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MESSAGE

Motherhood and childbirth should be a time of joy and celebration for every family. However, high maternal
mortality during pregnancy and childbirth of mothers and neonates still remains a matter of great concern in Uttar
Pradesh.

Low coverage of essential maternity care services including antenatal, intrapartum and postnatal care
significantly impacts mother and newborn survival.

A skilled birth attendant providing essential and emergency healthcare services to women and their newborns
during pregnancy, childbirth and the postpartum period is a proven intervention that is included in the WHO Global
reference list of 100 core health indicators. Considering the fact that approximately 46% maternal deaths, over
40% still births and 40% newborn deaths take place on day of delivery SBA-assisted childbirth can significantly
reduce the risk of maternal and neonatal deaths caused by prematurity, intrapartum or postpartum complications.

GoUP's strategy for maternal mortality reduction focuses on building a well functioning Primary Health Care
System, which can provide essential obstetric care services with a backbone of skilled birth attendant for every
birth, whether it takes place in the facility or at home, which is linked to a well developed referral system with an
access to emergency obstetric care for all women who experience complications.

These SBA guidelines have been revised to include interventions that have been added in program since the last
edition to enhance the quality of service provision and maternal and neonatal outcomes.Areas of focus like
gestational diabetes and parenteral iron therapy as well as HRP tracking and use of hand held Doppler for
improved monitoring of the fetalwell being in antenatal care and labour rooms are new interventions that need to
be disseminated. Orientation to digital interventions like E-rupee voucher and the integration of MaNTrA with the
Civil Registration System (CRS) for registration of births will enable these frontline service providers to facilitate
access to USG services to all pregnant women and ensure timely registration of births in public health facilities.

| hope these guidelines will help in knowledge and skillacquisition of all the service providers involved in care of
pregnantwomen and neonates and help in reduction of maternal and neonatal mortality.

(Partha Sarthi Sen Sharma)
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MESSAGE

Uttar Pradesh has a population of 235 million with 6 million estimated pregnancies in a year. 83.4% deliveries in
UP are institutional and 57.7% are public facility institutional deliveries (NFHS 5). UP has more than 12,000
nurses and ANMs posted at government delivery points who are providing antenatal, intrapartum and post-
partum services atthese centres.

Over the past few years, UP has made significant strides in maternal and new born health by improving the early
registration and 4+ antenatal check-ups of pregnant women, detection of high -risk pregnancies, operationalising
new First Referral Units at CHC level, bringing in specialist doctors, scaling up CemOC- LSAS trainings, scaling
up PMSMA and ensuring quality certification of health facilities.

However, the Maternal Mortality Ratio in UP continues to be high at 167/1,00,00 live births while the Neonatal
Mortality Rate is 35/1,000 live births. The GoUP is focussed on improving maternal and neonatal outcomes in
terms of morbidity and mortality. Hence, in December 2021 it was decided to rapidly scale-up the Skill Birth
Attendant training across government delivery points in UP so that all 12,000 + nurses and ANMs become
equipped with the knowledge and skills to manage normal pregnancies, deliveries and post-partum care while at
the same time are able to identify the maternal and new born complications early, are able to provide adequate
pre-referral management with proper documentation and are able to refer them to FRUs in a timely manner.

Though SBA training has been happening since 2008 in UP, the GoUP took the initiative of revamping the SBA
training after the COVID pandemic. All the presentations, OSCE check-lists and videos used in the training were
revised by a technical working group as per the latest protocols in December 2021 and 1200+ master trainers
have been trained across 265 training sites across UP on these new guidelines in 2022 at the 4 state level skills
labs established in UP. More than 6,000 nurses and ANMs have been trained across UP since November 2022 at
district level trainings by these trainers.

Itis now a felt need that the SBA training manual should also be revised as per the current National guidelines on
maternal, new born health, family planning and infection prevention protocols. This manual is an effort in that
direction. The Technical Working Group under DG training with support from all government stakeholders, KGMU
and partners have collaborated to produce this manual which is to be used by nurses and ANMs who are under-
going SBA training during the course of the training and later for their day-to-day use. ’

| wish them all the success. f/‘/v{é@
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MESSAGE

UP is making great stride with public healthcare by strengthening of services being provided in the
government health facilities. The role of nurses in building a robust health system cannot be
undermined and GOUP through Mission Niramaya is focused on improving the nursing landscape in
UP.

Nurses play a key role in delivering services in the labor rooms across UP. The Skilled Birth Attendant
is designed to empower them with the necessary skills and knowledge required for delivering quality
services in the labor room. With the mapping of all government health care personnel on Manav
Sampada, the unique eHRMS ID, the directorate of medical health is keeping a track that all SBA
trained staff are posted at delivery points and all delivery point staff are SBA trained. Also, the 1200+
doctors and nurses trained as SBA master trainers are mapped on Manav Sampada to utilize them
as trainers where ever they are transferred in future.

The development of the SBA training module will come in handy for all trainers as well as nurses to
serve as a ready reckoner as well as to update them of the latest developments in maternal, neonatal
and infection prevention protocols.

We hope that this training will accelerate the decline in MMR and NMR in the state to help us achieve
the SDG 30 targets.
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(Dr. Brijesh Rathor)
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MESSAGE

Atrained human resource that well equipped with knowledge of the correct medical practices is the back bone of
the health system to provide good quality care to the population. However, unlike previous decades where the
focus of the trainings was mostly on providing knowledge to the service providers through classroom teaching, the
shift in the recent decade has been on building their skills and competencies so that they are able to perform
optimally.

UP has set a precedent by establishing 4 skills labs at the state levels in all 4 corners of the state as well as mini
skill labs at all district women hospitals and CHCs. These are being extensively used for building the skills of the
labor room service providers forimproving their BEmONC skills.

The majority of the deliveries in public health facilities in UP are conducted nurses and ANMs. Hence, it is
imperative that they are well trained and skilled to provide quality services to mothers and new born which is
essential to reduce the MMR and NMR of the state.

The Skilled Birth Training of nurses and ANMs which was happening since 2008 in UP has undergone a major
facelift in terms of the methodology, utilizing the cluster-based model since 2018. This model was first piloted in
2016 and then scaled up at the 25 high priority districts in 2018. In December 2021, it was decided to scale it up
across the State.

The Technical Working Group established under DG training involving all technical experts from government and
partners revised the training content in terms of presentations, OSCEs and videos in December 2021. It is now
important to revise the original training module of 2008 as well to align it with the changes in clinical and quality
protocols in last 15 years as well as include the newer concepts of behavioral and respectful care of the clients.
This will go a long way in improving the quality of services provided at labor rooms as well as timely referral of
complications to improve the maternal and neonatal outcomes. The module focusses on not just the knowledge
but also the skill building of the nurses and ANMs through OSCEs on mannequins to build confidence and improve
practices.

| thank all the group members involved in developing this module and wish that it is extensively used by service
providers across the state to help UP achieve the SDG 2030 targets of MMR and NMR.
M
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(Dr. Narendra Agarwal)
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Introduction

Pregnancy and childbirth are critical events in a woman's life that require the utmost care and attention. While the
majority of pregnancies progress without complications, approximately 15% may encounter unexpected
challenges that can endanger both the mother and the newborn. The presence of skilled healthcare providers,
such as Auxiliary Nurse Midwives (ANMs) and Staff Nurses, is vital in ensuring early detection and prompt
management of these complications.

The Government of Uttar Pradesh is committed to ensuring that every birth is attended by a skilled healthcare
professional, whether in a healthcare facility or within the community. This commitment extends to providing
accessible emergency obstetric and neonatal care services to reduce maternal and neonatal mortality rates
across the state.

