the number of staff members entering the room and maternity services

should develop a local policy specifying essential personnel for emergency scenarios

* Women with an acute respiratory illness should be given masks and staff should be provided with PPE
for the duration of care. Women presenting at a BEmONC facility with severe respiratory symptoms

requiring respiratory support should be stabilized and transferred to a CEmONCfacility

* Where women do not have access to a single room, it is still essential to find a way of separating sick
women from well women either by clustering alike women within a shared room or bay to reduce the
risk of virus transmission — this also applies for any admission throughout pregnancy and the postpartum

period

* Mode of birth needs to be individualized based on obstetric indications and the woman’s preferences.
The timing and mode of delivery should be individualized, dependent mainly on the clinical status of the
patient, gestational age, and fetal condition. Vaginal delivery is not contraindicated in

suspected/probable/confirmed COVID-19 patients

* Shortening the second stage by operative vaginal delivery can be considered, as active pushing while

wearing a surgical mask may be difficult for the woman to achieve. There should be a low threshold to
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expedite the delivery when there is fetal distress, poor progress in labour, and/or deterioration in

maternal condition

* Septic shock, acute organ failure or fetal distress should prompt emergency cesarean delivery (or
termination, if legal, before fetal viability). Cesarean delivery should be performed ideally in an operating

room with negative pressure

* Care during labour should not differ from usual, however, given the association of COVID-19 with acute
respiratory distress syndrome, women with moderate-severe symptoms of COVID-19 should be
monitored using hourly fluid input-output charts, plus efforts targeted towards achieving neutral fluid

balance in labour, in order to avoid the risk of fluid overload

* If an infected woman requires a cesarean section all staff in operation theatre should wear PPE. The
greatest risk to operation theatre staff during the cesarean section relates to intubation whereby the

virus load from aerosolization (the virus being airborne) is highest

* Surgical mask is enough for the medical staff if the COVID19 patient is in the isolation cabin. However,
when a COVID19 positive patient is intubated in an ICU setting, N95 masks are required. Gloves and
masks need to be discarded always after examining each patient. PPE suits are to be discarded if one

deals with a suspected/confirmed COVID19 positive patient

* There is no evidence to suggest that steroids for fetal lung maturation when they would usually be
offered, cause any harm in the context of COVID-19. Steroids should, therefore, be given where

indicated. As is always the case, urgent delivery should not be delayed for their administration

* Miscarried embryos/fetuses and placentae of COVID-19-infected pregnant women should be treated as
infectious tissues and they should be disposed in separate biohazard bags. If possible, testing of these

tissues for SARS-CoV-2 by qRT-PCR should be undertaken

Psychological intervention

* Pregnant women are at an increased risk for anxiety and depression; once they have been defined with
suspected/probable/confirmed COVID-19 infection, they may exhibit varying degrees of psychiatric

symptoms that are detrimental to maternal and fetal health

* Mother/baby separation may impede early bonding as well as the establishment of lactation. These

factors will inevitably cause additional stress for mothers in the postpartum period
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* Healthcare providers should pay attention to a patient’s mental health, including promptly assessing her

sleep patterns and sources of anxiety, depression, and even suicidal ideation. A perinatal psychiatrist

should be consulted when necessary

* If health care worker wear PPE and dispose the PPE correctly and frequently wash their hands, they will
not be infected with COVID19. So, health care workers should not neglect the COVID19 positive patients.
And the mortality rate from COVID19 infection is very low. It may be an intelligent decision to send health
care workers to suspected or confirmed COVID19 cabins who are healthy, young or don’t have any
comorbidities like DM, HTN, asthma or heart disease

Identify a helper and review the emergency plan

Prepare the birth companion or another skilled helper to assist if the baby does notbreathe.

* A birth companion can help the mother and call for another helper

* A second skilled helper can assist in caring the baby

The emergency plan should include communication and transportation to advanced care. Medical staff

should be restricted as much as possible. Everyone cannot look over the suspected or confirmed COVID19

patients. The health system cannot afford to send all their medical staff on isolation. One may need to
multitask to help their colleagues not be exposed. Also, it is wise to screen the patients who comes from the
cluster areas since many COVID19 patients are asymptomatic

Prepare the area for delivery

The area where a baby is born should be:

Clean - Help mother wash her hands or take warm shower before delivery.

Warm - Close windows and doors to prevent draught; supply heat (radiant warmer when available) if needed

especially for winter.

Well-lighted - Use a portable lamp if needed to assess the baby.

* Wash hands thoroughly with soap and clean water or use an alcohol-based cleaner before and after

caring for a mother or a baby

* Use recommended PPE to protect yourself from infections carried by blood and body fluids

* Prepare an area for ventilation and check equipment

It is wise to clean the floors, beddings with chlorine solution which is easily made with bleach powder. All
clothing should be cleaned with detergents. The corona virus is a capsulated RNA virus, it is susceptible to
chlorine solution, detergent and alcohol. Cleanliness and good personal hygiene may save a person from

COVID19 infection. Patients should not spit or throw cough everywhere on the streets.
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Standard: The facility has a system to perform a Rapid Initial Assessment of pregnant women in labour

to identify complications and prioritize admissions/make decision accordingly. All skilled attendants

(i.e., doctors, midwives, nurses with midwifery and life-saving skills) have the skills to perform a rapid

initial assessment.

Prepare a dry, flat, and safe space for the baby to receive ventilation if needed. In addition to a safety kit,

have equipment to help a baby breathe.

* Equipment should be disinfected after use and kept clean
* Check that all equipment and supplies are ready for use in the area forventilation

* Test the function of the ventilation bag and mask

* The isolation OT or labour rooms or isolation cabins where the suspected COVID19 patients stay or

operated on needs to be fumigated by formaldehyde
e Separate instruments are used for suspected or confirmed patients

* All used instruments need to be soaked in chlorine solution thenautoclaved

* Doctors, nurses and midwives should change their PPE with each delivery or operation for each

suspected patient

* Close family needs to be quarantined for COVID19 positive patients and non-COVID19 visitor should not

stay with patient

* Doctors working in COVID hospitals for 7 days are quarantined for next 14 days

If the facility cannot arrange a separate OT for the COVID-19 cases, COVID positive

mothers will be operated at the end of the OT schedule of the day and the operation
theatre will be cleaned by hypochlorite solution
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Equipment and supplies for every vaginal delivery

All these instruments should be separate for non COVID patients

For Mother For Newborn

= Gloves

= Plastic sheet for clean surface

= |nj. Oxytocin 10 IU/ Carbetocin 100 mcg

= Cord cutting scissors

= |V. Fluid (Normal Saline flasks)
= Needle holder

= Clean clothes or sanitary pads
= Saline set

= Stethoscope, Doppler

= Delivery Set (Suture material, needle and

holder, scissors, syringe)

Routine childbirth care

A. Record form / Registers

Gloves
Two or more warm clothes Head Covering
Scissors

Sterile ties - thread/cordclamp 7.1%
Chlorhexidine Solution Suction device

Ambu bag & mask (sizes 0 and1) Stethoscope
Timer (clock /watch)

Weighing scale

Forms /Registers UHC/DH MCH Private Facilities
Admission register/ Register v v v
History taking form v v v
Consent form v v v
Delivery register v v v
Partograph v v v
Input /output chart v v v
Birth Certificate v v v
Death certificate v 4 v
Discharge form v v v
Referral form Slip X X

F.V sheet v v v
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B. Logistics/ Equipment

Items UHC/DH MCH Private Facilities
1. Delivery Bed, Squatting Chair v v v
2.Instrument trolley v v v
3.Saline stand v v v
4.0xygen Cylinder (With mask, tube

etc.) v v 7
5.Sucker machine v v v
6.Sterilizer / Autoclave v v v
7. Vacuum extractor v v v
8. Baby weight machine v v v
9. Small stair beside labour or

delivery bed v v v
10. Radiant warmer X

11. Fetoscope

12. BP Machine v v v
13.Stethoscope/Fetal Doppler (All

separate instruments required for

suspected or confirmed COVID19) v v v
14.Catheter—Plain rubber catheter,

Foley’s catheter (14/16) v v v
15. Condoms v v v
16. IV Cannula (14G Orange,16G

Grey, 18G Green) v v v
17. Disposable syringe v v v
18. IV administration set v v v
19. TestTubes v v v
20. Cotton v v v
21.Micropore v v v
22. Gloves v v v
23. Drum of different size v v v
24.Drapes and sheets v v v
25. Test Tube holder v v v
26. Napkin / towel v v v
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27. Clean cloth, 1meterx1lmeter (2

pieces) 4 7 4
28. Clean gauze, swab or cloth v v v
29. Clean perineal pad v v v
30. Waste disposal (Basket for waste

disposal:

Black: General wastes

Red: Sharp v v v

Yellow: Hazardous wastes

C. Instruments: At least 3 sets instrument must be ready

Items

Delivery set

UHC/DH

MCH

Private Facilities

Sponge holding forceps

Gully pot

Long curved artery forceps

Mayo’s scissor

Cord cutting scissor

Kidney basin/tray

Umbilical cord clamp 2pc

Sims speculum

NN RN RN AN ENENEN

U N N O I N N NN

NN RN RN AN AN ENEN

Episiotomy set

Episiotomy scissor

<\

<\

<\

Needle holder (medium)

t\

AN

<\

Toothed dissecting forceps

Suturing Materials— Needle, Catgut,
Silk

3 Delivery Kits

Others

Tray for Instrument

3 Kits — Delivery, PPH, Eclampsia

Tourniquet

Jar for lifter/lifter

RN NI RN

DN N N RN

N RNIENIIRN

Vacuum extractor kit with Bird metal

posterior cup

(\

<

<\
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D. Drugs

Name of Drugs UHC/DH Private Facilities
Inj. Oxytocin, Ergometrine/ Carbetocin v v v
Inj. Tranexamic acid v v v
Inj. Antibiotics (Inj. Amoxicillin) v v v
Hexisol/Savlon v v v
Inj. Frusemide v v v
Inj. Chlorhexidine v v v
Inj. Adrenaline v v v
Inj. Diazepam v v v
Tab. Misoprostol v v v
Inj. Calcium gluconate v v v
Inj.MgS04 v v v
Inj. Frusemide v v v
Inj. Adrenaline/ local anesthesia v v v
Entonox gas cylinder and Pethidine
amps v v v
E. Infusion
Name of Infusions Private Facilities
e Normalsaline v v v
e Ringer’s lactate v v v
e |V administration set v v v

A. Emergency trolley

The equipment, supplies and drugs required to respond to emergencies should be conveniently located in
delivery room and the operating room and include the items listed below. The emergency trolley and drug

box must be checked on a daily basis, including drug expiry dated, and replenished when necessary.
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EMERGENCY CARE

A. Contents of the Emergency trolley:

Emergency drugs are mentioned above. Others things for the trolley are-

Drugs/ Others Private Facilities
e Cap. Nifedipine v v v
e 6-18 gauze IV cannulas (4 each) v v v
e |.V.Infusion Set v v v
e Adhesive tape 4 v v
e Ambu bag - Adult, baby v v v
e Air Way tube v v v
e Examination gloves (4 pair) 4 v v
B. Drugs
SI# Name of drugs UHC/DH MCH Private Facilities
01 Inj. Adrenaline v v v
02 | Inj. Amoxicillin v v v
03 | Inj. Calcium gluconate v v v
04 | Inj. Diazepam v v v
05 | Inj. Tranexamic Acid v v v
06 | Inj. Labetalol v v v
07 | Inj. Hydralazine v v v
Inj. Lidocaine 2%
% (for dilution to 0.5%) v v v
09 | Inj. Magnesium sulfate v v v
10 | Inj. Pethidine v v v
11 | Tab. Misoprostol v v v
12 | Tab. Nifedipine v v v
Paracetamol
- (Acetaminophen) 4 4 7
14 | Topical antibioticointment v v v
15 | Labetalol /Methyldopa v v v
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NORMAL LABOUR AND CHILD BIRTH, RAPID INITIAL

ASSESSMENT

Rapid initial assessment

QUICK CHECK

Ask her complaints why she has come

Ask and check records

Discuss antenatal notes with patient
If woman is very sick, talk to her companion

Initial Assessment-Look, Listen, Feel

I

Symptoms (Look, Listen)
Is the woman

|

Vital signs (Look, Listen, Feel)

In severe pain Looking very Consciousness | Anaemia Lung
In labour ill/distressed/pale Pulse, BP Jaundice auscultation
In imminent Unconscious Respiratory Cyanosis Heart sounds
delivery Convulsing rate Edema Do obstetric
Bleeding vaginally In respiratory Temperature Dehydration exam
distress - Abdominal
- Vaginal
Classify and Categorize
JL J 1
1. Emergency care Call for help 2. Labour 3. Routine Keep her in waiting
Reassure the woman & management Care area
her companion Transfer her to Explain
Start ABCD labour ward Give advice and care
management
accordingly

Emergency Care (Unconscious patient) ABCD approach

4 J 4
(A&B) AIRWAY AND If no breathing (C) CIRCULATION (D) LEVEL OF
BREATHING - Ventilate with bag Assess circulation CONSCIOUSNESS
Shake the patient and & mask by A Alert
shout for help - Ask for help - Pulse -weak and | V not alert but
Turn the patient on her | If difficulty in breathing | rapid respondsto  Vocal
back - Propped up - Skin command
Advanced pregnancy - Oxygen inhalation temperature- P responding to Pain
Left lateral tilt - Auscultate lung cold/ moist U Unresponsive
Assess breathing for 10 | base and heart sound - Pallor
secs Suspect - BP- Low
Look-Chest movement - Eclampsia - Urine
Listen-Breath sounds - APH output/catheter
Feel-Movement of air - Heart failure
Open the airway- - Diabetes
Perform head tilt, Chin (Hypo/Hyperglycemi
lift, Jaw thrust ¢ shock)
Remove any - Hepatic
obstruction encephalopathy
Clear secretions - Psychiatric

disorders
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DIAGNOSIS OF STAGES AND PHASES OF LABOUR

Normal labour and child birth

Flow chart

Diagnosis
of Labour

e Diagnosis and confirmation of
labour

o Diagnosis of stages and phases
of labour

o Assessment of presentation,
position, engagement and
descent of foetus

Manage
accordingly

eHistory taking

 Ask and check current and
previous records
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Diagnosis of stages and phases of labour

Symptoms and signs Stage Phase Management
False labour/not Observe/discharge with advice
* Cervix not dilated . i / .g
in Labour Treatment of pain
* Cervical dilatation <5 cm Give supportive care &
i , assurance
* Weak contractions<3/10 First Stage Latent . .
. . Monitor and record inrecord
min, persists< 20 sec
sheet
* Cervical dilatation > 5 cm
* Strong contractions >
3/10 min, persists 20-30 . .
séc R Give supportive care &
First Stage Active assurance
* Rateof dilatation2 1 | : . Start plotting partograph
cm/hour P &P grap
* Engagement & descent of
fetal head
Close monitorin
» Cervixfully dilated 10.cm Earl Continue slu Iorgtive care
* Fetal descent continues Second Stage ¥ pp

* No urge to push

Non-Expulsive

Record in record sheet
Prepare for delivery

* Cervix fully dilated 10 cm

* Presenting partreaches
pelvic floor

* Urge to push

Second stage

Late
Expulsive
phase

Close monitoring

Take the patient to labour table
Records in record sheet
Prepare for delivery

* Perineal bulging, peeping
of head

e Crowning

* Anal gapping

Imminent
delivery

Prepare for delivery
Conduct delivery

We can allow 2nd stage of labour for 3 hours

But according to WHO, Active phase of labour should start from 5cm dilatation of cx
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DANGER SIGNS OF PREGNANCY

Best to admit patients with 5 cm dilated in this COVID-9 epidemic and 4 mandatory
ANC visits until unless emergency arises

e Convulsions/loss of consciousness

* Breathing difficulty

* Fever (feeling of hotness)

* Severe abdominal pain

e Decreased/absent fetal movement

* Foul-smelling discharge/fluid from vagina

* Vaginal bleeding

* A cord or fetal part (other than head) visible at vaginal opening
* Leaking of meconium-stained fluid from vagina

* Vaginal bleeding (heavy or sudden increase)

* Paicalf, with or withoutswelling

Equipment and supplies for every vaginal delivery

For Mother For Newborn *Prepare for birth

1. Gloves 1. Gloves
2. Plastic sheet for clean 2. Two or more warm Z e b uetion device

surface clothes @ Cloths % Ventilation
3. Inj. Oxytocin 3. Head Covering bag-mask

. . Head A
4. Syringe 4. Scissors covering ® Stethoscope
5. Cord cutting scissors 5. Sterile ties - % Scissors
Timer
6. Needle holder Hireme) G R = (clock, watch)
6. 7.1% Chlorhexidine
7. Clean clothes or .
Solution

sanitary pads

. 7. Suction device
Saline set

9. IV. Fluid

ee

8. Ventilation bag &
mask (sizes 0 and 1)

9. Stethoscope
10. Timer (clock /watch)

11. Weighing scale
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MANAGEMENT OF NORMAL LABOUR

Management of 1ststage of labour

I. Supportive care during labour and Childbirth

1 Communication

e Assure, praise, encourage

e Maintain a calm & confidentapproach

e Ask her permission before any procedure
e Explain all procedures

e Inform all findings and progress

e Ensure and maintain privacy, respectand
dignity

e Involve the woman in any handover of care
2 Birthing Companion

e Encourage support from chosen companion
throughout the labour

e Teach the companion

e Always be with the woman

e Encourage and praise her

e Help her to walk, breath and relax

e Massage back

e Encourage her to drink and go tothe
toilet

e Show the woman & companions
how to ask for help

3 Mobility

e Encourage to walk around and

e Support woman’s choice of position in each
stage

4 Eating/drinking

e Encourage to eat soft Carboydrate rich food-

biscuits, breads
e Nutritious liquid drinks and water
5 Urination and Bowel Care

e Encourage the woman to empty bladder at
least 2 hourly

e Ifrectumis loaded give Glycerine suppository.

Do not give enema

7 Painrelief

Support the woman to cope with pain in labour
e  Walking and mobility

e Change in position

e Breathingtechnique

e Warmshower

e BackMassage

e If pain is constant and woman is in distress or
anxious, find out the cause

Inhalation analgesia-
Entonox: 50:50 mixture of oxygen & nitrous oxide

If needed Inj. Pethidine 1 mg/kg, no more than 100
mg IM

e With antiemetic I/M when cervix is 5cm
dilated

e Keep antidote Inj. Naloxone ready

Do not give pethidine if delivery is anticipated
within 1-3 hours

Regional analgesia-Epidural

e Require obstetric setting/intensive level of
monitoring, presence of Anesthetist

8 Cleanliness

e Encourage woman to take bath and clean
perineum with soap

e Wash hands with soap before or after exam
e Use sterile gloves for P/V exam

e Maintain the 5 cleans of labour and birthing
area

5 clean:
Clean hands

Clean delivery surface

Clean blade for cutting cord

Clean cord tie

Clean cord (stump care-7.1% chlorhexidine)
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6 Breathing technique e Clean upspills

e Teach her to notice normal breathing e Routine hygiene measure taken by stuff
e Take deep breath slowly and relaxduring 9 Transfer of Care/ Referral
contraction (puff out) e  Explain the woman & her companion aboutthe

reason for transfer
e Address any concern
e Ensure that her wishes are respected

e Ensure thatinformed consent obtained

e When arranging the referral- the caregiver
should alert the relevant health care

professionals about referral. (mobile phone)
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Il. Management of 1st stage of labour

a. Latent phase

Diagnosis
Symptoms/Sign

Intermittent lower abdominal pain
Intermittent uterine contractions <3
Contractions/ 10 min persist<20sec
Show

Cervical dilatation <5cm

U

J

General management Specific management

Provide assurance and supportive care
Monitor hourly for Emergency sign

- Mood and behavior

- Foetal heart rate

dilatation every 4 hourly

and colour of liquor

After 8 hours if
No increase in
contraction
Membranes intact

1l

Keep her under observation if
Contractions stronger and more
frequent
But membrane intact

- Frequency and duration of contraction
- Assess progress of labour and cervical
- Record time of rupture of membrane

Record findings in labour in the record sheet

No progress in cervical
dilatation
Discharge the woman
Advice to return if
Pain increases
Membrane ruptures
Vaginal bleeding

Assess progress of labour

If no progress in cervical dilatation
Consult with senior

ARM may be done

Continue close monitoring

b. Active phase

Diagnosis
Symptoms/Sign

General Management

Provide assurance and supportive care

Intermittent lower abdominal pain
Intermittent uterine contractions; 3
contractions/10 min, persists 20-40 sec
Show

Rupture of membrane

Cervical dilatation >5 cm

Progressive descent of presenting part

| Monitor every 30 min for

-Emergency sign

j> -Maternal Pulse
-Frequency & duration of contraction
-FHR Intermittent auscultation of
foetal heart rate

Monitor every 4 hourly-Maternal pulse,

BP, temperature, cervical dilatation,
descent of head, color of liquor

Record findings in labour in record
sheet

Record finding in partograph
If FHR >160 b/min (Ref: ACOG,
NICE, FIGO) < 110 b/min
- Then carry out continuous
cardiotochography (CTG)
if available
- If CTG not available
auscultation FHR every 5
mins for % hours, if
persisting tachycardia or
bradycardia follow
guideline for Fetal
distress

J

Specific Management

If cervical dilatation lies on or to the left
of alert line
- Continue monitoring and provide
supportive care until cervix is fully
dilated
If cervical dilatation lies to the right of
alert line
- Reassess women
- Maintain supportive care
- Empty bladder
- Adequate hydration
- Encourage walking
- Monitor more frequently % hourly

- If weak contractions do augmentation by
oxytocin or ARM

If facility for LUCS not available - Refer

If cervical dilatation passes to the right of

action line - reassess

Call senior or refer

Supportive therapy & assess if progress

with observation established & dilatation

could be anticipated at 1 cm or more

If facility for LUCS not available - Refer

Do augmentation if needed by oxytocin or

ARM

If no progress deliver by caesarean section

Continuous monitoring by
CTG (if available)
Suspected
chorioamnionitis/sepsis
Fever 38°C

Severe Hypertension

Delay in 1st stage

Oxytocin use

Any complicated pregnancy
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Management of 2"d Stage of labour

Diagnosis
Symptoms/Sign

Cervix fully dilated
Foetal descent continue

U Il

General Management Specific Management

Mood and behavior Record all in record sheet *Place a hand on each side of baby’s
Provide supportive care, praise *Ensure empty bladder head, slightly depressed the head
and assure the women * Assist in comfortable position towards the perineum to deliver the
Never leave the women alone provide emotional and physical anterior shoulder and then lift the
Monitor every 5 minutes support baby’s head up to deliver the
- Frequency, duration and * Allow her to push with posterior shoulder
intensity of contraction contraction *Place the baby on mother’s abdomen
-FHR * When perineum is bulging and *Thoroughly dry the baby, change wet
Perineum thinning and bulging head is visible - wash hands and cloth
Peeping and crowning of the put on sterile gloves * Note baby’s breathing, crying while
foetal head * Ensure controlled delivery of the drying, resuscitation if no crying
Record all in record sheet head in between contraction *Manage 3rd stage
* Feel gently for cord around *Clamp and cut the cord within 1-3
baby’s neck minutes
*Clean face and mouth * Place baby on mothers chest, cover
* Await spontaneous rotation of the baby including head & -
shoulder encourage initiation of
breastfeeding

