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Dear Reader

This addendum to the ALSO provider syllabus has two aims:

1. To compare ALSO course material to the Tanzanian national guidelines for Life Saving Skills in Obstetrics (LSS-O) as stated in the “Advanced Life Saving Skills” course material (revised edition, 2005) from the Ministry of Health (MoH). There are many appropriate ways of managing emergencies. The guidelines presented in ALSO do not necessarily represent the only way to manage problems and emergencies. The ALSO guidelines are represented as reasonable methods of management on obstetric emergencies. The conditions for performing obstetric lifesaving skills might be different from one place to another. In Tanzania the national guidelines are of course to be followed. ALSO and the MoH’s LSS-O are generally not in conflict. The differences that exist will be mentioned in the following pages.
2. To stress important key learning points for the reader. The ALSO provider syllabus is mainly written for an audience of health providers in developed countries. Part of the text is not very relevant for obstetric practice in Tanzania; advanced blood tests, continuous electronic fetal monitoring, advanced ultrasound diagnostics etc. It is still necessary to gain knowledge about these parts of the course material – if not for anything else, then to pass the ALSO exams. The following pages are hoped to help the reader get an overview of the most important points from a number of selected chapter from the ALSO provider syllabus. 
Global ALSO as a manual being developed to cover the aspects of obstetric life saving skills in developing countries. The Global ALSO manual is not ready for publishing yet, a preliminary version will be available at the course for those interested. The Global ALSO text will not be necessary to read to pass the ALSO exams.
We hope you will enjoy reading along and look forward to see you at the ALSO provider course!
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A. First Trimester Pregnancy Complications
Additional notes and Key Learning Points

The chapter on first trimester complications in the ALSO syllabus contains much information that is not very relevant in Tanzania. The diagnostic possibilities of vaginal ultrasound and serum-hormone level quantification are often not available.

Tanzanian Guidelines:

Induced abortion is illegal in Tanzania. Illegally performed abortions are a main cause of admittance to gynaecological wards and also a major cause of maternal deaths. The Tanzanian guidelines for post abortion care (PAC) are similar to ALSO recommendations.
Two important differences must be mentioned:

· At septic abortion the Tanzanian Guidelines recommend parenteral antibiotics: cephalosporin+metronidazole or ampicillin+metronidazole+gentamycin. The evacuation of the uterus is recommended delayed until treated 12-24 hours with antibiotics. This delay is not recommended by ALSO as intrauterine infected pregnancy tissue can not be controlled by any amount of parenteral antibiotics; antibiotics are only at therapeutic levels for a short time after each administration and will not penetrate to the infected product of pregnancy. ALSO recommends immediate evacuation of the uterine cavity.

· At ectopic pregnancy the use of metotrexate is not recommended in Tanzanian guidelines – the treatment recommended is surgery.

ALSO Key Learning points:

Many women experience complications to abortion like spontaneous abortion or ectopic pregnancy. In USA 15-20% of known pregnancies miscarry. 80% in first trimester, 50% due to major genetic errors.
Other complications are caused by intentionally induced abortion. In Tanzania induced abortion is a very common practice that is illegal and therefore performed unsafely putting the woman’s life at risk. 

· 25% of all pregnancies worldwide end in an induced abortion, approximately 50 million each year.

· Of these abortions 20 million are performed unsafely.

· In Africa unsafe illegal abortions are 700 times more likely to lead to death than safe legal abortions in developed countries  

· Unsafe abortions are responsible for 65.000 maternal deaths each year (13%)

The most important complications to abortions are 

· Sepsis

· Bleeding

· Uterine perforation

In Tanzania more than half of the patients admitted at gynaecological ward have complications to abortions. Therefore
· All women in reproductive age (14-50 y) attending a health facility should have a                         pregnancy urine dipstick performed on admittance!! 

· Vital signs, abdominal and vaginal examinations are the absolute minimum examinations on admittance.

· If signs of infection, excessive bleeding or in a critical condition:                                                       MVA or D&C should be carried out immediately!! 

Post Abortion Care (PAC) is promoted throughout Tanzania. It has the following components:

1. Emergency treatment

2. Contraceptive counseling, STI evaluation and treatment, and HIV counseling and/or referral for HIV testing 
3. Community involvement to support and strengthen ongoing contraceptive use as well as early recognition and management of abortion complications. 
Emergency treatment:

· At sepsis or significant bleeding surgical abortion must be performed immediately!

· Surgical abortion is part of basic emergency obstetric care and should be available at all health facilities

· At sepsis antibiotics should be started during or after surgery: ampicillin is only in therapeutic levels for 15-30 minutes and does not penetrate to the infected, dead pregnancy product.

Surgical abortion can be done in local analgesia only by one of the following methods
Vacuum Aspiration: The cervix is dilated with a series of instruments. A tube is inserted into the uterus and connected to a strong vacuum. The embryo is removed by suction. 
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Dilatation and Curettage (D & C): The cervix is dilated. An instrument with a blunt loop at the end is inserted into the uterus. The inside wall of the uterus is scraped.

Ectopic pregnancy
At any bleeding with pain in women of reproductive age an ectopic pregnancy must be excluded!
· An ectopic pregnancy happens in more than one in 100 pregnancies (USA)

· 99% are located in tuba uterine, 50% end in tubal abortion (without rupture)
· Tender adnexal mass only detected in 1 in 5 at clinical examination
· Risk Factors: Prior tubal infection, Prior Ectopic Pregnancy Contraceptive intrauterine device

Management:
· Expectant: 50% will end in tubal abortion. Can be considered if no clinical symptoms.

· Medical treatment: Metotrexate (cytostatic) or Mifegyne (ant-progesterone). Can be considered if only minor clinical symptoms and S-hCG < 2000

· Surgical treatment: symptomatic extrauterine pregnancy. 

In developing countries women diagnosed with ectopic pregnancies will have symptoms and will need urgent surgery.

Medical Complications of Pregnancy
Additional notes and Key Learning Points
The ALSO syllabus chapter on medical complications of pregnancy has information about

a) Pregnancy induced hypertension, eclampsia and HELLP syndrome. This is very relevant in Tanzania as these conditions are a major cause of maternal deaths. The diagnostic possibilities and treatment regimens are in some aspects different than those outlined in the ALSO syllabus, but the basic principles are the same.

b) Acute fatty liver of pregnancy. This complication is of little relevance.

c) Peripartum cardiomyopathy. This complication is of little relevance.

d) Venous tromboembolism. The VTE complications are probably relevant to pregnancies all over the world, but in Tanzania the diagnostic and treatment possibilities are few.

The first and last chapters are further described in the Global ALSO chapters that also have information about Malaria, HIV/AIDS, Tuberculosis and viral hepatitis.

Tanzanian Guidelines
Differences in Tanzanian guidelines compared to ALSO.

Severe Preeclampsia, definition:
· LSS-O definition: BP above 160/100.  ALSO definition is BP of 160/110 or above.

· Other important findings indicating severe preeclampsia (and action!) mentioned in ALSO but not in LSS-O: Congestive Heart failure (pulmonary oedema), oliguria (<500 mls/day), liver affection (epigastrial or RUQ-pain, high liver-transaminases), Cerebral symptoms; visual disturbances or persistent head-ache, altered behaviour (aggressive,acting strange) or HELLP-syndrome (Hemolysis, Elevated Liver Enzymes and Low Platelets (<100)).

Treatment  of severe pre-eclampsia or eclampsia 
[image: image1]
The Tanzanian guidelines recommend an alternative to MgSO4: Diazepam 20 mg IV stat followed by 10 mg IV as necessary followed by “Lytic Cocktail” (pethidine, promethazine and chlorpromazine) IM.

Lytic Coctail  is not recommended by ALSO.
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The Guidelines for malaria are not differing from the Global ALSO chapter on malaria.
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The HIV recommendations for pregnant mothers and Prevention of Mother to Child Transmission (PMTCT) are similar to the Global ALSO chapter. Pregnant women are controlled by staging and CD-4 count and treated if indicated as non-pregnant women. 
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Tanzanian Guidelines for TB diagnosing and treatment are within what is outlined in the Global ALSO chapter

In Tanzania screening for maternal chronic hepatitis B and immunization of newborns is not practiced.