Maternal mortality ratio of 167/1,00, 000 live births in UP remains a pressing concern, with the leading causes
including hemorrhage, puerperal sepsis, hypertensive disorders, obstructed labor, and unsafe abortions—factors
that contribute to the majority of maternal deaths in India. Additionally, maternal anemia significantly contributes to
the risk of complications. Although predicting these issues is challenging, early detection and timely intervention
can prevent many of these deaths, particularly around the time of birth when most complications occur.

The neonatal mortality rate of 35/1,000 live births remains an area of concern and is dependent on good quality
intra-partum care as the most important causes of neonatal mortality are birth asphyxia, preterm birth, low birth
weight and sepsis.

Women under 18 or over 40, as well as primigravidas and grand multiparas, are at increased risk for pregnancy-
related complications. Furthermore, closely spaced pregnancies increase the likelihood of premature and low
birth weightinfants, thereby elevating the risk of infant mortality and maternal anemia.

A Skilled Birth Attendant (SBA) is defined as a healthcare professional capable of managing common obstetric
and neonatal emergencies and recognizing when to escalate care to a higher-level facility, ensuring timely and
appropriate referrals.

The three primary delays contributing to maternal mortality include:
1. Delayinrecognizing complications and deciding to seek care, often due to lack of awareness or resources.
2. Delayinreaching a healthcare facility, frequently due to transportation challenges.

3. Delay in receiving adequate treatment at the facility, typically due to insufficient resources or trained
personnel.

Addressing these delays requires comprehensive community engagement, efficient referral systems, and well-
equipped and staffed healthcare facilities.

As ANMs and Staff Nurses, role is pivotal in reducing maternal mortality by providing comprehensive antenatal
care (ANC) and postnatal care (PNC), recognizing and managing complications, and referring cases to higher
centers when necessary.

This training module will equip you with the necessary skills and knowledge to:
e  Provide quality antenatal care
e  Adequately monitor labor for timely referral

e  Actively manage the third stage of labor (AMTSL) including use uterotonic drugs to prevent Post-Partum
Hemorrhage (PPH)

e  Manage new born to enhance their survival

e  Stabilize mothers and new born in emergency situations prior to referral
e  Perform essential emergency procedures on mothers and new born

e  practice effective infection control and bio-medical waste management

e  Schemes of government of UP




The training includes pre- and post-course OSCEs to evaluate your knowledge and skill development. Aminimum
score of 70% on the post-test, along with demonstrated competency in practical skills, is required for successful
completion. Feedback will be gathered to continually enhance the training experience.

This module incorporates evidence-based best practices and aims to empower ANM, LHV and Staff Nurse role as
a frontline healthcare provider, ensuring that fully prepared to deliver high-quality maternal and neonatal care. It
serves as a key resource for SBAtraining within the NHM framework.
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Chapter 1
Counselling

Antenatal care is the systemic supervision of women during pregnancy to monitor the progress of fetal growth
and to ascertain the well-being of the mother and the fetus. A proper antenatal check-up provides necessary
care to the mother and helps identify any complications of pregnancy such as anemia, pre-eclampsia and
hypertension etc. in the mother and slow/inadequate growth of the fetus. Antenatal care allows for the timely
management of complications through referral to an appropriate facility for further treatment. It also provides
opportunity to prepare a birth plan and identify the facility for delivery and referral in case of complications.

Importance of counselling in RMNCH+A:

In the era of continuum of care, counselling plays an indelible role under RMNCH+A in imparting knowledge and
boosting confidence which leads to behavior change resulting in positive health outcome. The continuum of
care demands continued counselling which meansthat at all ages from neonate to adolescent and women in
reproductive age adequate and healthcare is accessed in a life cycle approach initially by the parents and family
and later on duringadulthood develops self-understanding for health care.

Key areas of counselling in Maternal Health

A. Preconceptional Counselling

B. Antenatal Counselling

C. Postnatal Counselling

A. Preconception Counselling
Pointers for preconception counselling:

1. Help in decision making regarding conception.

2. Avoid stress and anxiety.

3. Say ‘No’ to dieting. Maintain a healthy weight.

4.  Take regular folic acid tablets.

5. Quit smoking and alcohol.

6. If you are a strict vegetarian, you must make sure your intake of iron, folic acid, zincand vitamin B-12.
7. Stay active but do not over-exert.

8. Safe sex

9. Positive thinking

10. H/o any chronic illness-asthma, epilepsy etc and h/o any drug intake

11. H/o any congenital anomaly in previous pregnancy. If H/o neural tube defect in previous pregnancy is

detected, 5 mg of folic acid should be taken daily for to 2-3 months pre-conception

12. Gettested for BG with RH, Hemoglobin, Sexually Transmitted Infections (STIs)/HIV, HbsAg, Thalassemia,
Sickle cell disease.

13. NCD screening: any family history of NCD and patient history — DM, HTN, Breast cancer, Oral and Cervical
cancer.

14. Get tested and treated for Reproductive tract infection (RTI) or Sexually transmitted infection (STI)
alongwith VIA screening for cervical cancer

15. Teaching self-breast examination to all women (this can be done by them at home monthly).

16. Avoid exposure to harmful chemicals and radiation

17. Don’t take unnecessary drugs without consulting a doctor or health care provider

18. Explain when during the menstrual cycle is the fertile period and there is a higherchance of conception.

1




B. Antenatal Counselling
During pregnancy, the body undergoes hormonal changes to sustain pregnancy. In this phase the woman
requires psychological support, empathy, along with adequate healthy diet, exercise and regular antenatal
checkups. The family plays a crucial role in providing a safe, healthy and stress free environment. While the ANC
provider prepares and discusses the issues faced by the woman during the gestational period.
Pointers for antenatal counselling
1. Healthy food, avoid junk food

Diet must include one from each group -

. Cereals — Rice, Wheat, Ragi, Bajra, Jowar in form of chapati, halua, idli, dosa,upma, poha etc.Avoid
white bread, biscuits and other foods made with refinedflour (Maida).

. Fruits and vegetables — Eat seasonal fruits and vegetables liberally. Diet must include 2 katoris
green leafy vegetables, 1 katori of starchy vegetables like potato, beet, carrot and 1 katori of other
vegetables, like lady’s finger, brinjal, tomato, beans etc. The more colorful the fruit or vegetable, the
more nutritiousit is.

. Protein — If you are a non-vegetarian, choose fish, full boiled eggs, and cooked meat. If you are a
vegetarian, choose any pulses like moong, masoor, tuvar, rajma, at least 2 katoris a day.

. Milk and milk products — You can choose between 2 glasses of milk, or 2 katorisof curd or 60 gm
paneer.

. Fat — Try to get your fat intake from vegetable sources like mustard oil and ricebran oil. Use a mixture
of mustard oil and rice bran oil or mustard oil and groundnut oil, to ensure adequate quantities of
Omega 3 and Omega 6 fatty acids in your diet. You can also consume flax seeds (Alsi)to get enough
Omega3 fatty acids in your diet.

e  Water — Drink at least 10 - 12 glasses of water every day.
Mild exercise

Maintain good hygiene

Regular 8 hr sleep with 2 hours of rest during the day.

Avoid any drugs apart from the ones prescribed

Take regular iron tablets and foods rich in Iron.

N o g M w D

The pregnant woman should be counselled to come to a service provider at once if she develops one or
more of the following danger symptoms:

. Usually in the first half of pregnancy: persistent vomiting, weight loss, vaginal bleeding and no change
in abdominal growth, avoid sexual activity or practice safe sex.

