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Aim and objective of CALMED
WHO ‘Millennium developmental goal 5: improve maternal health’, has suggested to reduce maternal mortality by
75% from 1990 levels by the year 2015 which is unachievable task and unable to reach the target time (so far
running late). Increasing burden on health provision it is not possible to meet millennium goal by government itself,
therefore it is important that NGOS and government should work together in partnership to avoid duplications and
use the available resources which is already scarce to the maximum in efforts to improve maternal and newborn
morbidity and mortality.
The partnerships have to have strategies which are pro-poor and cost-effective to get more help in training the
health support workers who can work and train other health care worker (such as ASHA) at the primary care level.
Collaborative Action Lowering Maternity Encountered Deaths (CALMED) is a Rotary International programme, in
partnership with the Government of India (National Rural Health Mission – NRHM). This allows a Vocational
Training Team of Obstetricians who will train local professionals in India based on WHO modules of emergency
care of pregnant women and babies. The training will be based on hands-on skill transfer using modern simulators,
pictorial charts, video clips and role playing where required.
After receiving training and certification, these trainees will continue the training cascade of other professionals,
identified by the government. There will be a regular updating of skills, training of village health activists (ASHAs)
regarding pregnancy and child health programmes in particular raising awareness in pregnancy preparation, postdelivery care, baby care, family planning etc. The programme will also include provision of needed resources and
equipment for the future use.
Millennium goal regarding, neonatal health has already demonstrated mortality is on the decline worldwide which
fell by almost one third, from 33 to 21 deaths for every thousand live births. However, the pace of decline has fallen
behind that of post-neonatal mortality. As a result, the proportion of deaths occurring in the first 28 days of life has
increased, from 37 per cent in 1990 to 44 per cent in 2012.
Most neonatal deaths are preventable. The best possible way of reducing neonatal mortality is through greater
investment in maternal care during the first 24 hours after birth, particularly in labour and delivery care and other
high-impact interventions. There is increase in institutional deliveries globally, still too many births occur outside
health facilities therefore it is important to provide training to health care provider in those areas.
These guidelines are in accordance with evidence based practices. Despite this and despite the rapidly increased
emphasis on the use of evidence-based to prevent harmful practices which remain common in this modern age.
Timely intervention and appropriate interventions will avoid unnecessary complications to both maternal and
neonatal well-being.
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Message from Dr. Himansu Basu , Programme Director , calmed
Reduction of Maternal and Child mortality through avoidance of preventable maternal and child deaths is an
important area of focus of Rotary International. The calmed model (Collaborative Actions in Lowering of Maternity
Encountered Deaths) is a new approach to an old problem which has evolved over 4 years, following discussions
and guidance from many individuals representing the Professions, Public Health Experts, Rotary and the
Governments. It aims at empowering the community and the professions to take collaborative action in partnership
with the Government, for effective sustainable actions
So what is the calmed solution?
The programme, components of which are based on evidence, was first introduced in Sikkim, India in 2013 – initial
results confirmed reduction of Maternal Mortality Ratio (MMR), professional capacity development through increase
in number of Master Trainers and of professionals trained in BEmONC and increased community awareness
through ASHAs.
This second project in Bhuj , India is a collaboration between Rotary District 1120 in the UK and District 3051
together with Inner Wheel groups in India, Government Departments of Maternal and Family Health, National
Health Mission, Professional Bodies (FIGO & FOGSI), GAIMS) and Local Community Groups. We offer our sincere
thanks to them.
The Rotary Vocational Training Team (VTT) of 6 Obstetricians from England will train medical staff in India, using
the ‘Train the Trainer’ model, training manuals, videos and manikins, to reinforce up-to-date training methods and
fast track skills transfer. They will train the first group of Professionals to become ‘Master Trainers’, who in turn will
continue the work in partnership with the visiting VTT Obstetricians, and subsequent to their departure will train
other basic Medical Staff and Nurses in obstetric emergencies, cascading and spreading the acquired skills and
knowledge throughout the target area. There will be ongoing mentoring of Master Trainers and return visits in 18
and 36 months. This evidence based project offers long term sustainability and capacity building.
We hope that these Manuals, in conjunction with other equipment and Simulators will act as catalysts in promoting
and dissemination of BEmONC training in the target areas and beyond
As Rotarians, we are all excited about this innovative programme, as it offers a solution to Millennium Development
Goal (MDG5 and SDGs), a major focus for Rotary International. We thank a number of organisations, including our
collaborators FIGO, FOGSI, GLOWM, LAERDAL Global Health, Medical Aid Films (MAF) and AYZF, Rotary
Foundation, RFPD and IFRD. In particular we express our gratitude to Prof Sir S Arulkumaran, Prof Hamid
Rushwan, and Mr David Bloomer. We thank also members of the calmed Vocational Training Team, who are all
volunteers, for their valuable contributions, specially to Dr. Prabha Sinha and Dr. Rachana Dwivedi for their untiring
efforts in editing these volumes.
Rotarian past Governor- Dr Himansu Basu, FRCS, FRCOG, PhD.

Programme Director, calmed
November, 2014
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Approximately 289 000 women died and approximately 10 million became ill or disabled during pregnancy and
childbirth in 2013 worldwide, 99% occurred in developing countries only. However this has also suggested 45%
decline in maternal mortality from 1990 in some Asian and Northern African countries. With an estimated 136,000
deaths, India has the highest burden of maternal mortality in the world.
Most death occurred in the absence of lack of emergency basic care and skilled birth attender. Therefore it is
important that care should be provided by trained personnel who are aware of basic quality care to ensure maternal
well-being during and after delivery.
Risk of maternal death in developing country is almost hundred times more than the developed countries (1:38).
Apart from child birth next important cause is availability of effective contraception. Almost 10% of all women do not
have the facilities to use contraception which will reduce number of maternal deaths by almost a third. As 33 million
unwanted pregnancies occurred between 2011 and 2015 some died due to complications during pregnancy,
childbirth and unsafe abortion.
There is an urgent need to address the problem of all maternal deaths during pregnancy and childbirth in the SouthEast Asia Region, which are currently estimated at 240000. Quality maternal care is also important in preventing
new-born deaths and morbidity. Over three million new-borns die within the first week of life; in addition, more than
three million babies are born dead (again mostly in developing world).
Problem Statement for the Indian population: Almost two-thirds of Indian women, mostly living in villages, give birth
at home. In India, there are only 43 doctors for every 10,000 population as against the US, which has 2,340 doctors
for the same number of population. A WHO report – five years ago – said that India needs to add 80,000 hospital
beds each year for the next five years to meet the demands of its population. India has actually succeeded in
adding a large number of big and modern hospitals with multi-specialties. These hospitals, however, fail to cater to
the majority of the real target beneficiaries in an urgent need of these services.
India is one of the few countries in the world where women and men have nearly the same life expectancy. In most
developing countries, women of reproductive age (15 to 49 years) constitute a little more than one-fifth of the total
population. The fact that the typical female advantage in life expectancy is not seen in India suggests there are
systematic problems with women’s health in the country. Indian women have high mortality rates particularly during
childhood and in their reproductive years. More than 100,000 Indian women die each year of pregnancy related
causes according to National Health Policy 2002.
Maternal Mortality Ratio (MMR) in India was a high 407 death per 100,000 live births. However, other sources put
the MMR at a much higher 540 (NHFS and UNICEF data, 2000). The leading factor contributing to high maternal
mortality is lack of access to health care. These women are exposed repeatedly to the risk of pregnancy and
childbearing. Socio-economic conditions and the inadequacy of medical and health facility, are the two main risks of
morbidity and mortality. The death of the woman who, in most developing countries, plays the principal role in the
rearing of children and the management of family affairs is a significant social and personal tragedy.
iii

Each year in India, roughly 30 million women experience pregnancy and 27 million have a live birth (Ministry of
Health & Family Welfare, 2003). Of these, over 100,000 maternal and one million new-born deaths occur annually.
Millions more suffer pregnancy related ill health. Despite a series of programmatic initiatives, there is little evidence
that maternity has become significantly safer over the last 20 years. With 16% of the world's population, India
accounts for over 20% of the world's maternal deaths.
Our vision for making pregnancy safer
Linear relationship has been demonstrated between maternal mortality and the presence of skilled birth attender
present at delivery decreasing from almost 1800 to less than 10 per 100,000 births in individual countries.
Sri Lanka has attained significant success in reducing maternal mortality using this strategy by providing skilled
attendant (with midwifery skills) present at every birth. Skills include the capacity to initiate the management of
complications and obstetric emergencies, including life-saving measures where needed.
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MATERNAL DEATH SURVEILLANCE & RESPONSE (MDSR)
Most maternal deaths are preventable. The Maternal Death Surveillance and Response (MDSR) approach
provides the means to understand the underlying causes and factors that lead to death and develop
solutions (Figure 1). It facilitates gathering of information and allows for its strategic use in guiding public
health actions and monitoring the impact of those actions.
Effective implementation of MDSR can directly impact the quality of care and improve maternal and
perinatal health outcomes.
MDSR must be recognized as an important component of any MOH strategy to reduce or eliminate
preventable maternal mortality. There is also need to engage the government for providing legal protection
for families, communities and service providers and professional organizations for their role in ensuring
medical practice is aligned to accepted standards.