There are no particular Tanzanian national guidelines for VTE.

ALSO Key Learning Points:
Pregnancy Induced hypertension and Eclampsia

6-8% of all pregnant women in USA develop PIH, in developing countries the incidence is higher and a leading cause of maternal death. The cause is unknown. It is mostly a disease of primigravidas– or women who get pregnant with a new partner for the first time – women who suffered PIH in a previous pregnancy are at increased risk of getting the complication in following pregnancies.

· PIH is defined as elevated BP above 140/90 after 20 weeks of gestational age.

· Preeclampsia is defined as PIH and proteinuria (>+1 on urine dipstick or >300mg/24 hours)

· Severe preeclampsia is defined as BP above 160/110 OR end organ affection; visual or cerebral disturbance, liver affection (HELLP syndrome, epigastric pain), thrombocytopenia (HELLP syndrome), renal affection (proteinuria >+3 on dipstick or 5gr/24 hours OR oliguria<500 mls/24 hours) or pulmonary edema (from increased peripheral vasoconstriction and circulatory resistance).

· Eclampsia is defined as gran mal seizures; usually combined with hypertension, but 10% of eclamptic fits happen at normotensive patients!

The management of severe preeclampsia and eclampsia require intensive monitoring.

· The final treatment is termination of pregnancy.

· Magnesium sulphate to prevent convulsions is recommended continuously until 24 hours after delivery or 24 hours after last convulsion. Recommended doses are 4-6 gr. IV over 15-20 minutes followed by 2 gr./hour IV. Magnesium Sulphate can be lethal if doses are too high; initial sign of intoxication is absent tendon reflexes and MgSO4 should be stopped. At more severe intoxication patient gets in a coma proceeding to respiratory and cardiac arrest.
· Blood pressure is not controlled by Magnesium sulphate. BP needs to be assessed closely and treated to a level diastolic between 90 and 100 mmHg. If lowered too much the blood supply for the fetus will be compromised
· Fluid replacement must be very careful as the risk of pulmonary oedema is high.
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Organ affection at severe preeclampsia:

CNS: visual disturbances and severe headache
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Pulmonary edema
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Liver dysfunction (Right Upper Quadrant Pain)

[image: image32.wmf]Kidneys: Oliguria or proteinuria
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[image: image34.wmf]Intrauterine Growth Retardation (IUGR)
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Disseminated Intravascular Coagulation (DIC)

DIC is a severe complication to servere preeclampsia and eclampsia (and to other conditions such as amniotic fluid embolism and sepsis and other severe infections). The coagulation system of the blood is provoked to overreact causing thromboses and organ ischemia and damage. As the clotting factors and platelets are rapidly used, the blood looses its ability to coagulate and uncontrolled bleeding results. The treatment is to correct the underlying cause of DIC as fast as possible. Other treatment is delicate. Full-blood or plasma containing clotting factors and platelets should be tried but it is at the risk of worsening the organ damage from thromboses.

Venous tromboembolism (VTE)
Pregnancy increases risk of VTE 10 times! Risk is increased in all trimesters and in the postpartum period.

Anticoagulation treatment by Heparin or Low-molecular heparin in combination with tension stockings is used in developed countries. Where this is not an option, anticoagulation with Warfarin is sometimes used. Warfarin crosses the placenta and is contraindicated during first trimester (teratogenous), and also discouraged during second and third trimester as it is suspected to harm the fetus (stippled epiphysis, stillbirth). At breastfeeding Warfarin is safe to use. Heparin may cause thrombocytopenia.
Deep Venous Trombosis (DVT):

75% antepartum - 51% by 15 weeks of gestation, 85% left leg
· Pain, Swelling, Tenderness, Fever, Colour change

· Lower abdominal pain (ileofemoral DVT)

· Positive Homan’s sign may or may not be present

Most valuable Investigation is Ultrasound with Doppler.
Pulmonary Embolism (PE):

Is usually evolving from an ascending DVT, most occur in the postpartum period. PE could have both a sudden and an insidious onset with respiratory distress and signs of right sided cardiac failure (peripheral edema, stasis of jugular vein in sitting position). Symptoms like hemoptysis should make you suspect PE but are rare. Blood gas analysis would show lowered CO2 and O2. Electro Cardiography (ECG) could show right sided stressing of the heart and often tachycardia. Large PE can cause circulatory collapse and shock and eventually death.
Amniotic Fluid Embolism

Happens rarely but is a very dangerous situation. Risk is increased at caesarean and instrumental delivery. As amniotic fluid passes into the blood circulation it causes a pulmonary embolism with sudden severe respiratory distress. Amniotic fluid has high concentrations of clotting factors and DIC is the other severe complication of an amniotic embolism. Treatment is as delicate and Mortality is high.
C. Late Pregnancy Bleeding

Additional notes and Key Learning Points
Tanzanian Guidelines:

The ALSO text and Tanzanian guidelines are not very different. In the Tanzanian Guidelines the management of abrupted placenta is more aggressive not mentioning the possibility of a marginal abruption that could be observed closely as long as mother and fetus is in a stable and sound condition. The Tanzanian guidelines do not mention the artificial rupture of membranes for expedit delivery at a significant placental abruption. It is not discouraged though.

Key Learning points:

Placenta previa is a placenta that is covering the internal os of the uterine cervix. A large central placenta previa is often presenting by a large bleeding between 26 and 28 weeks, the so-called “sentinel bleeding” with no pain. Placenta previa is best diagnosed by ultrasound (though a full bladder can on ultrasound give a false impression of a placenta previa).  If ultrasound is not available the diagnosis is more difficult. An early detected placenta preva might “move” during pregnancy so it will not cover the cervical os in third trimester.
Abrupted placenta is when the placenta is detached partly or totally from the uterus. It is a dangerous situation for both mother and fetus. Risk factors are among others hypertensive disease of pregnancy, smoking, malaria and trauma for example from domestic violence or traffic accidents. Abrupted placenta is a clinical diagnosis based on characteristic findings; Vaginal bleeding and pain and an “irritable uterus” that contracts when being touched. Ultrasound is of little or no use in diagnosing a placental abruption. If a woman is suspected to have an abrupted placenta and the fetus is alive should be delivered by emergency caesarean section. A very premature fetus (below 34 weeks of gestation) with minor symptoms of abruption and a stable mother could be treated by expectancy under close observation and bedrest.
Performing caesarean section at Intrauterine Fetal Death (IUFD) is dangerous due to a very high risk of coagulopathy (Disseminated intravascular Coagulation (DIC)) and maternal death. Delivery should preferably be vaginal and often happens fast after rupture of membranes as contractions are strong.

Sher’s classification of placental abruption:

Grade I: Mild, often identified at delivery with retroplacental clot.

Grade II: Symptomatic, tender abdomen and live fetus.

Grade III: Severe with fetal demise
Grade IIIA: without coagulopathy (2/3)




Grade IIIB: with coagulopathy (1/3)

Treatment Grade II placenta abruption:

· Assess fetal and maternal stability

· Amniotomy

· Expeditious operative or vaginal delivery: decision-to-delivery interval > 30 minutes doubles incidence of fetal death and cerebral palsy

· Maintain urine output > 30 cc / hr.

· Prepare for neonatal resuscitation

Treatment Grade III placenta abruption:

· Assess mother for hemodynamic and coagulation status

· Replace vigorously with intravenous fluids and blood products

· Vaginal delivery unless severe hemorrhage

Vasa Previa: a bleeding from a fetal vessel from the umbilical cord could rapidly desanguinate the fetus. It can be diagnosed by the “Apt” test that can identifies fetal haemoglobin.

D. Preterm Labor (PTL) and Premature Rupture of Membranes

Additional notes and Key Learning Points
Tanzanian Guidelines 
Tanzanian Guidelines recommend treatment with Ampicillin 1 gr. IV each 6 hours for 7 days if rupture of membranes for >12 hours without delivery. Tocolysis is not mentioned. No other differences to ALSO are found.