. In the second half of pregnancy: headache, blurred vision, epigastric burning pain, vaginal bleeding,
leakage of fluid from the vagina, no change in abdominal growth, decreased or absent fetal kick.

e Any time during pregnancy: fever, vomiting, flank pain, yellowish discoloration of eyesor persistent
cough.

8. Birth preparedness and complication readiness by identifying hospital for delivery, mode of transport,
identifying accompanying person(husband, relatives, neighbors, friends), preparing bag with clothes and
toiletries for the mother and newborn

9. Encourage healthy timing and spacing of pregnancy. Discuss return to fertility after delivery and family
planning methods available post- delivery (PPIUCD, condoms, progesterone only pills, permanent
sterilization if the couple feels family will be complete afterthe current childbirth)

10. Explain importance of breast feeding and breast care

11. Explain about the schemes incentives and entitlements that the woman and child can avail underSUMAN
package.
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Involving the hushand or partner in the antenatal care visits makes care of the pregnant womana family concern and
responsibility, and also helps them to be alert to danger symptoms that need urgent action. Explain to the
husband and family the ill effects of domestic violence andimportance of stress free environment for foetal
development.

*Ask the woman to lie down in the left lateral position for an hour, three times a day after meals.

*Count the number of foetal movements in each hour. If the total number of movements in all three periods
is less than 10, the woman should be referred to the FRU.

C. Post-natal counseling

Important issues to discuss with women and their families, immediately following birthThe importance of having
someone nearby for the first 24 hours.

e  Brief the couple/family about the postnatal visits by ASHA/ANM.

e  The importance of the new mother eating more and healthier foods — discuss in the context of local
practices and taboos which are harmful, to ensure women have accessto good health and nutrition. The
new mother should also drink plenty of clean, safe water.

. The importance of rest and sleep and the need to avoid hard physical labour.

. Discuss the positive effects of exclusive and complementary breast feeding and breastcare, the importance
of only taking prescribed medicines when breastfeeding. All efforts to be made for continuing breast feeding
in first 6 months of life, avoid ghutti, honey etc.

. Orient about HBNC visits by the ASHA
. Discuss the danger signs for the woman and baby and the importance of seeking medical help quickly.

e  Discussion of normal postpartum bleeding and lochia — discuss with women how muchblood loss they can
expect, for how long. When bleeding is more than normal, they should seek care urgently.

Personal hygiene in the context of local practices and the environment. Discuss with women the type of pads
they will use and their disposal, and care of episiotomy in thecontext of home conditions. Hand washing is
particularly important to prevent infections. It is also important not to insert anything into the vagina.

. Talk to them about when they can resume sexual relations and the importance of condom use to prevent
STland HIV transmission. Sexual intercourse should be avoideduntil the perineal wound heals. Discuss the
importance of birth spacing and counsel onthe use of a family planning method.

. Discuss the importance of the home environment for promoting the health of the babyand recovery of the
mother. For example, discuss the need for warmth, good ventilationand hygiene for both mother and baby.
Care of cord, avoid putting kajal in eyes of thebaby.

. Discuss the importance of immunization, explain the schedule for full and complete immunization and how
immunization protects the infant/children from various morbidities.

. In an area with malaria, discuss the importance of mother and baby sleeping under an insecticide-treated
bed net.

. Explain about the schemes incentives and entitlements that the woman and child can avail under SUMAN
package.




Chapter 2
Care During Pregnancy—Quality Antenatal Care (ANC)

Antenatal care is the systemic supervision of women during pregnancy to monitor the progress of fetal growth
and to ascertain the well-being of the mother and the fetus. A proper antenatal check-up provides necessary
care to the mother and helps identify any complications of pregnancy such as anemia, pre-eclampsia and
hypertension etc. in the mother and slow/inadequate growth of the fetus. Antenatal care allows for the timely
management of complications through referral to an appropriate facility for further treatment. It also provides
opportunity to prepare a birth plan and identify the facility for delivery and referral in case of complications.

However, one must realize that even with the most effective screening tools, one cannot predict which woman
will develop pregnancy-related complications during and immediately after child birth.

We must therefore:
. Recognize that 'Every pregnancy' is special and every pregnant woman must receive special care.

. Complications being unpredictable may happen in any pregnancy/child birth and we should be ready to
deal with them if and whenever they happen.

. Ensure that ANC is used as an opportunity to detect and treat existing problems, e.g. essential
hypertension, hypothyroidism, diabetes mellitus etc.

. Prepare the woman and her family for the eventuality of an emergency.

. Make sure that services to manage obstetric emergencies are available on time

A. Quality ANC

1. Ensure early registration and see to it that the first check-up is conducted within 12 weeks (first three
months of pregnancy).

2. Track every pregnancy for conducting at least four antenatal check-ups (including the first visit for
registration)
Schedule for antenatal visits
1st visit: Within 12 weeks
2nd visit: Between 14 and 26 weeks
3rd visit: Between 28 and 34 weeks
4th visit: Between 36 weeks and term
3. Take the client's history. Enquire from the pregnant women and record the following information :
a. Menstrual history to calculate the Estimated Date of Delivery (EDD)
(Estimated Date of Delivery = Date of Last Menstrual Period (LMP) + 9 Months + 7 Days)

b.  Obstetric history/history of previous pregnancies including Gravida Parity Living Children & Abortions
(GPLA).

c. Any history of previous Caeserian Sections/ still birth/neonatal deaths/repeated abortions/infertility
treatment, etc.

d. History of any current systemic illness/past history of illness eg. Tuberculosis (TB), asthma, epilepsy,
heart disease, jaundice, hypothyroidism.

e. Family history of systemic illness
f. History of drug intake or allergies
g. History of intake of habit-forming or harmful substances eg tobacco, alcohol.
Provide IFA, calcium and folic acid supplement
5.  Perform deworming with tablet Albendazole

4



Immunize with Inj. Td
Promotion of institutional delivery
Birth preparedness and complication readiness

© ©® N o

Counselling for :

o Danger signs and signs of labor

o Diet, rest, family planning

e  Care of newborn

. Early initiation and exclusive breast feeding

. Information on Janani Suraksha Yojana and Janani Shishu Suraksha Karyakram
Essential components at every antenatal check-up:

e  Verify history and ask for complaints and danger signs

. Conduct a physical examination

e  Perform investigations

Antenatal visit and activities to be performed

Time of BP  Weight General Abdominal Investigations Counselling/
visit Examination Examination services provided
I <12 Y Y History, Height, - Hb, urine pregnancy | 1stdose of Inj Td, Tab.
weeks Pallor, Systemic test, protein and Folic acid
Examination sugar, HIV Date of next visit,
(CVS and Chest) Syphilis, HBsAg counselling and
Oral GTT for GDM referral to FRU for
MTP if needed,
BIo.od Group & Rh Danger signs.
typing, )
Malaria/Dengue and | Counselling and
sputum for AFB (if referral for Thyroid
indicated) fgnction test in high-
risk cases.
Ask the women to
keep her bank
passbook and photo
ID ready at all times.
Refer to nearest ICTC
for further
management for HIV
in women found
positive on
screening
I 14-26 Y Y Pallor, edema of | Fundal height, Hb 2m Dose of Td, tablets
weeks legs, .Syst.emic grips, FHR Urine dipstick for of IFA,
Examination protein & sugar Calcium &
Oral C;awty, *repeat Oral GTT for Albendazole.
Thyroid & Breast GDM (24-28 weeks) | Danger signs
examination )
Counselling and
referral from CHC for
5