Maternal Death Surveillance & Response (MDSR) system: is a continuous action cycle

APPROACHES
MDSR consists of four step to find the cause and implement action to reduce mortality:
(i) identification and notification of death;
(ii) review of maternal deaths;
(iii) analysis and interpretation of aggregated findings from reviews;
(iv) response and action.
1. IDENTIFICATION & NOTIFICATION OF MATERNAL DEATHS
Maternal deaths are easier to identify in a hospital and a dedicated person should be responsible for
collecting the data on the daily basis (pregnant or within 42 days of the end of a pregnancy).
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Reporting of suspected maternal deaths from the community is usually done by community health workers
(CHW). Where no CHWs exist, other community representatives can do the reporting to the appropriate
authority.
2. REVIEW OF MATERNAL DEATHS
WHO recommends that each case of maternal death be reviewed with the following objectives:
(a)
(b)
(c)
(d)

to check the completeness and accuracy
to determine causes of death,
identify preventable areas and associated factors,
and suggest interventions

3. PROVIDE RESPONSE
MDSR committee makes recommendations based on the findings to prevent such deaths in the future.
These may include community- or facility-based interventions such as making protocols and guidelines,
improving and making easy access to the health services available in the vicinity
4. PLANNING FOR MDSR IMPLEMENTATION
The initial focus should be on maternal deaths in the hospitals and gradually expands to include entire
districts, and finally to national coverage.
Once facility-based surveillance and response component is well functioning, the approach can then be
expanded to the community level, and add perinatal deaths.
Figure 2: Main Dimensions for a Phased Roll-out of MDSR system
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5. MONITORING AND EVALUATION
Monitoring of the MDSR system is necessary to ensure that the system is functioning adequately and
improving. It is also important to assess the reporting and the information received are on time covering all
aspects of the investigations and assessed annually.
6. STRENGTHENING CIVIL REGISTRATION/VITAL STATISTICS SYSTEM (CRVS)
Mortality data are a critical component of the public health information, including maternal deaths, should
be reported to the civil registration / vital statistics system (CR/VS). In developed countries, maternal
mortality ratios are derived from vital statistics. MDSR can contribute to the development of the CR/VS
system.
7. USE MDSR FOR ACCOUNTABILITY AND ADVOCACY
Government should disseminate all the results which is periodic and transparent for every maternal death.
The cause of maternal deaths is the ingredients for powerful and effective advocacy for saving mothers and
babies’ lives.
Collaboration with families, communities, health service providers and development partners is critical and
enhances the likelihood of success.
Under the stewardship of the MOH in countries, roles and responsibilities of different departments and
ministries need to be identified.
WHO (2011). Accountability for women’s and children’s health. Geneva: WHO. Available at:
http://www.who.int/woman_child_accountability/resources/en/
World Bank (2011). Maternal Death Audit as a Tool Reducing Maternal Mortality. Washington, DC: World
Bank.
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Modified WHO Safe Childbirth Checklist – 30 items
Checklist Item
Does the mother need Fast
Track Emergency Referral?
- 1 Item
Is it a ‘Red Flag’ Situation?
• Haemorrhage?
• Fits? Visual disturbance?
Headache ?
• Blood Pressure above
170 / 120?
• Severe Infection?
• Obstructed Labour?
On admission of the mother to
the birth facility - 8 Items
Does mother need Normal
Referral?

Partograph started?

Decision

‘Golden Hour’ Concept
□ Yes
□ Yes

Arrange Fast Track Emergency Transfer to
Hospital
AND Arrange Fast Track Reception at Hospital

□ Yes
□ Yes
□ Yes
□ No

See Normal Referral below

□ Yes,
organized
□ No

According to facility's criteria

□ Yes

□ No
Does mother need to start
antibiotics?

Action

□ Yes, given

Start plotting when cervix ≥ 4 cm, then cervix
should dilate ≥ 1 cm/hr. Every 30 min: plot heart
rate, contractions, fetal heart rate. Every 2
hours: plot temperature. Every 4 hours: plot
blood pressure
Will start when ≥ 4 cm
Give if temperature > 38oC, foul-smelling vaginal
discharge, rupture of membranes >18 hours, OR
labour >24 hours

□ No
Does mother need to start
magnesium sulphate?

□ Yes, given

Give if (1) diastolic blood pressure ≥110 mmHg
and 3+ proteinuria, OR (2) diastolic blood
pressure ≥90 mmHg, 2+ proteinuria, and any:
severe headache, visual disturbance, OR
epigastric pain

□ No
Does mother need to start antiretroviral medicine?

□ Yes, given

Give if mother is HIV+ and in labour

□ No
Supplies available to clean
hands and wear gloves for each
vaginal exam
Birth companion encouraged to
be present at birth

□ Yes
□ Yes
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Confirm that mother/companion
will call for help during labour if
mother has a danger sign
Just before pushing (or before
Caesarean) - 5 Items
Does mother need to start
antibiotics?

□ Yes

Call for help if bleeding, severe abdominal pain,
severe headache, visual disturbance, urge to
push, OR difficulty emptying bladder

□ Yes, given

Give if temperature > 38oC, foul-smelling vaginal
discharge, rupture of membranes >18 hours
now, labour >24 hours now, OR caesarean
section

□ No
Does mother need to start
magnesium sulphate?

□ Yes, given

Give if (1) diastolic blood pressure ≥110 mmHg
and 3+ proteinuria, OR (2) diastolic blood
pressure ≥90 mmHg, 2+ proteinuria, and any:
severe headache, visual disturbance, OR
epigastric pain

□ No
Are essential supplies at bedside
for mother?
• Gloves
• Soap and clean water
• Oxytocin 10 IU in syringe
Are essential supplies at bedside
for baby?
• Clean towel
• Sterile blade to cut cord
• Suction device
• Bag-and-mask
Assistant identified and informed
to be ready to help at birth if
needed?
Soon after birth
(within 1 hour) - 9 Items
Is mother bleeding too much?

□ Yes
□ Yes
□ Yes

□
□
□
□

Yes
Yes
Yes
Yes

Prepare to care for mother immediately after
birth: (1) Exclude 2nd baby, (2) Give oxytocin
within 1 minute, (3) Controlled cord traction to
deliver placenta, (4) Massage uterus after
placenta is delivered
Prepare to care for baby immediately after birth:
(1) Dry baby and keep warm, (2) If not breathing:
stimulate and clear airway, (3) If still not
breathing: cut cord, ventilate with bag-and-mask,
(4) shout for help

□ Yes

□ Yes, shout
for help

If bleeding >500 ml, or if >250 ml and severely
anaemic: massage uterus, consider additional
uterotonic, start intravenous line, treat cause

□ No
Does mother need to start
antibiotics?

□ Yes, given

Give if placenta manually removed, or if
temperature >38oC and any: foul-smelling
vaginal discharge. lower abdominal tenderness,
rupture of membranes >18 hours at time of
delivery, OR labour >24 hours at time of delivery

□ No
Does mother need to start
magnesium sulphate?

□ Yes, given

Give if (1) diastolic blood pressure ≥110 mmHg
and 3+ proteinuria, OR (2) diastolic blood
pressure ≥90 mmHg, 2+ proteinuria, and any:
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severe headache, visual disturbance, OR
epigastric pain
□ No
Does baby need referral?

Does baby need to start
antibiotics?

□ Yes,
organized
□ No
□ Yes, given

According to facility's criteria

Give if antibiotics were given to mother, OR if
baby has any:
• breathing too fast (>60 breaths/min) or too
slow (<30
breaths/min),
• chest in-drawing, grunting, convulsions, no
movement on stimulation,
• OR too cold (temperature <35oC and not rising
after warming) or too hot (temperature >38oC)

□ No
Does baby need special care
and monitoring?

□ Yes

Recommended if more than 1 month early, birth
weight <2500 grams, needs antibiotics, OR
required resuscitation

□ No

Does baby need to start an antiretroviral medicine?

□ Yes, given

Give anti-retroviral medicine if mother is HIV+

□ No
Started breastfeeding and skinto-skin contact? (if mother and
baby are well)
Confirm that mother/companion
will call for help if:

□ Yes
□ Yes

If: Mother has bleeding, severe abdominal
pain, severe headache, visual disturbance,
breathing difficulty, fever/chills, OR difficulty
emptying bladder

Confirm that mother/companion
will call for help if:

□ Yes

If: Baby has fast or difficulty breathing, fever,
unusually cold, stops feeding well, less activity
than normal, OR whole body becomes yellow

Before discharge - 7 Items
Is mother’s bleeding controlled?

□ Yes
□ No,

Does mother need to start
antibiotics?

□ Yes, given

Treat and delay discharge
Give if temperature >38oC and any: chills, foulsmelling vaginal discharge, OR lower abdominal
tenderness

□ No
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Does baby need to start
antibiotics?