Management of 3rd stage

Diagnosis
Symptoms/Sign

The baby is just delivered
Placenta is inside the uterus

Il 1]

General Management Specific Management

Delivery of the placenta Controlled Cord Traction If the membrane does not slip
(AMTSL) Hold the clamped cord by right hand out spontaneously gently twist
Palpate the mother’s abdomen At the same time place side of one | them into a rope and move out
to exclude 2nd baby (twin) hand usually left above symphysis | Massages the uterus after
Give 10 IU oxytocin IM within pubis with palm facing towards the | delivery of placenta
one minute of delivery mother’s umbilicus. This applies | Check the placenta and
Wait 2-3 minutes for strong counter traction to the uterus during | membranes for completeness
uterine contraction and deliver controlled cord traction. Apply steady | Check the uterus is well
placenta by controlled cord sustained down ward traction on cord contracted and repeat check
traction If placenta does not descend during | every 5 minutes
Massage the uterus 30-40 seconds of controlled cord | Examine perineum, lower vagina
Feel if uterus is well contracted traction wait until the uterus is well | and vulva for tears
Give supportive care contracted again  then  repeat | Estimate and record blood loss in
controlled cord traction with counter | 3rd stage of labour
traction Clean perineum, place sanitary
As the placenta is coming out, catch in | pad or folded clean cloth
both hands to prevent tearing of the
membrane
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4th Stage of labour-monitoring

Monitor mother

* Every 15 minutes for First 2 hours
* Feel and ensure uterus is hard
* Assessvaginal bleeding
* Monitor pulse, BP

* Record findings and duration of 3rd stage
* Provide supportive care
Monitor baby

Every 15 minutes

* Breathing: listen grunting, look for chest in-drawing and fast breathing
* Warmth: check to see if feet are cold to touch

* Umbilical stump: look for bleeding

Overall management during labour

* Encourage the woman to have personal support from a person of her choice throughout labour and

birth:
o For both suspected or confirmed COVID19 patients, isolation cabin is needed with separate
bathroom facilities with visitor restriction and quarantine of family members

o Arrange seating for the companion next to the woman; if the woman is not COVID positive

o Encourage the companion to give adequate support to the woman during labour and childbirth (rub

her back, wipe her brow with a wet cloth, assist her to move about)

* Ensure good communication and support by staff:
o Explainall procedures, seek permission and discuss findings with the woman
o Provide a supportive, encouraging atmosphere for birth that is respectful of the woman’s wishes
o Ensure privacy and confidentiality

* Maintain cleanliness of the woman and her environment:
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o Encourage the woman to wash herself or bathe or shower at the onset of labour

o Wash the vulval and perineal areas before each examination
o Wash hands with soap before and after each examination
o Ensure cleanliness of labouring and birthing area(s)
o Clean up all spillsimmediately
* Ensure mobility:
o Encourage the woman to move around freely
o Support the woman’s choice of position during labour and birth
o Encourage the woman to empty her bladder
o Ensure Privacy
o Maintain Curtain

* If the woman has visible severe wasting or tires during labour, make sure she is fed during the latent

phase of labour

* It is not useful to encourage a woman to eat and drink (large quantities of fluid) in the Active phase of
labour. The intestine does not work well in the Active phase of labour; the woman will vomit in the 2"

stage if her stomach is full of fluid orfood

* Sips of fluid is important, even in latelabour

* Teach breathing techniques for labour and delivery. Encourage the woman to breathe out more slowly

than usual and relax with each expiration
* Help the woman in labour who is anxious, fearful or in pain:
o Give her praise, encouragement and reassurance
o Give her information on the process and progress of her labour

o Listen tothe woman and be sensitive to her feelings
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Note: Do not routinely give an enema to women in labour. Do not shave the vulva area.

Pain relief:

Non - Pharmacological
o Suggest changes of position

o Encourage mobility

o Encourage her companion to massage her back or hold her hand and sponge her face between

contractions
o Encourage breathing techniques
o Encourage warm bath or shower
o Hydration-oral fluid-250ml /2 hr

o Audio Therapy

Pharmacological

o Inj. Pethidine 1 mg/kg body weight (but not more than 100 mg) IM or slowly I/V or give morphine
0.1 mg/kg body weight M

o Entonox (N202): 02 inhalation

o Epidural analgesia
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The WHO partograph has been modified to
make it simpler and easier to use. The latent
phase has been removed and plotting on the
partograph begins in the active phase when
the cervix is 5 cm dilated. A sample partograph
is included. Record the following on the

partograph

Patient information: Fill out name, gravida,
para, hospital number date and time of

admission and time of rupturedmembranes.

Fetal heart rate: Record every half hour.

Amniotic fluid: Record the colour of amniotic

fluid at every vaginal examination:

e |:membranesintact

e C: membranes ruptured, clear fluid
e M: meconium-stained fluid

e B:blood-stained fluid

Moulding:

e 1:suturesapposed

e 2:suturesoverlapped but reducible

e 3:suturesoverlapped and notreducible

Descent assessed by abdominal palpation:
Refers to the part of the head (divided into 5
parts) palpable above the symphysis pubis,
recorded as a circle (O) at every examination.
For example: At 0/5, the sinciput (S) is at the

level of the symphysis pubis.

PROTOCOL FOR USING THE PARTOGRAPH

Hours: Refers to the time elapsed since onset of
active phase of labour, starting time is “0” hours.

Time: Record actual time.

Contractions: Chart every % hour; palpate the
number of contractions in 10 minutes and their
duration in seconds. Record on the right side of
the time line and fill up two consecutive boxes of

two lines.

e Lessthan 20 seconds
e Between 20 and 40seconds

e More than 40 seconds

Oxytocin: Record the amount of oxytocin per
volume IV fluids in drops per minute every 30
minutes when used.

Drugs given: Record any additional drugs given.
Pulse: Record every 30 minutes and mark with a
dot (.)

Blood pressure: Record every 4 hours and mark
with arrows.

Temperature: Record every 4 hours.

Protein: Perform this test at admission forall
patients, but repeat as indicated for
PE/Eclampsia/renal disease.

Volume: Record every time urine is passed,
encourage to pass urine.

Acetone: Examine only if indicated & especially in

diabetes & maternal distress.
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Cervical dilatation: Assessed at every vaginal

examination and marked with a across (x) on
alert line. Begin plotting on the partograph at
5 cm. Check every 4 hours.

Alert line: A line starts at 5 cm of cervical
dilatation to the point of expected full
dilatation at the rate of 1 cm per hour. Start
1stplotting on at leastline.

Action line: Parallel and 4 hours to the right

of the alert line.

Name Gravida Para Hospital number

Date of admission Time of admission Ruptured membranes he

Fetal 150
heart 140
rate 130

Amnicticfluid [ [ [ T T T
Moulding [ | [ | ]

I
[
-_IT— 10 |
|

Cervix (cm)
[Plot X]

T

Descent
of head

Q =2 N W & 0 QN @ 0

I
0
£
@
N
u
B
[}
[+]
=~
o
©

10 11 1z

Time

Contractions
per 10 mins

= NV oG

CxytocinU | [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ ]
dropsfmin [T T T T T T T T

Drugs given
and IV fluids

Temp "C

protein
Urine { acetone
volume
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Second stage of labour

Progress of Second stage of labour

e Findings suggestive of satisfactory progress in the second stage of labour are:
o Steady descent of fetus through birth canal
o Onset of expulsive (pushing) phase

e Findings suggestive of unsatisfactory progress in second stage of labour are:

o Lack of descent of fetus through birth canal
o Failure of expulsion (i.e. delivery) during the expulsive phasein 1 hour for a multipara and 2 hours
for a primigravida
Monitoring Fetal condition

e If there are fetal heart rate abnormalities (less than 100 or more than 180 beats per minute), suspect

fetal distress

e Positions or presentations in labour other than occiput anterior with a well-flexed vertex are considered

malpositions or malpresentations

e If unsatisfactory progress of labour or prolonged labour is suspected, manage the cause of slow

progress

Monitoring Maternal condition
Evaluate the woman for signs of distress:

e If the woman’s pulse is increasing, she may be dehydrated or in pain. Ensure adequate hydration via

oral or IV routes and provide adequate analgesia

e If the woman’s blood pressure decreases, suspecthemorrhage

* If acetone is present in the woman’s urine, suspect ketosis and give Normal Saline IV (100ml per 10Kg,

i.e. 500ml for a 50Kg woman)

Note: Episiotomy is no longer recommended as a routine procedure. There is no evidence that routine

episiotomy decreases perineal damage, future vaginal prolapse or urinary incontinence.
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Episiotomy should be considered in cases of:

* Complicated vaginal delivery (breech, shoulder dystocia, forceps, vacuum extraction)
*  Previous repair of third or fourth-degree perineal tears

When there is a rigid perineum which is holding up the delivery of the fetal head, or when
the head is crowning and tearing of the perineum isimminent

Delivery of the head

e Ask the woman to pant (quick breath) or give only small pushes with contractions as the baby’s head

delivers

e To control birth of the head, place the fingers of one hand against the (perineum) baby’s head to keep it

flexed (bent)

e Continue to gently support the perineum as the baby’s head delivers
e Once the baby’s head delivers, ask the woman not to push

e Suction the baby’s mouth and nose if there is thick meconium (+++) present: do not suction at all if the

liquor is clear

e Feel around the baby’s neck for the umbilical cord:

o If the cord is around the neck but is loose, slip it over the baby’shead

o If the cord s tight around the neck, delivery the baby and unwind it from around the neck after

delivery

o Delayed Cord Clamping if the baby is breathing and crying by 1 minute: allow the cord to stop

pulsating (1-3 minutes) before clamping if the baby is fine

CORD CLAMPING:

TIAE AFTER CORD

The surgeon will clamp and cut the umbilical A PLACENTA Basy

ol Qo | — [ —
Y instantly -15 5

Clamps Point of incision seconds aftes

e - ) I i =N
g : N “ o -

lk . o P
Figure 1: Delaying cord clamping means more

blood for the baby and less for the placenta. *

o Optimal time- 1-3 minutes (when the cord pulsation stops)
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o If the new bornis in mothers’ abdomen, the cord clamping should be post-ponded until the

pulsation stops

o Early cord clamping is permitted only in urgent cases (if resuscitation is needed because the baby

is not breathing by 1 minute after birth)

Note: Most babies begin crying or breathing spontaneously within 30 seconds of birth:

e If the baby is crying or breathing (chest rising at least 30 times per minute) leave the baby with the

mother

¢ [f baby does not start breathing within 30 seconds, SHOUT FOR HELP and take steps to resuscitate the
baby

Anticipate the need for resuscitation and have a plan to get assistance for every baby
but especially if the mother has a history of sever Pre-Eclampsia, Eclampsia, bleeding,

prolonged or obstructed labour, preterm birth or infection

Third Stage of labour

Active Management of the Third Stage

Active management of the third stage (active delivery of the placenta) helps prevent postpartum

hemorrhage. Active management of the third stage of labour includes:

e Immediate oxytocin (10 units) IM - within 60 seconds of the birth of the baby

e Division of the cord (after it has stopped pulsating), and controlled cord traction,and

e Uterine massage after the placenta has been delivered

Oxytocin

e Within one minute of delivery of the baby, palpate the abdomen to rule out the presence of an additional
baby(s) and give oxytocin 10 unitsIM

e Oxytocinis preferred because it is effective two to three minutes after injection, has minimal side effects

and can be used in all women. Oxytocin must be kept in refrigerators

Make sure there is no additional baby(s) (multiple pregnancies e.g. twins, triplets etc.) before giving these

medications.

Do not give Ergometrine to women with pre — eclampsia, eclampsia or high blood

pressure because it increases the risk of convulsions and cerebrovascular accidents
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Controlled Cord Traction

e Clampthe cord close to the perineum with an artery forceps when the cord stops pulsating (1-3 minutes

of delivery). Hold the clamped cord and the end of forceps with one hand

e Place the other hand just above the woman’s pubic bone and stabilize the uterus by applying counter

traction during controlled cord traction. This helps prevent inversion of the uterus

e Keep slight tension on the cord and await a strong uterine contraction (two to three minutes)

e When the uterus becomes contracted, very gently pull downward on the cord to deliver the placenta.

Continue to apply counter traction to the uterus with the otherhand

e If the placenta does not descend during 30 to 40 seconds of controlled cord traction (i.e. there are no

signs of placental separation), do not continue to pull on the cord:

o Gently hold the cord and wait until the uterus is well contracted again. If necessary, use an artery

forceps to clamp the cord closer to the perineum as itlengthens
o With the next contraction, repeat controlled cord traction with countertraction

Never apply cord traction (pull) without applying counter traction (push) above the

pubic bone with the other hand

e Asthe placenta delivers, the thin membranes can tear off. Hold the placenta in two hands and gently

turn it until the membranes are twisted

e Slowly pull to complete the delivery
e Putthe placentain a kidney dish
Uterine massage

e Immediately after delivery of the placenta massage the fundus of the uterus through the woman’s

abdomen until the uterus is contracted

e Repeat uterine massage every 15 minutes for the first two hours
e Ensurethatthe uterus does not become relaxed (flaccid) after you stop uterine massage
Examination of placenta

e Look carefully at the placenta to be sure none of it is missing. If a portion of the maternal surface is

missing or there are torn membranes with vessels, suspect retained placental fragments
Examination for tears

e Examine the woman carefully and repair any tears to the perineum or vagina or repair episiotomy
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e If the membranes tear, gently examine the upper vagina and cervix wearing high-level disinfected or

sterile gloves and use a sponge forceps to remove any pieces of membrane that are present protruding

through the cervix

e [f uterine inversion occurs, push the inverted fundus fo the uterus upward to repositionit

e If the cord is pulled off, manual removal of the placenta may be necessary

Fourth (4th) stage of labour

The fourth (4th) stage of labour (1 hour after delivery) is equally important as labour and delivery because
most complications occur during this period. The facilitator will explain the monitoring need and what

provider will do during the time:

e To anticipate the problem

e To assess or identify the problem

e Totreat or manage problems of the woman

Monitor the postpartum mother as follows:

e Tryto be respectful and observe the need of the mother and her newborn

e Perform hand hygiene and use of gloves as required

e Gently clean the vulva and perineum with clean water or a non-alcoholic antisepticsolution
e Cover the perineum with a clean sanitary pad

e Make sure that the woman is comfortable (clean, hydrated and warmly covered)

e Provide health messages and counseling based on the mother’s history and other relevant findings,

emphasizing warmth of the newborn and uterine message

e  Closely monitor mother for first 6 hours
e Monitor general conditions: Pulse, respiratory rate, temperature, Blood pressure
e Observe vaginal bleeding, assess uterine hardness:

o Every 15 minutes, for 2 hours

o Every 30 minutes, for next 2 hours

o Every hour for next 2 hours
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e Messages the uterus every 15 minutes to maintain contraction

e |[f stable (and there is no contraindication) give her something to drink when she feels thirsty and

something to eat when she is hungry

e Keep the baby in skin to skin contact with mother for 1 hour, initiate exclusive breast feeding

immediately

e If possible, give counseling message for PNC & PPFP

ARM
Bishop’s Pre-induction Cervical Scoring System (Modified)

Score 0 1 2 3

Dilatation (cm) Closed 1-2 3-4 5+
Station -3 -2 -1,0 +1, +2

Consistency Firm Medium Soft -

Position Posterior Midline Anterior -
Effacement (%) 0-30 40-50 60-70 >80
*Cervical length >4 2-4 1-2 <1

Protocol
Review the prerequisites. Prerequisites are-
e ARM cannot be donein IUD and malpresentations

e Usually ARM is not indicated unless there is foetal distress

e ARM is done in post-dated pregnancy to see the colour of liquor, in Eclampsia/severe pre-eclampsia to

expedite delivery, and in cases of foetal distress to see colour of liquor. ARM should not be routine

practice
e Do notdo ARM if the patientis HIV (+ve) or HBsAg (+ve)
e Position the woman in dorsal position

e Gently do PV examination and assess the cervix

e Introduce a Kocher’s artery forceps inside the vagina guiding it with the fingers to the membrane

e Place two fingers against the membrane and rupture the membrane with instrument in the other hand

e Allow the amniotic fluid to drain slowly
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e Note the colour of the liquor, FHR

e Give prophylactic antibiotics-Inj. Amoxycillin 500 mg 8 hourly/Cephalosporin 500 mg 6 hourly

e If good labour pain not established after 1 hour of the ARM, start oxytocin infusion
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FLOW CHART OF OXYTOCIN REGIME

e Oxytocinis only given when partograph indicates it. If the action line is crossed then oxytocin needs to

be given

e Oxytocin cannot be given in foetal distress
e Oxytocinis given with close monitoring of foetal heart rate

e Unnecessary oxytocin may cause the stillbirths or uterine rupture

15t bag

500 mL

2.5 unit oxytocin in 500 mI N/S @ 10 drops/min (2.5mIU/ml)

T by 10 drops every 30 min up to 60 drops until good uterine contraction

No good uterine contraction @ 60 drop/min

l

2" bag

500 mL 5 unitin 500 ml N/S @ 30 drops/min (15mIU/ml)

!

T by 10 drops every 30 min

PRIMI
MULTI
3" bag
Failed
l 500 mL 101U in 500 mI N/S @ 30 drops/min
C/S T by 10 drops every 30 min

!

No good uterine contraction @ 60 drop/min

Consider failed induction

.

c/s
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PRIMI with intact Membrane

Time 0

}

15t Vaginal Examination

!

Pre IOL Assessment at 41 weeks

l If no contraindication

Insert Misoprostol
Record temperature, BP, Repeat CTG and P/A Examination

4

Vaginal Examination

l After 6 hours

*
MBS * MBS- Modified Bishop Score
l * VE- Vaginal Examination
* |0L-Induction of Labour
>6 <6
ARM Review by senior person
+Oxytocin
Misoprostol 2" dose
l l Assessment of uterine activity hourly
Uterus contracting Uterus not contracting
l 6hours
MBS

l l MBS

26 <6 ¢ ¢
l l 2hours >6 <6
ARM (8hours) l l
iOthOCin MES ARM after 1lhour MiSOprOStol
>6 <6 l l
l +Oxytocin Total time 12hours
ARM Prostaglandin (3™ ]
‘ dose) VE by seniors
+Oxytocin l

Vaginal Examination
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Flow Chart

PRIMI Rupture Membrane

Time 0

l

15t Vaginal Examination

!

MBS
>7 favorable cervix <7 unfavorable cervix
Oxytocin Misoprostol

s

After 6 hours

2"d Vaginal Examination

l

MBS

.
. .

>7 <7
Oxytocin Misoprostol

!

Assessment of uterine activity hourly

)

Uterine activity No Uterine activity

l l 6hours

Vaginal assessment

Start Oxytocin infusion. There should be a

gap of 6 hours between misoprostol and
oxytocin administration to avoid synergy
If necessary Oxytocin infusion of uterine contraction which may cause

stillbirth or ruptured uterus
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Multiparous woman with Previous 1 C/S

Pre IOL assessment

l

Await spontaneous onset of labour

l

Preferably up to 41 weeks

l

One/more cervical sweeps from 40 weeks onwards

|

MBS
>7 <7 Woman declines
ARM Mechanical induction with Foley’s Elective C/S
+ . Catheter
+Oxytocin l

Balloon falls out Balloon removed after 12

hours

ARM l

ARM not possible

+Oxytocin

C/S

Note:

e Give antibiotic after cervical sweeping

e Surgical induction is contraindicated in lUD

e Prostaglandin is contraindicated in previous C/S

e ARM is contraindicated in previous C/S
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UNSATISFACTORY PROGRESS OF LABOUR MANAGEMENT

1stStage of labour

!

Prolonged Latent Phase

Assurance

Woman may be encouraged
to stay at home

Presence of a support
person

Encourage ambulation and
adequate hydration

If patient is at home

she may be referred to
Consultant led unit (CLU),
when

Pain intensity increases
Membrane ruptures

Less fetal movement

!

Prolonged Active Phase

Exclude any sign of
obstruction or CPD or fetal
distress
If membrane intact - do ARM

Assess uterine contraction

If contraction < 3 /10min &
<40sec duration, it indicates

Inadequate uterine
contraction

Augment by oxytocin

!

Secondary Arrest

Failure of Cx dilatation & descent
of presenting part in presence of
good uterine contraction
Obstructed labour

Secondary arrest of cervical
dilatation & descent of presenting
part

Large caput

Third degree moulding

Cervix poorly applied to the
presenting part

Oedematous cervix, ballooning of
lower uterine segment

Formation of retraction band,

At CLU maternal & foetal distress
Assurance Oxytocin infusion drop
. . . . Management
Augmentation of labour with increment every 30 min by . .
. ) Resuscitation as required
ARM and Oxytocin 10 drops until adequate
Followed by

Plot Partograph
Give antibiotic
Amoxicillin/Cephalosporine

v

If the woman has not
entered the active phase

uterine contraction

Assess after 2 hours

v
v v

C/s

after 8 hours of oxytocin If no If progress
infusion progress Continue
* cs and assess
2 hourly
Do C/S
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2ndStage of labour

l l

In Nulliparous woman In Multiparous woman

If after 1 hour of active second stage progress is inadequate
l After % hour of active second stage

Delay is suspected

ARM should be done for intact membrane

Progress is inadequate
Good progress If foetal distress

Conduct VD Consider Ventouse/ Forceps

v ARM should be done for intact membrane

Oxytocin if inadequate contraction
(Exclude obstruction and
malpresentation)

No descent after augmentation

!