Time of BP  Weight General Abdominal Investigations Counselling/
visit Examination Examination services provided

USG between 18-20
weeks with e-RUPI

voucher
I 28-34 Y Y Pallor, edema of | Fundal height, Hb Tab. IFA & Calcium,
weeks legs, Systemic | grips, FHR Urine dipstick for Danger signs, birth
Examination protein & sugar preparedness &
Oral Cavity, COI’:P“C&\IIOH
Thyroid & Breast eellinsss
examination
IV |>36 Y Y Pallor, edema of | Fundal height, Hb Tab. IFA & calcium
weeks legs, Systemic | grips, FHR Urine dipstick for Danger signs, birth
Examination protein & sugar preparedness &
. lication
Oral Cavity, USG (if needed SSuILY
Thyroid & Breast ( ) readiness
examination

. PLUS any time the women experiences any danger signs or complaints during pregnancy.

e All pregnant women should be brought to PMSMA on the 1st, 9, 16™ & 24" of every month to ensure at
least 1 ANC by a doctor in 2nd/3rd trimester of pregnancy

B. History taking

At 1%t visit, confirm the pregnancy with urine pregnancy kit, register the pregnant woman, ask and fill
all the findings in the MCP card and explain the card to the pregnant woman.

1. Ask for obstetric history
. G: Gravida (No. of times a woman has conceived including current pregnancy)
. P Parity (No. of previous deliveries that have crossed the age of viability - 20 weeks).
. L : No. of living children
e A No. of abortions (before 20 weeks)
2. Details about previous babies
. Mode of delivery (Normal / LSCS/Assisted with vacuum or forceps)
. Babies gender
e  Weight at delivery
e  Viability of babies (Live birth or still birth)
e Any abnormality in the baby
. Breast feeding, immunization status
e  Age of living children
3.  Ask for complications in previous pregnancy
. Recurrent early abortions
. Hypertension, preeclampsia or eclampsia
e  Antepartum hemorrhage
. Postpartum hemorrhage

. Malpresentations (Breech/transverse etc.)



Blood transfusion
Obstructed labor
Perineal injuries

Puerperal sepsis

4.  Any obstetrical operations (cesarean sections/instrumental delivery/vaginal or breech delivery/ manual
removal of the placenta)
5.  Ask for medical history

Tuberculosis

Heart disease
Hypertension
Diabetes mellitus
Malaria
Jaundice/Hepatitis B
STDs/HIV,

Renal disease
Epilepsy

Asthma,

Repeated blood transfusions or chronic medications

Any other illness and any drug allergies.

6.  Ask for surgical history

Ask for history of LSCS/ myomectomy for fibroids / ectopic pregnancy or any other abdominal surgery

7. Family History: Ask for the following:

Congenital anomalies
Hypertension
Diabetes mellitus
Thalassemia
Tuberculosis

Multiple pregnancies on the mother’s side

History of addictions : Intake of alcohol or gutka/surti/khaini or smoking

Drug allergies

10. Domestic violence

11. Occupational History: Manual Laborer/ agricultural worker etc

C. General examination

The examination room should have provision for a toilet for the mother to empty her bladder before examination
and for collection of urine sample for testing.

Preparation for General Examination :

Keep following equipment in functional status at the point of use:

. Examination Table with Curtains

e Adult Weighing machine

. Stadiometer



. Blood pressure apparatus with functional batteries
e  Thermometer

. Fetal Doppler with functional batteries

. Stethoscope

e  Watch with a second hand

. Measuring tape

Monitoring vitals of mother

S. No. | Vitals Normal Range Screening of conditions

1. |Temperature 36.5t0 37.5degree C |e Hypothermia - shock

¢ Hyperthermia - fever, infection/
sepsis/Malaria/dengue

2. |Pulse 60 to 100 beats per Tachycardia >100/minute - Shock, fever, maternal
minute exhaustion, infection/ sepsis, anemia, heart or
respiratory disease

3. |Respiratory rate 16 to 20 breaths per Tachypnea - Shock, fever, maternal exhaustion,
minute infection/ sepsis, anemia, heart or respiratory disease

4, |BP 100/60 mmHg to e Hypertension (=>140/90 mmHg) - Hypertensive
140/90 mm Hg disorders of pregnancy

¢ Hypotension (Systolic <90 mmHg) - Shock

5 | Weight 9-11 kg during Check for weight gain:
pregnancy e <2 kg in a month signifies intra-uterine fetal
Weight gain after 12 growth restriction (IUGR)
weeks —

e >3 kg in a month signifies pre-eclampsia, multiple
@2kg every month or pregnancy, hypothyroidism, gestational diabetes
0.5 kg per week

6 Pallor Pallor should be Check for Hb :

absent (Checkfor 1y \jiig anemia: 10-10.9 g/dl
pallor on the inner side

of lower eyelid, nail, e Moderate anemia: 8-10.9 g/dl
tongue and palm) e Severe anemia: <7 g/dI
7 Jaundice Should be absent Refer for Liver function test to CHC FRU.

(Check for yellow
discoloration of sclera
and skin)

8 Oedema There should be no Check for Hb%, BP and Protein in urine
pitting oedema (Check
for puffiness of face,
hand, abdomen, ankle
and feet)

9 |Oral Cavity There should be no Dental caries
evidence of caries,
chewing of tobacco,
gutkha, etc.

Ask for history of addiction to tobacco

8



10. | Thyroid examination |Ask the mother to Refer to district hospital for thyroid function test
swallow her saliva. (If
there is visible
movement of a mass in
the neck, it indicates
goiter)

11 |Breast Look for size and Retracted/inverted nipples to be corrected
shape of nipple

Abdominal examination

Abdominal examination is important to

e Monitor progress of pregnancy and fetal growth
e  Check for fetal lie and presentation

e Auscultate fetal heart sounds

. Presence of scars, if any

Ask the pregnant woman to pass urine and ensure privacy of the pregnant woman during examination.

e  Wash hands and warm them before touching the client.
. Inform the pregnant woman about the examination and take her verbal consent.

. Stand to the right of the pregnant woman. Ask the pregnant woman to loosen her clothes and to expose
her abdomen from xiphisternum to pubic symphysis.

A. Inspection
. Note the abdominal size and shape. Look whether size of abdomen is corresponding with the estimated
gestational age.

e  Abdominal shape which is longer than it is wide indicates longitudinal lie while a shape that is low and
broad may indicate transverse lie.

e  Check the abdomen for any scars. If there is a scar, find out if it is of a cesarean section or any other
abdominal surgery or uterine surgery.

. Stretching of abdomen and hormonal influences in pregnancy may cause striae gravidarum and
hyperpigmentation.

. Observe for fetal movements.
. Check for any rashes or itch marks.

Palpation
1. Measurement of Fundal Height
e  Ask the mother to keep her legs straight.

. Keep the ulnar border of curved left hand on
woman’s abdomen parallel to symphysis pubis

. Start from xiphisternum and gradually proceed
towards symphysis pubis lifting the hand
between each step till a bulge / resistance of
uterine fundus is felt

. Measure the distance from the upper border of symphysis pubis along the uterine curvature to the
top of the fundus with a tape.