□ Yes, give
antibiotics,
delay
discharge, and
give special
care or refer

• Give if breathing too fast (>60 breaths/min)
or too slow (<30 breaths/min),
• chest in-drawing, grunting, convulsions, no
movement on stimulation,
• too cold (temperature <35oC and not rising
after warming)
• or too hot (temperature >38oC),
• stopped breastfeeding well, OR umbilical
redness extending to skin or draining pus

□ No
Is baby feeding well?

□ Family planning options
discussed and offered to mother
Confirm that mother/companion
will call for help if:

□ Yes
□ No

Help and delay discharge

□ Yes

Mother has bleeding, severe abdominal pain,
severe headache, visual disturbance, breathing
difficulty, fever/chills, OR difficulty emptying
bladder
Baby has fast or difficulty breathing, fever,
unusually cold, stops feeding well, less activity
than normal, OR whole body becomes yellow

Confirm that mother/companion
will call for help if:

□ Yes

Follow-up arranged for mother
and baby

□ Yes

Revised 22 Feb 2015
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CHAPTER 1: TIPS FOR BEING A GOOD FACILITATOR
Introduction
The job of a good facilitator is to make sure that those they are teaching learn what they intended to learn. If they
do not learn you have not done your job properly. Valuable time and money is spent on attending and delivering
courses and it is our duty to ensure that the learners get the best they can out of it. Remember you are a
facilitator, not a lecturer, nor an instructor. You are there to help students teach each other and teach themselves.
The only way to learn how to facilitate or how to teach is… to teach. Experience and introspection will guide the
evolution of your teaching philosophy as everyone teaches in their own different way, it’s just a matter of finding
your own way.
Here are a few tips to help becoming a successful facilitator:
• Wear appropriate attire and maintain professional demeanour
• Time management – always keep to time and if required use a stop-watch / alarm
• Feel free to ask for advice or help – there will be more experienced facilitators or colleagues to help you
• Remember participants are from different backgrounds in terms of learning, experience, socio-culturalreligious beliefs and that should be respected
• Many participants will never have been to a “hands on” “skills and drills” course such as this one and may
be unfamiliar with this type of teaching.
• The participants are all adult learners and their approach to learn is different from what you may be used to
There are some approaches or techniques to facilitation that are universally applicable irrespective of the
methodology that is being employed. The following are some of the tips that you may find helpful:
Safety
•
•
•
•

You have a responsibility for the safety of the learners.
Ensure that you and the participants are aware of the health and safety arrangements of the venue.
Do not teach any mouth to mouth techniques
Practice and teach universal precaution with sharps

The principles of adult learning…
• Adults are generally in a learning situation because they want to be not like children who are in a learning
situation because they have to be. If adults don’t want to learn they will not. Therefore...
• Adults have a vast experience and they value learning that is related to their own life experience
• Adults appreciate self-directed learning rather than those that depends on others
• Adults must enjoy what they are doing. They will not enjoy humiliation and fear
• Adults must see a reason for what they are doing and their reasons are very varied
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• Learning must be interesting, relevant, applicable, achievable and learners must be able to say they have
achieved something
• Adults value learning that has applied interest on their everyday work
• Adults learn in many different ways and therefore it is important that a variety of teaching methods are at
your disposal i.e. lectures, hand-on skills, group discussions etc.
Common teaching approaches: This model applies to all teaching methods such as lectures, scenarios,
skills, workshops and demonstrations.
Any teaching activity should have a defined beginning (sometimes known as a ‘set’), middle and a defined end
(sometimes known as ‘closure’). The ‘set’ is about setting the context of the teaching, emphasising its
importance and stating which important points will be covered, explaining how this will be done and setting the
mood. The ’closure’ is about emphasising the main points that have been covered.
• Begin by greeting the audience, as this is very important in most cultures. After this introduce yourself, your
name, where you are from and what your job is. Then start with the beginning ‘set’ – this is covered on a
summary slide at the beginning of every lecture. If necessary, add to this the arrangements for questions such
as ‘I will take questions at the end’ and set the mood.
• Hold your head up and throw your voice as if you are talking to somebody at the back of the room in case
where you are delivering a lecture. If you are doing a one-to-one teaching in obstetric emergencies keep the
voice calm but ensure what you are saying is heard by all concerned.
• Please note that for many people attending these courses, English is NOT their first language. Speak
clearly; avoid colloquial language, slang, jokes, etc. Use simple English.
• You can put out questions to all participants or to individuals. Be careful not to ‘humiliate’ participants, be
sensitive to cultural practice, and be aware that some healthcare providers will have many years of experience
(although practice may be different to what you are used to). When the answer comes, repeat it so that all the
audience hear the answer.
• Always summarise the discussions and give feedback on the performance
• Ensure you are well aware of the contents of both the Facilitator and Trainee manuals
• Ensure beforehand that all the equipment you need to conduct a particular session is available
Giving a Lecture
• Prepare the lecture slides beforehand and check that it will open in a previous windows software
• Practice giving the lecture and familiarise yourself with the slides
• Speak freely, not too fast and with confidence – loud and clear.
• Maintain eye contact with the audience and do not read from the slides.
• Stand to the right of the screen and half way between the screen and the audience making sure you can
reach the laptop to change the slides.
• When you take questions make sure the audience has heard it and if necessary repeat it.
• If a question is not easily answered in the group ask for the help of the facilitators or anyone has any ideas,
relevant experience, etc. Keep the discussion brief & elaborate in breakout stations and during break times.
• Give a Take Home Message from the presentation
9

Breakout Sessions
The breakout sessions take the form of skills practice (demonstrations), clinical scenarios, workshops,
discussions etc.:
You will have very detailed instructions on how to run the breakout sessions in which you are involved. You will
be allocated your breakout sessions well ahead of the course and this will be on the Facilitators’ programme.
You will usually work together with an experienced member of the faculty. The manual contains lists of
equipment required for each session. It is your responsibility to make sure all the equipment is in the room and
laid out where your breakout session will be held before the session begins. Before you start, make sure you
have the right candidate group in the room (indicated on the programme). You can select one of the
participants to be the ‘main performer’ or better still if anyone volunteers to be one. Try and involve more than
one participant in the role plays e.g. doctor, midwife, partner, anaesthetist, patient’s relative etc. It is good to
rotate the role playing so that everyone gets a chance and more importantly no one feels that he / she is being
picked all the time.

Scenario
A scenario is the method of teaching that involves creating a real life event e.g. post-partum haemorrhage and
how to approach it. The facilitator (s) acts as the patient. The facilitator explains the clinical situation by
introducing the topic and how the session will be conducted. Start by presenting the clinical situation and run
the scenario as mentioned in the workshop manual and finish by summarising the station, learning points and
inviting questions.

Skill station (Demonstration)
A very good method for teaching a skill is to use the ‘four parts’ process. This involves:
•
•
•
•

Demonstrating the skill.
Demonstrating and describing the skill.
Demonstrating the skill and asking one of the participants to describe it.
Getting each learner to actually do it and describe what they are doing.

It is suggested that the first three steps are done with the learner group all looking on. The more full sets of
equipment at the station the better, as more than one learner can carry out the doing and describing step at
the same time. After each participant had an opportunity to demonstrate the skills conclude the session by
summarising the learning points. If there is insufficient time, or there is someone in particular who has not had
sufficient time, you can suggest that learners come back to the station at the break times.

Workshop
As with any teaching session make the ‘set’ by introducing yourself and saying how the session will run.
There are instructions in the breakout session on how specifically to run the workshop. Ask if there are any
questions and make the closure by emphasising the main points.
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Discussion
There are two sorts of discussion – open and closed. An open discussion is where comments are made from
individual to individual without going through the discussion leader. A closed discussion is one where the
leader is at the centre of the discussion and comments are all passed though the leader. A closed discussion
allows the leader to control the direction and content of the discussion and is preferred especially when you
are working on a strict time-bound schedule.

Mentoring
Mentoring is to support and encourage people to manage their own learning in order that they may maximise
their potential, develop their skills, and improve their performance. The mentoring system is an extremely
valuable part of the learner’s experience of the course. It is a partnership between two people (mentor and
mentee) normally working in a similar field or sharing similar experiences. It is a helpful relationship based
upon mutual trust and respect. A mentor is a guide who can help the mentee to learn and achieve on the
course and foster a bond that will help them achieve their full potential in the long term. The mentoring process
is usually mentee driven, confidential and person focussed.

Feedback
Feedback following any performance is useful although this is not a pass or fail course. It is important to start
by mentioning what went well (highlighting the positives) and this can be done by asking the participant to
highlight what they felt went well. This should be followed by discussing the points that could improve their
performance. The feedback should always be given in an encouraging and sensitive manner
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CHAPTER 2: CARE DURING PREGNANCY AND CHILDBIRTH
Teaching Tools
•

Power point Lectures:
- Maternal Health Situation in India
- Normal Labour, Delivery and Immediate Postnatal Care
- New-born Resuscitation and early new-born care

•

DVD: Normal Labour, Delivery and Immediate Postnatal Car, neonatal resuse

•
•
•
•
•
•

Breakout Session
2.1- Normal Labour Management (scenario)
2.2- Normal Delivery and immediate Postnatal Care (skill)
2.3- Neonatal Resuscitation
Simulator- Mama Natalie, neo Natalie, mama U
Birthing kit

2.1: Normal Labour Management (scenario)
Key Points
This is a discussion about the management of a woman in the 1st stage of labour. The facilitator will lead a
discussion with participants about women friendly and evidence based care and making a diagnosis of
labour. It is important to discuss the use of enema and shaving in preparing a woman for delivery;
mobilisation during labour; companionship during labour; pain relief; and eating and drinking in labour and
the use of IV fluids.