ALSO Key Learning Points

Preterm labour (PTL) is defined as regular painful uterine contractions (3 in 30 minutes) and cervical effacement before 37 weeks of gestation.
Determining gestational age is done most accurately by ultrasound in the first half of pregnancy. When this option is not available Gestational age must be based on “last menstrual period”, mother’s information of when she started to feel the fetus moving (“quickening of the baby”, around 20 weeks gestational age) and fundal height.
Risk factors are; maternal infection, twins maternal trauma, PTL in previous delivery, PPROM, low and high age and anatomical anomalies like bicornuate uterus.
At PTL causes should be looked for and treated, for example urinary tract infection or other infections.
At all PTL it is recommended to screen for Group B strectococcal (GBS) disease by cultures from vagina, rectum and urine, if positive the intrapartum-mother-to-child infection could be reduced by 85% by by high-dose and frequent antibiotic IV treatment; Penicillin G 1st dose 5 million units IV followed by 2,5 million units IV each 4 hours until delivery or Ampicillin 1st dose 2 gr. IV followed by 1 gr. IV each 4 hours until delivery. If GBS status is not known it is recommended to treat with antibiotics as if the mother was GBS colonized.

It is debated if all PTL should have antibiotics, there is at present no evidence that supports that.

If gestation is between 24 and 34 weeks corticosteroids should be administered to mature the fetus’ lungs and increase the chance of survival if born premature: Betametasone 12 mg twice 24 hours apart (contraindicated at active TB)

Tocolytic therapy can delay labor for a few days, enough to administer corticosteroids for maturing the fetus’ lungs. Tocolytic therapy after 34 weeks is not recommended and contraindicated at chorioamnionitis. Drugs used are: 

· Terbutaline IV or SC (PO has no effect)

· Indometacin PO or PR (contraindicated after 32 weeks as it may close the ductus arteriosus and compromise fetal circulation)
· Nifedepine a calcium channel blocker that also lowers maternal blood pressure.

Premature Rupture of Membranes (PROM) is defined as rupture of membranes one hour or more before onset of contractions. If membranes are ruptured for more than 18 hours prior to expected delivery the mother should be treated with antibiotics and if labor has not begun induction by oxytocin should be considered. A thorough history and inspection of the cervix (to identify leaking) is important to diagnose.
PPROM is Premature (GA<37 weeks) PROM.

Should be treated with antibiotics at onset and induction of labor if gestational age is more than 34 weeks.
E. Intrapartum Fetal Surveillance

Comments and key learning points
The ALSO syllabus chapter on intrapartum fetal surveillance is mainly about Continuous Electronic Fetal Monitoring (CEFM) – the Cardio-Toco-Graph (CTG), that monitors fetal heart rate and uterine contractions during labor. This technology is widely unavailable in Tanzania. Instead Structured Intermittent Auscultation (SIA) as an integrated part of the partograph is recommended in the Tanzanian national guidelines. The SIA guidelines outlined in ALSO are similar to the Tanzanian guidelines.
There is much scientific evidence comparing CEFM and SIA – This evidence points out the CEFM is not better to predict fetal asphyxia than SIA. The introduction of CEFM caused a significant increase in caesarean section rates but did not reduce the incidence of hypoxic fetal brain damage. A “normal” CTG is a good predictor that the child is well. An abnormal CTG is a poor predictor of fetal distress. One could wonder why CEFM has not been abandoned as SIA seems to be equivalent to CEFM with less risk of delivery by surgery.
Partograph guidelines will be outlined in the next chapter. In this chapter basic SIA guidelines are outlined followed by the principles of CEFM to give a deeper understanding of fetal heart rate patterns.
Structured Intermittent Auscultation

Auscultation by doptone (electronic) or pinard (fetoscope) should be carried out 
· Each 30 minutes in the active part of first stage of labor if low risk
· Each 15 minutes in the active part of first stage of labor if high risk
· After each contraction during second stage of labor. 
If using a fetoscope (Pinard) the fetal pulse should be counted for one minute after a contraction. 
Normal fetal heart rate is between 110 and 160.

Tachycardia could be caused by maternal infection, prematurity or hypoxia.

Bradycardia could be caused by cord compression hypoxia, congenital heart malformations or diazepam.

“Decellerations” are slowed fetal heart rate that recovers. There are three types, that could with some skill be identified even at SIA:

Early decelerations: starts before the maximum of the uterine contraction. FHR usually doesn’t drop much. Benign.

Variable decelerations: (80% of all decelerations): differs in shape and relation to contractions; usually benign.

Late decelerations: starts and ends after beginning of contraction: Often a sign of fetal asphyxia and an ominous sign that requires action.

[image: image36.emf]
Continuous Electronic Fetal Monitoring (CEFM) – CardioTocoGraphy (CTG)

The ALSO Structured interpretation of CTG should be studied and learned – it gives an understanding of fetal heart rate trends during labor and is useful background knowledge for the SIA. Following are examples of CTG tracings and the DR C BRAVADO Mnemonic for a structured interpretation.

The graph in the top of the CTG is the FHR-tracing. In the bottom is the registration of uterine contractions.
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Normal CTG Tracing

Dr C BRAVADO

Dr
Determine Risk

C
Contractions

BRA
Baseline Rate

V
Variability

A
Accelerations

D
Decelerations

O
Overall Assessment and Plan

Determine Risk

Low ( Structured Intermittent Auscultation

High ( Consider Continuous CTG

Contractions:

No more than 5 in 10 minutes

Baseline RAte

Normal: 110-160 bpm.

Bradycardia (<110 bpm):

· GA>40 weeks

· cord compression

· diazepam

Tachycardia (>160 bpm):

· excessive fetal movements

· maternal anxiety

· maternal pyrexia

· GA<32 weeks

· chronic hypoxia

Variability:
Variability could be explained as the “height” of the baseline. Normally between 5 and 25 bpm.
Reflects cerebral activity in the fetus

Persistent (> 1 hour) reduced or absent variability is THE MOST IMPORTANT SINGLE INDICATOR of fetal compromise.
· Fetal sleep
· Drugs: opiates

· Gestation <28 weeks

· Severe hypoxia

Normal Variablility (20bpm)

Decreased Variability (<5bpm)
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Accellerations

Definition: an increase from the baseline rate of 15 bpm, lasting for at least 15 seconds
Associated with fetal movement, contractions, fetal scalp stimulation etc - a good sign !

The presence of accelerations is the best single predictor of fetal well-being
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Decellerations:

EARLY DECELERATIONS

· reflect compression of the fetal head

· associated (almost exclusively) with excellent fetal outcome
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VARIABLE DECELERATIONS

· reflect cord compression

· ‘variable’ in shape, depth and/or onset
· usually benign but …. If lasting more than one minute or deep may imply hypoxia 
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LATE DECELERATIONS
Associated with fetal compromise (hypoxia) but only in 50-60% of cases
ominous if


- fresh particulate meconium




- ‘high-risk’ clinical situation




- ( ‘lag-time’ (peak to trough)




- deceleration is slow to recover
Begin after maximum of contraction and return to baseline after end of contraction
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Overall assessment and Plan
The findings must be summarized as “reassuring” or “non-reassuring” and a plan made for further management. If “reassuring” the decision of continuing CEFM or changing to SIA must be made. If “non-reassuring” the plan for further surveillance or interventions must be made.
F. Labor Dystocia

Comments and key learning notes

Tanzanian Guidelines:

There are slight differences to the ALSO recommendations. 

· Tanzanian guidelines recommend assessing the cervical dilatation at four hour intervals during first stage o labor unless some conditions indicate more frequent. ALSO recommends each 1-2 hours.

· Tanzanian guidelines operates with a “delayed latent phase”, (latent phase >8 hours). ALSO does not operate with this term and recommends admitting for labor ward not until active phase is established.

· Tanzanian guidelines recommend 3-course IV antibiotics at cases of obstructed labor (total arrest of progress): Penicillin, Cloramphenicol and metronidazole.

ALSO Key Learning Points

”Labor Dystocia” means ”difficult labor” or ”poor progress of labor”.