C/S

Note:

e Birth expected to take place in 3 hours of start of active second stage (Prolonged labour or
obstructed labour can only be effectively be diagnosed using the WHO modified Partograph) in

nulliparous & in 2 hours in multiparouswoman
e The use of oxytocin is not recommended in parous women (Ref: NICE Guideline)
e Do not routinely use oxytocin in the second stage of labour for women with regional anesthesia
e If women is excessively distressed, give support and sensitive encouragement

e Talk with woman & her birth companions about why birth needs to be expedited
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Reference:

1. Clinical guidelines of Management of normal labour and prolonged labour in low risk patients, Mid Essex

Hospital Services (NHS), 2015

2. WHO recommendations Intrapartum care for a positive childbirth experience WHO, ISBN 978-92-4-

155021-5,2018

Flowchart for management of foetal distress

Foetal

Distress

Persistent abnormal FHR (< 100 or > 160 beats /min)
Thick meconium stained liquor
Abnormal CTG

0

General Position : Propped up /left
\ENEEE NI |ateral
Assurance

Stop Oxytocin

Give O,

Specific Management

Find the causes

Cord presentation/prolapse

Abruptio placenta
Chorioamnionitis

Prolonged/obstructed labour

|

Look for abnormal FHR in absence
of contraction or if abnormal FHR
persists after contraction or
repeated during contraction

Look for presence of additional
signs of distress

Thick meconium stained liquor
Abnormal CTG

—

Foot Note:

e Meconium stained amniotic fluid is seen frequently as the fetus matures and by itself is not an indicator

of foetal distress. A slight degree of meconium with foetal heart rate abnormalities is a warning of the

Exclude Maternal causes
Fever

Dehydration

Drugs

Hypertension
Haemorrhage

Treat accordingly

Plan for Delivery

—

First Stage C—» LUCS
Second Stage
- Cervix fully dilated
and station +2 or
more: Deliver by
vaccum/forceps
- Cervix fully dilated
but station 0 or
above: Deliver by
Caesarean Session

need for vigilance. Foetal distress can be assessed by CTG or fetal biophysical profile

e Thick meconium suggests passage of meconium in amniotic fluid and may indicate the need for

expedited delivery and management of neonatal airway at birth to prevent meconiumaspiration

e In breech presentation, meconium is passed in labour because of compression of the foetal abdomen.

This is not a sign of foetal distress unless it occurs in early labour
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CLINICAL GUIDELINE FOR THE MANAGEMENT OF)

SHOULDER DYSTOCIA (SD)

Definition: Shoulder dystocia is an acute obstetrical emergency where the foetal head has been delivered

but the shoulders are stuck and cannot be delivered.

Signs of recognizing shoulder dystocia:
e Foetal head has been delivered but shoulders are stuck and cannot be delivered
e Foetal head remains tightly applied to the vulva

e The chin retracts and depresses the perineum

e Traction on the head fails to deliver the shoulder either the anterior or the posterior shoulder which is

caught behind the pubic symphysis or sacral promontory

Risk factors

Antepartum

e Excessive weight gain (>35 Ib) during pregnancy
e Maternal obesity (BMI > 30 kg/m2)

e Postterm pregnancy

e Fetal macrosomia (large body compared to head)
e Diabetic mother

e  Multiparity

Intrapartum

e Operative vaginal delivery (Vacuum, forceps)

e Prolonged second stage of labour

Management

e Callfor help

e Move the woman to lie with her buttocks over the edge of table

e Make adequate episiotomy to reduce soft tissue obstruction and to allow space for internal maneuvers

o Apply form, continuous traction downwards on fetal head to move anterior shoulder under the

symphysis pubis

o Avoid excessive traction on the head as this may result in brachial plexusinjury
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Mc Robert maneuvers

e Mc Robert position-woman on her back, ask her to flex both thighs, bringing her knees as far up as

possible towards her chest, abduct and rotate legs outwards

e Do not apply fundal pressure. This will further impact the shoulder

If the shoulder still not delivered
RUBIN-1 (Suprapubic pressure) is rotation of anterior shoulder towards fetal chest under pubic symphysis.

This reduces bisacromial diameter

e  Have an assistantat the mother’s side, place their hands on the suprapubic region of mother’sabdomen
e Position is similar to that of CPR with assistant above the woman
e  With the heel of the hand (or fist) and arms straight, apply moderate pressure obliquely (downward

and laterally) to fetal anterior shoulder

e  Use right hand for performing this maneuver if the fetus is facing mothers’ right side and viceversa
e If continuous pressure does not dislodge the shoulder use a rocking motion (compression/relaxation)
RUBIN I

(if above measures fail)

Insert one hand vaginally behind the posterior aspect of anterior shoulder of foetus and rotating the shoulder
towards chest shifting it from midline to oblique diameter. As a result, shoulder girdle is adducted and

diameter is reduced.

Wood’s screw maneuver-which leads turning the anterior shoulder to the posterior and vice versa.

Jacquemier’s maneuver (Delivery of posterior arm)-in which the fore arm and hands are identified in the
birth canal and gently pulled. Drilling for shoulder dystocia management should be done among all doctors,

nurses and midwives.

All four position:

Placing the woman in the all fours position i.e. hands and knees (Rolling of the patient on her hand and feet),
may dislodge the anterior shoulder and facilitate deliver. The all fours position offers evenly distributed
weights on all four limbs and maximizes the pelvic diameters, when adequate room is available along the
curve of the sacrum to allow a hand to be inserted up to the foetal waist to deliver the posterior shoulder or

arm.

Page | 48 Labor room management protocol



Summery management of shoulder dystocia (SD)
H Help
E Edge & episiotomy
L Legs (Mc. Robert’s Maneuver)
P Pressure (Supra pubic pressure)

E Enter (RUBIN Il and Wood Screw Maneuver)

R Remove (delivery of posterior arm)

R Roll (all 4)

Assisted vaginal delivery (vacuum extraction or forceps):

Vacuum extraction

When the head is low in the pelvis (0/5% above the brim), the cervix is fully dilated and the contraction are
adequate (3 in 10 minutes and lasting for >35 seconds; put up oxytocin infusion if the contractions are not

adequate). Assisted Vaginal Delivery is much preferable and less traumatic for both mother and baby.

Indications:

e Prolonged expulsive phase of the second stage: more than 1 hour for a multipara and more than 2 hours

for a primigravida

e Toshorten the 2"stage in cases where it is dangerous to push for any length of time i.e. pre-

eclampsia/eclampsia and heart diseases

e For suspected fetal distress in the 2" stage oflabour
Requirements for Safe Vacuum Extraction:

e Full dilatation of the cervix, if there is just a swollen anterior lip of cervix stuck between the fetal head

and the symphysis pubis, push it up with your finger with a contraction

e Good contractions of the uterus, if the contractions are inadequate augment them with an oxytocin

infusion (10 units in 1 litre and infuse at 60 drops/min while setting up for the vacuum extraction)

e Head completely in the pelvis, 0/5%; i.e. no head palpable above the symphysis pubis on abdominal

examination

e Empty bladder, insert a catheter if there seems to be a full bladder
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Technique of vacuum extraction:

e Insert a maneuverable vacuum cup (e.g. Bird metal posterior cup or Kiwi omni cup) onto the flexion point
on the fetal head- 5cm under the head for occipito-anterior positions, 8 cm up under the head for
transverse position occiput and 10-11cm up under the fetal head for occipito-posterior positions). Non-
maneuverable cups are only suitable (i.e. will reach the flexion point on the fetal head) if the head is low

and anterior position

e Hold the cup in place while the vacuum pressure increases slowly to maximum (i.e. 80 KPa/m?)

e Then wait 2 minutes for the chignon to form into the vacuum cup

e Then make traction with the next contraction, downwards to the floor for the first pull and again for the
second pull until the cup is delivering through the introitus, outwards as the head begins to deliver and

upward as it crowns

e Perform an episiotomy if the perineum is very tight and going totear

e Be ready for newborn resuscitation after delivery if the baby does not breath and cry within one minute

of birth

e Be ready for PPH if there has been a prolonged 2" stage of labour or in cases of pre-eclampsia

Outlet and low forceps (Wrigley’s forceps)

Before procedure:

e Obtain informed consent

e \Vertex presentation or face presentation with chin-anterior or entrapped after-coming head in breech

delivery
e Cervix fully dilated
e Foetal head at +2 or +3 station and 0/5 palpable above the symphysis pubis

e Membranes ruptured

e Foroutlet forceps, head should be on perineum or scalp should be visible at the introitus without

separating the labia

e At a minimum, the sagittal suture should be in the midline and straight, or 45 degrees from midline,

guaranteeing an occiput anterior or occiput posterior position

e Assemble the forceps before application. Ensure that the parts fit together and lock well
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e Lubricate the blades of the forceps

e Wear high-level disinfected or sterile gloves

Procedure:

e Pudendal block and infiltration of perineum and labia by 1% lignocaine
e (Catheterization

e The blades are to be applied along the sides of the head grasping the biparietal diameter in the widest

part of the blades so there is negligible compression effect on the cranium

e Insert two fingers of the right hand into the vagina on the side of the foetal head. Hold the left blade in
the left hand like a pencil and slide it between the head and fingers to rest on the side of the head with
the help of right thumb. Use the fingers of your right hand to cover the infant’s head laterally and to

protect the vaginal epithelium

e Repeat the same maneuver on the other side, using the right hand and the right blade of theforceps

e In doing this the fingers of the left hand are placed inside the vagina and the thumb of the left hand

against the heel of the blade

e The left hand holding the handle is rotated down in an arc while the fingers and thumb of the right hand

guide the blade into correct position

e Depress the handles and lock the forceps

e Difficulty in locking usually indicates that the application is incorrect. In this case, remove the blades and

recheck the position of the head. Reapply only if rotation is confirmed

e After locking, apply steady traction inferiorly and posteriorly with each contraction using the right hand

holding the handle of the forceps and the left hand holding the forceps neck

e Between contractions check foetal heart rate and application of forceps

e When the head crowns, make an adequate episiotomy if necessary

e Liftthe head slowly out of the vagina between contractions. The head should descend with each pull.

Only two or three pulls should be necessary. The blades are removed, right onefirst

e Continue infant and placental delivery as in a normallabour

e Explore the birth canal with a Sim’s speculum up and down to assess the birth canal laceration

In cases of vacuum extraction or forceps pull should be attempted 3 times and if fails then go for caesarian

section. Vacuum extraction is relatively safer than forceps extraction.
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Squatting delivery

According to WHO, evidence suggests that upright birth positions during the second stage of labour
might reduce episiotomy and instrumental vaginal births but might also be associated with increased

risk of postpartum haemorrhage (PPH) and second-degree tears

It is important that any particular position is not forced on the woman and that she is encouraged and

supported to adopt any position that she finds most comfortable

A practical approach to positioning in the second stage for women desiring an upright birth position
might be to adapt to a semi-recumbent or all-fours position just before expulsion of the fetus, to facilitate

perineal techniques to reduce perineal tears and blood loss

A 2013 Cochrane systematic review found that the duration of labour with upright and ambulant
positions compared with recumbent positions and bed care for the first stage of labour is probably about

1 hour and 22 minutes shorter (15 trials, 2503 women average MD -1.36 hours, 95% Cl -2.22 to -0.51)

Findings also suggest that upright positions in the first stage probably reduce caesarean section (14 trials,
2682 women, RR 0.71, 95% Cl 0.54-0.94) and epidural use (9 trials, 2107 women, RR 0.81, 95% Cl 0.66—
0.99)

In most cases, a non-supine position was perceived to be more empowering and less painful and to
facilitate an easier birth, although the supine position (on a bed) was still viewed as the more traditional

approach to giving birth (low confidence in the evidence)

Data from cross-sectional surveys conducted in Africa (Malawi and Nigeria) showed that more than 90%
of women were aware of the supine or semi recumbent positions for labour and childbirth but less than

5% were aware of alternative positions (e.g. squatting, kneeling, and on hands and knees)

Perinatal hypoxia-ischemia: The review did not report 5-minute Apgar score less than 7, cord blood

acidosis, or hypoxic-ischemic encephalopathy (HIE) outcomes

Fetal distress: Moderate-certainty evidence suggests that upright positions are probably associated with

fewer abnormal FHR patterns (2 trials, 617 babies, RR 0.46, 95% Cl 0.22-0.93)

Perinatal mortality: Low-certainty evidence suggests that there may be little or no difference in perinatal

mortality with upright positions (4 trials, 982 babies, RR 0.79, 95% CI0.51-1.21)

Page | 52 Labor room management protocol



VAGINAL DELIVERY AFTER CAESAREAN SECTION (VBAC)-

PROTOCOL AND FLOW CHART

Planned VBAC

Planned VBAC (vaginal birth after caesarean) refers to any woman who has experienced a prior caesarean

birth, who plans to deliver vaginally rather than by ERCS (elective repeat caesareansection).

Problem
Increasing rate of primary cesarean section. So, repeat section has increased.

Successful / Unsuccessful

A vaginal birth (spontaneous or assisted) in a woman undergoing planned VBAC indicates a successful VBAC.

Birth by emergency caesarean section during the labour indicates an unsuccessful VBAC.

Maternal outcomes

e Uterine rupture is defined as a disruption of the uterine muscle extending to and involving the uterine

serosa or disruption of the uterine muscle with extension to the bladder or broad ligament

e Uterine dehiscence is defined as disruption of the uterine muscle with intact uterine serosa

e Other outcomes: hysterectomy, thromboembolism, haemorrhage, transfusion requirement, viscus

injury (bowel, bladder, ureter), endometritis, maternal death

Antenatal counseling

e Women with a prior history of one uncomplicated lower-segment transverse caesarean section, in an
otherwise uncomplicated pregnancy at term, with no contraindication to vaginal birth, should be able to

discuss the option of planned VBAC and the alternative of a repeat caesarean section (ERCS)

e The antenatal counselling of women with a prior caesarean birth should be documented in the notes

e Afinal decision for mode of birth should be agreed between the woman and her obstetrician before the

expected/planned delivery date (ideally by 36 weeks of gestation)

e Women considering their options for birth after a single previous caesarean section should be informed

that, overall the chances of successful planned VBAC are 72-76%

e All women who have experienced a prior caesarean birth should be counselled about the maternal and

perinatal risks and benefits of planned VBAC and ERCS when deciding the mode of birth

e The risks and benefits should be discussed in the context of the woman’s individual circumstances,

including:
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@)

Personal motivation and preferences to achieve vaginal birth or ERCS

Attitudes towards the risk of rare but serious adverse outcomes
Plans for future pregnancies

Chance of a successful VBAC (principally whether she has previously had a vaginal birth)

Review of the operative notes of the previous caesarean section to identify the indication, type of uterine

incision and any perioperative complications

Factors associated with successful VBAC

Previous vaginal birth, particularly previous VBAC, is the single best predictor for successful VBAC

Factors for unsuccessful VBAC are:

Induced labour

No previous vaginal birth

Body mass index greater than 30

Previous caesarean section for dystocia

VBAC at or after 41 weeks of gestation

Birth weight greater than 4000 g

No epidural anesthesia

Previous preterm caesarean birth

Cervical dilatation at admission less than 4 cm

Less than 2 years from previous caesarean birth

Advanced maternal age

Non-white ethnicity

Short stature and

A male infant

Contraindications to VBAC

Women with a prior history of one classical caesarean

Women with a previous uterine incision other than an uncomplicated low transverse caesarean section

incision

Previous uterine rupture
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e Uterine incision has involved the whole length of the uterine corpus

e Three or more previous caesarean deliveries

e  Who experienced both intrapartum and postpartum fever in their prior caesarean birth were at

increased risk of uterine rupture in their subsequent planned VBAC labour
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Flowchart for delivery option after caesarean section

Previous Caesarean
Section

U

>

X

Elective caesarean section

* Three or more previous CS

* Previous classical CS

*  Previous CS done for
recurrent indication
Successful repair of VVF

* One previous CS with any obstetric
complication especially in malpresentation,
borderline disproportion, big baby

Allow spontaneous vaginal delivery

1 previous CS for non-recurring indication
Low transverse uterine incision
Vertex presentation
Normal size baby < 3.5 kg

Wait for spontaneous onset of labour up to
7 days after EDD

v

Trial of vaginal delivery
(in a center where immediate caesarean section can be carried out, if
required

S

| Special care in labour and delivery

<

IV infusion

Hemoglobin status, cross match blood available

Close monitoring of FHR, uterine contraction and maternal pulse.
ARM, Intracervical catheterization, sweeping is preferred.
Misoprostol and oxytocin may cause uterine rupture.

Strict partogram record and management

2%

| Management

[ Normal Progress |

U

| Abnormal Progress | Signs of impending

ﬂ rupture

[ Aim for vaginal delivery

[ Signs of abnormal progress | Persistent maternal

Reference:

& pulse > 110/min
May consider forceps/vacuum Cervical dilatation rate right of alert Suprapubic
L line tenderness
extraction in second , .
stage if prolonged incoordinate uterine contractions, Exc.esswe blood-
arrest of descent of foetal head stained PV

discharge Sign of
fetal distress

l

Emergency
Caesarean
Section

Birth after previous caesarean birth, Green top Guideline. No.45,2007p1-17
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CAESAREAN SECTION

Caesarean section may be done as an emergency procedure due to various indications. In Bangladesh CS on
demand should not be acceded to. CS can be a dangerous procedure, especially at full dilatation and if it
needs to be repeated; the first CS can lead to repeat CSs which puts the woman’s reproductive life at serious
risk in the future. The woman and her attendant should be counseled regarding the indication, pre-operative
preparation and procedure of caesarean section and inquiry made if she would like to have a tubal ligation

at the time of the CS.

Maternal Indications Foetal Indications

1. Placenta previa 1. Foetal macrosomia (weight >4.0kg)

2. Contracted pelvis or cephalopelvic 2. Breech presentation in primigravida
disproportion 3. Twin pregnancy if 15t baby is breech

3. Ez;eDsarian section scar with an indication of 4. Cord prolapse if baby is alive

5, Wiaiine gyt 5. Abruptio placenta if foetus is alive

5. Soft tissue dystocia & [ForiE elkiess

& [ heees irse fneaten 7. Foetal malpresentation like transverse lie

7. Untreated HIV

8. Non-progress of labour

Indications of caesarian section:
OBSON CLASSIFICATION

Group Description

1. Nulliparous, single cephalic, >37 weeks in spontaneous labour

2. Nulliparous, single cephalic, >37 weeks, induced or C/S before labour

3. Multiparous (excluding previous C/S), single cephalic, >37 weeks in spontaneous
labour

4 Multiparous (excluding previous C/S), single cephalic, >37 weeks, induced or C/S
before labour

5. labour

6. All nulliparous breeches

7. All multiparous breeches (including previous C/S)

8. All multiple pregnancies (including previous C/S)

9. All abnormal lies (including previous C/S)

10 All single cephalic, <36 weeks (including previous C/S)
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POST-PARTUM HAEMORRHAGE (PPH)

Introduction

Excessive per vaginal bleeding > 500 ml following vaginal delivery & 1000 ml following C/S or any amount of

bleeding which deteriorated material condition after childbirth.

In practice however, it is difficult to measure blood loss accurately, and the research has shown that excessive
blood loss is frequently underestimated. For instance, nearly half of women who delivery vaginally often lose
at least 500 ml of blood, and those who give birth by cesarean operation normally lose 1,000 ml or more. For
many women this amount of blood loss does not lead to problems, but it is different from woman to woman.
For severely anemic women, blood loss of even 200 to 250 ml can be fatal. This is especially important in
many developing countries where significant numbers of women have severe anemia. For these reasons, a
better definition of PPH might be any amount of bleeding that causes a change in the woman’s condition. We
cannot predict who will have PPH based on risk factors because up to 90% of women who have PPH have no
risk factors. This is why it is important to remember that all women are at risk and hemorrhage prevention

must be a part of every birth.

It is defined as vaginal bleeding in excess of 500 mL after childbirth within 6 weeks of delivery. The importance
of a given blood volume varies with the mother’s hemoglobin level. A mother with a normal hemoglobin level
will tolerate blood loss that would be fatal for an anemic mother. Bleeding may occur at a slow rate over
several hours, and the condition may not be recognized until the mother suddenly enters shock. Therefore,
Active Management of the Third Stage of labour (AMTSL) should be practiced on all women because it

reduces the incidence of PPH due to uterine atony.

Immediate or Primary PPH is increased vaginal bleeding within the first 24 hours after childbirth.

Delayed or Secondary PPH is increased vaginal bleeding following the first 24 hours after childbirth up to 6

weeks.

Every woman is at risk

Causes of Postpartum Hemorrhage

There are several possible reasons for severe bleeding during and after the third stage of labour. The most
common causes of severe PPH in the first 24 hours after birth is uterine atony or failure of the uterus to

properly contract after delivery. The most important causes of PPH include:

Page |58 Labor room management protocol




e Uterine atony: is the main cause of bleeding after child birth. Many factors can contribute to the loss

of uterine muscle tone, including:

O

Full bladder

Over distention of the uterus due to multiple gestation, polyhydromnions large baby or multi parity
Prolonged labour and obstructed labour

Uterine anomaly and fibroid uterus

APH

e Cervical, vaginal or perineal lacerations: This can result from

O

O

Episiotomy

Poorly controlled delivery
Instrument delivery or
Difficulty delivery

Undetected or untreated laceration are the second most common cause of PPH

e Retained placenta or placental fragments: Retained placenta is the third leading cause of PPH. If the

uterus is not empty, it will not contract adequately. This can occur if even a small part of the placenta or

membrane are retained. A partially separated placenta may also cause bleeding

e Uterine rupture and uterine inversion also cause PPH but are fortunately quiterare

Regardless of the cause of PPH, remember that all women are at risk. Prevention of PPH and careful

monitoring in the first hours after birth are therefore critical for every woman at every birth. Also remember

that despite the best strategies to prevent blood loss, approximately 3% of women will still lose in excess of

1,000 ml.