. Gestational age in weeks corresponds to the fundal height in cms from 24 weeks to 36 weeks

9




Gestational age and corresponding fundal height

At 12th week Just palpable above the symphysis pubis

At 1610 week At lower one-third of the distance between

the symphysis pubis and umbilicus

At 20th week At two-thirds of the distance between the

symphysis pubis and umbilicus

At 24th week At the level of the umbilicus

At 28th week At lower one-third of the distance between

the umbilicus and xiphisternum

At 32nd week At two-thirds of the distance between the

umbilicus and xiphisternum

At 36t week At the level of the xiphisternum

At 40th week  Sinks back to the level of the 32Nnd week, but
the flanks are full, unlike that in the 32nd

week

Refer to CHC if

There is disparity between the fundal height and gestational age of >3 cm

or
No increase in fundal height on subsequent visit

If the height of the uterus is more or less than that indicated by the period of amenorrhea, the possible reasons

could be as follows:

If the height of the uterus is more than that indicated
by the period of amenorrhea, the possible reasons
could be:

If the height of the uterus is less than that indicated
by the period of amenorrhea, the possible reasons
could be:

e  Wrong date of LMP

o Full bladder

. Multiple pregnancy

. Polyhydramnios

. Hydatidiform mole

. Pregnancy with a pelvic tumor
. Large sized foetus

e  Wrong date of LMP

. Fetal growth restriction
o Intrauterine death (IUD)
e  Transverse lie

. Oligohydramnios

2. Fetal lie and presentation

. Examine after 32 weeks pregnancy

. Normal lie is longitudinal with cephalic presentation

e  Abnormal lie and presentation should be referred to FRU

It is detected by Abdominal palpation by 4 grips
Fundal grip

Lateral grip

Superficial pelvic grip

Deep pelvic grip

10




Fundal Palpation

Helps to determine lie and presentation of fetus whether cephalic, breech or transverse lie. The legs of the
pregnant woman should be slightly flexed and abducted.

A. Fundal palpation/fundal grip B. Lateral palpation/lateral grip

This maneuver helps determine the lie and This maneuver is used to locate the fetal back to detect
presentation of the fetus. It is done facing the mother.  fetal heart sound and position of fetus in labor. It is
done facing the mother.

C. First pelvic grip/superficial pelvic grip D. Second pelvic grip/deep pelvic grip

The third maneuver is done beyond 28 weeks facing This maneuver, in experienced hands, will be able to
the mother. It helps to determine whether the head or tell us about the degree of flexion of the head in late
the breech is present at the pelvic brim. If the head pregnancy and at the time of labor. It is done facing the

cannot be moved, it indicates that the head is mother's feet.

engaged. In the case of a transverse lie, the third grip
will be empty.

C. Auscultation 1
Fetal heart sound and fetal heart rate (Should be counted for full 1 minute
and in case of labor immediately after contraction)
The fetal heart sound in cephalic presentation is best heard at the midpoint of
the spino-umbilical line on the side of the foetal back determined by the lateral W

grip. ., -
In breech presentation, foetal heart sound is heard above the umbilicus v

The normal fetal heart rate is 120-160 beats per minute.
(M ote: ROA right occipitoanterior
The foetal heart may be auscultated with a stethoscope or a hand-held foetal doppjg;; left oceipiteanterior positio
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Suspicion of multiple pregnancy on abdominal examination

e  Anunexpectedly large uterus for the estimated gestational age
. Multiple fetal parts felt on abdominal palpation.

. Multiple fetal sounds heard

o Refer the woman to FRU

Investigations

1. For all pregnant women at all levels of ANC platforms (CiVHSND, AAM, CHC, CHC-FRU and
DWH). These are done as Point of Care tests

Carry out investigations, such as
. Hemoglobin estimation using Digital Hemoglobinometer
e  Urine tests for sugar and proteins using urine dipstick

. Oral glucose tolerance test (at first visit and repeat at 24 to 28 weeks in pregnant woman who tests negative
at the first test)

. HIV and Syphilis

2.  For all pregnant women (can be only at AAM, CHC, CHC-FRU and DWH)

Get the woman tested for blood group and Rh factor and Hepatitis B Surface Antigen (HBsAQ).
3. For special/high risk cases

a. Women with high risk factors suggestive of deranged thyroid function should be referred to District
Hospital to be tested for TSH, T3 and T4 in the lab.

High Risk Factors for hypothyroidism are residing in an area of known iodine insufficiency, obesity
(BMI > 30 kg/m?), prior history of hypothyroidism, history of infertility, history of recurrent miscarriages,
preterm delivery, intrauterine demise, pre-eclampsia/eclampsia, history of mental retardation in
family/previous birth.

b. Refer suspected TB cases for sputum examination to CHC.
c. Test for Malaria/Dengue, in case of fever using Rapid Diagnostic Kit.
d. VIA (Refer to CHO for)
Importance of Hb Estimation (Preferably with digital HB Meter)
. To detect presence of anemia and assess its severity
. Detection of anaemia early in pregnancy helps in its timely management
e Testto be done at every antenatal visit
. Initial Hb level serves as the baseline to compare with Hb levels at subsequent antenatal visits
*paper based method is not reliable
Urine Test for Proteins and Sugar
. Done at every antenatal visit
e  Check for protein and sugar in urine
. Presence of protein in urine, accompanied by high BP indicates pre-eclampsia
. Presence of sugar in urine helps in detection of Gestational Diabetes Mellitus (GDM) but needs to be
confirmed by Oral Glucose Tolerance Test (GTT)
RDK Test for Malaria

e  Tests both P. vivax and P. falciparum in blood
e Read the instructions before doing the test
. Never read the result beyond 30 minutes (ideally 5-20 minutes)
*For all cases of fever take a peripheral smear(thick and thin smear)
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Blood group determination

. Essential for all Primigravida and for women with undocumented blood group

e Required to arrange blood for transfusion in emergency

e  Blood group and Rh typing of husband needs to be done for those women who are Rh negative.

. Cord blood of baby should be taken at the time of delivery of babies whose mothers are Rh negative for
their blood group.

o Inj. Anti D (300 mcg) needs to be given to Rh negative mothers with Rh positive husbands at 28 weeks,
36 weeks and within 72 hours of delivery of Rh -positive baby.

. Inj. Anti D (150 mcg) needs to be given to Rh negative mothers with Rh positive husbands if pregnancy is
terminated in < 20 weeks.

Oral glucose tolerance test (OGTT)

e To be done for all pregnant women at the time of 1st ANC.

e To be repeated at 24-28 weeks for all pregnant women who tested negative in the 1st Oral GTT.

. For women coming for the 1st time after 28 weeks, oral GTT should be done immediately if not done
earlier.

Procedure

. 75 g glucose available in government supply as packets is dissolved in 300 ml of water.

. It is to be taken by the pregnant woman over 10 minutes irrespective of the timing of the last meal ( fasting
NOT needed).

. If vomiting occurs within 30 minutes of oral glucose intake, the test has to be repeated the next day.
. If vomiting occurs after 30 minutes, the test is continued.
. Blood sugar is measured with calibrated glucometer at 2 hours and should be <140 mg%.

e Women with blood sugar >or = 140mg % is a high- risk pregnancy and should be referred to FRU
for further management.

Advise for ultrasound (to be referred to District Hospital or Accredited Centre)
Every pregnant woman should ideally undergo 3 USGs for fetal well-being

. At 8-10 weeks or at least in 1st trimester. It helps in confirmation of EDD, location of pregnancy (intra-
uterine or ectopic), viability, number of fetuses etc.

. At 18-20 weeks, to rule out any gross congenital anomaly.
e At 32-34 weeks for fetal growth, placental position, fetal position and amount of amniotic fluid.