A partograph is the tool to monitor progress of labor and identify labor dystocia.

There are many causes of labor dystocia that could be collected under the 4 P’s

· Passenger (Baby: size, presentation and position)

· Passage (Pelvis)

· Power (contractions)

· Psyche
Passenger: it might be possible to change the presentation of a fetus before delivery by external version. The position could be changed during delivery as described in “manual rotation of OP-position in a following chapter.

Passage: Is not easy to alter, different positions of the mother might change the shape of the pelvis slightly; however no evidence suggests any position to be superior to others. To have the mother up and walk around is often recommended changing the passage from horizontal to vertical (“downhill”).

Power: Poor contractions might be the reason for poor progress.

Psyche: It has been demonstrated that the presence of a “birth helper” or a family member and the continuity of birth attendant decreases the frequency of caesarean and assisted vaginal deliveries. The interaction between the labouring mother and the birth attendant – and the decisions made by the latter - is affected by how impatient the woman is. It has been demonstrated that if the time of admittance to the delivery room is postponed until labor really is entering active phase, the frequency of caesarean and assisted vaginal deliveries will decrease.

When labour is slow, there are different options for action:

· Artificial rupture of membranes (ARM) followed by an oxytocin drip is often the first action. If the mother is HIV positive, membranes should ideally be kept intact at least until cervical dilatation of 8 cm. to prevent mother to child transmission, but in case of prolonged labour ARM could be performed also at earlier stages.
· To have the mother change position or up walking.

· Empty bladder

· (Rehydrate – there is no evidence though that IV rehydration has any influence on prolonged labor).

· Cesarean section is the last resort when other options are tried.
Active management of labor

“Active management” of labor has some places demonstrated to reduce the number of women suffering dystocia. It includes various components:

Patient education

· Precise diagnosis of active labor; cervical effacement and dilatation 4 cm. and regular contractions. Women admitted too early to labor ward or at higher risk of suffering labor dystocia and ending up with caesarean section or operational vaginal delivery.

· Early routine amniotomy.

· Use of oxytocin infusion applied before the action line is crossed to augment contractions.

· Continuous labor support

· Senior providers making decisions

· Postpartum audit and review of cases

Oxytocin regimens

Low dose regimen: 

10 IU oxytocin in one liter crystalloid (N/S or R/L)

Start dose: 0,5-2,0 mIU/minute = 1-4 drops/minute
Increased by: 1-2 mIU/minute = 2-4 drops/minute each 15-40 minutes
Maximum dose: 20-40 mIU/minute = 40-80 drops/minute
High dose regimen (as used in Dublin where active management of labor was developed).

10 IU oxytocin in one liter crystalloid (N/S or R/L)

Start dose: 6 mIU/minute = 12 drops/minute
Increased by: 1-6 mIU/minute = 2-12 drops/minute each 15-20 minutes
Maximum dose: 40-42 mIU/minute = 80-84 drops/minute
Induction of labour

If cervix is ripe: soft, short, open 2-3 cm:

· Artificial Rupture of Membranes (ARM)

After 2 hours if not in active labour:

· Oxytocin infusion as mentioned above

If cervix is not ripe: firm, long, closed:

· Induce with misoprostol: Contraindication: previous c. section
· 50 mikrogram vaginally (1/4 tablet)


If no effect after 6 hours:
· 50 mikrogram vaginally (1/4 tablet) 


Procedure can be repeated next day.

The partograph:
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Use partograph to monitor progress of labour for all women admitted to labour ward.
Women should not be admitted for labour ward until in active labour
Active labour is when women have regular contractions (3-5 in ten minutes) and cervix is 4 cm. dilated

Fetal Heart Rate:

· Assess after contraction for 60 seconds: 

· Each 30 minutes in first stage (each 15 minutes if risk factors are identified

· Each 5 minutes when pushing

Cervical dilatation:

· Assessed each 4 hours (or before if a crossed action line is anticipated)

Alert Line:

· Start recording cervical dilatation in the alert line.

· As long as dilatation is 1 cm or more/hr the alert line is not crossed.

· If cervical dilatation is < 1 cm/hr the alert is crossed and causes of prolonged labour should be considered: always consider: artificial rupture of membranes and augmentation with oxytocin.

Action Line:

· If the action line is crossed the actions should be as follows in mentioned order (if not already performed)

· ARM and oxytocin augmentation

· Correction of malposition

· Cesarean Section or Vacuum (if in second stage and descend is 1/5 or below)

Amniotic fluid:

· I= Intact Membranes

· C= Clear

· M= Meconium stained

· B= Blood stained
Remember: the diagnosis “cephalopelvic disproportion” cannot be made with intact membranes!

Time:

· Record actual time

Contractions:
Chart every 30 minutes number/ 10 minutes and duration
· Weak: Lasting <20 seconds [image: image10.emf]
· Medium: Lasting 20-40 seconds [image: image11.emf]
· Strong: Lasting >40 seconds [image: image12.emf]
Oxytocin:

· Record oxytocin (amount/volume) and drops / minute

Drugs given:

· Record every drug and IV fluid given

Vitals:

· Record BP and Pulse every 4 hours

· Record Temperature every 2 hours

Urine:

· Record every time urine is passed

Example 1:

A primigravida admitted in the latent phase of labour at 5 AM

Fetal head: 4/5 

Cervix: 2 cm.

Contractions: Three in 10 minutes each lasting < 20 seconds

Normal maternal and fetal condition

At 9 AM

Fetal head 2/5 palpable

Contractions: four in ten minutes each lasting 45 seconds

At 1 PM

Fetal head 0/5 palpable

Cervical dilation 10 cm

Contractions: Five in ten minutes each lasting 45 seconds

Spontaneous delivery at 1.20 PM
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Example 2:

Woman admitted at 10 AM

Cervix: 4 cm

Membranes: Intact

Contractions: two in 10 minutes, lasting < 20 seconds

2 PM

Fetal head: 5/5

Cervix: 4 cm

Membranes ruptured spontaneously, AF clear

Contractions: one in 10 minutes lasting < 20 seconds

6 PM

Fetal head: 5/5

Cervix: 6 cm

Contractions: two in 10 minutes, lasting < 20 seconds

9 PM

FHR: 80 bpm.
Fetal head: 5/5

Cervix: 6 cm

Contractions: two in 10 minutes, lasting < 20 seconds

Amniotic fluid: meconium stained

9.20: caesarean section due to fetal distress
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Example 3:

Admitted 10 AM

Fetal head: 3/5

Cervix: 4 cm.

Contractions:  three in 10 minutes lasting 20-40 seconds

Clear amniotic fluid draining

2 PM:

Fetal Head: 3/5

Cervix: 6 cm

Contractions: three in ten minutes lasting 45 seconds

5 PM

FHR: 92/minute

Fetal Head: 3/5

Cervix: 6 cm

Amniotic fluid meconium stained

5.30: Cesarean Section performed due to fetal distress
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Example 4:

Woman admitted 10 AM

Fetal head: 5/5, Cervix: 4 cm, Contractions: two in 10 minutes lasting less than 20 seconds

At 12 MD:

Fetal head: 5/5, Cervix: 4 cm, Contractions: two in 10 minutes lasting less than 20 seconds

At 1 PM

Contractions: one in 10 minutes lasting < 20 seconds

ARM

At 2 PM:

Contractions: two in 10 minutes lasting < 20 seconds

Augmented with oxytocin 15 drops/minute

At 4 PM

Fetal head: 3/5, Cervix: 6 cm, Contractions: three in 10 minutes lasting 30 seconds

At 7 PM

Fetal head: 1/5, Cervix: 10 cm.

8.10 PM

Spontaneous Vaginal Delivery


[image: image16]

G. Malpresentations, malpositions and multiple gestations

Comments and Key Learning points

Tanzanian guidelines

There is generally agreement between Tanzanian LSS-O and ALSO guidelines. Tanzanian guidelines have no mention of external version at breech presentation or of intrapartum manual rotation of Occiput posterior position. Multiple gestations are not dealt with in the LSS-O material either.