Prevention

During antenatal care

e Develop a birth preparedness plan, whenever possible, should plan to give birth with a skilled attendant

who can provide interventions to prevent PPH, including AMTSL

e Prevent prolonged/obstructed labour: In case when woman cannot give birth with a skilled attendant,

teach all women the signs of labour, duration of normal labour and when to come to the facility or

contact the birth attendant

e Prevent harmful practices: assist women and their families to know practices that are harmful during
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labour such as giving herbal medicine to cause contractions

During labour and second stage

(the longer the second stage the more likely there is to be a PPH; therefore, follow protocols for

AVD if the 2" stage is longer than 1hour)

After birth of the baby (3"¥stage and the immediatepostpartum)

e Provide active management of the third stage of labour

Uterotonic drugs for third stage of labour

Name of

Dosage and

Drug action &

Side effect and cautions

drug/preparations

route

effectiveness

Oxytocin Give 10 units e Acts within 2-3 No known contraindicationsfor
Posterior pituitary IM injection minutes postpartum use
extract also called e Effects lasts No or minimal side effects
pitocin or syntocinon about 15-30
minutes
Ergometrine Give 0.2 mgIM | e Acts within 6-7 Increase risk of retained placenta
Preparation of ergot, injection minutes Contraindicated in women with
Usually in dark brown e Effects last 2-4 or having history of hypertension,
ampoule hours heart disease, pre-eclampsia,
eclampsia
Side effects: nausea,
vomiting, headachesand
hypertension
Greater incidence of
retained placenta
Do not use if drug is cloudy,
means it has been exposedto
excess heat or light and not
effective
Misoprostol Orally: Shivering and elevated
e Inj. Tranexamic lgm-1 . Agts within 6 tempera.ture is corr.lmon.
i ampoule IV minutes NEVER give oxytocin until at least
stat e Peak serum 6 hours after last Misoprostol
e Prostaglandin E1 . concentration dose
analog Gl_ve 600 mcg between 18-34
(Single tablet minutes
(;:ctghtraeslgg)) ° Effects lasts 75
orally or minutes/1 % hrs
sublingually
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Protocol for post-partum hemorrhage

SEGHENG RS0 G1 I o Excessive vaginal bleeding (>500ml) or prolonged moderate bleeding or any
bleeding which deteriorates maternal condition after childbirth
e Rapid pulse, low BP, Pallor

e Shock

Anticipate PPH e Prepare and be aware of PPH for every birthingwomen

e Past H/O of PPH, present pregnancy: hypertension, APH, Prolongedlabour,
multiple pregnancy, polyhydramnios

e Instrumental/operative delivery, injudicious intervention,

chorioamnionitis, induction and augmentation of labour with oxytocin

General e Shout for help and assess ABC and start resuscitation

Management e Massage fundus to expel blood clot

e Give 10 IU Oxytocin IM

e IV access with wide bore canula rapidly infuse NIS/Hartman’s solution with
20 U oxytocin in 1L in 15 min and next 1L within 30 min and then regulate
the rate of infusion according to response (pulse settle down<100/min and

systolic BP>100 mm/Hg)

e Catheterization, initiate and encourage breast feeding

e Assess BP/monitor blood loss/Urine output until stable

e Inj. Ergometrine 0.2 mg IM and Tab. Misoprostol 800-1000 ugm P/R

e Tranexamicacid 1 gm in 10ml solution IV slowly for 10 min (in presence of
a physician)

e Send blood for Hb%, Grouping and Rh typing and arrange blood transfusion

e Reassure the mother and keep the family informed

Prevention of PPH by active Management of Third stage of labour  If Expertise/facility unavailable:
Inj. Oxytocin 10 IU IM after delivery of the baby e Provide first aid
Delivery of placenta and membranes by controlled cord e Counsel patient & family

traction o Refer
Ensure uterine contraction by massage after delivery
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Flow chart of specific management of PPH

Placenta not
Delivered

'

Inj. Oxytocin 10 IM/IV

Start 20 Units oxytocin in 1 litter NS
drip at 50 drops/minute

!

.
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Placenta not Retained
delivered Product of
within 30 min Conception:
after delivery Portion of
Controlled placenta/mem
cord traction brane missing
If controlled Remove
cord traction placental
fails fragment/me
Manual mbrane by
removal of exploration of
placenta uterus under
under G/A G/A
/Sedation Sedation
Bleeding l Bleeding l
Controlled
Eugometrial Continue IV
0.2 mg oxytocin for 4-
IV/Misoprosto 8 hours
| for 800-1000 20 Units
ug (Start & oxytocinin |
continued 6/8 LNS 20
hourly drops/min
Blood Transfuse
Transfusion blood if
Excude necessary
genital tract Antibiotics
injury Iron (Fe
Exclude DIC sulphate/150m
Antibiotics. g folic acid 400
mg) CC for 3
month

Uterus Atonic
Uterus fails to contract
after delivery
Use oxytocic drug
Oxytocin 10 UIM+20 U in
ILNS IV drip
Inj, Endometrin, 0.2 mg IM
Misoprostol 800-1000
pugm per rectal
Catheterization
Blood Transfusion

.

Bleeding persists

-

Rule out DIC

.

Aortic Compression

!

Bimanual compression

}

Exploration of birth
passage for injury &
Retained placental

fragments/product

!

Condom tamponade
(Sayeba’s method)

.

Laparotomy

-

Stepwise devaculatization
of uterus

-

B lynch suture

!

Uterine & ovarian artery
ligation

Intemal iliac artery ligation
if fail

!

Hysterectomy

Placenta
Delivered

|

Uterous
Contracted

Trauma
Examine
genital tract
tear of Cx,
vagina
perineum
Repair
Vulval
haematoma
/bleeding
from
episiotomy
wound
open, drain,
repair
Rupture
uterus,
Laparatomy,
repair,
subtotal
hysterectom
y

Total
hysterectom

Y

DIC

Bed side
Clotting
test

No clot
after 7
min or
clot
breaks
easily
Give
fresh
whole
blood
Treat
the
cause

Inversion
of Uterus
Uterus
inside out
within/ou
tside
vagina
Severe
pain,
shock

!

Inj.
Pethidine
IM 100mg
for pain
Repositio
n uterus
Immediat
ely under
GA
Antibodie
s

If
reposition
not
possible
Refer




MANAGEMENT PROTOCOL FOR HYPERTENSIVE

DISORDERS IN PREGNANCY AT FACILITY LEVEL

Definition

Hypertensive disorders in Definition pregnancy

Gestational hypertension e Defined as systolic blood pressure 2140 mm Hg and/or diastolic
blood pressure (DBP) 290 mm Hg in a previously normotensive
pregnant woman after>20 weeks of gestation in the absence of
proteinuria or new signs of end-organ dysfunction.

e The blood pressure readings should be documented on at least two

occasions 4 hours apart.

Preeclampsia: Occurrence of new-onset hypertension plus new — onset

proteinuria after 20wk.

e Blood Pressure
o Greater than or equal to 140 mm Hg systolic or 290 mm Hg
diastolic on two occasions at least 4 hours apart after 20
weeks of gestation, at the time or after delivery in a woman

with a previously normal blood pressure!!

o Greater than or equal to 160 mm Hg systolic or 2110 mm Hg
diastolic, hypertension can be confirmed within a short
interval (minutes) to facilitate timely antihypertensive
therapy?

and

e Significant Proteinuria

o Greater than or equal to 300 mg per 24-hour urine collection
Or,

o Protein/creatinine ratio 20.3 (each measured as mg/dl)

o Dipstick reading of 1+ (used only if other quantitative

methods not available)

Mild preeclampsia/ e Two readings of Systolic BP 140 to <160mmHg & DBP >90to
Preeclampsia without severe <110mmHg 4 hours apart after 20 weeks gestation
features e Significant proteinuria (20.3gm in 24 hrs urine) or Protein

creatinine ratio 0.3 or 21+ on Dipstick

e No evidence of organ dysfunction
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Severe preeclampsia/ Severe

features of Preeclampsia

Eclampsia

Chronic hypertension
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(Any of these findings)

e Systolic BP > 160 mm Hg & or Diastolic BP > 110 mm Hg after 20
weeks gestation on 2 occasion at least 4hrs apart
e Significant proteinuria (20.3gm in 24 hrs urine) or Protein
creatinine ratio 0.3 or 21+ on Dipstick
e Orin the absence of proteinuria, new-onset hypertension with
the new onset of any of the following:
o Thrombocytopenia- platelet count <1,00,000/microliter
o Renalinsufficiency- serum creatinine>1.1 mg/dl or a doubling
of serum creatinine concentration
o Impaired liver functions- elevated liver transaminases > twice
normal concentration
o Pulmonary oedema

o Cerebral or visual symptoms

o Headache (increasing frequency, not relieved by regular

analgesics)

o Blurred vision

o Oliguria (passing less than 400 mL urine in 24 hours)

o Upper abdominal pain (epigastric pain or pain in right
upper quadrant)

e New onset hypertension after 20 weeks gestation
e Significant Proteinuria or 21+ on Dipstick
e Convulsions
e And sometimes-
o Altered sensorium or loss of consciousness
o Other symptoms and signs of severe preeclampsia
Is defined as high BP known to predate conception or detected before
20 weeks of gestation or persists for more than 12 weeks postpartum
women.
Chronic hypertension with superimposed preeclampsia in a patient
of chronic hypertension if thereis:
e Women with hypertension only in early gestation who develop
proteinuria after 20wks gestation
e Women with hypertension with proteinuria before 20wks of

gestation who experience a sudden exacerbation of hypertension



or need to escalate dose of antihypertensive drug in previously

well controlled BP

e Suddenincrease in liver enzymes to abnormal levels

e Presence with decrement in platelet levels to below 1,00,000/
microliter

e Manifest symptoms such as right upper quadrant pain and severe

headache

e Develop pulmonaryedema
e Develop renalinsufficiency

e Have sudden, substantial and sustained increases in

protein excretion

Classification and Diagnosis of hypertensive disorders of Pregnancy based on

symptoms & Signs
Symptoms and Signs Symptoms and Signs
Probable Diagnosis
Typically Present Sometimes Present
*  Two readings of systolic BP 2140mmHgor| _ * Gestational
* diastolic BP>90mm Hg 4 hours apart e Hypertension

after 20 weeks gestation

* No proteinuria

e Systolic BP 2140mmHg or diastolic BP > e Chronic
90mm Hg or more during first 20 weeks Hypertension
of gestation

e Systolic BP 2140mmHg or diastolicBP > * Features of severe e Chronic
90mm Hg or more during first 20 weeks of Preeclampsia hypertension with
gestation and further rise of BP or new superimposed
development of Proteinuria21+ preeclampsia

* Two readings of Systolic BP 2140mmHgor| _ * Mild Preeclampsia

e diastolicBP 2 90mm Hg or more after

20wks gestation 4 hours apart

* Significant Proteinuria or 21+proteinuria

* Systolic BP 2160mmHg or diastolic BP > * Proteinuria might be absent * Severe Preeclampsia

* 110mm Hg or more after 20wks of * Headache (increasing)
gestation

* Significant Proteinuria
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frequency, unrelieved by

regular analgesics)

* Blurred vision

* Oliguria (passing less
than 400 mL urine in 24
hours)

* Upper abdominal pain
(epigastric pain or
painin right upper
guadrant)

*  Pulmonary oedema

e Convulsions

* Systolic BP 2140mmHg or diastolic BP ¢ Other symptoms and
*  >90mm Hg after 20 weeks of gestation

e eSjgnificant Proteinuria or 21+in dip stick

e Coma (unconscious) * Eclampsia

signs of severe

preeclampsia

Management of hypertensive disorders in pregnancy

*  Women with preeclampsia (mild/severe) and eclampsia should be stabilized and immediately referred

to a CEmONC Centre for management

*  Women with mild preeclampsia may rapidly progress to severe preeclampsia

Disease Treatment

Gestational

Hypertension/ Mild

Preeclampsia

Admission

Monitor BP 4times a day

Test for 24 hrs urinary protein — Do not repeat quantification of proteinuria
Kick count daily

Blood test: Twice a week (CBC, S. creatinine, S. electrolytes, S. transaminases,
Bilirubin) and urine parameters and examination of retina for changes is

advisable

Ultrasonography to determine fetal growth every 3wks
Women with systolic BP 140/90mmHg to 149/99mmHg - No antihypertensive.
Oral Labetalol if BP is 150/100- 159/109mmHg, ((NICE)

Discharge if BP normalizes and investigations are normal

Follow-up twice weekly with weekly platelet counts and liver enzymes
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Severe preeclampsia e

Chronic °

Hypertension °

Monitor fetal growth, if signs of growth restriction consider early

delivery

Admit and Stabilize patient at CEmMONC Centre

Principles of management:

o Admission

o Monitor BP at least 4 times a day

o 24hrstotal urinary protein (Do not repeat quantification of proteinuria)
o Monitor blood tests: 3 times a wk (CBC, S. creatinine, S. electrolytes)

o Startantihypertensives: Oral Labetalol

o Plan early delivery: for maternal indications if there is organ dysfunction
or when she reaches term — usually by induction of labour

o Magnesium Sulfate: Start MgSo4 (10gm prophylactic dose) (if DBP > 110
mm Hg or symptoms like headache, upper quadrant pain, blurring of

vision present or persist)
For settings where it is not possible to administer the full
magnesium sulfate regimen, the use of magnesium sulfate
loading dose followed by immediate transfer to a higher-level
health-care facility is recommended for women with severe
preeclampsia and eclampsia

Encourage rest

Do not lower blood pressure below 120/80 mmHg. High levels of blood

pressure maintain renal and placental perfusion in chronic hypertension

If disease is well-controlled, continue the same antihypertensives if acceptable

in pregnancy

Start antihypertensives if BP 2150/100

If proteinuria or other signs and symptoms are present, consider superimposed

preeclampsia and manage as preeclampsia (see Table 3.1)

Monitor fetal growth and condition:
o If there are no complications, deliver at 37 weeks
If fetal growth restriction is severe and pregnancy dating is accurate, assess the

cervix and consider delivery

Eclampsia General Management

If the woman is unconscious or convulsing, SHOUT FOR HELP

Rapid assessment and management should be done simultaneously.
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Check airway breathing & circulation (ABC)

If she is breathing, secure airway and give her oxygen @ 4-6 L per minute
by mask or nasal cannula
If she is not breathing, assist ventilation using an Ambu bag & mask &
give oxygen @4-6 L per minute by ambu bag or endotracheal tube
If the woman is convulsing/unconscious position her to left side
(eclamptic position)
Clear the mouth and throat as necessary
Protect her from injuries, but do not attempt to restrain her and never

leave the women alone

IV access --> IV fluid: Normal saline/Hartman's solution

Continuous catheterization to monitor urine output and proteinuria
Give anticonvulsant drugs

If diastolic blood pressure remains above 110 mm Hg and systolic BP
more than 160 mm Hg, give antihypertensive drugs. Reduce the
diastolic blood pressure to less than 100 mm Hg but not below 90 mm
Hg (this helps to maintain perfusion to the fetus)

Maintain strict fluid balance and intake output chart, prevent fluid
overload (80ml/Hour, not more than 2 liters in 24 hours)

Maintenance of nutrition: 24 hours after delivery if patient is
unconscious: Give Ryle's tube feeding - 250 ml fluid 2 hourly, if

conscious give oral feeding

Antibiotics: Inj. Amoxycillin - 8 hourly/Ceftriaxone 1 gm 12 hourly
Provide constant supervision

Monitor Pulse, BP, respiration (>16/min), reflexes every 1/2 hrs.
Monitor FHR, urine output, auscultate lung bases

Care of the eye, skin and maintain oral hygiene

Investigation: CBC, Blood group & Rh typing, S. creatinine, S.
electrolytes, SGPT, Bilirubin, urine for protein, bedside clotting test,
Coagulation Profile
Consider early delivery by induction of labour (after misoprostol ripening of the

cervix) when she is stabilized
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Magnesium Sulphate Therapy

Control of convulsion

v
Magnesium Sulphate Facility Level

IV/IM protocol (preferred regime) IV/IM protocol

Dose Method
v v

Mg.Sulphate 4g (8ml) —> Slow IV Injection over a period of 10-15

min
in 12 ml dist. Water
Loading / = 20ml
Dose C .
Mg. Sulphate —> Deep IM injection 3g in each buttock
(6g=12ml) .M
3gm+3gm

Maintenance
Therapy

Mg.Sulphate : Deep IM injection 2.5g every 4 hourly using
—» (2.5g=5ml) Alternate buttock. Continue for 24 hrs after
last convulsion or delivery

Inj. MgSo4 IV Protocol (Inj. Nalepsin)
Loading dose: Inj. Nalepsin - 4 gm in 100ml rapid IV @60-75 drops/min over a period of 20
minutes
Maintenance dose: (in the facility)
Inj. Nalepsin 100ml (4gm) @6-7 dpm [need 4 hrs to finish one bottle & continue 6 bottles for 24
hrs (4 x 6 = 24 gm)]
[ Inj. Nalepsin (4gm/100 ml) in 4 hrs
=1gm/hr (i,e. 25 ml/hr)
=25 ml x 15 drops/hrs( 15 drops /ml)
=375 drops /60 min=6-7 drops/min]

IM protocol (Community level)
(If skill provider to give IV injection is not available - use IM protocol)

Dose Method
Loading Dose Inj. MgSo4 (10 gm) 5 gm (2 amp in each buttock) DeepIM
4 ampoule (2.5 x4=10gm)

Maintenance Dose  Inj. MgSo4 (2.5 gm =5ml) 2.5 gm every 4 hours using
alternate buttock up to 24 hours
Deep IM
Source: 1. WHO's essential care practice guidelines for pregnancy and childbirth
2. Life Saving Skills Manual, Essential Obstetric and Newborn Care, RCOG
3. Fernando Aries, Practical Guide to High risk pregnancy, 3rd ed Elsevier 2008
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Antihypertensive medications (Oral) if the BP is sustained above 60/110mmHg (ie to
prevent CVA)

Drug Dose Side Effects
Methyldopa 250 mg tds (max 2g) Fatigue, depression
Labetalol 100 mg bd-tds (max 2400 mg) IUGR, hypoglycemia
Nifedipine 10 mgbd- tds (max 120 mg) Hypotension, headache

Drugs in hypertensive emergencies (defined as organ damage occurring because of severely

elevated BP, BP>160/110)

Drug Dosage (LSS) Repeat
Labetalol 10mgIVv e If response to labetolol is inadequate (diastolic blood
pressure remains above 110 mm Hg) after 10 minutes, give
Labetalol 20 mg IV; Increase dose to 40 mg and then 80 mg
if satisfactory response is not obtained after 10 minutes of
each dose
Hydralazine 5 mg IV slowly over e Repeat hourly as needed or give Hydralazine 12.5 mg IM
5 minutes until every 2 hours as needed
blood pressureis
lowered
Nifedipine 5 mgoral e If response to Nifedipine is inadequate (diastolic blood
pressure remains above 110 mm Hg) after 10 minutes, give
an additional 5 mg
Foot Note-1:

e Mild preeclampsia usually has no symptom

e Mild preeclampsia may progress rapidly to severe preeclampsia

e Oedema of the feet and lower extremities are not considered a reliable sign of preeclampsia

e The risk of complications, including eclampsia, increases greatly in severe preeclampsia

e A small proportion of women with eclampsia have normal blood pressure

e Treat all women with convulsions as if they have eclampsia until another diagnosis is confirmed

e Random urine sampling, such as the dipstick test for protein, is a useful screening tool
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If dipsticks are not available, a sample of urine can be heated to boiling in a clean test tube. Add a drop

of 2% Acetic Acid to check for persistent precipitates that can be quantified as a percentage of protein

to the volume of the total sample

Only clean-catch mid-stream specimens should be used

Foot Note-2:
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MgSO4 Loading Dose: MgS04 20% solution (4 g IV over 5 minutes), MgS0O4 50% solution (3 g deep

IM injection in each buttock)

Maintenance Dose: Check& if urine output > 30 ml per hour, respiratory rate > 16, and patellar
reflexes present, then give MgS04 2.5 gm 50% solution every 4 hours 1.M in alternate buttock for

24 hrs

MgSo4 toxicity --> RR < 16/min, urine output< 30 ml/hr, absent patellar reflex
Omit next doses of MgSo4

Give Inj. Calcium Gluconate 1 gm (10 ml) slow IV

Assist ventilation if needed

If convulsion recur after 30 minutes of loading dose - add 2.5 gm of Inj. MgSo4 in 5 ml DW(20%

solution) push IV over 5 minutes

If skilled provider to use IV/IM protocol is not available use IM protocol (give 10 gm IM loading

dose MgSo4 5 gm in each buttock before referral) at peripheral facility / home before referral

Diazepam therapy - If MgSo4 not available /contraindicated
Loading dose - 10 mg IV slow over 2 min, if convulsion recur repeat 10 mg IV slowly

Maintenance dose: Inj. Diazepam 40 mg in 500 mI NS in IV drip. Rate adjusted so that patient

remains sedated but arousable. Do not use >100mg/24 hrs

IV fluids to maintain urine output of 30 ml/hour. Use 1 liter normal saline over 6 hours initially

and monitor carefully for fluid overload.

Bed side clotting test: Take 5ml blood in a test tube, keep it upright, turn it after 5 minutes to see

clot formation.

o If clot notforms, turn every 1 minute. If fails to clot within 10 min - test +ve - coagulation

failure



Referral

Consider referral for tertiary level care of women who have:

e Oliguria that persists for 48 hours after delivery

e Coagulation failure (e.g. coagulopathy)

e Haemolysis, elevated liver enzymes and low platelets (HELLP syndrome)

e Persistent coma lasting more than 24 hours after convulsion
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Plan for
delivery

Gestational HTN

!

At term
(37completed
weeks)

Mild

Preeclampsia

!

A

y

- At term (37weeks)
- Worsening maternal or fetal

condition

- Labour/ rupture of membranes

Assess cervical status

If favorable, induce with
ARM followed by
oxytocin

If unfavorable, ripen
with PGs or Foleys’
catheter/ Caesarean
section

Deliver once maternal

Severe Preeclampsia

!

>34 weeks

:

Deliver
J

condition is stabilized
i.e. after control of
hypertension &
convulsion

Deliver after stabilization

YES

Contraindications to
expectant management

- Eclampsia

- Non-reassuring fetal status

- Pulmonary edema

-DIC

- Acute renal failure

- Abruption

- Uncontrolled severe HTN

A

Additional complications
- Persistent symptoms
- HELLP syndrome
- IUGR
- Worsening fetal status
- Labour/ Rupture of
membrane
- Severe oligohydromnions

NO

Eclampsia

:

-

<34 weeks

Deliver in 12 hours

Expectant management
- Admit
- Steroids
- Antihypertensives
- Maternal and fetal
monitoring

A 4

Continue expectant management
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FLOW CHART FOR SPECIFIC MANAGEMENT OF SEVERE
PRE ECLAMSPIA AND ECLAMSPIA (SPE/E)
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\ 2

¥

Mg.Sulphate 4g (8ml)
in 12 ml dist. Water
=20 ml

Mg. Sulphate

(6g=12ml) LM
3gm 3 gm

Slow IV Injection over

< TR
Loading a period of 10-15 min

Dose
> Deep IM injection
3g in each buttock

v
Deep IM injection 2.5g every

after last convulsion or
delivery

TV protocol - If only Tnj. Nalepsin is available

Inj. Nalepsin Rapid IV Inj.  60-75 drops/min

dose —p Within next 4hrs 4g (100ml) +25mlhr 6 drops/min

TM protocol
(If skill provider to give IV injection is not available - use IM protocol)

¥

IV Bolus Regime
Inj.Hydralazine,

1 amp (20mg)

disolved in I0 ml
distilled water

Push 2.5-5 m1 (5-10mg)
Slow IV repeated

OR
IV infusion regime
Inj. Hydralazine
(1 amp 20 mg)
- dissolved in 200 ml

15 min interval
& stop drip
when DBP is
90 mmHg

IV Bolus regime

Inj. Labetalol

1 amp (50 mg/10 ml)
Take Inj. Labetalol 20 mg
(4 ml) slow IV followed

by 40-80 mg (8-10 ml)
every 15 minutes until

TV infusion regime )
* 250 mg in 250 ml of NS
20mg/hr double every
30 min until DBP is 90 mmHg
or maximum dose 160mg/hr

Loading MgSo4 4g (100ml) Over a period of 20min - NS give IV infusion is reached (20mg/hr =
dose v v - 8-10 dpm check 6 dpm / 24 mdp m)
Mainten— Within next 1hr 2g (50ml) -»Slow IV inj. 12/drops/min BP every 5 min - * Check BP every

5-15 minutes interval
& stop drip when
DBP is 90 mmHg

¥

[Prevention / Control of convulsion | [ Contol of BP | [ Obstetric Management
v
Magnesium Sulpahte Therapy | (Diastolic Presure _110mmHg) ] l
v
1V/IM protocol (prefered regime) Hydralazine Lalnleul Conduction of delviery within 6-8 hrs
Regime Regime v
1V/IM protocol al
Dgse Meglods Vaginal delivery LUCS

Cervix favourable

ARM & oxytocin Augmentation
Avoid prolonged 2nd stage
May use forceps/VE

Obstetric reason

) v 1 ml (2mg) every 15 DBP is 90 mmHg. e ol oy
Maintenance _ g Syiphate 4 hourly using alternate minutes untill DBP Maximum dose 300 mg M:ﬁ::.g;:,?mﬁ(ﬁ?wx
Therapy (2.5g=5ml) =) buitock. Continue for 24 hrs is 90 mmgH OR

Foetal distress
No progress of labour

- Expected induction delivery

Interval more than 6 hours
Uncontrolled fits & hypertension

Loading Dose Method a s e : g =
dose Inj. MgSo4 (10 gm) 5 gm (2 amp in each buttock) 1 (‘at(?af(:n; so(‘l;lonhls.};;‘,llm {‘ly(l(i mh“‘f; et
4 ampoule (2.5 x4=10gm) Deep IM | Prevent, detect & treat complications - pgsﬁﬁ;lé‘)’f;‘;} oinag? p]einetglifl‘lfou(r)lllm :
: N N R =
2/1”;21;“9“ IEJ;SMES?‘; . Pleep IM 2'»5 8"‘;‘("9")' 4 léc/’lui'l}’ L'%'."g prothombine time or bed side coagulation test
o (2.5 gm = 5 ml) alternate buttock upto wours _ Inform the anaesthetist

= Keep fresh blood ready

Source: Standard Clinical Management Protocols and Flow Charts on Emergency Obstetric and Neonatal Care

Immediate care of the newborn:
Preparation for newborn care before delivery:

Provider must take necessary preparations in advance to prevent problems like infections and low
temperature. It is important to prepare the environment, equipment, and supplies that are needed and the
resuscitation area of the newborn at birth. Following preparation for every delivery should be taken in

advance to manage problems like breathing difficulty, infection etc.