However, if 3 USGs are not possible, efforts should be made to get at least 1 ultrasound done at 18-20 weeks
to rule out anomalies while it also tells about number of fetuses, location of placenta and estimates EDD +/-
10 days.

Govt. of UP is providing e-XUPI voucher for free ultrasound for pregnant woman at Accredited private
centers.(refer to Chapter 8)
Interventions

1. Tab Folic acid 400mcg (available tablet is 5 mg) to be given in 1st trimester to all pregnant woman till 14-
16 weeks to prevent neural tube defects in the fetus.

2. Tab Iron and Folic Acid containing 60 mg of elemental iron and 500 mcg of folic acid is started from 14-
16 weeks onwards in non-anemic pregnant women to be given for 180 days before delivery and 180
days after delivery.




Counselling of the pregnant woman for IFA consumption
o Inform of minor side effects and advise her not to discontinue the tablets
. IFA should not be taken empty stomach.
. In case of nausea/vomiting, the tablet should be taken after meals or at night.
. In case of constipation advise her to increase water intake and include cereals in her diet.
. Include vitamin C rich diet like lemon, Amla, citrus fruits etc. which increase absorption of iron.
. Do not take IFA with tea/coffee/soda etc. as it inhibits absorption of iron.

. Iron and calcium tablets should be taken at a difference of at least 2 hours and should never be taken
together.

3. Deworming is to be done with Tab Albendazole 400 mg (chewable) once during the pregnancy at 14-16
weeks. However, it may be done any time in 2nd or 3rd trimester, if not given at 14-16 weeks. The tablet
should be administered in front of service provider and the pregnant woman should be asked to wait for
30 minutes before leaving.

4.  Tab Calcium containing 500 mg elemental calcium with 250 U Vit D3 is given twice daily 14-16 weeks
onwards (360 tablets before delivery and 360 tablets after delivery). The calcium tablets should be taken
with meals.

5. Administration of Td injection.
. 1st dose to be given at the time of registration
. 2nd dose after a gap of minimum 28 days

. In case the pregnancy is within 3 years of last pregnancy and the pregnant woman was given 2 doses
in the previous pregnancy, she should be a given a single booster dose in this pregnancy.

High Risk Pregnancies (HRP)
Classification of HRP
1. History of (H/O) complications in Previous Pregnancy-
. Previous H/O of intrauterine death (IUD), Stillbirth, Neonatal Death
. Previous H/O of Preterm delivery
) Repeated abortions
) Blood group, Rh related disorder and Haemolytic disease
. Previous H/O of Low birth weight (< 2.5 Kgs)
. Previous H/O of Eclampsia/Pre-eclampsia (Hypertension and Seizures/Convulsions)
. Previous H/O of Caesarean section
. H/O of past foetuses/babies with congenital anomalies
) Previous H/O of PPH
2. HRPin Present Preghancy
. Foetus with congenital anomalies
o Placental malformation or abnormal location
. Pre-eclampsia (Hypertension / Presence of Albumin in urine/Swelling)
. Polyhydramnios (Increased amniotic fluid) /Oligohydramnios (Decreased amniotic fluid)
. Diabetes/Kidney disease
e  Severe Anemia
. Ectopic pregnancy
e  Vaginal bleeding
. Excessive Tobacco and Alcohol consumption
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3. Physical Risk Factor-

. Age <15 yrs or >35 yrs

e  Short Height (< 145 cms)

. Cervix/Uterus deformities

. Low weight of mother (< 35 kgs)
4. Medical High- Risk Factor

. Severe Anemia

o Hypertension

. Heart disease/ Kidney disease

. Epilepsy

e  Tuberculosis

e  Thyroid disfunction

e TORCH (+ve)

Physiological symptoms during present preghancy

Symptoms Investigations/signs Probable Actions to be taken

diagnosis
Heartburnand Reflux e  Advise the woman to avoid spicy and
nausea esophagitis oily foods.

e Ask her to take cold milk during
attacks.

. If severe, antacids may be prescribed

Vomiting during May be e  Advise the woman to eat small
the first trimester physiological frequent meals.

e  Avoid oily food
. Eat lots of green vegetables anddrink
plenty of fluids

. If vomiting is excessive in the
morning, ask her to eat dry food
items such as roti/paratha/toast/biscuit
afterwaking up in the morning.

Excessive The woman may be|Hyperemesis Start IV RL 500ml and refer to CHC
vomiting, dehydrated-dry  tongue, | gravidarum
especially after |loss of skin turgor,
thefirst trimester |decreased urine output in
severe cases, tachy cardia
may be present

Increased May be . Reassure her that it will be relieved on
frequency of physiological due its own.
urination up to to pressure of e Pperform urine dipstick for sugar
10-12 weeks of the gravid uterus . .
Send to CHC for urine routine
pregnancy on the bladder . S
investigation
Constipation Physiological . Advise the woman to take more fluids,
leafy vegetables and a fiber- rich diet.
o Do not prescribe strong laxatives as
they may start uterine contractions.
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Other symptoms in pregnancy

Symptoms

Investigations/
signs

Probable
diagnosis

Actions to be taken

Palpitation, easy

e  Pallor of the palm

Severe anemia

Refer her to higher

fatigability, and lower palpebral | Cardiac Disease = ¢entre/FRU Advise for
breathlessness at i i institutional deliver
o conjunctiva Asthma y
e  Hemoglobin less
than7gm/dl
Puffiness of the Check protein in Hypertensiv Refer to FRU
face,generalized urineCheck BP. edisorder of
bodyoedema If >140/90 mm Hg pregnancy
with or without
proteinuria
Severe headache Diastolic BPz Severe Give Inj Magnesium Sulphate
Blurred vision ;10mmHgProtemur|a- Pr<|e— _ 5 gm (10ml deep IM in each
+ eclampsia
Severe Epigastric P buttock)
pain Reduced urine Refer to FRU
output
Increased frequency Tenderness may be UTI
ofurination aftgr 12 present at the sides of Refer to FRU
weeks or persistent the abdomen & back
symptoms, or burning | gqqy temperature may
on urination beraised.
Pain in the abdomen Fainting Ectopic Refer to FRU
Retropubic/ Pregnancy
suprapubic pain UTI
Bleeding PV (<20 Check the pulse and Threatened If the woman is bleeding and the
weeks of BP to assess for abortion/ retained products of conception can
gestation) shock. spontaneou be seen coming out from the vagina,
Ask for history sabor.tic.)n/ remove them with gloved fingers.
ofviolence. hydatidifor Start IV fluids.
m
mole/ectopi Put her in touch with local support
cpregnancy groups.
Spontaneous Do NOT carry out a vaginal
abortion due examination under any
toviolence circumstances.
Fever Body temperature Site of Infection |Refer to FRU
israised (possible
Peripheral smear sepsis)Malaria
formalaria
16




OSCE Checklist 1: Haemoglobin Estimation Using digital hemoglobinometer

# Steps Score Participants

1 2 3 4 5

1. Keep necessary items ready, digital hemoglobinometer, 1
strips, lancing device loaded with fresh lancet, alcohol
swabs.

2. Wash hands and turn on the Hb meter. 1

Check for date, time and strip batch code after a second.

3. Match batch code strip & the Hb meter. 1

If not matched then match by adjusting left and right side
mark followed by power button.

4, Wait for green light in Hb meter lens. Then insert a fresh 1
test strip into meter with arrow facing towards display
without touching sample drop point of strip. Observe
blood drop symbol on display

5. Massage the tip of left hand third/ fourth finger. 1

6. Clean same tip of finger with alcohol swab and puncture it | 1
with new lancet.

7. Discard the first drop of blood. Ensure sufficient blood/ 1
hanging blood drop and put it gently by covering
completely over white coloured test area of strip.