Knowledge of the topic
•
•
•
•

To describe the care of the woman in the first stage of labour
To identify harmful practices this should be avoided
To identify beneficial practices this should be promoted
To describe and assess progress of labour

List of equipment needed
•
•

Flip chart and pens / blackboard and chalk
Cervical dilatation chart
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F: A 23 year old woman called Saraswati arrives at the hospital. This is her first baby. She has strong
contractions, every 3 minutes, lasting 40 seconds. The midwife examines her and the cervix is 4cm
dilated and fully effaced with a vertex presentation just above the ischial spines.

F: Is she in Labour?
P: Yes because...... 2-3 uterine contractions in 10mins, shortening and thinning of the cervix during,
cervical dilatation 4cm dilated. Midwife wants to give the woman an enema and shave the public area.
What do you think about this care?
P: Response:
•
•

Enema should not be given.
Shaving should not be done.

F: Why should these not be done? Why do you think these should be done?
P: No evidence to say that these practices are beneficial to the woman. Pubic shaving: this is now not
recommended. In a systematic review of perineal shaving on admission, the reviewers concluded that the
evidence to date offers no support for routine perineal shaving for women prior to labour (Basevi and
Lavender 2007). Use of enema: enemas do not have a significant effect on infection rates such as perineal
wound infection or other neonatal infections and women’s satisfaction. This evidence does not support the
routine use of enemas during labour and therefore such practice should be discouraged.
F: The midwife accompanies Saraswati into the labour room and asks her mother to stay outside.
Saraswati starts to cry and says she is frightened and would like her mother to stay with her. What do you
think the midwife should do? And why?
P: Allow the mother to stay with Saraswati. Companion during labour and delivery is recommended. The
systematic review that looked at continuous support for women during labour clearly shows that it is
associated with a reduction in the likelihood of operative delivery, medication for pain relief, caesarean
delivery and women were more likely to be satisfied and had slightly shorter labours (Hodnett et al 2007).
F: Saraswati continues to have strong labour pains. She says that the pain is unbearable. The midwife talks
to Saraswati and explains that labour pains are essential for the progress of labour. What else could the
midwife do?
P: Responses:
•
•
•
•

Massage her back
Encourage her to move around
Help her into different positions
Offer medication for pain relief such as....
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F: (What do participants have available at their place of work?)
• Ask the mother to massage her back and talk to her
F: The midwife decides to give Saraswati some intravenous fluids as she has not drank any fluids since
arriving in the hospital. What do you think about this?
P: Responses:
• Encourage Saraswati to take some oral fluids during labour
• Ask the mother to prepare some drinks for Saraswati
• Lack of evidence for the benefit of restricting oral fluids and food. Value and safety of routine
intravenous fluid therapy has been questioned
F: Encourage discussion among participants-What is their current practice? What are the changes they
would like to make? How can they go about making improvements in their place of work?
Discuss harmful practices/beliefs that prevent evidenced based care being supported. E.g. mobilisation and
standing in labour believe the baby may fall on the floor.
F: Ask the group to describe how they would assess the progress of labour?
P: Responses:
• Fetal descent (abdominal palpation/pelvic)
• Cervical dilatation and effacement
• Uterine contractions
*four hourly monitoring
F: Now practice assessing cervical dilatation on the reference charts and assess dilatation on reference
chart with eyes closed. Each participant to be given a chart to practice.
F: How accurate have you found your estimates to be?

2.2: Normal Delivery and Immediate Postnatal Care (skill)
Key Points
Briefly describe how to conduct a normal delivery and the immediate care of the woman following the
delivery. The facilitator demonstrates how to do a normal delivery using the models and what care to give
to the woman for the first two hours after delivery. Using the four part process of teaching skills
(demonstrating the skill; demonstrating and describing the skill; demonstrating the skill and asking one of
the participants to describe it; and getting each participant to actually do the skill and describe what they
are doing), ensure that all participants practice how to conduct a normal delivery and provide immediate
postnatal care.
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Knowledge of the topic
• To describe the care of the woman in the second and third stage of labour and the immediate
postnatal period
• To identify harmful practices which should be avoided
• To identify beneficial practices which should be promoted

List of Equipment needed
• Mama Natalie & Neonatal Towels for baby
• BP cuff
• Stethoscope
• Thermometer
• Syringe labelled ‘oxytocin’
• Placenta
• Pinard stethoscope
• Scissors
• Cord clamp /ties (delivery set)
• Misoprostol
• Ayaz birthing kit
Facilitator can discuss:
• Use of episiotomy:
Not routine
If episiotomy is performed it needs to be done using local anaesthetic where possible. For suturing local
anaesthetic MUST be given – routine suturing without anaesthetics leaves women frightened and reluctant
to attend for an institutional delivery.
• Position for delivery:
Allow the woman to adopt her position of choice, for example squatting, lying down, on all fours, upright
• Pushing:

Once the cervix is fully dilated and the woman is in the expulsive phase of the second stage, encourage the woman
to assume the position she prefers and encourage her to push.

• Delivery of the head:
➢ Ask the woman to pant or give only small pushes with contractions as the baby’s head delivers.
➢ To control birth of the head, place the fingers of one hand against the baby’s head to keep it flexed
➢ Continue to gently support the perineum as the baby’s head delivers.
➢ Once the baby’s head delivers, ask the woman not to push.
➢ Feel around the baby’s neck for the umbilical cord:
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If the cord is around the neck but is loose, slip it over the baby’s head, If the cord is tight around the neck,
doubly clamp and cut it before unwinding it from around the neck.
• Completion of delivery:
➢ Allow the baby’s head to turn spontaneously.
➢ After the head turns, place a hand on each side of the baby’s head. Tell the woman to push gently with
the next contraction.
➢ Reduce tears by delivering one shoulder at a time. Move the baby’s head posteriorly to deliver the
shoulder that is anterior.
➢ Lift the baby’s head anteriorly to deliver the shoulder that is posterior.
➢ Support the rest of the baby’s body with one hand as it slides out.
➢ Clamp and cut the umbilical cord.
Most babies begin crying or breathing spontaneously within 30 seconds of birth.
➢ Place the baby on the mother’s abdomen or chest. Thoroughly dry the baby, wipe the eyes and assess
the baby’s breathing.
➢ Ensure that the baby is kept warm and in skin-to-skin contact on the mother’s chest. Wrap the baby in a
soft, dry cloth, cover with a blanket and ensure the head is covered to prevent heat loss.
➢ Palpate the abdomen to rule out the presence of an additional baby(s) and proceed with active
management of the third stage.
• Active management of the third stage of labour:
Active management of the third stage (active delivery of the placenta) helps prevent postpartum
haemorrhage. Active management of the third stage of labour includes:
➢ Early clamping and division of the umbilical cord
➢ Prophylactic use of oxytocin for delivery of the placenta
➢ Controlled cord traction.
Oxytocin
Within 1 minute of delivery of the baby, palpate the abdomen to rule out the presence of an additional
baby(s) and give oxytocin 10 units IM.
➢ Oxytocin is preferred because it is effective 2–3 minutes after injection, has minimal adverse effects and
can be used in all women. If oxytocin is not available, give ergometrine 0.2 mg IM or prostaglandins.
Make sure there is no additional baby(s) before giving these medications.
Do not give ergometrine to women with pre-eclampsia, eclampsia or high blood pressure because it
increases the risk of convulsions and cerebrovascular accidents.
•
➢
➢
➢
➢
➢

Immediate care of the woman:
Assess contraction of uterus and bleeding regularly
Check for tears and suture
Wash and make comfortable, Give pain relief
Assess and record BP, pulse, respirations and temperature
Encourage her to pass urine, Give refreshments
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• Newborn care:
Skin-Skin, keep warm: check breathing, colour and temp regularly (15min), Tie and cut the cord, keep
clean and dry, Early initiation of breast feeding, keeping the baby with the mother
➢ Avoid harmful practices e.g. routine suctioning, hanging upside down, slapping.

2.3: Resuscitation and Care of the Newborn (Skill)
Key Teaching Points
•
•

To learn basic life support of the lifeless infant
To understand management of other emergencies of the newborn

Key Learning Objectives
•
•
•

To recognise the newborn requiring resuscitation
To practise Basic Life Support for the newborn
To discuss the initial management of the newborn

Equipment List
• Towels x 2
• Baby Resus and Baby from pelvis
• Neonatal self-inflating bag and mask x2 (e.g. Ambu bag and mask)
• Stethoscope x2
• Heat source (pretend)
• Identified designated area for resuscitation
[Type a quote from the document or the summary of an interesting point. You can position the

Methods
text box anywhere in the document. Use the Text Box Tools tab to change the formatting of the
pull quote text box.]