Equipment and supplies (for newborn)

Gloves

Two or more warm clothes
Head covering cloth/Cap
Scissors

Sterile ties —thread/cord clamp

Suction device/Penguin sucker
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Ventilation bag and mask (0 and 1size)

Ambu bag

Stethoscope

Timer (clock/watch)

Weighing scale

7.1% Chlorhexidene




Preparation of Birth place:

Each delivery room must be:
e (Clean

e Good lighting and well-ventilated
e Privacy: Let the mother decide who will be present at the time of delivery, provide as much privacy as

possible by using curtains and closing door, windows as needed

Steps of Immediate Newborn Care:

Step 1. Deliver the baby onto the mother'sabdomen

Place a dry pre-warmed clean cloth on mother's abdomen to dry the baby after delivery. In case of C-section,
same procedure can be done or the baby can be kept next to the mother on a clean warm surface.

Step 2. Dry and stimulate the baby

For the first 60 seconds after birth or Golden Minute, focus on drying and stimulating the baby: vigorous
drying with a clean dry absorbent cloth (nappy or soft towel) starting from head towards the toes. Wipe off
any fluid with special attention to the body creases and axilla. Do not to remove the vernix (the creamy,
white substance which may be on the skin) as it protects the skin and may help prevent infection. Remove
the wet cloth and cover baby's head with a cap or extra layer of cloth. If there is meconium in the amniotic

fluid then clear the airway before drying.

Step 3. Remove the wet towel

If the baby is crying/breathing well by 60 seconds after birth, cover both mother and baby with a warm cloth/
blanket.

Step 4. Assess colour and breathing

Assess crying/breathing and colour as you dry the baby. Baby needs resuscitation if the baby is 'not crying or
breathing well' by 60 seconds after birth, initiate bag-and-mask ventilation of the baby. Proceed to next step
if the baby is crying or breathing regularly without any grunting.

Step 5. Give a quick look to see if there is any malformations/birth injury

Observe thoroughly and quickly to see if there are any malformations/birth injuries. A complete physical

examination may be done at a later time.

Step 6. Keep the baby skin-to-skin with the mother
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Put the baby on the mother's chest for skin-to-skin contact for 1 hour with the mother. This will keep the

baby warm and help to initiate early and exclusive breastfeeding. Initiate Kangaroo Mother Care (KMC) for

stable premature infants.

Step 7. Clamp and cut the cord

There should be no hurry or undue delay to clamp the cord (cut the cord when pulsations stop (i.e. 1-3
minutes after birth). Make three knots: the first knot 2cm from the abdomen, the second knot 1cm from the
first, the third knot 4cm from the second. Milk the cord blood towards placenta and place the third knot at
four fingers from the second knot. Cut at one finger from the second tie with a surgical blade or sterile
scissors. If you clamp the cord, use two cord clamps and cut 1cm away from the second clamp. Apply 7.1%

Chlorhexidine, single application, on the cord followed by dry cord care.

Step 8. Place an identity label on the baby
Step 9. Help mother to initiate breastfeeding

Do not separate the mother and baby for weighing until after the baby has breastfed. Help the mother begin
breastfeeding within the first hour of birth. Do not limit the time the baby feeds; early and unlimited

breastfeeding gives the newborn energy to stay warm, nutrition to grow and antibodies to fight infection.

Step 10: Weigh the baby, keep record including time, place and mode of delivery; weight and sex of the

baby, whether urine/meconium passed etc.:

Breathing: Count the breathing rate, listen for grunting and look for chest indrawing. A normal breathing

rate is 30 to 60 breaths per minute

e Colour: Look at the colour of the lips and inside of the mouth. Note the colour of the skin over the face,
the body and the hands and feet. The lips and mouth should be pink. A bluish or pale colour of the lips,
mouth, face or body may mean the baby is not breathing well. Bluish hands and feet may be normal if

the rest of the baby is pink

e Heart rate: Evaluate the heart rate if the breathing pattern or colour is not normal. A normal heart rate

is more than 100 beats per minute in the first hours after birth

e Temperature: Touch the body and the feet of the baby. The temperature should be the same. If the feet
are cold, warm the baby skin to skin with mother. Cover the baby with warm clothes or blankets and

head with a cap

e Breastfeeding: A baby should breastfeed 8 to 12 times per day. The baby who is not interested in

breastfeeding or who vomits after each breastfeeding may be sick

Page | 78 Labor room management protocol



Assess the newborn in every % an hour for 1st 2 hours and then 1 hour in next 4 hours

Breathing The normal baby will breathe 30-59 times a minute with no gasping

Warmth Check (if baby is warm) feel baby’s abdomen or back with your hand or use

thermometer if available

(][] ¢ Check that face, chest and gums are pink

Bleeding Check the cord for bleeding. As if dries out the ties may become loose from

the cord. If the cord tie is loose, tie it again tightly with another cordtie.

Basic needs of the newborn at birth

e To breathe normally

e Tobewarm

e Tobe fed

e To be protected Neonatal resuscitation Birth Asphyxia

A baby who is not breathing well will be:

e Gasping - taking a single deep breath followed by a long pause or several deep, irregular breaths followed

by a pause
Or,

e Not breathingatall

Some babies will have shallow, irregular, slow, or noisy breathing immediately after birth. Others may have
chest in-drawing (retractions). These babies will require close monitoring of their breathing, heart rate, and

colour to decide if they need more help to breathe

The baby should be managed as per the Bangladesh Helping Babies Breath (HBB) protocol.
If liguor is meconium stained, suction mouth first and then both nostrils before drying.

Not breathing well: Gasping or not breathing at all

Improve ventilation:

e Check mouth, oropharynx & nose for secretion; give suction if necessary

e Keep mouth wide open
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e Reapply mask and make a better seal

e Reposition the neck

e Apply harder and longer squeeze

CPR: One CPR cycle comprises of 3 chest compressions and 1 ventilation. To give chest compression, hold
the baby with the fingers around the torso, thumbs in front, in midline just below the nipple line, over the
lower third of the sternum. Compress the sternum to a depth of one third of the antero-posterior diameter

of chest. Continue the cycle for 30 secs and evaluate breathing and heart rate to take next action.

Drugs: Injectable Adrenaline 1:1000 solution is mixed with 9 ml distilled water to make 1:10,000 dilution.
Give 0.1-0.3 ml/kg IV or 0.5-1.0 ml/kg intra-tracheal.
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ALGORITHM FOR NEONATAL RESUSCITATION

Prepare for birth*

Birth
\

If meconium, clear airway
Dry thoroughly '
Crying?

Clear airway
Stimulate
e Breathing?
Keep warm
Check breathing Breathing well Not breathing
Cut cord
\
.\\ \\
|
| ¥
Cut cord Breathing Ventilate
Chest not moving
Call for help
Monitor
with mother
Imporves —t»
Breathing Improve ventilation ’
Breathing: >30/min 7
HR: >100/min Not breathing
1 Heart rate?
—— *Prepare for birth —— A
Continue ventilation
éj/—ll] Gloves Suction device @40/min Check HR
N o
” " HR <60/min ‘
Head ¥
=’ covering NS
\9’\5 prie HR <60/min
f Scissors
Timer Nor . . »
= Te @ (dlock warey - breathing —— Continue Tennlanon
Administer Chest®
HR <60/min =——  compressions ~ —* HR <60/min
Ch eck HR

Breathings: >30/min

HR: >100/min Continue CPR
(special care preferable Administer Drups**
at SCANU)

Labor room management protocol

Page | 81



Newborn Danger signs

Recognize the danger signs that mean a baby is not well. Teach the danger signs to parents. A baby with any

of the danger signs needs urgent care and treatment.

e Not feeding well

e Low bodytemperature (less than 35.5C or 95.5F) or Fever (37.5C or more than 99.5F)
e Fast breathing (60/min or above)

e Severe chest indrawing present

e Movement only when stimulated or no movement atall

e History of convulsion

e Umbilical redness extending to skin
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BREAST FEEDING

Early breast feeding is started just after birth of the baby as well as early skin to skin contact and/or Kangaroo
Mother Care. In the current context, vertical transmission from mother-to-child of corona virus during
pregnancy is unlikely, as the virus has not been detected in amniotic fluid, breast milk, or other maternal
samples. A very small number of babies have tested positive for the virus shortly after birth. However, it is
unknown if these babies got the virus before or after birth. Maybe it spread during breastfeeding. Therefor

mothers should take some necessary steps during breastfeeding.

Breastfeeding if the mother has COVID-19:

e Breast milk provides protection against many illnesses and is

the best source of nutrition for most infants

e You, along with your family and healthcare providers, should

decide whether and how to start or continue breastfeeding

e In limited studies, COVID-19 has not been detected in breast
milk; however, we do not know for sure whether mothers with

COVID-19 can spread the virus via breast milk

e If youare sick and choose to direct breastfeed:

o Wear a face mask and wash your hands before each

feeding

e |f the you are sick and choose to express breast milk:
o Express breast milk to establish and maintain milksupply
o A dedicated breast pump should be provided

o Wash hands before touching any pump or bottle parts and before expressing breast milk

o Follow recommendations for proper pump cleaning after each use, cleaning all parts that come
into contact with breast milk

o If possible, consider having someone who can feed the expressed breast milk to the infant

Parents and caregivers who may need to be separated from their children, and children who may need to be
separated from their primary caregivers, should have access to appropriately trained health or non-health

workers for mental health and psychosocial support
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Monitor behavior

After following steps 1-10, monitor the newborn's behavior for the identification of possible danger signs.
Look for open eyes, flexed arms and legs, and spontaneous movement are among the normal behaviors
indicative of healthy alertness, posture and movement. A baby who is always sleepy or crying, floppy or stiff,

or not moving, may be sick.

Recognizing danger signs

Recognize the danger signs that mean a baby is not well. Teach the danger signs to parents. A baby with any

of the below danger signs needs urgent care and treatment:

e Not feeding well

e Low bodytemperature (less than 35.5°C or 95.5°F) or fever (37.5°C or more than 99.5°F)
e Fast breathing (60/min or above)

e Severe chestin-drawing present

e Movement only when stimulated or no movement atall

e History of convulsion

e Umbilical redness extending to skin

Caring for the preterm or small baby (Preterm - Baby born before 37 weeks, Small baby- Birth Wt.
<2500gm):

The pre-term or small baby needs special attention to cleanliness, warmth, and nutrition.

e Cleanliness of all persons and objects: All caregivers must wash their hands before touching the baby.

All objects (clothes and cups or spoons to help give breast milk) should be clean

e Continued skin-to-skin care: Skin-to-skin contact between mother and baby can help keep breathing and
temperature stable. It also encourages frequent breastfeeding. It is permissible to give skin-to-skin care
if the mother is COVID-19. However, the mother should wear medical mask and maintain hand and

respiratory hygiene while handling her baby

e Frequent breastfeeding: Frequent breastfeeding helps avoid low blood sugar. Expressed breast milk-
Preterm, small or sick babies may need to have breastfeeding supplemented with expressed mother's

milk given by cup or spoon
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Kangaroo Mother Care (KMC)

KMC needs to be provided to all stable baby weighing <2000 gm at birth. KMC should be provided as per
the 'Kangaroo Mother Care for Premature/LBW baby'.

KMC began in areas where there was not enough NICU incubators for preterm babies. Bangladesh can adapt
the practice of KMC until preterm baby is 2.5 kg since many people suffer from poverty and can not afford

NICU or there is not enough NICU incubators.

COVID-19 positive or suspected mothers can provide KMC, but she should wear medical masks at all times
while giving the care. She should wash hands properly before and after holding her baby and follow
respiratory etiquette. However, KMC can be given by father, siblings or grandparents which is a better
approach if the mother has the infection. The care-giver should be infection free and wear masks and wash
hands properly. It is necessary to always keep the preterm infant on the bare chest and there should be
direct skin to skin contact between the care-giver and infant’s bare chest. Take breaks only to feed or clean

the baby.

Recording Births as per the Mother and Newborn Care Register(EmONC)
Record the birth as soon as possible after mother and baby are stable.

e Date, time of birth and sex

e Place of delivery and delivery conducted by

e Gestational Age

e Temperature

e APGAR score* gives important information about a baby who needs consultation or referral

e  Weight: Weigh the baby after the first hour and within 24 hours of birth when the temperature is stable;

babies less than 2500 grams are small

e Birth attendant note: Describe what was done including immediate care provided and the help provided

for baby's breath and the baby's response

*Though colour, respiration & heart rate are assessed to decide immediate actions for respiration, APGAR

scoring is still used as a predictor of long-term prognosis of the infant.
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Apgar Scoring System

Indicators 0 Point 1 Point 2 Points
Appearance (Skin Blue, Pale Pink body, Blue Pink

colour) extremities

Pulse (Heart rate) Absent <100 bpm >100 bpm

Grimace (Reflex

No response to

Minimal response to

Prompt responseto

irritability) stimulation stimuli (Grimace/ facial | stimuli (Cry/sneeze)
movement or weak cry
when stimulated)
Activity (Tone) Floppy Flexed arms and legs Active (Well flexed and
resisting extension)
Respiration Absent Slow and irregular Vigorous cry

Immediate postnatal care

Standard

All mothers should continue to be monitored for a minimum of two hours after
childbirth and provided appropriate support and counselling.

Vigilant monitoring of the postpartum mother is vital to averting death from postpartum hemorrhage.
Encouraging the mother to initiate early and exclusive breastfeeding helps to stimulate the mother's uterus
to contract, decreasing blood loss. This also helps to establish a successful pattern of breastfeeding, prevent
newborn hypothermia and hypoglycemia, provide energy that the baby needs for adjusting to life outside of
the uterus, and promote mother-baby bonding. Reviewing the Emergency birth plan (developed during
antenatal care) helps ensure the mother and her family are prepared for a possible emergency. Essential

health messages should be provided to help keep the mother and her baby healthy and prevent possible

complications.
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EMERGENCY OBSTETRIC AND IMMEDIATE NEWBORN

CARE

Emergency Obstetric and Newborn Care (EmONC) services are life-saving obstetric and neonatal services
that can be performed at various levels of the health system. Making these services available to all women
who develop complications aids efforts to reduce maternal mortality. All five direct causes of maternal
mortality as well as critical neonatal causes of death can be treated at well-staffed, well-equipped health

facilities.

In the long term, this means that all births should take place in appropriate health facilities, as is the case in
all countries that have managed to significantly reduce their maternal mortality ratios. In the meantime,
universal access to emergency obstetric care requires that all women and newborns with complications have

rapid access to well-functioning facilities, whether in a district hospital or in an upgraded maternity center.

The below graphic illustrates the key barriers that prevent women from utilizing and benefiting from
institutional delivery services. Equitably standardizing, enhancing and expanding EmONC services will reduce

these barriers for all women.

UTILIZATION AND OUTCOME

Socioeconomic/ Cultural > PHASE I:
—b>

Factors Decision to Seek Care
—>

v

- PHASE II:
Accessibility of Facilities =——g—»  Identifying and Reaching
Medical Facilitiy

v

PHASE III:
Quality of Care o Receiving Adequate and
Appropriate Treatment

Following are the essential functions that define obstetric first aid, BEmONC and CEmONC:

A. Functions used to define Obstetric First Aid:

Administer parental oxytocic drugs to control hemorrhage

Administer parental antibiotics to control infection

Administer parental anticonvulsant drugs to control eclampsia fits

B. Functions used to define BasicEmONC:
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e All functional included in obstetric first aid

e Manual removal of placenta
e Manual vacuum aspiration (MVA) and Post-Abortion Care (PAC)
e Assisted vaginal delivery (e.g. Vacuum extraction or forceps)

Essential Newborn Care

C. Functions used to define Comprehensive EmMONC

All those included in Basic EmMONC

Surgery (e.g, caesarean section and destructive delivery)

Blood transfusion

Comprehensive emergency obstetric and newborn care, typically delivered in district hospitals, maternal and
child welfare centers and upgraded maternity care centers, includes all the basic functions listed above.
Guidelines by WHO, UNICEF and UNFPA recommend that for 500,000 people there should be four facilities
offering basic and one facility offering comprehensive emergency obstetric care. To manage obstetric
complications - the life-saving component maternity care - a facility must have at least three pairs of skilled
birth attendants covering 24 hours a day and seven days a week, assisted by trained support staff. To manage
complications requiring surgery, the facilities must have a functional operating theatre, more support staff

and must be able to administer blood transfusions and anesthesia.

Note: In CEmONC facilities, normal vaginal delivery and caesarean section will be available. However, if
complications arise during the process of labour or in the puerperium period, where more specialized care
may be required (i.e., for certain cases of eclampsia, heart disease, asthma, shock, disseminated
intravascular coagulation etc.), the patient may need to be referred to a hospital where an Intensive Care

Unit (ICU) is available.

Equipment and supplies

The equipment and supplies including drugs/vaccines are listed Annex. They cover routine care infection
prevention and emergency care (including obstetric surgery, anesthesia and blood transfusion). In addition
to listing what must be available for routine and emergency care, optional equipment and supplies are also

included.
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Sepsis

First defense

e Combination therapy of antibiotics: Third generation Cephalosporin IV and Metronidazole IV; if the
clinical response is poor in spite of adequate dose of antibiotics, thoroughly re-evaluate the patient for

the source of infection or consider altering treatment according to reported microbial sensitivity

If staphylococcal infection is suspected, add
e Cloxacillinor

e Vancomycin

If clostridial infection is suspected, add

e Penicillin 2 million units 4 hourly

Continue antibiotics until the woman is fever free for 48 hours, in case of metritis no oral antibiotics

recommended. Women with a blood stream infection, however, will require antibiotics for at least 7 days.

Preterm labour and delivery

Pre-term delivery is associated with higher perinatal morbidity and mortality. Women are at increased risk
of pre-term birth when they experience one of the following complications of pregnancy: pre-term labour,
pre-term rupture of membranes, antepartum hemorrhage or severe pre-eclampsia/eclampsia. The
management of possible pre-term delivery is dependent upon the level of the health system. In general,
efforts should be made to transfer the woman to a higher level of care before the time of birth. This is based

on the understanding that the foetus is more protected within the womb than following delivery.

Women who present with abdominal pain, palpable uterine contractions or blood-stained mucus discharge
from vagina should be urgently assessed for gestational age. If the pregnancy is confirmed to be less than

37 weeks, the woman should be managed for pre-term labour.

Page |90 Labor room management protocol



POST-PARTUM FAMILY PLANNING

Post-partum contraception is essential to prevent any unwanted pregnancy as well as the need of abortion,
specially during COVID-19 crisis. Abortion should be strongly discouraged as it poses added risk to the life

the mother. Also, the patients should be encouraged for birth spacing for a healthy rearing up of the child.

e Counsel the parents before delivery, discuss the options of post-partum contraceptions with them and
properly explain the advantages and disadvantages of each method

e Encourage the patients to take long acting reversible post-partum contraceptive methods (such as, IUD,
Implant, injectables etc.) as it will help them to avoid repeated visits to healthcare facilities or pharmacies
for a refil of short-acting contraceptive methods

e Reassure the mothers that there is no adverse effect of delayed removal of IUD or implants and strongly
discourage them to try to remove the contraceptives by themselves. Ask them to seek advice from the
healthcare provider through telemedicine. If the date expires then the mother or her husband should
take short-acting contraceptions (such as, condoms, pills or emergency contraceptive pills) until their
visit with the healthcare provider

e If there is any contraindication of long-acting post-partum contraception prescribe short-acting
contraceptions and provide them enough so that they can avoid repeated visits to healthcare facility or
pharmacy for a refill

e |UD and implant insertion or removal has low risk of aerosol generation. However, the healthcare
provider should wear medical masks, eye protection. Gloves and plastic apron during the procedure

e Ask the patients to seek telemedicine service for family planning advice. The hotline number is 16767.

Ask them to contact and make an appointment prior to visiting the healthcare facility
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RECORD KEEPING

COVID-19 is a notifiable disease. Please inform all cases (confirmed or suspected) to
health authority (Civil surgeon, DGHS)

Standard

All skilled birth attendants who provide care during labour and childbirth should
complete the records required for the mother and her newborn

Accurate record keeping is essential for adequate monitoring of the condition of the mother and newborn
and for providing continuity of care (over time and across healthcare workers). Records should be complete,

accurate, easy to read, and should be written at the time of client/patient contact, whenever possible.

The specific records to be completed for the mother and newborn includes the following:
- Antenatal register
- Counselling register
Breast feeding counselling register
Delivery patient admission register
Delivery Register
Delivery patient admission form
Discharge certificate
Partograph
Referral form.
Birth certificate
Postnatal register

Recording and reporting

Objective: To collect and keep record of all information of pregnant woman and newborn admitted in the
labour room including abortion, Ectopic pregnancy and molar pregnancy.

Who will fill up the register?