(Don't press the punctured finger).

8. Wait for one minute then record the reading. 1

9. Remove the used test strip. Discard the used strip and 1
used lancet by disposing it in proper bin.

10. Clean the meter and remove residual blood if any with 1
moist cotton.

Total 10




OSCE Checklist 2: Urine Test for Albumin and Sugar

# Steps Score | Participants

1 2 3 4 5

1. Explain to the pregnant woman what the test is for 1

2. Ask for a urine sample 1

3. Check expiry date on dipsticks and read instructions 1
carefully

4. Remove one strip and close the container tightly 1

5. Dip indicator side of the strip in the urine sample, 1

remove it and tap at the edge of container to remove
excess urine

6. Follow manufacturer's recommendations for when it is 1
time to read the results

7. Compare the sugar reagent part with the sugar chart 1
on the container

8. Compare the albumin reagent part with the albumin 1
results chart on side of bottle

9. Discard used test stick in red bin 1

10. Explain results to the patient and record on MCP 1
card/case sheet

11. Probe: what does presence of albumin in urine 2
indicate?

Answer: pre-eclampsia

12. Probe: what does presence of sugar in urine indicate? | 2
Answer: gestational diabetes

13. Refer to higher facility if any of the above is positive 1

Total score: 15




OSCE Checklist 3: Abdominal Examination

# Steps Score Participants

1 2 3 4 5

A Please elaborate the steps before you carry out an abdominal examination/ palpation
1. Ensure privacy of woman 1
2. Obtain verbal consent from woman 1

3. Check that she has emptied her bladder and instruct her |1
to keep her legs and thighs in straight position.

4. Examine from the right-hand side 1
5. Centralize the uterus with one hand if it is tilted to one 1
side
B Please demonstrate how to do an abdominal examination/ palpation
Here instructor would prompt: What do you look for on the abdomen? Visually assess:
6. Scars 1
7. Shape 1
8. Size 1
9. Identify symphysis pubis 1
10. | Measure the distance between symphysis pubis and 1
fundus in cm with the tape face down
11. | cm = approx. gestational age in weeks after 24 weeks 1
12. | Measure fundal height : Using ulnar border of left hand, 1
start palpating gently from xiphi-sternum downwards till
you meet the first resistance (fundus of the uterus)

Here the facilitator would prompt: What is the importance of this?

Palpation: Ask woman to semi-flexed legs with thighs kept slightly apart.

13. |Fundal grip: (facing the face of the mother) Keep both |1
hands over the fundus and try to palpate the part of the
fetus at the upper pole of the uterus to identify head or
breech

14. |Lateral grip: (facing the face of the mother) Keep hand 1
on one side of the abdomen and palpate other side of the
abdomen with other hand and repeat the maneuver to
identify which side is the back of the fetus and determine
the lie




Pelvic pole to confirm presenting part and determine engagement:

15. | First pelvic grip: (facing the face of the mother) With |1
the fingers and thumb of the right hand try to hold the part
of the fetus at the lower pole of the uterus just above the
symphysis pubis and identify it and move it to see if it is
movable or fixed

16. | Second pelvic grip: (facing the legs of the mother) 1
Turn towards the feet of the woman, slightly extend the
woman’s legs. Keep both hands on either side of the
presenting part with fingers towards the pelvis

Auscultate foetal heart sound (FHS) on the spino-umbilical line at the side identified as back
(in cephalic presentation)

17. | For 60 seconds 1
18. | Record findings 1
19. | Explain to mother 1

What is the normal Foetal heart rate range?

20. |120-160 beats/min, regular 1

Total score: 20




Chapter 3
Care During Labour and Delivery — Intra-partum Care

Normal Labor
Normal labor is a spontaneous process of expulsion of the fetus and placenta.

Physical as well as emotional support during labor helps in maternal and fetal wellbeing and also promotes
normal labor.

Assessment of woman in Labor
a. History
. Inquire about the woman’s history of labour, asking the following questions:
e  When did the contractions begin?
. How frequent are the contractions? How strong are they?
. Has there been any watery discharge? If so, what colour was it?
. Has there been any bleeding? If so, how much?
o Is the baby moving?
e  Are there any other complaints?

b. Check the woman’s record for history of the present pregnancy, e.g. the haemoglobin status, Td
immunization, Rh status, HIV status, any complications and any other significant history. If there is no record,
then take detailed history with emphasis on the following:

e  When was the LMP / what was is the period of amenorrhea? On this basis, determine the period of
gestation

e  Ask for any significant history of any past pregnancy.
¢  Any other significant history.

c. Distinguish between True labor pain versus false labor pain: True labor pain has the following features
and can be clearly differentiated from false labor pain.

True Vs False labour pain

True Labour Pain False Labour Pain

. May begin irregularly but becomes regular and | e Begins irregularly and remains irregular

predictable . Felt first abdominally and remains confined to

o Felt first in the lower back and sweeps around to theabdomen and groin

the abdomen in a wave pattern. . Often disappears with ambulation or sleep

D Continues no matter what is the woman’s level of

o . Does not increase in duration, frequency or
activity.

intensity with the passage of time
. Increases in duration, frequency and intensity

withthe passage of time Accompanied by ‘show’
(blood-stained mucus discharge) e  Does not achieve cervical effacement and

cervicaldilatation

. Show is absent

. Achieves cervical effacement and cervical
dilatation

d. General Examination

. Conduct general physical examinations, record the temperature, pulse, blood pressure, height and weight,
and check for pallor, pedal edema & edema at any other site, etc.
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e. Abdominal Examination
e  Always examine the abdomen before examining the vagina.

e  Conduct an abdominal examination to assess the foetal lie, presentation, FHR, frequency and
duration of contractions.

f.  Vaginal Examination

e  Near term or at the onset of labor, a vaginal examination helps to assess the following:

e Validate the abdominal findings and confirms the presenting part, engagement of fetal head
. Stage of Labor

Remember
. During labor, vaginal examination should not be attempted more than once every four hours (to avoid
infection).

o Do not carry out a vaginal examination if the woman is bleeding at the time of labor or at any time during
pregnancy.

o Do not start a vaginal examination during a contraction.
¢ Always examine the abdomen before examining the vagina

Steps for doing a P/V examination
e Do not shave the perineal area.

. Explain to the woman what is being done and always ask for her verbal consent before doing a vaginal
examination.

e  Ask the woman to pass urine.

e Wash your hands with soap and water before and after each examination. Carry out the vaginal
examination under strict aseptic conditions.

. Place the woman in the supine position with her legs flexed and apart.
. Perform the vaginal examination very gently, wearing clean/sterile gloves in both hands.

. Clean the vulva and perineal area with a mild antiseptic solution. Wipe the vulva first, then labia majora
and lastly labia minora with cotton swabs from the anterior to the posterior direction. Use a swab only once.
Use separate swabs for each side.

. Separate the labia with the thumb and forefinger of the left hand and clean the area once again.

. Use two fingers of the right hand (index and middle fingers) and insert them gently into the vaginal orifice
without hurting the woman.

uterus
cervix
vagina

Cervix is not Cervix is 50% Cervix is 100% Cervix is fully
effaced or effaced and not effaced and dilated dilated
dilated dilated to3cm to10 cm
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Stages of labor
Assessment of cervical dilatation & effacement helps to decide the stage of labour.