• Make sure everyone saw the lecture and Video
• Each candidate runs through resus of baby giving a running commentary of what’s happening
• Correct any errors as they go along
• Once scenario complete if any mistake the candidate must repeat scenario once others have had their
go until everyone can demonstrate effectively.
• Have a discussion at the end surrounding hypothermia, hypoglycaemia and cord care.
• Candidates can keep copies of the flow charts to hang in their delivery rooms.
Workshop Scenario:
F: You are in the labour ward here and you have just been called by your colleague who has delivered a
baby who looks lifeless. Demonstrate what action you will take
Participant should demonstrate:
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Basic Life Support
• Call for help, Start the clock
• Dry baby and wrap in a fresh towel and keep warm
• Assess initially by listening with a stethoscope at the apex – heart rate is used as a guide to the
success of the resuscitation
• Assess APGAR score as soon as possible after opening the airway and drying/warming the baby.
Sign

0 Points

1 Point

2 Points

Skin colour

Cyanosis pallor

Peripheral cyanosis

Pink

Muscle tone

Flaccid

Moves limbs

Good

Resp. Effort

None

Gasps

Good

Heart rate

None

<100

100

Response to stimulus

None

Slight

Good

Use the flow chart on the following page to help guide the candidate
Assess Newborn
Check APGAR
Breathing and muscle tone
Airway- establish an airway
Clear only if necessary
Neutral position to maintain patency

chest compression

head encircling

Breathing
If no breathing give PPV
Or if heart rate is less than 100/min
Reassess breathing and heart rate
Circulation:
If HR <60
Provide ECC+ PPV at 3:1
Reassess the heart rate
Drugs –
If HR remaind < 60/min
Adminster Adrenalin
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Newborn life support flow chart
Term gestation? Breathing or crying? Good tone?
No
Prevent heat loss. Ensure open airway, stimulate

HR below 100? Gasping or apnoea

Yes
Positive pressure ventilation spO, Monitoring

HR below100?

yes
Ensure open airway. Reduce leaks, consider
increasing pressure and oxygen
HR below 60?

yes
Add chest compressions, 3 compressions to each breath, 100%oxygen, consider intubation or LMA

HR below 60?

Venous access, adrenaline, consider volume expansion

At all stages ask : Do you need help?
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Further Discussions

Hypothermia, Hypoglycaemia and cord care discussion.
The Facilitator leads a discussion covering the following:

1.Hypothermia
Hypothermia (<36.5oC) must be prevented routinely by handing baby to mother and starting to suckle (not
in HIV+) as soon as possible, ensuring a warm environment, avoiding early bathing, wet covers, clothes or
nappies. Avoid medical examinations at this stage if possible as this will cause hypothermia. Note that in
many cases women still are not given anything during labour by way of fluids; post-delivery, warm mother =
warm baby – provide blankets and warm fluids (for example porridge) for mother. Try and discuss what
participants’ practice is.
If the newborn becomes hypothermic, place on mother’s bare chest or abdomen and cover both mother
and child. Give the mother a hot drink to increase her skin blood flow. Promote Kangaroo care .
Immediately treat the newborn for hypoglycaemia as below. Monitor rectal temperature every hour until
normal. Discuss what is local practice/participants’ experience.

2. Hypoglycaemia
The main symptoms of hypoglycaemia (blood glucose <3 mmol/l or clinical suspicion) are:
Lethargy, drowsiness or unconsciousness;
Convulsions;
Eyelids partly open or retracted;
And/or hypothermia (<36.5oC).
Stress that mostly blood glucose cannot be measured on the spot, therefore do it if only indicated by
clinically. Hypoglycaemia should be routinely prevented by frequent small feeds (breast feeding preferred)
and treatment of suspected intercurrent infection.
If hypoglycaemia is suspected continue to breastfeed if possible and/or give 5ml/kg glucose 10% IV and/or
5 ml/kg glucose 10% by NG tube.
It is very important to stress the importance of breastfeeding if at all possible; it’s only not possible if the
mother is HIV+ and a suitable bottle-feeds is available and agreed. If convulsions occur, exclude other
causes e.g. malaria, meningitis, thiamine deficiency, hypo / hypernatremia. Mention tetanus as cause of
convulsions, mainly at end of the first week.

3.Care of the Cord
Clamp the cord and cut in between the two clamps. Advise not to put any substances on it.
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CHAPTER 3: USING THE PARTOGRAPH
TEACHING TOOLS
•
•
•
•
•

Powerpoint Lecture: How to use the Partograph
Breakout Sessions
3.1 - Using the Partograph: Normal Labour – case 1 and 2 (workshop)
3.2 - Using the Partograph: Dysfunctional Labour - case 3 (workshop)
3.3 - Using the Partograph - Failure to Progress - case 4 (workshop)

Notes On How to Conduct Sessions
The facilitator will conduct all four exercises one after the other. The facilitator will proceed to the next case
as the bell rings in the usual way. The schedule table looks slightly different from the others as participants
and facilitators stay in the same room:

Room

1

2

3

20mins How to fill out a partograph /normal labour cases 1 and 2

A

B

C

20mins Primary Dysfunctional Labour (case 3)

A

B

C

20mins Failure to Progress (case 4)

A

B

C

20mins Obstructed labour, diagnosis and referral for Ruptured
Uterus (case 5)

A

B

C

Time

Session

Note for this session the partograph commonly used in India has no latent phase and no section on
descent of the head. The examples in this manual used, is the new WHO partograph which is similar
except that it does have descent of the head documented.
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3.1: Using the Partograph – Normal Labour (workshop)
Key Points
•
•
•

When to initiate the partogram
Participant to record on partogram
Discuss the action needed

Knowledge of the topic
•
•
•
•
•

To learn when to start a Partograph
To practise using the Partograph
To learn how to interpret the Partograph (normal labour)
To describe the various parts of the Partograph
To discuss using the Partograph

Equipment List
•
•

Laminated/ photocopied partographs
Pencils & rubbers

Key Features of the Partograph
•
•
•

No Latent phase
Plot starts from cervical dilatation 4cm
Fetal heart rate between 100 and 180 beats per minute

The Partograph used in India at peripheral levels has been modified to make it simpler and easier to use.
The latent phase has been removed and plotting on the Partograph begins in the active phase when
the cervix is 4 cm dilated.
Note that the Partograph should be enlarged to full size before use. Record the following on the
Partograph:
The following information should be summarised on a flip chart before the session begins, and left for
participants to view at all times
Patient information: Fill out name, gravida, parity, hospital number, date and time of admission and time
of ruptured membranes.
Fetal heart rate: Record every half hour.
Amniotic fluid: Record the colour of amniotic fluid at every vaginal examination:
• I: membranes intact;
• C: membranes ruptured, clear fluid;
• M: meconium-stained fluid;
• B: blood-stained fluid.
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Cervical dilatation: Assessed at every vaginal examination and marked with a cross (X). Begin plotting on
the Partograph at 4 cm (some countries use 3cm) on the alert line
Alert line: A line starts at 4 cm of cervical dilatation to the point of expected full dilatation at the rate of 1 cm
per hour.
Action line: Parallel and 4 hours to the right of the alert line.
Note descent of head not currently documented on partograph used at PHC and MCH level but the
concept may be taught.
Descent assessed by abdominal palpation: Refers to the part of the head (divided into 5 parts) palpable
above the symphysis pubis; recorded as a circle (O) at every vaginal examination. At 0/5, the synciput (S)
is at the level of the symphysis pubis.
Note that although new WHO partograph does not explicitly state this, descent of head and position also
assessed at VE and noted.
Hours: Refers to the time elapsed since onset of active phase of labour (observed or extrapolated).

Time: Record actual time.
Contractions: Chart every half hour; palpate the number of contractions in 10 minutes and their duration in
seconds.
•
•
•

Less than 20 seconds:
Between 20 and 40 seconds:
More than 40 seconds:

Oxytocin: Record the amount of oxytocin per volume IV fluids in drops per minute every 30 minutes when
used.
Drugs given: Record any additional drugs given.
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Pulse: Record every 30 minutes and mark with a dot (●).
Blood pressure: Record every 4 hours and mark with arrows.
Temperature: Record every 2 hours.
Protein, acetone and volume: Record every time urine is passed.

Discussion of Case Scenario and Charting on Partogram
The purpose of practising case 1 & 2 is to see if participants know when to start & to complete a normal
Partograph

Case 1
Rekha is a 22 year old primigravida who presents to labour ward at 4 am contracting irregularly, she gives
no history of rupture of membranes. Her blood pressure was 120/74mmHg, pulse of 80/min and
temperature 36.9. On abdominal examination
Contracting 1 to 2 in 10 minutes, lasting less than 20 seconds. She has a longitudinal lie and cephalic
presentation. The head is 4/5 palpable per abdomen and FHR 140/min.
On vaginal examination she was 2 cm dilated.
Questions:
What action will you take?
Expect not in labour do not start Partograph, as not in labour. Give analgesia if needed, observe and
discharge home, if possible, with suitable advice.