Doctor and Nurses. The EmONC register has total 48 columns. From column 1-13, Doctor and Nurses will fill

up those columns during admission of the patient. From column 14-36, Doctor/ Nurses will fill up during
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delivery. From column 37-48, on duty Doctor, Nurse will write patients discharge or referral or death

information after collecting all the information related to maternal and newborn health service.

Who will supervise?

Head of the Ob/Gyn department, Registrar, Residential Surgeon, Residential Medical Officer and Medical
Officer.

The type of information that should be included on each mother’s record are as follows:
Personal information (e.g. mother’s name, age, address etc.)
Chief complaint (client’s reason for coming to the health facility)
« Findings from the history, physical examination, screening and other diagnostic tests and procedures
Details of the care provided
- Referrals made, if any
The specific records to be completed for the mother and newborn which should include the following:
« Admission Register
Family card (to be kept by mother)
- Delivery register
Partograph (including delivery record on reverse side)
+ Referral form
Discharge form
+  Birthcertificate

Death Certificate

Column 1: Need to write the monthly or yearly serial number in the section of labour section or unit
Column 2: Mention the date of admission, time and type of patient. If patient referred from other
hospital

Column 3: Mention the serial number starting from 1st January of the year

Column 4: Write the name clearly

Column 5: Write the name of husband or father clearly

Column 6: Write the mailing address clearly including mobile number of the patient if any. If not,
then write down the mobile number of husband or near relative or neighbour

Column 7: Add the full age of the patient. If cannot tell the age exactly, then ask related questions
to find out the age.

Column 8: Write the total number of pregnancy (pregnancy more than 28 weeks)

Column 9: Write the total number of pregnancies including present pregnancy and before
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REFERRAL SYSTEM

Standard

The basic conditions for referral and transfer are applied for all mothers and /or
newborns requiring referral and transfer for further care.

Indications for Newborn and Maternal referral

Mothers or newborns need to be referred from lower level facilities/home to higher level facilities if they

have any of the following condition:

Maternal danger signs during T RIS

pregnancy/delivery or during the post-natal

e Heavy vaginal bleeding e Unable to breastfeed or can’t suck well

e Respiratory difficulty e Convulsion

e Fever e Fast breathing (60 or more per minute)

e Severe headache/blurred vision e Chestindrawing

e Severe abdominal pain e High temperature or fever (Above 37.5°Cor
e Convulsions/loss of consciousness 99.5%F)

e Foul smelling discharge e Lethargic or restricted movement

e Prolonged labour (Latent phase > 12 hours or Active Redness around umbilicus or pus draining

phase across the Action line on the partograph) or from umbilicus

Obstructed labour

A coordinated system for transferring a patient from a center lacking appropriate facilities and services to a
higher center having necessary service for reduction of both mortality and morbidity is called referral. There

must be a referral guideline for each facility.

e Upazilla Health Complexes (UHC) are the first referral centers
e District Hospitals are the secondary referral centers
e Medical College Hospitals and some specialized district hospitals are the tertiary referral centers

Identifying the conditions to be referred:

In COVID-19 situation, any patient developing the signs of sevre (severe pneumonia, sepsis) or critical
iliness (septic shock, ARDS) and may require oxygenation and ICU support. If the facility do not have

Oxygenation and ICU facility ptient will be referred to the higher facility.
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During labour:

e Excessive vaginal bleeding (pad soaked in 5 mins)/ Postpartum haemorrhage (>500ml)

High blood pressure >140/90 mm of Hg

e Continuous headache

e Convulsion

e Premature rupture of membrane with high fever

e Prolonged/Obstructed labour (see above)

e Breech presentation/transverse lie; malpresentation

e Cord /hand/feet prolapse

e Fetal distress— FHR>160/min, <110/min.

e Retained placenta

e Complete (3" or 4" degree) perineal tear and cervical tear
e Rupture of uterus (severe continuous pain and bleeding)

e Blood group — Rh negative

NB: There is no need to routinely refer Fetal Death in Utero; most will delivery normally. Only refer if they

are not coming into spontaneous labour in more a month after fetal demise.
Newborn with major complications:

e Congenital abnormality

e Birth asphyxia/ breathing difficulty

e Birthtrauma

e Pathological jaundice (at birth)

e Physiological jaundice in aggravated form

e Convulsion

e Hypothermia

e Prematurity

e Lethargy /reluctant to suck/ take food
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How to Refer? (Procedure)

e Proper history taking and thorough examination of the patient to reach a diagnosis
e Find out the reason for referral

e Take emergency measures necessary before referral e.g. I/Vline antibiotics/sedatives/anticonvulsant
drugs etc.

e Counsel the patient and family about the need for referral and dangers of keeping without referral
e Show sympathy and assurance to the patient and family

e Fill up referral form/card

e Communicate with referral center

e Help family to arrange transport (communication with family/community/religious leader)

e Follow up the referred case through communication with referral center and family

e Referral note and information related to management should be given with the patient

e Counsel the relatives to take food, water and money with them

e Follow up the patient in the referral center

e Keep the mobile number of the relatives and patient

Referral Note

Referral note contains identification of patient (name, age, address) provisional diagnosis, condition of
patient on arrival, measures taken, and reasons for referral. The referral note must be signed by the persons
referring with his/her designation. A copy should be kept for record at the original center and patient must

be followed up.

Referral guidelines

e Proper assessment: A complete history and general examination of the patient is essential for the decision

making.

e Counselling the patient and her family explaining the situation to them and the need and importance of

referral

e Assurance to the patient and her family
e Selection of the appropriate accessible and acceptable place for referral
e Filling up the referral form/card

e Discharge/referral time need to be recorded
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e Communicating with the referral centre

e Arrange transportation

e Follow up of the referred case

e Feedback from referring centre

Referral Linkage

Community/House

Satellite Clinic

|

Upazilla Health & Family
Welfare Centre (UH & FWC)

|

A 4

Upazilla Health Complex
(UHC)/Maternal &
Child Welfare Centre
(MCWCQ)

|

District Hospital (DH)/Maternal &
Child Welfare Centre (MCWC),

|

Medical College Hospital |

!

!

!

Discharge
home after
cure

After death,
arrangement for
transfer of dead body

!

Feedback

Contents of referral sheet

Documentation of:

1. Active participation of family members and relatives

2. Information about ground of reference and referred center

3. Arrangement of transport
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4. Support from specialist physician/Service Provider of referred center

5. Referral notes

6. Feedback

A COVID19 referral sheet may have the patients information:

A sample referral form is given in ANNEX
1.Name
2.Address

3.Mobile number

4.Husband’s name

5.Symptoms: fever, cough, sore throat, respiratory distress
6.Chest X-ray findings

7.Exposure history within 14 days

8.Travel history within 14 days

9.Referral history by any other hospital

Steps taken in Referral

1. Proper assessment: A complete history and general examination of the patient is essential for the

decision making

2. Counselling the patient and her family explaining the situation to them and the need and importance
of referral

3. Assurance to the patient and her family

4. Selection of the appropriate accessible and acceptable place for referral

5. Filling up the referral card properly (Organization what action had taken)

6. Communicating with the referral centre (by mobile)

7. Arrangement of transportation

8. Follow up of the referred case

9. Feedback to the referring centre
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INFECTION PREVENTION DURING COVID-19

Standard: All healthcare providers and support staff (e.g. cleaners) involved in
Maternal and Neonatal care should use recommended infection prevention practices.
There should be regular meeting of infection prevention committee for continuous
improvement

Infection prevention is the process that prevents spread of organisms capable of producing diseases in the

health care facility.

Infection prevention practices focus on preventing infection and disease transmission in both patients and
healthcare workers. These practices should be integrated into every component of maternal and newborn

care to protect the mother, newborn, healthcare workers and other health facility staff.

Labour room preparedness

The majority of women presenting in labour will not have respiratory symptoms, and the labour room should

continue to provide services as before. However, the attention to infection prevention practices should be

higher:

eHave sufficient supplies of all PPE supplies (masks, gloves, goggles, gowns, hand sanitizer, soap and water,

cleaning supplies) in the labour room

¢ All surfaces should be cleaned thoroughly with spray and a clean cloth after any contact by patient or staff

Personal Protective Equipment (PPE) is essential in the Infection Prevention and Control program of COVID-
19 pandemic. Again, its rationale use is mandatory to prevent shortage of supply for those who need it the
most. The maternal healthcare providers should have full access to all personal protective equipment and

sanitation at all times. Maintaining a healthy workforce and safe environment will ensure quality care.

WHO recommend that PPE needs to be used according to standard precautions and risk assessment.
Wearing PPE for all patient contact will depend on the availability of PPE within individual facilities and

individual judgement on the exposure risk by the maternity care provider.

Gloves and a plastic apron need to be worn during the delivery of care that may involve exposure of blood,
body fluids, secretions, excretions, touching oral mucosa, or medication assistance (including: taking blood

or vaginal swabs, performing a stretch and sweep and first stage of labour).

During second and third stage of labour, in addition to hand washing, a surgical mask, plastic apron, eye protection,

a plastic apron and gloves need to be worn.
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Steps of Infection Prevention

The following infection prevention practices should be in place at all facilities where maternal and newborn

care is provided.
Personal protective equipment

Personal protective equipment is used to protect healthcare workers and clients from infectious organisms,
especially when splashing of blood or other body fluids is likely. These include gloves, eye protection (face
shield, goggles, or glasses), rubber or plastic aprons to provide a fluid resistant barrier that keeps
contaminated fluids off the healthcare worker’s clothing and skin, and foot ware to protect the healthcare

worker’s feet from injury by sharps or heavy items that may accidentally fall onthem.

Who needs PPE?

e Health care personnel
e Patients

How to wear PPE:
Donning:

e Wash hands properly with soap and water and apply hand sanitizer as shownbelow:

Hand Hygiene Technique with Soap and Water

E] Duration of the entire procedure: 40-60 seconds

Apply enough soap to cover Rub hands palm to palm;
all hand surfaces;
Right palm over left dorsum with Palm to palm with fingers interlaced; Backs of fingers to opposing palms
interdaced fingers and vice versa; with fingsrs interlocked;
a N sy B _
&L - —
A & 3’9\7 %
G |
TED
Rotational rubbing of left thumb Rotational rubbing, backwards and Rinse hands with water;

clasped in right palm and vice versa; forwards with clasped fingers of right
hand in left palm and vice versa;

Dry hands thoroughly Use towel to tumn off faucet; Your hands are now safe.
with a single use towel;

Figure: Hand washing method
Source: WHO Guidelines on Hand Hygiene in Health Care: a Summary
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e Check the integrity of the components of
PPE set and match with the list provided. £
s

The set should include:

O

e Set up the doffing area with-

O

O

@)

Non-sterile Gloves: 3sets S
Gown: 1 piece

N95 Respirator: 1
Goggles: 1pair
Shoe cover: 1 pair
Poly apron: 1 piece

Alcohol pads

Sani cloth

Biohazard bag Figure: Personal Protective Equipment Set for
Healthcare providers

Alcohol pad
Sani cloth
1% hypochlorite solution

A bin with biohazard bag

Another bin preferably with biohazard bag, but if not available a yellowbin
A pair of non-sterile gloves

A medical mask

e Wear the gown cautiously so that it does not touch the floor. Pull on the chain. But don’t pull on the

head cover

e Hold the front of the mask with one hand covering mouth and nose properly and pull the straps one

after another behind your hand, adjusting the mask strongly fitted over your face. Check the seal of

the mask by pressing the margins of the mask

e Hold Goggles on your eyes and pull the straps over your head. Adjust the goggles firmly over your

face by pulling the straps’ length as necessary
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e Pull over the gown’s head cover up to the upper end of the goggles. Fit the cover with the goggles

by buttoning it with the 2 white buttons of the goggles so that it doesn’t slip away from head while

working. Insert all straps inside the cap. If there is any gap, cover it withmicropore

e Wear shoe cover

e Wear poly apron and tie behind. It will protect from any splash andspill

e Wear 2" pair of gloves. Use micropore to firmly attach the gloves ends with the gowns’sleeves

e Wear the outer gloves. In case of wearing multiple gloves, always wear the bigger one beneath the

smaller one

It should be changed —

@)

@)

Doffing:

Between patient care, physical examination and performing procedure of another patient

Between procedure in the same patient if handling of different body parts is required. Such as

pelvic examination followed by administration of intramuscular oxytocin
Between breaks
As soon as gloves are damaged or non-integrity suspected

After use, before touching non-contaminated items

e C(Clean the gloves, gown and shoe cover with Sanicloth

e Remove the shoe cover. Start from behind and pull it off by rolling inside outwards. Fold it and drop

inside the biohazard bag

e Remove the poly apron by untieing and pulling off from behind. Fold it and drop inside the biohazard

bag

e C(Clean the gloves with alcohol pad and pull off the gloves. Remove gloves of one hand by holding the

outer surface while remove the other one by holding it from inside and rolling outwards. Put the first

gloves inside the second gloves and drop inside the biohazard bag

e Remove all the micropores, but don’t touch your skin

e Untiethe gown’s chain and pull off the gown from behind. Be careful not to touch the outer surface. Roll

inside outwards and fold it after removing. Drop inside the biohazardbag

e Rub off the hands with alcohol pad and remove the goggles by holding it with one hand and gently pulling

the straps forward. Drop the goggles in the 1% hypochlorite solution. Goggles are reusable
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e Clean the hands with hand sanitizer and pull off the mask in the same manner as goggles, only mask is

not reusable and it should be dropped inside the biohazard bag

e Remove the final gloves and use hand sanitizer

e Wear another set of non-sterile gloves and surgical mask. Spray 1% hypochlorite solution over the

biohazard bag and tightly tie the open end of the bag. Put the tied bag inside the bin. Spray 1%

hypochlorite solution over the biohazard bag once again. Dispose of the surgical mask and gloves in the

yellow bin. Perform hand hygiene.

The cleaner will take care of these materials according to hospital policy (recommended: autoclave/

burn/ bury)

Labour/ Delivery room:

Healthcare provider

At all stages of labour in case of suspected/ confirmed COVID-19 patient handling

While treating a suspected/
confirmed COVID-19 pregnant

woman

While treating a suspected/
confirmed COVID-19 pregnant
woman if the healthcare provider is
directly involved in aerosol
performing procedures such as
suctioning airway secretions,
administering nebulizing
medication or performing CPR

1ststage of labour

e Medical mask

e Gown (Coverallincluding attached head cover and shocks)
¢ Gloves

e Goggles

e Shoe cover

e Respirator N95 or FFP2 or any equivalent respirator

e Gown (Coverallincluding attached head cover and shocks)
¢ Gloves

e Goggles

e Apron

e Shoe cover

While treating a patient without

respiratory symptoms

The healthcare provider should decide by herself depending

on the availability of PPE and risk of exposure -

e Medical mask

e Gown (Coverall including attached head cover and shocks)
/ Plastic apron

¢ Gloves

e Goggles

e Shoe cover
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2"and 3" stages oflabour

While treating a patient without The healthcare provider should decide by herself depending
respiratory symptoms on the availability of PPE and risk of exposure-
e Medical mask
e Gown (Coverall including attached head cover and shocks)
/ Plasticapron
¢ Gloves
e Goggles

e Shoe cover

With respiratory symptoms e Wear a medical mask and maintain at least a distance of 1
meter or 3 feet with the rest. These patients should be
moved to isolation room as soon as possible and handled
separately with utmost caution and full protection. If the
patient suffocates then there is no need to wear a mask

e Gloves

Without respiratory symptoms e Medical mask as necessary

Cleaner

While advising a patientwith ¢ Medical mask
respiratory symptoms e Gown (Coverall including attached head cover and shocks)

e Heavy duty gloves
e Goggles (If there is a chance of splashes and sprays)

e Boot or closed shoes

Operation theater:

Healthcare provider

While operating a suspected/ e Medical mask

confirmed  COVID-19  pregnant e Gown (Coverallincluding attached head cover and shocks)
woman e Plasticapron

e Gloves

e Goggles

e Shoe cover
While operating a suspected/ e Respirator N95 or FFP2 or any equivalent respirator
confirmed  COVID-19  pregnant e Gown (Coverall including attached head cover and shocks)

e Plasticapron
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woman where thereis a chance of o Gloves

contact with aerosol or droplet e Goggles

e Apron

e Shoe cover
While operating a patient without ~ The healthcare provider should decide by himself f the use of
respiratory symptoms appropriate PPE assessing the situation at hand -

e Medical mask

e Gown (Coverall including attached head cover and shocks)

e Plasticapron

e Gloves
e Goggles
With respiratory symptoms e Medical mask
e Gloves
Without respiratory symptoms e Medical mask as necessary

Cleaner
While a patient with respiratory e Medical mask

symptoms is operated in the o Gown (Coverallincludingattached head cover and shocks)

operation theater e Heavy duty gloves

e Goggles (If there is a chance of splashes and sprays)

e Boot or closed shoes
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INSTRUMENT PROCESSING

Soiled instruments, used surgical gloves, and other reusable items can transmit disease if infection

prevention procedures are not properly followed. These procedures include the following:

\Decontumincﬁon
\‘Q‘“.—_//,
\ Cleaning
- P
—
. ooy High-Level
S Sfenllzahon-' h Disinfectionﬂ_
Steam Dry ehiarnical Boili Chemical
under Pressure | Heat smica iling emica

]l Use or Storage

Sterilized and HLD items must be stored in a clean, dry area. Sterile packs and containers should be dated
and rotated, using a “first in, first out” approach. Wrapped packages that remain dry may be used up to one

week, and wrapped packages sealed in plastic up to one month.

Decontamination: Decontamination of used instruments and gloves by merging for 10 minutes in chlorine

solution. Then wash by plain water.

Cleaning: After decontamination instruments and used linen will be cleaned by soft brush and detergent mixed

water in a bowl and then wash by plain water and dry in air.

Sterilization: All dried instruments, cotton and reusable linen, gloves etc will be sterilized byautoclaving.

Storage of instrument: Storage items should be used or properly stored immediately after processing so that
they do not become contaminated. Proper storage is as important as proper decontamination, cleaning, and
sterilization or HLD. If items are not stored properly, all the effort and supplies used to properly process them

will have been wasted, and the items may be contaminated.
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Equipment sterilization/decontamination procedure

Decontamination

Used Instrument Linen
Submerge instruments in red bucket Washing with detergent or
containing 1% Sodium hypochlorite disinfectant in water at 70°C for at
solution for 10 minutes least 25 minutes

Plain water soaked in Green bucket

'

Cleaning with water alone, with water
and soap (or detergent), or with plain
water and a compound of S —
disinfectant/detergent

Rinsing the instruments and linen
thoroughly with water and then dried

l

Sterilization (Autoclave/Chemical
sterilization) / Boiling etc

Waste disposal: General rules for medical wastemanagement

e Use specific coloured container (as per national guideline) for specific medical
waste before disposal

e Ensure minimum handling of waste before disposal

e Always use utility gloves and gumboot during handling and carrying waste
product

e All containers should have appropriate lead
e Puncture proof container should be kept in all clinical areas
e Do not store waste no longer than 2days

e Wash waste storage container with chlorine solution and plain water
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Fig 13: Colour coding for waste management

Delivery Specific waste disposal management

e  For placenta, amniotic fluid, blood & serum: All will be collected in a leak-proof bucket and carefully thrown

into dumping pit/buried

e  For used chlorine solution: Chlorine solution will be discarded in wash room or open drain/non-septic
latrine but not in septic latrine pan. Chlorine solution will be discarded regularly and do not keep longer

than 24 hours

e  For sharp (syringe, needle) and broken/unbroken glassware: Collect in a puncture proof cartoon/pot. After

filling 2/3 portion of cartoon/pot burn by incineration

e  For syringe, saline/blood bag, infusion set, broken/unbroken glassware, cotton, gauze & packet: Collect in

a leak-proof bucket (as per national guideline) and discard byincineration
Practices for environmental cleaning in healthcare facilities

Cleaning agents and disinfectants

e Sodium hypochlorite solution should be prepared in light protected colored container and used within

24hrs

e Leaving the solution for a contact time of at least 20 minutes is recommended

e Alcohol (e.g. isopropyl 70% or ethyl alcohol 70%) can be used to wipe down surfaces where the use of

bleach is not suitable, e.g. metals

Frequency of cleaning:
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High touch surfaces: Disinfection of high touch surfaces like (doorknobs, telephone, call bells, bedrails,

stair rails, light switches, lift-buttons, armrests tables, air/ light controls, keyboards, switches, basin, wall

areas around the toilet) should be done every 3-4 hours

Low-touch surfaces: For Low-touch surfaces (walls, mirrors, etc.) mopping should be done at least once
daily
In between patient care: 70% alcohol-containing hand sanitizer

Triage area: Disinfection of high touch surfaces by sodium hypochlorite solution should be done in every

3-4 hours. After attending each patient health care worker should maintain hand hygiene

Mop floor with routinely available disinfectant (sodium hypochlorite solution, phenol etc.)

Remove curtains/ fabrics/ quilts for washing, preferably using the hot water cycle. For Hot-water laundry
cycles, wash with detergent or disinfectant in the water at 702C for at least 25 minutes. Soak the linen

in 1:100 strength sodium hypochlorite solution for at least 30minute before rinsing with clean water and

complete sun drying it

Sodium Hypochlorite solution of 1:10 Sodium Hypochlorite solution of 1:100 strength
strength

Hospital excreta Surfaces

Dead-bodies Medical equipment

Spills of blood/ body fluid Bedding, curtains, fabrics or quilts

Reusable personal protective equipment

Note: Sodium hypochlorite solution should be applied to surfaces using a damp cloth. They should not be

applied to surfaces using a spray pack, as coverage is uncertain and spraying may promote the production

of aerosols.
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LIQUID SPILL MANAGEMENT

N

e Promptly clean and decontaminate spills of blood and other potentially infectious materials

e Wear protective gloves

e Using a pair of forceps and gloves, carefully retrieve broken glass and sharps if any, and use a large
amount of folded absorbent paper to collect small glass splinters. Place the broken items into the

puncture proof sharps container

e Cover spills of infected or potentially infected material on the floor with paper towel/ blotting

paper/newspaper
e Pour freshly prepared Sodium hypochlorite solution and leave for 20-30 minutes for contact

e Place all soiled absorbent material and contaminated swabs into a designated waste container

Then clean the area with gauze or mop with water and detergent with gloved hands

NB: Any material treated with hypo-chlorite solution should never be sent for incineration
Preparation of Sodium hypochlorite Solution (Refer to Annex-35)

From concentrated solution

o 1:10 strength solution: 3-4tsp bleach solution is to be diluted in 1L of water

o 1:100strength solution: 2tsp bleach solution is to be diluted in 1L of water
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e From powder form
o 1:10 strength solution: 1tbsp bleach solution is to be diluted in 2L of water

o 1:100 strength solution: 1tbsp bleach solution is to be diluted in 20L of water

NB: Preparation should be done in red colored covered bucket and mix it by wooden stirrer. Water should be poured

prior to given sodium hypochlorite solution of powder (DGHS IPC guideline)

Personal health and safety

Your own health and safety and that of your family is very important. Before leaving the maternity facility
and going home, or before entering home: wash your hands, and change clothes and wash them with soap

and water

During stressful events, your own health can be easily compromised. Maternity care providers need to self-
monitor for signs of illness such as fever, shortness of breath, cough, loss of sense of taste and smeel and

sore throat and self-isolate and report iliness to managers, if itoccurs.