First stage* This is the period from the onset of labor pain to the full dilatation of the cervix, i.e. to 10
cm. This stage takes about 12 hours in primigravidas and6—8 hours for multigravidas. Itis
divided into the latent and active stages.

o Latent phase (not in active labour):Cervix is dilated <4 cm
Contractions weak (less than 2 contractions in 10 minutes)

e  Active phase:

Cervix is dilated >4 cm

o Contractions > 3 per 10 min

o Rate of dilatation 1cm / hour or more

o  Descent of presenting part present

Second stage** e  This is the period from full dilatation of the cervix to the delivery of the baby. This
stage takes about two hours for primigravidas and about half an hour for multigravidas.

o Full cervical dilatation

o Bulging thinned out perineum
o Gaping anus and vagina

o Head visible at the perineum

Third stage This is the period from after delivery of the baby to delivery of the placenta. This
stage takes about 15 minutes to half an hour, irrespective of whether the woman is a
primigravida or multigravida

Fourth stage This is the first two hours after the delivery of the placenta. This is a critical period as PPH,a
potentially fatal complication, is likely to occur during 3 as well as 4" stage.

Assessment of Progress of Labor
. Assessing the progress in foetal descent (by conducting an abdominal &/or a P/V examination
. Assessing the changes in cervical effacement and dilatation (by conducting a P/V examination)
e  Abdominal examination to assess the descent of the presenting part

Abdominal palpation should be conducted to assess the descent of the presenting part. If the head is above the
symphysis pubis it is fully palpable & mobile. If the head is entirely below the symphysis pubis it is not palpable
abdominally.

. Vaginal examination to assess the stage and progress of labor, determine the following:
e  Cervical effacement: This is progressive shortening & thinning of the cervix during labor.

e  Cervical dilatation: Dilatation of cervical Os is measured in cm. This is an increase in the diameter of the
cervical opening in centimeters. A fully dilated cervix has an opening of 10 cms- at this stage, the cervix is
no longer felt on vaginal examination.

e The presenting part. Try and judge if it is hard, round and smooth (the head). If not, try and identify the
presenting part. In case the vertex is not the presenting part, manage the case as a malpresentation.

e  The position or the station of the presenting part.
. Feel for the membranes. Are they intact?

o If the membranes have ruptured, check whether the colour of the amniotic fluid is clear or meconium-
stained.




. Feel for the umbilical cord. If it is felt, it is a case of prolapsed cord. If the cord pulsations are felt, explain
to the woman and her family that a caesarean section may be required.

The progress of labour can be decided as follows

. If the cervix is dilated < 4 cm, the woman is said to be in the latent phase of the first stage of labour.

. If the cervix is dilated > 4 cm, the woman is said to be in the active phase of first stage of labour till full
dilatation of cervix.

. Full cervical dilatation (10 cm), cervix no longer felt on vaginal examination, a bulging thin perineum, a
gaping vagina and anus, and the head visible through the introitus, even in between contraction mark the
second stage of labour, and indicate that the delivery is imminent.

Positions during Labor

Traditionally during labour women were kept in bed in supine and in 2nd stage of labour in lithotomy position.
With time it was realized that these positions are neither comfortable for the woman nor conducive to
fetal/maternal wellbeing & occurrence of vaginal delivery.

Women should be allowed to remain ambulatory during labour, especially the first stage, as this helps inhaving
a shorter and less painful labour.

e  The woman should be free to choose any position she desires and feels comfortable in during labour and
delivery. She may choose from the left lateral, squatting, kneeling, or even standing(supported by the birth
companion) positions. Remember, given a choice, the woman will oftenchange positions as no position is
comfortable for very long.

e To relieve the woman of pain and discomfort, a change in position and mobility is helpful. Encourage the
birth companion to massage the woman's back if she finds this helpful, to hold thewoman's hand and
sponge the woman's face between contractions.

Pharmacological Methods for Relieving Pain during Labor (only for staff nurses)
. All injectible medication to be given after advice of doctor

o Inj. Tramadol 50 mg IM is drug of choice for pain relief in early labour & for painful diagnostic & surgical
procedures.

. If woman complains of nausea, Inj. Promethazine 25 mg IM may be added but with caution as it causes
respiratory depression in neonate. It should not be given if delivery is anticipated in 2 hrs.

. Watch vitals carefully. Extra vigilance is needed in patients having chronic respiratory problems with
pregnancy.

. If still pain is not relieved, epidural analgesia is recommended (in active phase of labour).

e Women are encouraged to have light, easily digestible, low fat food and drink plenty of fluids during labour
Birth Companion

Pre-requisite for a birth companion

e  The birth companion has to be a female relative and preferably one who has undergone the processof
labour.

o In facilities where privacy protocols are followed in the labour room, the husband of the pregnantwoman
can be allowed as a birth companion.

. Should maintain good personal hygiene,

. Should have been informed or made aware of danger signs for mother and newborns.
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Role and Responsibility of birth companion

The companion can also carry out simple tasks such as helping her to breathe and relax or rubbingher
back, providing sips of water as allowed, wiping her brow with a wet cloth, or doing other supportive actions.

Informs about progress of labour

Helps initiating breast feeding immediately after birth
Supports the mother in providing newborn care.

Keeps the baby warm, well covered and close to the mother.

The birth companion should be told about the danger signs in labor, and in neonate after delivery and
counseled to inform heath care provider if she observes any of the danger signs.

What the birth companion should not do

o~ 0D e

Don’'t give any medicine without doctor’s advice

Don’t encourage the woman to push.

Don’'t give any advice to the expectant woman, other than that given by the health worker.
Don’t keep the woman in bed if she wants to move around.

Don’'t administer any local herbs or medicines.

Management of First Stage of Labor

The first stage of labour starts with onset of labour pains to full dilatation of the cervix. It consists of two
phases:

Latent phase: Cervix dilated <4 cm

Active phase: Cervix dilated = 4 cm

In Latent Phase of Labour- The cervix is dilated <4 cm

. Never leave the woman alone.

) Record the time of rupture of the membranes and the colour of the amniotic fluid. always do P/V at
rupture of membrane to rule out cord prolapse.

) Prolonged Latent Phase: If latent phase of labour lasts for more than 8 hrs it is said to be prolonged.

. If after 8 hours, the contractions are regular, stronger and more frequent, but there is no progressin
cervical dilatation with or without rupture of the membranes, this is a case of non-progress oflabour.

. If after 8 hours, there is no increase in the intensity/frequency/ duration of contractions, and the
membranes have not ruptured and there is no progress in cervical dilatation, but maternal & fetal
condition is reassuring, ask the woman to relax. This is probably false labour. Examine her whenther
pain/discomfort increases, and/or there is vaginal bleeding, and/or the membranes rupture

Monitor the following every one hour:
a. Contractions:
Frequency—how many contractions in 10minutes
Duration—for how many seconds eachcontraction lasts.
b. FHR: Normal FHR is between 110 and 160 beats/ minute

c. Danger sign of an emergency (difficulty in breathing, shock, vaginal bleeding, convulsions or
unconsciousness)

Monitor the following every 4 hours

- Cervical dilatation (in cm)

- Temperature, Pulse, BP

- Descent of head on per abdominal examination
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Partograph
. Is a monitoring and decision making tool for service providers to monitor active labour
. Graphic recording of the progress of labor and assessment of maternal and fetal well being

e All labor record is on a single sheet of paper and gives a picture of the progress of labour maternal and
foetal condition at a glance

e  Tool to monitor labour and identify complications early, decide to manage them or make timely referrals
Partograph