Tanzanian guidelines encourage vaginal breech deliveries under certain conditions. One comment is important: Tanzanian guidelines do not mention the important contraindications; preterm or IUGR fetus that would increase the risk of an entrapped head as the delivery of a small body would not ensure that there is room for the relatively larger head.

Delivery of head at breech is in Tanzanian LSS-O by the Burns Marshal method, ALSO describes the Mariceau-Smellie-Veit. These methods are different but both well described in obstetric literature.

Tanzanian guidelines for managing cord prolapse are not mentioning that it is important to replace the head into the uterine cavity (a person should constantly have a hand on the head) so it doesn’t compress the umbilical cord. Tocolytic treatment is not mentioned either.

ALSO key learning points:

Lie: long axis relation foetus-mother: longitudinal, transverse, oblique

Presentation: foremost part of fetus; vertex, breech, face, brow, shoulder

Position: presenting part’s relation to pelvis.

Denominator: Reference point on presenting part used to describe relation to maternal pelvis (for example occiput is the denominator for vertex presentation, the chin (mentum) for face presentation and os sacrum for breech presentation)





Vaginal delivery
Cesarean section
Occiput Posterior:
5-10%

      Yes

Breech:

3-4%

Yes on conditions

Transverse/shoulder: 
0,3%

      No

Always

Face

0,2%

Yes if mentum ant.

Compound

0,1%

      Yes

Brow

0,02%

      No

Always unless







spontaneous conversion







to vertex or face

Breech: 

There are three types of breech presentation:

· Frank breech: hips flexed, knees extended

· Complete breech: hips and knees flexed

· Footling breech: one or two hips extended.

Breech presentation is decreasing in incidence with increased gestational age. It can by palpation be confused with a face presentation. In many countries elective caesarean section is recommended for all breech deliveries as studies have indicated that this improves neonatal outcomes, preventing complications like as severe asphyxia and entrapped head. Follow-up studies years after birth have shown no difference in health of children after respectively vaginal and caesarean breech delivery.

External cephalic version (ECV) might be tried to convert a breech to a vertex presentation. ECV is done at GA of 37 weeks. Contraindications are non-assuring fetal heart rate, IUGR, bleeding, uterine anomalies, PIH and maternal heart disease. 50% end up with a vaginal vertex delivery after ECV, risks are minimal, but placenta abruption is mentioned as one.

Before a trial of vaginal breech delivery an ultrasound scanning should check for anomalies that could have caused the breech presentation and would contraindicate vaginal delivery; for example placenta previa, hydrocephalus or fibromyoma.
Contraindications for breech vaginal delivery:

· Unfavourable pelvis

· Primigravida

· Macrosomia (>3800 grams)

· IUGR

· Severe preterm

· Fetal anomalies such as hydrocephalus.

· Footling breech

· Hyperextension of fetal head (by ultrasound)

· Nuchal Arm (by ultrasound

· (Need for labor induction/augmentation)

Procedure:

Hands Off!!!

Don’t touch! Sit on your hands! If you have to do “breech extraction” there is an increased risk that the head will not be able to pass, that this delivery should not have been vaginal one.

· The hips are usually delivered spontaneously, but might need a little help at times – but remember DON’T PULL!

· To deliver the truncus, don’t do anything but gently support and keep the back up. 

· To deliver the shoulders Lövsett’s manoeuvre is recommended.

· To deliver the head let the baby hang for one contraction, when the hairline is seen, the Mariceau-Smellie-Veit manoeuvre is performed for maximum flexion of the head: one hand enters the vagina with one finger at each cheekbone; the truncus of the baby rests on this arm. The other hand places fingers at the neck and shoulders of the baby.

Occiput Posterior (OP)

Is a cause of prolonged labor, often giving back-pain at contractions. ALSO describes an intrapartum manual rotation of OP. It should be noted that this procedure is not mentioned in the Tanzanian national guidelines.

Twins:

1,5% of deliveries in the USA. Ethnic variations are described.

2/3 are dizygote (different DNA)

Vaginal delivery is contraindicated if the first twin is breech.

Twin pregnancy is a major risk factor for PPH.
Cord Prolapse:

Vertex

0,4%

Frank breech

0,5%

Complete breech
7%

Footling breech
17%

Transverse (back up)
50%

Management of cord prolapse:

· Assess fetal heart rate; if alive act fast:

· If fully dilated assisted vaginal delivery might be tried

· Otherwise immediately for caesarean section

· Before going for c/s the fetal presenting part should be elevated out of the pelvis to avoid compression of umbilical cord. By pushing with hand and by filling bladder by catheter.

· Consider tocolytic therapy for example 0,1 mg terbutaline s.c. repeated until contractions stop.

· Do not try to replace the cord, but it could be wrapped en warm set packs.
H. Assisted vaginal delivery Comments and key notes
Tanzanian Guidelines:

Vacuum is used in Tanzania and guidelines are not differing much from ALSO guidelines.

In Tanzania vacuum is indicated after no more than 30/20 minutes (primi-/multigravida) of active pushing (ALSO: 120/60 minutes). Vacuum is contraindicated at GA<37 weeks (ALSO: < 34 weeks). Flexion Point is defined 1 cm. in front of posterior fontanelle (ALSO 3 cm.) and vacuum is recommended gradually increased (ALSO: maximum vacuum and immediate pull. Attempted Vacuum should be halted after 2 pop-offs (ALSO 3 pop-offs) or 15 minutes (ALSO: 20 minutes).

Forceps delivery is not in the Tanzanian guidelines.
It is important to note, that ALSO does not authorize the use of vacuum extraction for anyone attending the provider course. The practice is meant as inspiration, hospital direction must decide on procedures for vacuum within national guidelines

ALSO key learning points:
VACUUM EXTRACTION

Indications:

Maternal
Exhaustion


Prolonged second stage


Maternal illness


Haemorrhage
Fetal

Non reassuring FHR
Contraindications:

GA<34 weeks
Cervix not fully dilated

Breech/Face presentation

HIV/AIDS
Prerequisites:
Vertex 0/5 



Know the position



Fully dilated


Ruptured membranes



No true CPD



Relevant expertise

Willingness to stop
Complications:
Maternal
Perineal trauma
Fetal

Scalp injury


Minor neonatal jaundice



Retinal haemorrhages

The Vacuum A-J mnemonic

A
Ask for help: Address woman: Analgesia: Abdominal palpation

B
Bladder

C
Cervix-fully dilated

D
Determine position THINK DYSTOCIA

E
Equipment and extractor ready

F
Fontanelle- apply cup over sagittal suture 3cm anterior to posterior fontanelle; FLEXION POINT

G
Gentle Traction - at right angles to the plane of the cup, during a contraction

H       
Halt if
Cup comes off 3 times - consider why this is happening



No progress after 3 pulls



More than 20 minutes application time. Decision to deliver should be < 30 minutes
I           
Incision — is an episiotomy necessary?

J         
Jaw-remove cup when jaw is visible
FORCEPS is a faster than vacuum as a pull can be made without a contraction. Forceps can also be used for face and breech presentations. Forceps is more often causing maternal tissue trauma than vacuum

Post delivery care
Look for and repair vaginal, cervical and anal sphincter trauma
Beware of PPH

Examine baby for trauma 
DEBRIEF parents
Documentation for operative vaginal delivery

Name of operator and those present, date and time

Indication for procedure

Description of findings

Description of procedure

Suturing; instrument, needle and swab count

I. Shoulder Dystocia Comments and Key notes

Tanzanian Guidelines for managing Shoulder Dystocia are not in conflict with ALSO.

ALSO Key Learning Points:

Definition Shoulder Dystocia: Failure to deliver the shoulders by standard approach.
Mechanism: the anterior shoulders impacts on the maternal symphysis after delivery of the head; a bony obstruction not a soft tissue problem. All manoeuvres are intended to make the pelvis bigger or shoulders narrower or rotate the anterior shoulder away from the symfysis.
Recognition: Fetal head retracts; “turtle neck”. Normal traction does not bring about delivery.
Incidence

50% of SD occur in normal birth weight babies (always be prepared!)