Case 2
Sunita is a 24 year old Para 2 39 weeks pregnant having contractions for the last 3 hours, on the way to
hospital she has ruptured her membranes. On admission her Blood pressure was 126/70mmHg, pulse 90
and temperature 37.C On Abdominal examination she had 3 contractions in 10 minutes lasting for up to 35
seconds. She has a longitudinal lie and cephalic presentation. Fetal heart rate140 beats/minute. On vaginal
examination she was 4 cm dilated. It is 5pm.
Questions:
What action will you take?
Expect: in labour, start Partograph. Allow participants to enter data and correct where necessary.
Further information Case 2 (put these up on the flip chart)

Case 3
At 9pm
FHR: 146/min, Liquor clear, Cervix:
8cm dilated, Head: 2/5 palpable,
Contractions: 4 in 10 lasting 45
seconds each

Questions: Enter data in to Partograph.
Any action required?
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Expect: Making good progress so continue observation and
anticipate delivery.

Primary Dysfunctional Labour
The purpose of this session on how to use the Partograph is to focus on primary dysfunctional labourcontinued suboptimal progress in labour – distinguishing it from sudden arrest of labour (Case 4).
Durga Gupta is a 20 year old primigravida who presented to labour ward in spontaneous labour. On
admission she was 6 cm dilated with intact membranes. FHR was 140/min, temperature 37.5C, BP
130/72mmHg, pulse 80/min. She has a longitudinal lie and cephalic presentation.
Durga has been in Labour ward for 10 hours.

Summary Table
Admission

Cervix

Contractions FHR

Liquor

Head

Moulding

Caput

6am

5cm

3 :10, 40sec

140

Intact membranes

4/5

0

0

10am

5cm

2 :10, 20sec

146

ARM – clear

3/5

0

0

12pm (pm)

8cm

2 :10, 10sec

140

clear

2/5

0

+

4pm

9cm

2 :10, 20sec

144

clear

2/5

0

+

Maternal vital signs had remained normal throughout
Plot the information on a Partograph.
After each plot (6am, 10am, 12pm and 2pm):
•
•

Ask participants when next examination should be?
Discuss after how often VE should be repeated (different answers possible!)

Question: Comment on the Partograph
What actions are required?
• Augment labour with oxytocin infusion
• Consider analgesia. What is available locally? What is actually given for pain relief in labour?
Brief comments on when further review should take place after oxytocin started
•
•
•

Patient was admitted in labour
Labour not progressing well-cervical dilatation, to the right of alert line.
No signs of obstruction or fetal distress
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Failure to Progress
The purpose of this station is to recognise the pattern of normal labour being halted in the late first stage of
labour and considering the causes.

Case 4
Hansa is in her fifth pregnancy and has been labouring at home for the last five hours her membranes
ruptured couple of hours ago, she was 4 cm dilated on admission and is contracting 3in 10 lasting 30
seconds. The fetal heart rate is 140 beats per minute. Discuss when one would do next VE – then give the
info for 2pm.

Summary Table
Time

Cervix

Contractions

FHR

Liqour

Head Moulding

Caput

10 am
(Admission)

4cm

3 : 10, 3 sec

150

Spontaneous
rupture, clear

3/5

+

+

2pm

6cm

4 : 10, 40 sec

156

Blood stained

3/5

++

++

4pm

6cm

4 :10, 45 sec

164

Meconium
stained

3/5

+++

++

•
•
–
–
•
–
–
•

Plot the information on a Partograph
Comment on the Partograph
What is your explanation for the arrest in labour?
What other information would you like to know and why?
What actions are required?
In a BEOC facility more than 2hrs away
In a CEOC facility less than 2hrs away or In a CEOC facility
Discuss what participants would/should do in their local setting(s).

This is a case of secondary arrest of cervical dilatation and descent of presenting part with caput and
moulding. Suspect obstructed labour.
Arrest of labour is unlikely to be due to inefficient contractions – therefore syntocinon should not be
considered and actually could be harmful (rupturing uterus).
Assess:
• Size of fetus
• Presence of moulding
• Amount of head palpable abdominally
• Application of presenting part to cervix and Station of the head
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Look for other signs of CPD; cervix poorly applied to presenting part, oedematous cervix, ballooning of
lower uterine segment, formation of retraction band (Bandl’s ring), maternal and fetal distress, ketonuria
Diagnose obstructed labour; note fetal distress and ketonuria.
Discuss
This means there is an urgent need to perform Caesarean Section. Patient may need transfer to a place
where CS and blood transfusion services are available - CEOC facility
If time allows summarise the two cases of Partograph and discuss again. Recapping the differences
Discuss the difference between obstructed labour and prolonged labour

Case 5
F . Mrs SA is a 24 year old Gravida 4, Para 3+1 admitted in active labour at term at 10am. Maternal vital signs
BP 130/70mmHg, Pulse 86/min, temp 370C. You are called. What would you do?
F . Get participants to put this info on a partograph. “What will you do?”
Summary table
Admission

Cervix

Contractions

FHR

Liquor

Head

Moulding

Caput

10am

4cm

3 in 10, 30sec

140

Spontaneous rupture
2 hrs ago, clear

3/5

0

0

2pm

8cm

3 in 10, 40sec

156

clear

3/5

+

+

4pm

9cm

4 in 10, 45sec

120

clear

1/5

++

++

Expected Actions
•
•

Examine patient to confirm findings, Respect privacy
Start Partograph, Examine after 4 hours

•

Encourage support from a birth companion

•
•
•
•
•

Ensure good communication by staff
Support breathing and relaxation with contractions
Encourage mobility
Encourage hydration and nutrition
Encourage bladder emptying
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F Get participant to put this info on the partograph. “What will you do?”
F Any other information needed?
P Check position of fetus
F Position of fetus – Discuss malposition. Note rotation in mid pelvis is physiological
P OP is a common cause of secondary arrest
P OA position identified may lead you to consider arrest is due to increased fetal size/small pelvis
P Recognise risk of uterine rupture with oxytocin as contractions are good
Discuss
•
•

Discuss: Contractions good? Would use oxytocin or not? Discuss risk of uterine rupture.
Discuss what action needed if contractions not good.
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Chapter 4: The Structured Approach to assess a sick patient - Ruptured
Uterus
History
Mrs Amisha Patel is in
her second pregnancy
which has been straight
forward. She had a
caesarean section last
time and has been in
labour at home for last
18 hours. She is very
keen on having a normal
delivery and hence saw
the TBA; she is agitated
& feels faint.

Expected Actions

P Call for help
F Ask who
P Senior people available?
P Get brief assessment of airway; Hello how are you Mrs Tilt, look
for chest movements, listen for breath sounds, listen and feel for
breathing
F All normal
P Move quickly to assess circulation by presence of pulse, colour,
assessment of level of consciousness and BP
F Pulse 120 / minute, BP 80/60

Discuss
Mode of transfer if this
patient is at a
peripheral unit
providing only BEOC

P Get IV access and send bloods and attach IV fluids
F Send bloods for what? Why?
P Palpate abdomen
F On abdominal examination, there are no uterine contractions, fetus
is in oblique presentation, and the fetal heart cannot be heard. There
is some fresh blood loss PV.

What is needed?

P Suspect major concealed haemorrhage due to ruptured uterus

Monitoring of patient
en route

F (lead participant to this conclusion if necessary)

Need to alert CEOC
facility, etc.

F On VE cervix is 6cm, the presenting part is high, and some light
PV bleeding. Facilitator says blood loss estimated at 500-600mls.
‘Patient’ suddenly says she feels very unwell, very agitated & starts to
haemorrhage profusely).

P Conduct a vaginal examination

F Ensure participants again go through ABC and manage condition
appropriately. Pay attention to need of blood transfusion
P Should indicate there is a need to perform Laparotomy
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CHAPTER 5: RESUSCITATION (CPR)
TEACHING TOOLS
•
•
•
•

Little Anne Manikin
Pocket mask
Ambu bag and mask
Stethoscope

Skills to Acquire
➢ understand & perform CPR in pregnant patient
➢ Structured Approach
➢ Maintaining Airway & Rescue Breaths
➢ CPR

Maintaining the Airway & Rescue Breaths (skill)
➢
➢
➢
➢
➢
➢

Safe approach, Call for help
Place mother in left lateral position (if pregnant more than 20 weeks)
Check airway
Look for chest movements, listen and feel for breath sounds.
To open airway: manoeuvres involved are
head tilt, chin lift and jaw thrust

➢
Once airway patency has been confirmed, maintain it and administer
oxygen by face mask. If airway
opened but difficult to maintain oral airway (Guedel) should be inserted. Reassess patient by look, listen
and feel. If patient not breathing but airway remains patent then deliver breaths by face mask and ambu
bag at the rate of 10 breaths per minute. This should be continued until mother recovers

To recognise that the cycle of ABC will need to be repeated following the systematic approach. After
10 minutes patient is unresponsive. How will you manage?
The intention here is that the participants work as a team to give CPR.
Learning objective: To know how to perform CPR
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Head Tilt & Chin lift

Jaw thrust
Grasp the angles of the lower jaw and lift with both hands one
on each side moving the jaw forward

CPR - Basic Life Support (Skill)
In the absence of breathing despite a clear airway,
chest compressions should be commenced
immediately
Call for help if patient not responding
Having assessed airway and breathing we will
move on to circulation.
Place the patient in left lateral position (if more
than 20 week pregnant).
Commence chest compression 30:2 or 15:1 (any
ratio is accepted depending up on the local
protocol). Rate of chest compression should be
100/minute. Continue basic life support until
patient responds or advanced life support team
arrives.