Staff with symptoms of COVID-19 should not come to work

a) You can stop home isolation under the following 3 conditions: You have had 3 full days of no fever without
the use of medicine that reduces fever and, other symptoms have improved (i.e.: shortness of breath or
cough) and, at least 10 days have passed since your symptoms first appeared. Medical help should be sought
if fever and cough are worsening, respiratory distress, altered mental status and/ or extreme lethargy

develop [13]
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b)Fatigue, burn out and stress related to the environmental, family and economic effects of COVID-19 can

all impact upon mental and physical health. Advise management and seek help if you are feeling signs of

undue stress or have mental health challenges that require supportive interventions

c)Maternity care providers over the age of 65, those who have cardiac, respiratory or metabolic conditions,
and possibly persons with immune deficiency including acquired immune deficiencies, need to avoid clinical
contact with any patient (not only those suspected of having COVID-19) and consider non-clinical duties if at

all possible

d)Health care providers in their last trimester of pregnancy or with underlying health conditions such as

heart or lung disease in any stage of pregnancy, are recommended to avoid direct contact with patients

Annexure

All Protocol charts (Labour room, Eclampsia, PPH, HBB and Breastfeeding included)

Annex-1: Labour ward floor plan

Annex-2: Delivery room floor plan

Annex-3: Practices in Normal Birth, WHO

Annex-4: Flow Chart for Specific Management of severe Pre-Eclampsia and Eclampsia (SPE/E)
Annex-5: Antenatal Care

Annex-6: Essential Newborn care

Annex-7: Steps of AMTSL

Annex-8: Different positions of labour

Annex-9: Squatting position

Annex-10: Antenatal checkup & birth planning

Annex-11: ANC Checkup and Remote Contact

Annex-12: Checklist for Remote Antenatal Contact and Considerations during Antenatal care
Annex-13: KMC

Annex-14: Delayed cord clamping

Annex-15: Photos of KMC & DCC
Annex-16: Essential newborn care
Annex-17: Breastfeeding
Annex-18: Breastfeeding
Annex-19: AMTSL

Annex-20: PPH management

Annex-21: HBB

Annex-22: Essential care for small babies
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Annex-23:
Annex-24:

Annex-25:
Annex-26:
Annex-27:
Annex-28:
Annex-29:
Annex-30:
Annex-31:

Annex-32:
Annex-33:

Annex-34:
Annex-35:
Annex-36:
Annex-37:

Annex-38:
Annex-39:

Management of PE/Eclampsia

Management Protocol of Preeclampsia and Eclampsia
Partograph

Squatting chair

Eclampsia box

PPH box

FP box

Logistics and Equipment for 100 bedded/ 250 bedded/ 500 bedded hospital
Referral form for COVID-19 patients

COVID-19 Newborn Guidance in Labour Room
What should Pregnant Mothers and Family DO to Prevent COVID19

Emergency Management of COVID19 Suspected/ Confirmed Mothers
Preparation of Disinfectant Solution
HEPA filter and UV-ray sterilization

Pulse oximeter and Thermal scanner

Donning and doffing of Personal Protective Equipment

Signal functions to identify basic and comprehensive emergency obstetric

care services

Annex-40:

Newborn signal functions (NSFs) for Bangladesh
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ANNEX-1: LABOUR WARD FLOOR PLAN
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ANNEX-2: DELIVERY ROOM FLOOR PLAN
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FLOW CHART FOR SPECIFIC MANAGEMENT OF

ANNEX-4
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ANNEX-5: ANTENATAL CARE
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ANNEX-6: ESSENTIAL NEWBORN CARE
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ANNEX-7: STEPS OF AMTSL _
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ANNEX-8: DIFFERENT POSITIONS OF LABOUR

LABOR POSITIONS /Bir th Positions

Ist Stage

classic posi’cion
hands and knees
osgmme’cricul stand
side lying position
assisted squat
asymmetrical scuat
toilet squu{
standing squat

walk, stair climb

slow dance

wall lean .
sit upright Transition
pelvic rock, hip sway

oEen knee chest pose

abdominal lift

shower or bu’ch

fuel body
use gravity
conserve energy

knees UP, elbows

d

WALKING, STANDING, AND LEANING (§51&/, Argtcat <2 cen omn s cefee)

* % AAfE 4T ST
Contraction e
ARG FC |

« A s
TS AR A |

G AP AT
R ktal

* AHIF OF YT
it TS AR
I |

SITTING (Fifbe Afér cefererd)

5 - TwI e e
TS R R |

« 2f¥5t Contraction
7 e fRef e
@R W R e
R A |

« HIE A TS
IR I |

* Fetal Distress 30 |

* SAFA Contraction
TS S R |

Ind Stage

out
tuck chin, Jr.rclp cir}
push to the poin’c of comfort

Spine —————+
Placenta —.

Umbilical
cord |

. \
- - |
|
Rectum ‘/ /
/ /
- . Y
// " Uterus
/ = Cervix
[ P 7 Cenvicalplug
‘ L pubicbone
\\ N\ Bladder
\ &
\ 5 <
\
VERTICAL LABOUR AND DELIVERY POSITIONS

X

M Vertical position helps
contractions to become
regular and rhythmic

/ >
-

Cervix dilates to
4inches

W Helps to widen pelvic
opening

Urethra
Vagina

Makes uterus
maves forward
taking

pressure off
disphragm
Improves

[ blood supply
to contracting
muscles

Helpls widen
pelvic opening
while gravity
assists in
pressing baby's
head against
cervix

SITTING (labor) STANDING (labor)

SQUATTING (delivery)

Maintains upright
position without
straining back

KNEELING (delivery)

Up Right Position 9 (SETeRT Toaiaer

® Up Right Position @ (*#f$F SRR -90% QTS I |
TR T VRS YA R 2T TR | TS 47 TRIER MEE (SRS = |

@ Up Right Position 2% a3 Frefa cefremd 2= s |
T CIRBR I9 QR &+ N (SRSl FAEoT I #71ee,
o Q@ ot fre At qRIB I |

Opens pelvis even wider
and rotates baby

into more

favorable

positions

M Gravity pull encourages
pushing process

® Up Right Position 3% Episiotomy Td FI |

® Up Right Position @ ITFF Contraction ¥J STl TF GR YT
SIGRIG Mo Cefred 27 |

® Up Right Position 4 (SRTSHAITS 20% 93 T3 I
Medical Assitance Wi 27 | {58 elf$br Delivery @&
A G AN G AOSARF AT | (

(/,\

pS
TN

@ Up Right Position 4 @33 5% N ©IF &+ Sqarr | £
R4S Bret fat <l q3r At 47 e Awa e
G0 6T |

@ Up Right Position 2fgar arp=imr azas
T AT |

Squatting Chair

N\
=1 [
ukaid

o rtah st
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ANNEX-9: SQUATTING POSITION

R
eV
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ANNEX-10: ANC CHECK UP AND BIRTH PLANNING

]@(]\JM (b‘fo
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ANNEX-11: ANC CHECKUP AND REMOTE CONTACT

Number

of
Visits

ANC visit Schedule for COVID-19

Time of Visit

Type of visit

Istvisit

At 2 months/
8 weeks

Remote contact

Comprehensive history and planning

Risk assessment over the telephone or video calling
Health education, advice, and counseling™

2nd yisit

At 3 months/
12 weeks

Remote contact

History

Risk assessment over the telephone or video calling**

Advice USG for NT test and uterine arterial doppler study (where
indicated and possible) ***

Health education, advice, and counseling

3rdyisit

At 4 months/
16 weeks

Face-to-Face Contact

Detailed History and Examination

Screening Tests (CBC, blood grouping and Rh typing, VDRL,
Glucose challenge test, Urine R/E

Health education, advice, and counseling

4t visit

At 5 months/
20-24 weeks

Remote Contact

Detailed History

Advice Anomaly Scan**** (virtual report sharing)
Advice TT (first dose)

Health education, advice, and counseling

5t visit

At 6-7 months/
24-28 weeks

Face-to-Face Contact

Detailed History and Examination

TT (second dose)

GTT, CBC and urine test

Laboratory Tests

Health education, advice, and counseling

6t visit

At 30 weeks

Remote contact

Unless risk factors for hypertension in pregnancy or growth
restriction identified previously ongoing risk assessment
over the telephone or video calling

Health education, advice, and counseling

7t visit

At 8 months/
32 weeks

Face-to-Face

History, Abdominal Palpation including FHR
Ongoing risk assessment

Growth scan (if possible)

Birth planning

8t visit

At 9 months/
34-36 weeks

Face-to-Face

BP/Blood tests and Abdominal Palpation including FHR
Ongoing risk assessment

Birth planning

* Health education and advise instruction for each visit- Counselling on Immunization, family planning, breastfeeding,
danger signs of mother and newborn, ANC/ PNC exercise

**Regular virtual sharing of reports
*** perform Nuchal Translucency (NT) test for screening of Down’s Syndrome, Color doppler scan for uterine artery

blood flow study for early detection of PEand

***%USG for anomaly scan when and where indicated
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ANNEX-12: CHECKLIST FOR REMOTE ANTENATAL

CONTACT AND CONSIDERATIONS DURING ANC

Table 1 Checklist for remote antenatal contact

Remote Antenatal Contact Checklist

ALL contacts regardless of method should include:
Respectful Maternity Care —includes:
=  Treating all women with dignity and respect
= Maintaining confidentiality and privacy
=  Freedom from discrimination
= Supporting women'’s right to information and informed autonomous decision making

= |ntroduce yourself and greet the woman in a friendly manner

= Assessment for possible COVID-19 symptoms (both woman and any support persons) and
refer to country/facility guidance or pathway for care if symptomsidentified

= Enquire about the woman’s general health and wellbeing

= Consider physical, social, emotional and cultural wellbeing

= Ask about pregnancy progress

= Undertake routine observation and assessment

= Explain all tests and procedures and obtain consent

=  Review history and undertake an ongoing assessment of risk factors

= Discuss danger signs

Vaginal bleeding

Convulsions/fits

Severe headache and/or blurred vision

Fever and too weak to get out of bed

Severe abdominal pain

Fast or difficult breathing

= Offer time for questions — take time to answer

=  Provide gestation and pregnancy-specific information and education

= Undertake consultation and referral where necessary

= Discuss plan for emergency transport from the woman’s home to a health facility if needed

=  Plan for next AN contact and ongoingcare

= Document assessments, discussions and plans for continued care

YVVYVYVYVY
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Considerations during Antenatal care

First
Remote
contact

Second
Remote
contact

First Face-
to-Face
contact

Third
Remote
contact

At 2 months /8 weeks
= Does this woman require any routine testing — can it be delayed until the first
face-to-face AN contact?
=  What information or education does this woman need at this gestation? (early
pregnancy advice, signs of early pregnancy loss)
= Have you identified any new risk factors? If so,

» Does thiswoman need face-to-face AN contact?

» Does this woman know the referral pathway for accessing
hospital services during COVID-19 (i.e.: Do pregnant women
need to be seen in a different location to usual at the hospital?
Where do they go for triage and initial exposure risk screen etc?)

=  How/where will you document this contact?
= Document date and details of phone contact in woman’s handheld record
At 3 months/ 12 weeks
= Does this woman require any routine testing — can it be delayed until the face-
to-face AN contact?
=  What information or education does this woman need at this gestation?
» Discuss signs of preterm labour and what to do if she thinks labour
is starting
» Discuss fetal movements and what to do if she notices a change in
the movement pattern
> Discuss birth preparedness
Have you identified any new risk factors? If so,

» Does this woman need face-to-face AN contact?

» Does this woman know the referral pathway for accessing
hospital services during COVID-19 (i.e.: Do pregnant women
need to be seen in a different location to usual at the hospital?
Where do they go for triage and initial exposure risk screen etc?)

=  How/where will you document this contact?
=  Document date and details of phone contact in woman’s handheld record
At 4 months/ 16 weeks
= Confirm the pregnancy and calculate the EDD
= Take full history, perform general, systemic and obstetrical examination
=  What information or education does this woman need at this gestation?
» Develop birth and emergency plan
» Advice and counsel the importance of ANC care. self-care at home, rest,
avoid heavy work, danger signs, nutritionetc.
= |nvestigation: CBC, Urine R/M/E, Blood sugar, Blood grouping and Rh typing,
HbsAg, USG of lower abdomen and RT-PCR if the mother is suspected case
At 5 months/ 20 weeks
= |s this woman due for any routine testing — can it be delayed until the next face-
to-face AN contact?
=  What information or education does this woman need at this gestation?
» Discuss signs of preterm labour and what to do if she thinks labour is
starting
» Discuss fetal movements and what to do if she notices a change in the
movement pattern
= Have you identified any new risk factors? If so,
= Does this woman need a face-to-face AN contact?
= Does this woman know the referral pathway for accessing hospital services
during COVID-19 (i.e.: Do pregnantwomen need to be seenin a different location
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At 6-7 mont

Second
Face-to-
Face
contact

Fourth
Remote
contact

Third Face-
to-Face
contact

Fourth
Face-to-
Face
contact

to usual at the hospital? Where do they go for triage and initial exposure risk
screen etc?)
= How/where will you document this contact?
=  Document date and details of previous phone contact in woman’s hand held
record
hs/ 24-28 weeks

= Assess maternal and fetal wellbeing
=  Look for pregnancy induced hypertension, anemia and multiple pregnancy
=  What information or education does this woman need at this gestation?
» Check the birth and emergency plan
» Advice and counsel diet, rest, ambulation, self-care, danger signs, bowel
and bladder habit, exercise, post-partum family planning, hand hygiene
» Birth preparedness: place of delivery, attendant and blood donor,
money, transport
» Essential newborn care, immediate and exclusive breastfeeding,
importance of PNC, danger signs of newborn, skin to skin care and KMC
= |nvestigation: CBC, Urine R/M/E, Blood sugar, HbsAg, USG of lower abdomen
with anomay scan and RT-PCR if the mother is suspected case
At 30 weeks
= |sthis woman due for any routine testing — can it be delayed until the next face-
to-face AN contact?
=  What information or education does this woman need at this gestation?
» Discuss signs of preterm labour and what to do if she thinks labour is
starting
» Discuss fetal movements and what to do if she notices a change in the
movement pattern
» Discuss birth preparedness
= Have you identified any new risk factors? If so,
= Does this woman need a face-to-face AN contact?
=  How/where will you document this contact?
= Document date and details of previous phone contact in woman’s hand held
record

At 8 months/ 32 weeks

= Assess maternal and fetal wellbeing
= Look for pregnancy induced hypertension, anemia,I[UGR and multiple pregnancy
=  What information or education does this woman need at this gestation?

» Check the birth and emergency plan

» Advice and counsel essential newborn care, early initiation of

breastfeeding, PNC, post-partum family planning and birth spacing
= |nvestigation: CBC, Urine R/M/E, Blood sugar, USG of lower abdomen with
pregnancy profile and RT-PCR if the mother is suspected case

At 9 months/ 34- 36 weeks
= Assess maternal and fetal wellbeing
=  Look for pregnancy induced hypertension, anemia, adequate maternal weigh
gain (9kg), IUGR, malpresentaion and multiple pregnancy
=  What information or education does this woman need at this gestation?
» Check the birth and emergency plan
» Advice and counsel essential newborn care, early initiation of
breastfeeding, PNC, post-partum family planning and birth spacing
= |nvestigation: CBC, Urine R/M/E, Blood sugar and RT-PCR if the mother is
suspected case
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ANNEX-13: KMC

OSCIENCE

((/{’Irolacta

Kangaroo Care

Benefits of How to Practice
Kangaroo Care Kangaroo Care
Kangaroo Care, also known as skin-to-skin contact,
has great benefits for all newborns, but is especially Hold your diapered baby on

beneficial to preemie babies in the NICU your bare chest

: Place a blanket over the baby
Regulates baby’s heart to keep her warm
rate, breathing and

body temperature

Helps baby
spend more fime
in deep sleep

Improves baby’s —

weight gain

Increases mother’s
milk production for
breastfeeding

Increases bonding
between baby and mother (-
(or baby and father if he is ‘/(

practicing Kangaroo Care)

Peferance
m@m March of Dimes Websae: MarchOfDimes. org/boby/kengoroo-core. aspx

August 2014,
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ANNEX-14: DELAYED CORD CLAMPING

X =)
v

S5 REASONS TO DELAY
CORD CLAMPING

"...delayed umbilical
cord clamping for at
least 30-60 seconds is
recommended..."

PUMPING IRON

In term infants, delayed cord clamping
increases hemoglobin levels at birth and
improves iron stores in the first several months
of life.

EARLY BIRDS

Benefits for preterm infants include improved
transitional circulation, better building of red
blood cell volume, decreased need for blood
transfusion, and lower incidence of necrotizing
enterocolitis and intraventricular hemorrhage.

GOOD FOR ALL BABIES

Given the benefits to most newborns, ACOG
now recommends a delay in umbilical cord
clamping in vigorous term and preterm
infants for ot least 30-60 seconds ofter birth.

MELLOW YELLOW

Delayed cord clamping comes with a small
increase of jaundice; providers should ensure
that babies are monitored, and if needed,
treated approprictely.

I

»
v
»
A 4
~
-

il

SAFE FOR MOM
Delayed umbilical cord clamping does not

increase the risk of maternal postpartum
hemorrhage.

What is considered "delayed"?
American Academy of Pediatrics: 30-60 seconds
World Health Organization: 1 minutes

Royal College of Obstetricians and Gynaecologists: 2 minutes
American College of Nurse-Midwives: 2-5 minutes

for more information, read
ACOG's Delayed Umbilical Cord Clamping After Birth

www.staciebingham.com
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ANNEX-15: KMC & DCC
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ANNEX-16: ESSENTIAL NEWBORN CARE

Five Key Messages of
Essential New Born Care

1. Wipe the baby immediately after birth 2. Use 4% CHX gel snmediately atter cord
using a soft, clean and dry cloth and wrap cutting and keep the cord clean and dry.
the baby with another dry cloth to keep Apply nothing on the cord and surrounding
baby warm, areas.

3. Keep baby In skin to skin contact 4. Initiate breast feading within one hour of
birth

5. Delay bathing for at least 24 hours after birth

_ »
Bl cGusap B Tere Brooes

CF TR AN
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ANNEX-17: BREASTFEEDING

The IMPORTANCE of BREASTFEEDING )—:b%:::omeﬂm
Maternal Health Benefits

Protects
against
diabetes

Encourages uterine
involution

Protects
cardiac
y health

Protects against
breast & ovarian
cancers

Decreases ahdominal
girth (adiposity)

References on reverse

Promotes mothering
behaviours

208

Labor room management protocol
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ANNEX-18: BREASTFEEDING

The IMPORTANCE of BREASTFEEDING ﬂ‘e‘éﬁ;«:ng
Infant Health Benefits

Protects against diabetes

Protects against

g : Protects against certain
ear infections

leukemias

Protects :
4 Protects against
against i
childhood
obesity
Protects
Increases > against
vaccine infection
response related
mortality
iy Protects against
dental ! .
Gl infections
health

Increases brain

Protects against upper fevelopment/iQ

respiratory infections

Offers pain relief
2018 References on reverse
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ANNEX-19: AMTSL

Helping Mothers Survive

Bleeding after Birth

ACTION PLAN

Prepare for birth
Birth (See HBB Action Plan for baby)

Y
101U & or ©8 200 mcg x 3=600mcg
Give medication within1 minute

1
Cut the cord between1-3 minutes

Perform controlled cord
traction to deliver placenta
f

Out

Placenta out? -~ = Notout
in 30 minutes

Encourage empty bladder
Repeat 10 units oxytocin
Repeat controlled cord traction

Check tone out
Massage if soft
Y

Not out
in 60 minutes

Placenta complete? -------------—-------- + Incomplete
f Advanced care

Complete_

Uterus hard.’

J [fstill soft
Repeat medication
Hard
- Hard Soft
Bleeding normal? ~  Heavy bleeding Heavy bleeding

b &

Press on tears Compress uterus
Hard l

Bleeding normal If available

Normal

©

Rapidly pply NASG

\;J .
Conti f
= S

Monitor bleeding

Check vital signs Keep warm
Encourage breastfeeding Seek advanced care
ot 1@ &= @ mwemeee
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ANNEX-20: PPH MANAGEMENT

Helping Mothers Survive

Prevent and manage shock from PPH

ACTION PLAN

SIGNS OF SHOCK

Start 'emergem:y management

-

If bleeding heavily

Shout for help

Conduct rapid assessment

If oxytocin not available or
does not stop bleeding, give:

 Ergometrine 0.2 mg IM or IV slowly

* Misoprostol 800 mcg under tongue
(four 200 mcg tabs)

* Tranexamic acid (TXA) 1g IV over
10 minutes within 3 hours of birth

i 24
0 M

3/ 4@y

Check ABC'sand  Massage uterus  Give 10 IU oxytocin IM Start IV Catheterize Apply NASG
give oxygen (or IV ifin place) Collect blood bladder
v
DETERMINE CAUSE OF BLEEDING
Check if placenta is out and complete
Check for bleeding tears
MANAGE
If blood needed, transfuse early
. i 3

%‘ ATONIC UTERUS RETAINED BLEEDING TEARS
3 Continue massage PLACENTA/PARTS —

S Add2o oxytocin to , &
S IV and infuse fast @ &

& ' é I t, identif;
8 ‘é{g//\ nspec ,$l entify
2 ’ Perform manual

s Compress uterus removal

= i of the placenta »
S If still bleeding heavily Repair

g oy

K

w ;
] N—>  Placentaorparts -<——]
= / not out

(<) Compress aorta OR still bleeding heavily

Q
r % Seek advanced

w i care

v

w |

o 4

= Insert balloon

tamponade Placenta out and complete Tear repaired
v Blood loss normal Blood loss normal
Seek advanced care Continue care after PPH
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ANNEX-21: HBB

Helping Babies Breathe

Prepare for birth*
See HMS Action P‘ans for mother

Birth
¥

Crying?

Keep warm
Clear airway if needed
Stimulate

Breathing?

Keep warm
Check breathing Breathing well Not breathing

Ventilate

Cut cord
Cut cord l

Breathing

Not breathing
No chest movement

Call for help
Monitor

with mother

!