1% in babies 2.5-4.0 Kg
7% in babies 4.0-4.5 Kg

Risk Factors
Prior SD
Diabetes

Post dates

Macrosomia
Short stature
High BMI

Prolonged 1st stage
Prolonged 2nd stage
Head bobbing
Instrumental delivery
Complications
Maternal


Fetal



Soft tissue/anal sphincter injury
Brachial plexus palsy


Uterine Rupture

Fractures (clavikel/humerus)


PPH


Fetal Acidosis



Symphyseal separation

Death

The HELPERR Mnemonic

H. 
HELP! More midwives: Senior obstetrician : paediatrician : scribe : alert anaethetist

E
Evaluate for episiotomy- easier to do in anticipation of SD rather than after the diagnosis. 


Helps with posterior access only, does not relieve SD

L
Legs - McRoberts manoeuvre- flex thighs onto either side of the abdomen. Will relieve 

50-70% of SD

P
Pressure-suprapubic (Rubin 1): CPR hands on side of fetal back: continuous then rocking 

for 30-60 seconds.

E
Enter- 


Rubin 2 manoeuvre
move anterior shoulder with digital pressure from behind


Woods Screw Manoeuvre
add pressure to front of posterior shoulder whilst continuing 



Rubin 2


Reverse Woods Screw
slide fingers down to the back of posterior shoulder and try to 



rotate shoulders in the opposite direction

R
Remove the posterior arm: follow arm down to the elbow using your hand on the side of 

the fetal front, flex arm at elbow and remove. May feel arm snap- keep going

R
Roll woman onto all fours. Increases pelvic diameters. Deliver posterior shoulder with 

downward traction

THE 'ENTER' MANOEUVRES FOR SHOULDER DYSTOCIA CLARIFIED (using 'LOT' position as an example)
 (REMEMBER: Rubin I = "Suprapubic pressure")
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Rubin II
If ROT, insert fingers of LEFT hand at'7 o'clock'
Rubin II+ Wood Screw

If LOT, insert index & middle fingers of right hand through introftus at '5 o'clock'* Swing fingers up & apply pressure with fingertips from
^,i
behind the anterior shoulder If shoulders move into the oblique diameter - attempt delivery
If no rotation occurs, continue Rubin n and add "Wood Screw"
Use fingers of the opposite hand to apply pressure to the front of the posterior shoulder** This can help rotation in the same direction as Rubin n If shoulders now move into the oblique - attempt delivery If unsuccessful try to rotate through 180 degrees to deliver
[image: image19.png]



Reverse Wood Screw

Remove hand on side of feta] fece

***

If rotation in that direction cannot
be achieved change to "Reverse
Wood Screw"
Slide fingers down to the back of
the posterior shoulder***
Apply pressure to rotate in the
opposite direction
Attempt delivery if shoulders
move into the oblique
If unsuccessful, continue rotation
through 180 degrees to deliver
ALL ATTEMPTS AT ROTATION SHOULD BE COMPLETED WITHIN 1-2 MINUTES IF UNSUCCESSFUL-MOVE ON TO OTHER MANOEUVRES

J. Post Partum Haemorrhage

Comments and Key notes

Tanzanian Guidelines: 

for managing PPH are not in violated by the ALSO guidelines, misoprostol is not mentioned but is now a registered drug approved for use in Tanzania

ALSO Key Learning Points:

Post Partum Haemorrhage is defined as more than 500 mls. bleeding post partum.

Severe Post Partum Haemorrhage is defined as more than 1000 mls. bleeding post partum.

PPH is prevented by active management of third stage of labor:

· 10 IU Oxytocin IM at delivery of first shoulder

· Controlled cord traction for delivery of placenta

· Uterus massage at delivery of placenta until uterus is well contracted

· Empty Bladder

· Baby starts breastfeeding as soon as possible (stimulates mothers own production of oxytocin

Post Partum Haemorrhage is globally the most important cause of maternal death. Anaemia following PPH is the single most important predisposing risk factor for developing puerperal sepsis and other infections after delivery.

Post Partum haemorrhage can happen at all deliveries and must be recognized and managed promptly. 

Managing PPH is a teamwork and must be well coordinated.

First thing you do is Call for help: You will not handle a severe PPH alone!!
Management becomes easier if considered in THREE areas: 
A) Head

B) Arms

C) Uterus/pelvis

1. ALL THREE AREAS ARE DEALT WITH CONCURRENTLY

2. The person managing the uterus LEADS & CO-ORDINATES the team

	DON’T FORGET THE ABCs

Remember that an Airway problem will kill quicker than a Breathing problem, which in turn will kill quicker than a Circulation problem.



	


AREA 1 = HEAD
This is ideally suited to the anaesthetist (if one is available):

· Lie  woman flat

· Check airway / check breathing / give oxygen at 15 L / minute

· Talk to patient.  Reassure. She will be frightened.  Most patients will still be conscious.

If in the night:

· Apply oxygen if available

· Run for supervisor and blood, and request Doctor On Call and staffs for  theatre
AREA 2 - ARMS

· IV access

· Take X-match
· Start IV-fluids

· Give medicine

· Check Pulse & BP.

Arms are for Access:
	· IV access. Insert a large bore cannula into each antecubital fossa.  Speediest. Big veins.

	· Check Vitals  X-match 6 units blood (remember – un-crossmatched, type specific will be available quicker)

(An additional plain tube of blood taped to the wall and turned every 5 mins will indicate clotting problem quicker than laboratory);
· Commence 2L  (maximum)  fluid resuscitation with crystalloid (N. Saline or Ringer Lactate)



	


                        BEWARE:   Blood loss is always underestimated.
Drugs to reverse uterine atony:

	· Ergometrine 500 microg ideally IV. (IM slower)

	· Oxytocin (Pitocin) 10 units / hour.  (40 u in 1L N. Saline 250ml  / hour)

Think of these 2 drugs as a pair and not as a sequence.

Keep in reserve:

	      Misoprostol 800microg PR

	

	


AREA 3 = UTERUS

· Rub-up a contraction

· If bladder not catheterised for delivery, catheterise now

· If uterus still atonic ▬►apply formal bimanual compression and keep until bleeding as halted
THESE 3 AREAS ARE NOT A SEQUENCE.  THEY ARE CO-ORDINATED  & OCCUR AT THE SAME TIME.

· Review the  4 “T”s to ensure other causes have been excluded:-     
“Tone (70%), Trauma (20%), Tissue (10%) (Thrombin (<1%))”

· Transfer early to theatre if bleeding persists after x2 doses carboprost

· In theatre, consider other options:  Uterine packing, Balloon tamponade, Laparotomy (aortic compression, ‘B-Lynch’ brace suture, Internal Iliac ligation, Hysterectomy). Barely relevant 

After the acute situation is dealt with:

There are still two essential duties that must be completed by the senior individual who co-ordinated the resuscitation: 

· Documentation.  The notes must be fully written up including the notes made by the “scribe” regarding the time of relevant events.  This original document must be preserved in the records.  Remember, what you have written is what you have done.
· Debrief the patient and her partner.  This may require returning the following day to discuss the problems that have occurred.  A failure to do this can give the impression that there is “something to hide”.  This  must be undertaken by the person who co-ordinated the resuscitation.  Do not delegate this to others.

INITIAL MANAGEMENT OF MASSIVE PPH – ORGANISING THE TEAM 




K. Maternal Resuscitation Comments and Key Learning points:

Tanzanian Guidelines:

The basic resurrection logarithm is not violating Tanzanian guidelines, but the perimortem caesarean section suggested in ALSO is not mentioned and might well be problematic. Recently there has been much discussion in the media and even in the parliament about a case of perimortem caesarean carried out at a hospital in Dar es-Salaam. The case is not settled yet.

ALSO Guidelines for maternal resuscitation


N. Third and Fourth degree Perineal Lacerations

Comments and Key Learning points:
Tanzanian Guidelines:

The Tanzanian LSS-O does not mention to assess for 3rd and 4th degree perineal tears at perineal lacerations or after episiotomy. There is also no mention of how to identify lacerations in the recto-vaginal fascia above the anal sphincter. There is no mention on how to repair 3rd and 4th degree tears. After perineal repair there is no recommendation to check that sutures are not penetrating into the rectum. These recommendations are all part of ALSO guidelines.