Cardiopulmonary Resuscitation: Basic Life Support 1 (skill)
Scenario
A 28yr old in her first pregnancy at 33 weeks gestation was brought in feeling unwell and drowsy for the
past few hours. Observations showed pulse of 138/minute, BP systolic of 60mm hg and temp of 39°C.
How would you manage?
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CHAPTER 6: SHOCK AND THE UNCONSCIOUS PATIENT
Learning points
Lectures
Scenario
SCENARIOS
Key Points

Structured approach ABCD
Treat reduced level of consciousness
Apply AVPU assessment
Assess fetal well-being and viability

Secondary survey (Head to toe examination

Knowledge of the topic (summary)
Resuscitate Unconscious patient
Define shock
Recognise shock
Discuss principles & management of hypovolaemic & septic Shock
Identify other shock syndromes (Anaphylactic Shock)
Discuss the causes of collapse

List of equipment needed
Guedel airway
Stethoscope
IV Cannula
IV Giving set
IV fluid (Ringers lactate, Normal saline)

blood sample bottles
Urinary catheter
BP cuff
Pinard’s stethoscope
Pillow

Workshop
6.1 Skills Training - (Unconscious Patient)
The common shock is hypovolaemia and treatment is to restore cellular and organ perfusion with adequate
oxygenated blood.
Aim is to maintain an adequate cardiac output (Cardiac output = stroke volume x heart rate) to maintain
organ perfusion.
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History: You are called to
assess a lady who had
delivered 6 hours ago. She
was found collapsed in the
ward. How would you
manage?
She was breathing but
very noisy with partially
obstructed sounds
Breathing: Apply oxygen
mask

ABC approach
Shake and shout
If no response Call for help

Perform head tilt and chin
lift assess airway patency
again
The patient to be put into
the recovery position to
reduces the chance of
aspiration of gastric fluid
into the lungs.

Airway: look for chest
movements, listen for breath
sounds, listen and feel for
breathing.

This makes breathing clearer
and less noisy but as soon as
chin lift is Place oropharyngeal
Makes breathing less noisy
airway released breathing
becomes noisy again.

Chin well up to keep the respiratory
passage open
Mouth downward to enable drainage
Arms and legs are locked for stability

Circulation is assessed by presence of pulse, colour,
assessment of level of consciousness, and BP.
The HR is 96 / minute, warm and well perfused and BP
80/60 mm Hg.

Recovery position

Get IV access and send bloods and commence IV fluids

Obtain blood for FBC group and save, U&E, LFT, glucose, urine dipstick.
Assess level of consciousness by AVPU (Alert, Voice, Pain, and Responsive) method Consider cause
of altered level of consciousness

PPH may have been the cause of collapse in this patient. Her state may have also been due to a
convulsion.
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Carry out in depth assessment to consider possible causes
Hypovolaemia

Convulsion

Eclampsia

Septic

Epilepsy

Meningitis

Able to assess features of sepsis and other shock conditions
Assess pupils to look for signs of cerebral bleed.
Repeat vital signs: RR, HR, and BP
MEOWS Chart recording and develop local policy to alert and intervene timely

6.2 Hypovolemia (Workshop)
Key Points
Recognise signs of shock
Replacement of volume

Knowledge of Topic
Manage hypovolaemic shock
Identify cause of hypovolaemia
Treat the cause of shock

Check List
Guedel
airwaySuction
catheter
Ambu oxygen
mask

Cannulae of
various sizes
Syringes
Giving set

Stethoscope
Blood sample bottles

IV fluid (Ringers lactate/Normal saline)
Urinary catheter

Pinard stethoscope

BP cuff

History: 28 year old lady had normal delivery 30 minutes ago. She gives a history of heavy PV
bleeding. She is pale, breathless and agitated. Heart rate is 140/minute, BP 80/60.
How will you manage?
History: A 21 years old lady who had delivered 9 days ago was admitted from home to a health centre
with PV bleeding. She was noted to be drowsy, confused and agitated with laboured breathing. She has
not passed urine for 10 hours.
How would you manage?
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Expected Actions
Call
help

for

ABC
approach

malarial slide, and
commence iv fluids

Commence
nasal oxygen

Observation: BP
100/40mm Hg,
pulse 130/minute,
Temperature
40°C

IV access and
obtain bloods
for FBC, U&E,
LFT, Group and
save,

Examine to assess
source of infection

Consider possibilities of
Endometritis

Peritonitis

Breast infection or abscess

Pneumonia

Pelvic abscess

Pyelonephritis

Abdominal or perineal wound infection

tuberculosis

AVPU assessment shows that the patient is responsive to voice. Identify causes of septic shock and
commence appropriate IV antibiotics

Fluid
management

Send blood,
vaginal swab,
urine for culture
and sensitivity

Postpartum sepsis is
one of the five main
causes of mortality

Transfer patient to a unit
where blood and theatre
facilities are available.
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6.3 Septic Shock (Workshop)
Key Points
ABCD approach to recognise and treat septic shock
Identify the causes of septic shock
Treatment of the common causes of septic shock

Key Learning Objectives
Discuss pathophysiology of sepsis
Recognise sepsis
Supportive management
Increase awareness understanding & knowledge
Golden hour of sepsis management

Equipment
Oropharyngeal airway

Suction catheter

Oxygen mask

Stethoscope

Cannulae of various sizes

Syringes

Giving set

Blood sample bottles

IV fluid (Ringers lactate/Normal saline)
thermometer

BP cuff
Urinary catheter

History: A 21 years old lady who had delivered 9 days ago was admitted from home to a health centre with
PV bleeding. She was noted to be drowsy, confused and agitated with laboured breathing. She has not
passed urine for 10 hours. How would you manage?

Expected Actions
Call for
help
malarial slide,
and commence
iv fluids

ABC
approach

Commence
nasal oxygen

Observation: BP
100/40mm Hg,
pulse 130/minute,
Temperature 40°C

IV access and
obtain bloods for
FBC, U&E, LFT,
Group and save,

Examine to assess
source of infection
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Consider possibilities of
Endometritis

Peritonitis

Breast infection or abscess

Pelvic
abscess

Pyelonephritis Abdominal or perineal wound infection

Pneumonia
tuberculosis

AVPU assessment shows that the patient is responsive to voice. Identify causes of septic shock and
commence appropriate IV antibiotics

Fluid
management

Send blood, vaginal
swab, urine for
culture and
sensitivity

Postpartum sepsis is
one of the five main
causes of mortality

Transfer patient to a unit
where blood and theatre
facilities are available.
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CHAPTER 7: HAEMORRHAGE
Learning Tool
Workshop
Video
NASG video
Mama Natalie
Haemorrhage is leading cause of maternal death. 50% of death is due to substandard care. The key
message is anticipation, prevention and effective management with early recognition of haemorrhage
The pregnant women may lose 1200-1500 ml of blood before showing signs of hypovolaemia
Immediate replacement of the blood loss by crystalloid (3 l of normal saline/ Hartman)
Replacement with blood if loss more than 1.5 litres Colloid (1-2 l if blood immediately not available)

Approach should be golden minute rule
ABC approach
Call for help
Commence IV fluids at 250ml/hour, Transfer to a unit where blood and theatre facilities are available
Highlight women die as too little blood is give too late! Fall in BP is a LATE sign.
If available, blood should be given when losses exceed 1.5 l i.e. 30% of circulating blood volume. If
blood not available it continue with fluid resuscitation which can be life-saving..
If EWS is triggered (1 red or 2 yellow measurements) alert the doctors to review the patient within 30
minutes. Consider transfer to a center with theatre and blood facilities are available

7.1 Volume Replacement (Workshop)
Key Learning Objective
Estimate blood loss correctly
Correlate blood loss with clinical signs
Principles of fluid and blood replacement in cases of hypovolaemia
Identify early warning signs
List of Equipment
Venflon , Swabs
IV dripset