Breathing

Improve ventilation

(See ECEB Action Plan)

Not breathing

Heart rate?
* Equipment to help a baby breathe

51:_!2[_] Gloves 6 Suction device
/ Cloths Ventilation
bag-mask

£

Head N
covering ® Stethoscope
wé Scissors

Ties /Clamps @ ;ZJ’S:;, watch) Not . Slow . .
Tt breathing Continue ventilation
Disinfect equipment immediately after use Decide on advanced care

{ 6 \ Helping Babies Breathe"  American Academy of Pediatrics @
THE GOLDEKMIWUTE"  DEDICATED T0 THE HEALTH OF ALL CHICDRN"

4 2097 A
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ANNEX-22: ESSENTIAL CARE FOR SMALL BABIES

Essential ‘\Care fbr Small Babies

ACTION PLAN
= Prepare for Birth
o pare for Bir
— v
t If birth outside the facility - -- - - - ~ Provide Essential Care
W CLASSIFY
= g
= )
b= UNWELL
=
g PROBLEM DANGER SIGNS
: <1500g Fast breathing
Q. Apnea Chest indrawing
Maintain thermal care and Cord Infection Temperature
i 35.5°C
support breastfeeding T :37.5 v
Feeding intolerance Not feeding
<2500g and abnormal Poor feeding
temperature \ ! Poor weight gain No movement
= or <2000g ‘ or excess loss
(o) o Convulsions
- =
t Express breast milk
e l
Y provide continuous
E skin-to-skin
~ Improve Feed with cup
= thermal care
i Y
1) Not possible or ineffective Not possible
[ Consider ’
a alternative FS
methods >
‘\\_T )
t Feed with
Not improved Nasogastric tube
= { Assess routinely
] N Problem — .. Consider Give
oy antibiotics antibiotics
Breastfeeding
et Normal temperature
u‘ Ifat
W, anytimea
z DANGER SIGN
e presents, immediately l
give antibiotics and seek
E advanced care Stabilize for transport
Ly
=
Ly Seek advanced care
- 4 and immunize
Q.
@ Helping Babies Survive ulnw:.:‘, "EE
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ANNEX-23: MANAGEMENT OF PE/ECLAMPSIA

— Helping Mothers and Babies Survive

Pre-Eclampsia & Eclampsia

ACTION PLAN 1

Assess (if > 20 weeks pregnant)

<o
&
g Ak

(N
i =
7,
Urine for Protein Danger Signs Convulsions
13
CLASSIFY
A
{ w 3y
PRE-ECLAMPSIA g' SEVERE PRE-ECLAMPSIA ECLAMPSIA
dBP290 or sBP=140 and W dBP2110  or Pre
22+ proteinuria orsBP=160and and
No Danger Signs 22 +proteinuria 21Danger Sign
n Safely
manage all

[ convulsions

» =
e N

“y)
Routine )
care ge ’)l :>'
No
c — Mobilize team

Do lnbo;atory tests

Normali? No

Give loading dose
of magnesium sulfate

(MgS0J) IV+IM

=
Q0 or

Give medication
toreduce severe BP

Yes
Increase follow up
Stable?—— No

Yes
Confirm gestational age
Deliver nr‘ 37 weeks

Provide essential care
Continue to monitor
Result normai? —= No

Seek advanced care

O Continually assess for Danger Signs  Contil

H
fx)
>

FET R Gty Dreseansne

Labor room management protocol

e Helping Mothers and Babies Survive

Pre-Eclampsia & Eclampsia

ACTION PLAN 2 - ADVANCED CARE

ECLAMPSIA

Convulsions or Unconscious

SEVERE PRE-ECLAMPSIA
Pre-Ec

Receive referral OR Continue care
l

Begin OR Continue MgSOs
[
Begin OR Continue medication
toreduce severe BP
l
Continue close monitoring
of woman and fetus

unconscious

l

— Deliver

| !
Confirm Gestational Age Continue MgS0s 'Within
i for 24 hours after birth 12 fiours
( 1 1 ) or last convulsion
Pre-viable Viableto < 34 weeks =34weekto >37weeks l
| <27 weeks Continue medication
Within Within to reduce severe BP
24 hours ‘@’ J 24 hours l
End pregnancy Give
dexamethasone
Continue MgSO4
for 24 hours after birth Admit woman 'f",d
or last 4 . .
B o Provide essential
- Uncontrolied severe hypertension  —= Yes toany—’ maternal and
- Worsening maternal condition newborn care
C O (danger signs, exam, lab tests)
- i dition or demise : P
monitoring ~Reaches 37 weeks 0 days c"""""f‘!':r'ziz:"m"
#0 ¥ B Quun Dremons




ANNEX-24: MANAGEMENT PROTOCOL OF
PE/ECLAMPSIA

fe—aerif*ar e mw«rrwrﬂm [T AT
TATS] 1YY FACAI /TS| FA0F 2T

- aFARRT: ST AN 0 FALCER 27 TS > 380/50 mm of Hg =01; 4R &t = fSe AR |
TR - AR TSN AT TE619 = dbo/ss0 mm of Hg ZCT; ST THh ISR A «<F T
G oW 5 @N=: (F1=T W1, TR (215 I AT BT T 7T |

GREHIRRT: TSN T T TS > ¥80/50 mm of Hg =k 31 S |

| orewf e Ripat et TS5

5. B AR Srewt G A7 ISR COTer oL T SIRCT (NRACHC SRFBFEE P 2 d3o ffiL
COTS (AT &F IACS 2A | TRETAT 2T
2. ABC 90Pess

@ (7 Inj. Nalepsin 2 (1V I5qgr#r) H, Labetalol o _

A FreEE AR Inj. Nalepsin S4a15: Q IS QIIG 3+ | S
< ﬁm,\’ i (@fs @It Soo ml = 8 A “Afaweet A 1) e fars z@? m;ﬁ (¢o . am)
o ﬁmm”‘"“‘%?m’m Inj. Labetalol 8 &,
i in: 3 -Inj. Labetalo =0
|]nJ4Nalepsm. S @S+ I—) ﬁtwt::mo R 5 e
38-3r  E/eAfS =
CIRFCHTH (Ter (IR (OTer ¢4 e AT
T LT TS S FePeT): GBI W9 |

C-TgH S Aftame wweee |

wefRE M qo0-vo/efs Inj. Nalepsin <@ 3f6 Qrem 8 w1 €@ g -se fifitse WG T@H w0
%ﬁrﬁ‘)ww fErarerC e | GO AT © QST B IEW | =P | ey RIS e So-«F s A

Sl Wi ST Inj. Labetalol v
@ 7 Inj. MgSO4 =t < (1V + IM Tg/=1#11) gﬂﬁf—&vﬁm%ﬁmm
Inj. MgSO4 > 9= (¢ fff.) = .e am

8. T G TIGE AT 2 | -qwzeIA offs se fifs < BP
2AfGrITT AT | cfrrf\‘sxm

©. Oxygen &1+ 8-Y
L/efs |

¢. 5 A T Inj. Mso4(uﬁﬁ)+fmﬁmwmal_, ferarery feoifers so-se

B | )=20f RS oo 7 |

Y. I/V line o/ %2+ |

= AT,
Y 7. 7. 31 (o am) @

[1nj. MgSO4 33 fifer. (v am) for | = | e Frowm Toniics ;‘golé:“’;mta;‘;;?“ Sl
q. f@reits Normal 1
Saline/Lactoride Inﬂls;ofg @ GRERIIETT (OTE (CTIER (UTer 14 TG 8 WO ) [3.¢ A 4 (O CrenT

So-0 (HIGI/: &
fafees (e e, Infus('lgt?r"lr | I
Rate B bo ml @= Inj. MgSO4 > «=7 = ¢ fafA. (.e @) | =—p
e 711 9o 38 WHR 2
BT Ll

@ 3% Inj. MgSO4 @3 T aR 7
ARSI

b BT S ZATEE e | e (IM )
Inj. MgSO4 5 =4 (¢ ffi) = 2.e o
“Afarsreet A |

(% \5'\ CerE:
[Inj. MgSO4 (8 @1 a1 30 airw ) | —>

@ CIEAGET (UG (1R (Ier (15 2GUH 8 BT #/7):

[Inj. MgSO4 5 am = ¢ fifer. (. am) | =

CCT& 55109 |

T AN
RpAt fzaces =/ @ alfis /2 IBT 7 2/ TSHI7 A @R [nput/Output 515 G A<GTH IR AR 124 |

@ qery BT (are Iwwny Ay sngwr)- obr
[ Magnesium sulfate
® T, G Magsulph -So =1

® ZFEe. NALEPSIN Sooml-a &=

Note : Inj. MgSo4 is given both for Loading dose
10gm & Maintenance doses and for IV & IV+Im
resigm
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ANNEX-25: PARTOGRAPH

The Modified WHO Partograph

Name Gravida Para Hospital no.

Date of admission Time of admission Ruptured membranes hours

Fetal Heart Rate :60

Hor] T T FEsT O T Te= o f P ] F e o] F Fe T T JFef
Mouding | T 1T T 1T T T 1T T T T T 1T T T T 1T T T 1T 1T 11

10
9

—

« o
5S,
L

@ ~N ®
%

Cervix (cm)
(Plot "X")

_*

Now s o

(Plot "0")

Decent of Head

},

Hours s 1 2 3 4 5 6 17 8 9 10 1 12

Time

Contractions per 10 mins.

N oW oo

1

OgtocinUL[ T T T T T T T T T T T T T T T T T T T T T T 1]
Drop/min. [ [ [ [ [ T T T T T T T T T T T T T T T T T T 171

Drugs given and |V fluids

180

170

160

150

Pulse @ 140
130

and 120

110
Be I 100
90

80
70
60

epce [ [ | [ [ [ [ [ [ [ [ [ |

protein

Urine [—acetone

volume
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ANNEX-26:SQUATTING CHAIR
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ANNEX-27: ECLAMPSIA BOX

aFaemiR

I
+ B . Magnesium sulfate

B . G Magsulph - 50 @%@
Lo o i NALEPSINgl oo'?nl - q0-ToE

C IR 58- 5Bt
TS %-t st

o Bmfw  mEbwE - Soooml - S I
. W NG A 1000ml- 5

o wiRef  FE -20 G-3Bt
© TORTRE ST - G
UEDE eMBE - See- d0 @Ned

Note : Inj. 04 is given both for Load
dose logmmlgrsdclmgnancc doses and "

for IV & IV+Im resigm
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ANNEX-28 PPH BOX
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ANNEX-29: FP BOX

Labor room management protocol

Ty S o |
oz ST TR AR
320-00° (i R TG

o Y O

X, R, T 390 G ¢0d
£3.0 7 1 002-20-00)

Implanon nxTe

68 mg implant

efonogestrel

For subdermal use.

1 applicator conlaining 1 implant
1 contraceplive implant contains: 68 mg efonogestre!
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ANNEX-30: LOGISTICS AND EQUIPMENT FOR

100/250/500 BEDDED HOSPITAL WILL BE ADDED

Equipment Upazilla health District Hospital (250 Tertiary Medical

complex UHC bed) College Hospital

(100 bed) (500 bed)

1. Labour table/Squatting

chair

2. Instrument trolley v v v
3. Saline stand v v \'
4. Oxygen cylinder/oxygen v v \'/
tube, nasal cannula and face

masks

5. Radiant warmer v v v
6. Sucker machine v v v
7. Vacuum extractor ' ' v
8. Baby weight machine v v v
9. Drum ' Vv v
10. Spot light Vv Vv \'}
11. CTG machine ' ' v
12. Big tray for instruments Vv Vv v
13. Small stairs beside v v '
labour table

14. Doppler ultrasound v ' '
15. USG machine v \ v
16. Sterilizer v v v
17. Table for baby v ' '
management

18. Basket for waste disposal ' ' '
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LOGISTICS:

1. BP machine v v \'
2. Stethoscope (adultand v v

fetal)

3. Jar for lifter and lifter v v \'
4. Disposable syringe v v v
5.1V cannula v v \'
6. Butterfly cannula v v v
7. Tourniquet \'} \'} \'}
8. Micropore \'} \'} \'}
9. Cotton Vv Vv Vv
10. Gloves v v v
11. Napkins/towel ') ') \')
12. Drapes and sheets v v v
13. Clean clothes (1meter x v v v
1meter) 2 pieces

14. Clean gauze, swab or Vv Vv \'}
cloth for wiping baby’s eyes

15. Clean perineal pad Vv Vv \'}
16. Delivery kits (with v v v
episiotomy set)

17. Bowl/tray v v v
18. PPH kits and Eclampsia v ' '
kits

INSTRUMENT:

1. Sponge holding forceps

2. Gullipot

3. Episiotomy scissors

4. Needle holder (medium)

5. Tooth dissecting forceps

6. Stitch cutting scissors

7. Umbilical cord clamp

8. Kidney dish

QL L & & & & & &£ <«
< L |« & & & & &£ <«
[ | ] & ]| & ]| & <

9. Sims speculum
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10. Mayo’s scissor v v v

11. Obstetric forceps- v v v
Wrigley’'s
12. Allys tissue forceps v v v

1. Admission register v v v
2. Family card (to be kept by v v v
mother)

3. Delivery register v v v
4. Partograph (including v v v
delivery record on reverse

side)

5. Referral form ' ' v
6. Discharge form Vv Vv \'}
7. Birth certificates v v '

Drugs for routine care:

1. Inj. oxytocin \'} \'} Vv
2. Inj. ergometrine \'} Vv Vv
3. Inj.TT/TIG ' v v
4. Inj. Amoxicillin v v v
5. Vitamin A supplements v v v
6. Vitamin K1 ' \ v
7. Iron/folate tablets Vv v v
8. Antimicrobial eye v v Vv
prophylaxis (1% silver

nitrate solution, 2.5%

povidone iodine or 1%

tetracycline eye ointment)

9. Hexisol v ' '
10. Povidone iodine v ' '
ointment

11. Jasocaine jelly v v Vv

Labor room management protocol Page |149



12. 7.1% chlorhexidine

Drugs for emergency care/services

1. Inj. Oradexon

2. Inj. Amoxicillin

3. Inj. Hydralazine

4. Inj. Diazepam

5. Inj. Ergometrine

6. Inj. Adrenaline

7. Inj. Magnesium sulfate

8. Lidocaine 2% (for
dilution to 0.5%)

Q| L & & & &£ & <

| L & & & & & <

/| L & & & & & <

9. Inj. Pethidine

10. Tab.Paracetamol

(Acetaminophen)

11. Tab. Phenobarbital

12. Inj. Calciumgluconate

13. Tab. Misoprostol

14. Tab. Nifedipine

15. Topical antibiotic

ointment

< | & &«

L & & & <«

QL & & & <

1. Normal saline v v v
2. Dextrose solution (5%) v v v
3. Ringer’s lactate v v v
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ANNEX-31: REFERRAL FORM FOR COVID-19 PATIENTS

Referral Form

Date: |

Patient’s name: | |

Husband’s name: | |

Address:

Mobile number: | |

Para/ Gravida: | | I

LMP/ EDD: | | l

| | |

Previous delivery: I:I Normal I:I cs I:I Prolonged >12h

T Exposure history within 14 days

History:

C Travel history within 14 days

Referral history by any]
other hospital:

Symptoms: T Fever C Sore Throat

C Cough C Respiratory distress

Other
complications:

Chest X-ray findings:

Reasons of referral:

First aid given:

Name:

Union/Upazilla/ District:

Contact Phone Number(emergency):

Signature:

Referral Center:

Note: Keep the mobile no of both the Patient & Recipient
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ANNEX-32: COVID-19 NEWBORN GUIDANCE IN LABOUR

ROOM

COVID19 Newborn Guidance in Labour room

Who are at risk

e Till now, no evidence of vertical transmission. Amniotic fluid from six
mothers positive for COVID-19 and cord blood and throat swabs from their
neonates who were delivered by caesarean section all tested negative for the
COVID-19 virus

e There is no evidence demonstrating transmission by breastfeeding

o Babies born to mothers with coronavirus can potentially become infected with
the virus after birth (through droplet exposure)

Newborn care at
birth of COVID
positive mother

T

e The newborn should be roomed in with the mother but should be physically
seperated by six feet distance.

e Skin to skin contact should be avoided

e As mentioned in the national SOP, No bathing after birth.

o Expressed milk is recommended. No direct breast feeding.

« Mothers should express milk after washing hands and breasts and while
wearing a mask

¢ Non-infected Caregivers will feed the breast milk to the infant
For severe ill mother with COVID-19 or other complications unable to

Breast feeding if
the mother is
COVID positive or
have COVID like

=N

express breast milk, A service provider or a family member should support to
express milk using the appropriate PPE. Non-infected Caregivers will feed the
breast milk to the infant
While expressing the breast milk, mother must

- Use of a medical mask covering the nose and mouth with a tissue or

symptom : -
elbow when sneezing or coughing,
- Wash hand with soap before and after expressing the milk ,
- Clean and disinfect surfaces that the mother has been in contact with.
Newborn resuscitation/ HBB service should continue as per SOP with proper
Newborn ; ; ; : ;
Resiisciation =) | protection (gown, gloves, N95 or equivalent respiratory mask with eye protection
(or whatever available)
| When encounters Droplet and Contact Precautions: gown, gloves,
I » standard procedural mask and eye
with infants " . :
protection (either face shield or aoaales)
IPC fgr SHIVES Airborne, Contact and Droplet Precautions: gown,
Praviders If performing infant | | gloves, N95 or equivalent respiratory mask with eye
stabilization protection (or whatever available), or air-purifying
respirator eve protection
e Counsel all pregnant women with COVID-19 or who have recovered from
Counselling to = COVID-19 with information on safe infant feeding, and appropriate IPC
COVID 19 positive measures to prevent COVID-19 virus transmission.
mother e« BCG immunization just after birth (if possible)
If isolation intensive care is not available in the facility where symptomatic or sick
newborn is born or referred with COVID 19 infections, the newborn should be
Referral of immediately shifted to designated closest hospital where such facilities are
symptomatic or sick =) | available. Complete safety and PPE policies and precautions must be followed

newborn

during transport.
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ANNEX-33: WHAT SHOULD PREGNANT MOTHERS AND
FAMILY DO TO PREVENT COVID-19

Rrere COVID-19 eifetan
FSTS! Y ¢ ATANET FI0

fere COVID-19 ©iZar s (af4e Tomid e €199 S50z 2 @ @ ¢ @ @y $<s!
T @ TEHISEE FY AEH Fefis Aurso@t G bArd S Jaid 41 T

S, TS} A YRATIIG T T EL 4|

2 TESrE T FNE T TUE G AT AT AR A O TS YO T, FHATE 0 TES |

o, =ifb-wif FEsE e veae) B, e St SEE oite 2ifo-@f (e «ae bt et Bl B
(CPIITE (EETE | T 4 A W T QI e |

8. e & T sireme @ifia e <R 5e

FLA (BTEATEE T TN | AL T © FD GG G A

b, TEL! T @ARE TR A TR A L, OF% WD, A0S 1 197 A% 71 qreq o | eifefam offefes
F190T Y T

q,  ¥EE R FE (S TE| R E e, WS, I € N e, Fi5t gy wrem anEe)

b, % 9 AT YA S0 00 0 4

>, s &% W Grg S 2@ O WE ¢ A4S 7 91 FEe F e Hewnd S A qned [

Yo, R (@S @€ I 38 fAn 1 el (@RIEhizs 993y YT QAR AR Fead Jered
I AT T A NG € IR I (@ ST FAS 2| ST DI LT I L FA
AAE ©F)

. IS} ATt O BT P SAEa A AT I 19 BT e Hizm) e kg =@
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Yo, T8 T GTFA G paracetamol TR AT AT 2b-1¥a & antihistamin (ST IS #i1E)
2pa #fF & TgE W WiE)

38, WA @ AMIfEe L 7L 9 W 1% [re w1

S¢. ¥ W SEIS T COVID-19 Ui 2 4w O O Biew zrarenes @re 29 €de acute
phase-4 @UFT FATZH 1 FAIZ ) IO (Fd) T4 T TOb! Tgw)

S, FSIEE 2 ae T (R T ey A ¢ S wee ofF wem CS-93 aritEs %@ regional
anesthesia ™31 TH9)

59, FEE (@1 TE0SE Sig WY LY, (ST AAH (Y, @AY TS, (A5 T, TH Ga, GRS, ST
AEHICT T (105 "Call Care” Centre-9 @11 F40EH)
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0. W ¥G COVID-19 S 20 4iTa $a e 94 (@2 g b sis fy e we)

AT @M T (I C701F) : DURVD @72 OO0
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ANNEX-35: PREPARATION OF DISINFECTANT SOLUTION
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ANNEX-36: HEPA FILTER AND UV RAY STERILIZATION

HEPA filter

Function:

As a recirculating unit, the motor/blower can deliver E
up to 800 cubic feet per minute (CFM) or 1360 m3/hr =)
to provide a large number of room air changes per

hour to minimize the spread of airborne diseases to

patients and healthcare workers. As a negative

pressure unit, the air passing through the HEPA filter is

cleansed of 99.99% of particles as small as 0.3 micron

and may be exhausted directly to the exterior through

a window or a wall simply by connecting flexible - ==
ducting to the 6 in. (152 mm) collar located on the top.

Maintenance:

1. To ensure its efficacy, the HEPA filter should be
changed every 6monthly

2. Plug off when not in use

3. Make sure that the air outlets are always free

Figure: HEPAfilter

UV-ray sterilizer

Function:

Ultraviolet light-emitting diode (UV-C LED) lamps
emit UV light at 255-280 nm wavelengths which
are strongly absorbed by the viral nucleic acid
which in turn causes death or inactivation of the
virus.

Maintenance:
1. Should be replaced 12monthly

Figure: UV ray Sterilizer

Common instructions for both:

1. Use a soft humid piece of cloth to clean the device. Make sure that no water gets into the
device

2. Do not use if there is a visible damage

Do not attempt to repair yourself

4. Touch with dry hands

w
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ANNEX-37: PULSE OXIMETER AND THERMAL SCANNER

Pulse Oximeter

Function:

A pulse oximeter is an early-warning device for
Hypoxia. It measures both arterial oxygen
saturation (Sp0Oz) and pulse rate.

Maintenance:
1. Keep the battery fully charged
2. Clean it gently with a damp cloth or alcohol
swab
. Position safely to avoid dropping or damage
4. Insert the plug or the lead correctly to avoid
damage
5. Disconnect the probe carefully holding it
firmly
6. When disconnecting the probe, grip thecable
firmly and not the cable
7.When not in use, always coil the lead and
position the probe where it cannot be
damaged

w

Figure: Pulse-oximeter

IR Thermal Scanner

Function:
IR thermal scanner detects and records body
temperature from a distance.

Maintenance:

1. Use a soft humid piece of cloth to clean the
device. Make sure that no water gets into the
device

2. Do not attempt to repair yourself if damaged '*
3. Touch with dry hands ‘J

Figure: IR Thermal Scanner
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ANNEX-38: DONNING AND DOFFING OF PERSONAL _
PROTECTIVE EQUIPMENT _

e T A (PifHR)
AT
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ANNEX-39: SIGNAL FUNCTIONS TO IDENTIFY BASIC AND
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ANNEX-40: NEWBORN SIGNAL FUNCTIONS (NSFS) FOR

BANGLADESH
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