The LSS-O mentions that episiotomy should be done “to prevent perineal tears and lacerations”: This is in conflict with ALSO that recommends that episiotomy only should be performed on one indication; “tight perineum” (rare unless female genital mutilation or previous severe perineal laceration) A number of studies have demonstrated how episiotomy will increase – instead of prevent - risk of posterior lacerations including third and fourth degree lacerations. ALSO discourages the routine use of episiotomy.

ALSO Key learning points:

3rd and 4th degree perineal tears are increasing the risk of one of the most disabling conditions following childbirth; anal incontinense. It is important to recognize and treat these conditions.
Risk factors for perineal tears:

· Routine episiotomy

· Assisted vaginal delivery (forceps > vacuum)
· Delivery with stirrups

· Prolonged second stage of labor

· Nulliparity

· Experience of delivery provider

All perineal lacerations should be assessed by:

1. rectal digital exploration, hooking the index finger to catch the Anal Sphincter

2. Bimanual recto-vaginal digital exploration making sure there is no defect in the recto-vaginal fascia above the sphincter; the so-called button-hole lesions that would cause a recto-vaginal fistula.

3. After any perineal or vaginal stitching a rectal exploration must be done to make sure not suturing material has penetrated to the rectum – that could cause a recto-vaginal fistula. If so, the sutures must be removed and stitching must be done over.

The repair and postoperative management of third and fourth degree lesions are described in the ALSO syllabus.
Episiotomy has been demonstrated to increase the risk of perineal trauma including 3rd and 4th degree lacerations and also increasing the risk of PPH. Therefore episiotomy is strongly discouraged as a routine procedure.

If an episiotomy is done an indication should always be stated in the case file. The only indication for an episiotomy is “rigid perineum” (in combination with compromised FHR or prolonged 2nd stage) for example caused by previous suturing or female genital mutilation. At vacuum or forceps delivery and at shoulder dystocia an episiotomy could be considered. The cut should not be made until the perineum is thin, and the baby should be out on the contraction following the cut. 

P. Neonatal Resuscitation
Comments and key learning points

Tanzanian Guidelines:

Are similar to those outlined by ALSO, only difference is, that cardiac compressions are started at HR<80 bpm. Compared to the ALSO recommendation at <60 bpm.
ALSO Key learning points:

YOU CAN SUCCESSFULLY RESUSCITATE WITH THE FOLLOWING MINIMUM EQUIPMENT & SKILLS: (Note that Oxygen is not mentioned)
· Towels to dry and wrap

· Appropriate-sized face mask

· 500ml ventilation bag

· Firm, stable surface (possibly the floor)

· Ability to ventilate  appropriately

· Ability to perform cardiac massage
At all babies the first thing you do after birth is to

1. Dry and stimulate the baby with a towel and wrap it in a dry towel to avoid heat loss. DON’T SUCK THE MOUTH OF THE BABY; IT IS HARMFUL!
2. After one minute you assess
Color, Tone, Breathing and Heart Rate



Steps in resuscitation:

A. Airways: 

· Open the airway - place the child in the neutral position

·  If necessary, provide jaw thrust 
· Only if solid meconium seems to block the airways suction by endotracheal tube under visual guidance by laryngoscope should be considered.
B. Breathing:

give 5 slow (2-3 seconds) inflation breaths to inflate the lungs. Make sure that chest is moving and air gets in the lungs.

If chest is not moving, check Airways again and te position of the ventilation bag.

ASSESS AGAIN A B and C: Getting oxygen into the lungs is often enough to get spontaneous respiration.

If still not group 1:

Assisted ventilation for 30 seconds: inflate 1 second, deflate one second.

ASSESS AGAIN A, B and C:

If  HR < 60 bpm. then

C. Circulation should be assisted by Cardiac compressions.

Cardio-Pulmonary Resurrection (CPR):

· Position of hands for cardiac massage: thumbs in the midline over the sternum just below an imaginary line joining the nipples
· Each compression should halve the distance between the fingers and thumbs: allow some time for the heart chambers to fill between compressions. Usually required for only a short length of time . Alternative position: one hand under back and vertical compression with 2 fingers
· Rate compressions:Ventilation (3:1). Aim at 100 compressions / minute, though the exact rate is not vey important.

ASSESS EACH 30 seconds.

If heart Rate remains below 60 bpm then (though rarely needed)

D. Drugs could be considered:

· Adrenaline 0,01 mg./kg

· Nalaxone: 0,1 mg./kg IM if Pethidine was administered within 4 hours of delivery

If Heart Rate is between 60 and 100 bpm continue CPR until HR is >100 bpm. assessing each 30 seconds.

E. End resurrection if spontaneous circulation is not established within 10-15 minutes.
Early Neonatal Management
25% of neonatal deaths happen within the first day after birth, 75% within the first week.

The main causes of neonatal mortality are:

· Asphyxia

· Prematurity

· Sepsis

60-80% of neonatal deaths happen in low birth weight infants (<2000 gr.)

Basic prevention and management can successfully reduce neonatal mortality significantly.

Prevention:

· All well-responding newborns should be given to their mother immediately after birth and start breastfeeding as soon as possible.

· Skin to skin contact with the mother is the best way of keeping the newborn warm.

· Breastfeeding helps inflate the lungs of the newborn (and prevents the mother from having PPH).

· Do not suction the ventricle

Severe preterm infants

If gestational age is below 34 weeks the mother should have corticosteroids:
Betametazone 12 mg IM twice 24 hours apart

· Reduces risk of perinatal death 68%

· Reduces risk of Respiratory distress syndrome  66%

· Reduces risk of intra-cerebral haemorrhage 54%

Preterm or low birth weight infants - Kangaroo Mother Care: 
· Early, continuous and prolonged skin-to-skin contact between the mother and the baby

· Exclusive breastfeeding

· Initiated in hospital and can be continued at home
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Early feeding:

· The newborn should have mother’s milk. If the mother can’t produce milk, milk from another mother can be considered. 

· Formula or animal milk is last choice because of problems of hygiene – if used it must be boiled for 20 minutes before use.

· Milk should be given either directly or by a cup or spoon. Bottles are difficult to keep clean.

· If the baby can’t swallow a nasogastric tube must be inserted.

Expressing breast milk to feed the baby
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Approximately amount of breast milk needed per feed by birth weight and age
	Birth weight
	Number of feeds/ day
	Day 1
	Day 2
	Day 3
	Day 4
	Day 5
	Days 6-13
	Day 14-

	1000 – 1249 g
	12 (each 2 hours)
	5 ml/kg
	7 ml/kg
	8 ml/kg
	9 ml/kg
	10 ml/kg
	11-16 ml/kg
	17 ml/kg

	1250-1499 g
	12 (each 2 hours)
	6 ml/kg
	8 ml/kg
	9 ml/kg
	11 ml/kg
	12 ml/kg
	14-19 ml/kg
	21 ml/kg

	1500-1749 g
	8 (each 3 hours)
	12 ml/kg
	15 ml/kg
	17 ml/kg
	19 ml/kg
	21 ml/kg
	23-33 ml/kg
	35 ml/kg

	1750-1999 g
	8 (each 3 hours)
	14 ml/kg
	18 ml/kg
	20 ml/kg
	22 ml/kg
	24 ml/kg
	26-42 ml/kg
	45 ml/kg

	> 2000 g
	8 (each 3 hours)
	15 ml/kg
	20 ml/kg
	23 ml/kg
	25 ml/kg
	28 ml/kg
	30-45 ml/kg
	50 ml/kg


Management of Asphyxia
· Early feeding

· Thermal regulation (KMC / SSC)

· Close observation (at risk for sepsis)

Management of sepsis

Risk factors:

· Unhygienic procedures

· Prolonged rupture of membranes >24 hours

· PPROM

· Preterm birth

· Asfyxia
· Intra Uterine Growth Retardation (IUGR)
Signs:

· Unable to breastfeed

· Lethargic or unconscious

· Fast breathing

· Severe chest indrawing

· Grunting

· Fever

· Hypothermia

· Umbilical discharge and redness of surrounding skin

Treatment:

· Early feeding

· Antibiotics: 

· Ampicillin (or penicillin) 25 mg/kg. IV each 6 hours
· Gentamycin 3 mg/kg IV each 12 hours
· Consider antimalarial treatment

· Close observation

Q. Cesarean Delivery Comments and Key Learning points:
Tanzanian Guidelines:

In the LSS-O there is no description of indications and procedures for cesarean delivery or pre- and post operative management. There is a mention that postoperative infections should be prevented by antibiotic treatment and wound inspections. These recommendations are in line with ALSO and other guidelines for caesarean section. The caesarean section technique recommended by ALSO is the Misgav-Ladach method. The perimortem caesarean section is debated in Tanzania for the time being. It is not clear whether this procedure will be considered legal in Tanzania in the future.

ALSO Key Learning Points:

While the caesarean rate is increasing worldwide it is not increasing for the most needy and poor populations.1 The WHO has recommended an average rate of 5 to 15 percent2   as appropriate to meet the emergency obstetrical needs of women, but in the USA the rate is 30.2 percent3 and in the UK 21 percent.


In some countries in sub Saharan Africa the CS rate is decreasing partly due to poor (or no) access to services and lack of health facilities with CS capabilities.. In some West Africa countries it is less than 1 percent. A recent study has suggested a range of 3.6-6 percent as appropriate. 


In several countries in the developing world Cesarean delivery is carried out by mid level providers and the evidence regarding the effectiveness of this approach is generally good
Indications for caesarean section:

Fetal

· Non reassuring fetal heart rate

· Malpresentations: 
transverse lie

· Breech (particularly footling breech)

· Face mentum posterior

· Brow

· Twins if first twin is breech

· Cord Prolapse

· HIV

· Active Herpes Virus

· Congenital anomalies

Maternal-fetal;

· obstructed labor

· True cephalopelvic disproportion

· Placental abruption

· Placenta Previa

· (Perimortem)

Maternal

· 2 times previous lower segment caesarean section (or once classic corporal caesarean section)

· Contracted pelvis

· Obstructive tumors

· Previous fistula repair

· Medical conditions: cardiac, pulmonary, CNS, PIH (if vaginal delivery is not feasible and mother’s condition is unstable)

The Misgav Ladach method is recommended for c/s by ALSO. See provider syllabus for details.

Postoperative regimen:

· Vitals and fundal status (uterus massage) every hour for 4 hours then every four ours for 24 hours

· Intake-Output for 24 hours

· Activity ad libitum, encourage ambulation as soon as possible

· Oral fluid and food intake as soon as nausea resolved

· Cough, deep breathing every hour when awake

· Foley catheter to closed drainage, discontinue first postoperative morning or when ambulating.

· Oxytocin drip to avoid atonia; 20 IU in one litre crystalloid running 8 hours; two litres consecutive.

· Cephalosporin or Ampicillin i.v. as a single dose when cord is clamped.

· Opioids as needed for pain

· Late first postoperative day; hemoglobin

Complications to caesarean section:

Early Maternal:

· Endometritis

· PPH (increased risk after c/s)

· Wound infection (prevention: good surgical technique, suturing material (vicryl instead of catgut and silk) hemostasis, antibiotic perioperative)

· UTI, pneumonia

· Venous Tromboembolism: risk as 3-5 times higher after c/s than vaginal delivery

Early Fetal:

· Respiratory Distress

Delayed Maternal:

· Dehiscence

· Rupture

· Invasive placenta ( placenta previa, PPH, hysterectomy

· Repeat caesarean section

The Tanzanian Magnesium sulphate regimen:





Immediately:


Bolus: 4 gr. IV		AND 


10 gr. IM (5 gr. in each buttock)





Each 4 hours (after checking signs of intoxication):


5 gr. IM


Until 24 hours after delivery or last convulsion)





At repeated convulsions: 


2 gr. IV





Diastolic blood pressure should be reduced to between 90 and 110 mmHg (not lower) by:


Hydralazine 10 mg. IM OR 5 mg IV each 30 minutes


OR


Nifedepine  10 mg. Sublingually each 4 hours.





Vital signs should be checked each 30 minutes!








Tanzanian treatment regimen for cerebral/severe malaria:





Every 8 hours:


10 mg quinine dihydrocloride salt/kg body weight by infusion in 5% dextrose: over 4 hours





As soon as patient can take orally infusion is replaced by tablets (same dose and intervals)





Treatment length: 7 days.





Tanzanian regimen to prevent PMTCT 





At onset of delivery women are supposed to take Niverapine tablet 200 mg. 


After delivery the baby should receive Niverapine Syrup 2 mg/kg. within 72 hours.


*Tanzanian guidelines for PMTCT are under revision





HEAD





Check AIRWAY


Check BREATHING


Administer OXYGEN


Lie FLAT





Note time of relevant EVENTS


Reassure woman








ARMS





Check PULSE and BP


Establish LARGE BORE IV ACCESS x2


X-MATCH 4-6 units blood.


Start FLUID RESUSCITATION (initially x2L crystalloid)





Give DRUGS:


ERGOMETRINE 500microg IV/IM


SYNTOCINON IV INFUSION (10U/hour)


MISOPROSTOL 800microg PR














UTERUS





START HERE - CALL FOR HELP (ensure adequate and appropriate)


RUB-UP CONTRACTION


CO-ORDINATE:


Helper 1 at ‘HEAD’


Helpers 2 and 3 at ‘ARMS’


IF BLADDER FULL or PALPABLE - CATHETERISE 


IF ATONY PERSISTS – APPLY BIMANUAL COMPRESSION


REVIEW OTHER CAUSES – 4 ‘T’s (Tone, Trauma, Tissue, (Thrombin))


MOVE EARLY TO OPERATING THEATRE IF BLEEDING PERSISTS





If a mother is unresponsive and not breathing 


Primary ABC's: 





A- open airway: look. listen for 10 seconds (don't feel for a pulse)





B- Breathing -turn into recovery- if not move onto C





C- Chest compression Ratio 30:2 Centre of chest. More compression force is required   


     because of chest hypertrophy and increased cardiac output in pregnancy





If not delivered: tilt 30 degrees to replace uterus from compressing aorta and v. cava


Aortocaval compression by uterus+fetus causes 30% of the cardiac output to be sequestered. Tilting the patient will increase cardiac output by 20-25% during resurrection.





D- Defibrillation: don't delay: 2 minute cycles of CPR then defibrillate if shockable rhythm





Secondary ABC's





A- Intubate as soon as possible (risk of aspiration)





B- Confirm placement and secure ET tube





C- Identify rhythm and monitor: 2 minute cycles of CPR: check rhythm and defibrillate if 


     shockable rhythm





D- Drugs Adrenaline 1 mg after every 2 cycles of CPR and Defibrillation








Four minute rule


 If not delivered and if circulation is not restored in 4 minutes deliver the fetus: to improve resuscitation efforts: 'Splash and slash' perimortem caesarean section








Group 1


Most babies will be pink, vigorous, scream and have normal heart rate


GIVE THE BABY TO MUM IMMEDIATELY TO GET WARMTH AND TO START SUCKING: THAT WILL HELP INFLATE THE LUNGS OF THE BABY AND MAKE THE MOTHER PRODUCE OXYTOCIN TO MAKE HER UTERUS CONTRACT. THE HEAT FROM THE MOTHER IS MUCH BETTER THAN THE HEAT FROM A LAMP!





Group 2: 


Some babies will remain blue, have moderate tone, gasp and have a heart rate under 100 bpm. After one minute.





Group 3: 


A few babies are white, floppy, not breathing and with very slow heart rate





Group two and three needs assistance by managing the A(Airway), B(Breathing) and C(Circulation)





If the FHR between contractions is persistently below 100 bpm or above 180 (and infection has been excluded) the baby should be delivered fast - if necessary by vacuum or caesarean section.