Red colour
water bottle

MEOWS chart
PICTORIAL Chart
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Pictorial Guidelines to facilitate visual estimation of blood loss at obstetric haemorrhage
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P : IV access obtain blood for FBC, U&E, LFT, Group and save and cross match if facility available or
arrange transfer of the patient to a unit where blood and theatre facilities are available.
Abdominal palpation shows rigid, hard uterus placenta abruption with concealed haemorrhage suspected.
Vaginal examination showed 6cm, patient delivers normally but bleeds profusely. EBL 1.5 L
Back to ABC approach
F : Pulse 130 / minute and BP 80/60 mm Hg (Patient deteriorating and and if at BEMOC)
P : Arrange transfer to a unit with facilities for blood and theatre facilities
If at CEMOC then Transfuse whole fresh blood as soon as possible if available.
Following delivery (what preparation required discuss)
Uterus contracts down and bleeding stops
Continue intensive monitoring for further 24 hours with MEWS chart, hourly input/output monitoring and
monitor blood loss.
Discuss differential and management of placental abruption/ placenta praevia

7.2 Antepartum Haemorrhage (Workshop)
Key Points
To ensure the participant approach in structured way
Knowledge of the topic (Summary)
Recognise and differentiate between placental abruption and placenta praevia (severity)
Types and management of placenta praevia
Management of placental abruption and signs of DIC (Coagulopathy)

List of Equipment
Oropharangeal airway

Oxygen mask

IV canulae

IV dripset

blood sample bottles

syringes

Stethoscope

Pinnard stethoscope

Yankaeur cathete

BP appartus

sucker r

Pillows
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Skills Training
To estimate blood loss and correlate the severity of shock
Blood volume loss

BP ( systolic change)

Symptoms & signs

Degree of shock

500-1000ml

Normal

Palpitation, dizziness
tachycardia

Compensated
Mild

1000-1500ml
(15-25%)

Slight fall(80100mmhHg)

Weakness,sweating,
tachycardia

1500-2000 ml
(25-30%)

Moderate Fall
(70-80mm Hg)

Restlessness,pallor
oliguria

Moderate

2000-3000 ml
(35-45%)

Marked fall
(50-70mm Hg)

Collapse, anuria

Severe

History
A 25 year old multiparous woman was admitted at 36 weeks gestation with history of bleeding per vaginum.
She appears very pale and drowsy. How would you manage?
P: check for response. (AVPU score is V)
Expect to follow the flow as below. Facilitate as participant move on
Call for help

ABC

Commence

Observations:BP 80/60 mm Hg, Pulse

approach

oxygen

120/minute, RR 29 /minute

P : IV access obtain blood for FBC, U&E, LFT, Group and save and cross match if facility available or
arrange transfer of the patient to a unit where blood and theatre facilities are available.
Abdominal palpation shows rigid, hard uterus placenta abruption with concealed haemorrhage suspected.
Vaginal examination showed 6cm, patient delivers normally but bleeds profusely. EBL 1.5 L
Back to ABC approach
F : Pulse 130 / minute and BP 80/60 mm Hg (Patient deteriorating and and if at BEMOC)
P : Arrange transfer to a unit with facilities for blood and theatre facilities
If at CEMOC then Transfuse whole fresh blood as soon as possible if available.
Following delivery (what preparation required discuss)
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Uterus contracts down and bleeding stops
Continue intensive monitoring for further 24 hours with MEWS chart, hourly input/output monitoring and
monitor blood loss.
Discuss differential and management of placental abruption/ placenta praevia

7.3 Post-Partum Haemorrhage: Atonic Uterus (Workshop)
Key Points
Anticipation and identify risk factors
Knowledge of uterotonics
Knowledge of surgical and compression techniques

Knowledge of the topic (Summary)
To recognise sign/symptoms of PPH
Cause of PPH
Pharmacological management of uterine atony
Knowledge of compression and use of improvised balloon tamponade
List of equipment needed
Foley catheter with condom

IV drip set

flipchart and pens,

Knitted uterus and placenta

Water in a bag

String

Laminated compression techniques (B-lynch, aortic compression, Modified compression, non-pneumatic
anti-shock garment)
Skills Training – with possible diagrams
Use of balloon tamponade
Bimanual Compression
Compression sutures, NASG
Definition:
PPH is defined as bleeding from the lower genital tract of 500mls and above after delivery. Primary PPH is
bleeding within 24 hours of delivery, Secondary PPH after 24hrs but within 6 weeks.
Difficulty in estimating blood loss: In some women blood loss of less than 500mls may result in a significant
physiological change such as low blood pressure, which threatens the woman’s life.
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Common cause of PPH is atonic uterus when uterus fails to contract after delivery and it remains soft and
boggy. If uterus is not palpable at all in abdomen, consider uterine inversion.

Discuss risk factors for atonic uterus:
Antepartum haemorrhage, Prolonged labour
Distended uterus; large baby, polyhydramnios, multiple pregnanciy, grand multiparity, fibroid uterus
Retained products of conception, Full bladder

Causes of PPH :
Tone: poor uterine contraction after delivery.
Tissue: retained products or blood clots.
Trauma: to genital tract.
Thrombin: coagulation abnormalities.

Prevention of PPH
Active management of third stage of labour:
Oxytocic after checking there is no intrauterine fetus
Clamp and cut umbilical cord, Controlled cord traction
Institute early breast feeding when appropriate

Management of atonic PPH
ABC approach and lower the head end of the bed
Commence nasal oxygen, IC access and obtain blood and commence IV fliuds
Empty the bladder, Check for placental completeness
Give oxytocic drugs Discuss uterotonics.

Bimanual compression

To prevent PPH- Consider balloon tamponade using
condom or Foley catheter if unresponsive to oxytocin and
evaluate for other causes of PPH
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Case scenario 1
24 yr old in her fourth pregnancy 28 weeks pregnant presented with history of shortness of breath and
increased fatigue. Her observations were: Pulse rate-110/minute, BP 90/60 mm Hg. On examination she
appears pale. Uterus measures small for gestational age.

Management: ABCD approach
Investigations- FBC, U & E's, peripheral blood smear, Haemoglobin electrophoresis, stool for occult blood.
Discussion:
Management - diet/ pharmacological
Prevention:

Scenario-2
19 yr old in her second pregnancy, BMI of 17, she had a normal vaginal delivery 3 days ago but the blood
loss at delivery was estimated to be 1.2 litres. She was oral iron therapy. Observations: Pulse: 130/min, BP:
90/40mmhg, RR: 26/min, Saturation -96% on air
She has presented with SOB and increased fatigue.
ABCD Approach
Chest- air entry equal
CVS- systolic murmur mitral area
Hb- 4.8 gm/dl
Management- IV access, septic screen
Judicious use of fluids, safe transfer to a unit with
blood transfusion facilities.
Long term management, iron supplements 100
mg and folic acid 0.5 mg twice daily, combined
with Mebendazole 100 mg bd for 3 days OR
single dose of Albendazole 400 mg, health
education regarding contraception , spacing and
dietary modifications.
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NASG for the management of PPH
The Non-pneumatic Anti-shock Garment (NASG) is a low-technology first-aid device used to stabilize
women who are suffering from obstetric hemorrhage and shock. It can be placed on women who are
hemorrhaging decreases blood loss, recovers women from shock and keeps them alive while they are
traveling to a hospital or awaiting treatment.
It is made of neoprene and VelcroTM and looks like the lower half of a wetsuit, cut into segments. It can be
applied by anyone after a short, simple training.
A woman can bleed to death in two hours or less, and in rural areas, where hospitals may be days away,
this leaves little hope for women suffering from hemorrhage. Also, in places that have limited resources,
clinics and hospitals might not have the staff or supplies needed to save a women’s life. Women die waiting
for the treatment they need. This simple device helps women survive delays in getting to a hospital and
getting the treatment that they need. Assists women to survive delays in transport and treatment by
compressing the lower body with nine articulated segments closed tightly around the legs, pelvis, and
abdomen.

The NASG is light, flexible and comfortable for the wearer. It does not need to be removed for uterine
massage, examinations or vaginal procedures, with the abdominal part only being opened for abdominal
surgery. Upon application a patient’s vital signs are often quickly restored and consciousness regained.
As there are no other tools for shock management outside of referral facilities, and no safety issues found,
consideration of NASGs as a temporary measure during delays may be warranted. Uncontrolled
hemorrhage can lead to irreversible hypovolemic shock, multiple organ dysfunction syndrome, and
mortality. Uterotonics are also recommended for treatment of atonic PPH, but they do not always stop
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hemorrhage. Neither administration of uterotonics nor balloon tamponade will treat non-atonic OH (e.g.
ruptured uterus, ruptured ectopic pregnancy, vaginal/perineal lacerations, etc).
Until recently, the only tools available at lower levels might be elevating the woman’s lower extremities and
referral. Transport during referral can take hours, sometimes days. Upon arrival at a tertiary center (or even
for women who begin hemorrhage in a tertiary facility), there may be long delays before blood transfusions
can be arranged and complete
Open NASG. The articulated leg segments 1,2,3
attached to the pelvic segment (4), and abdominal segments
(5, 6) contain a foam ball for extra pressure.

Mechanical compression

Non-pneumatic Anti-Shock Garment (NASG)

links to U tube Vide
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CHAPTER 8: SEPSIS
8.1 Workshop: Infection Control (Scenario and Skill)
Learning Objectives
Importance of infection control
Describe the methods of infection control
Practice correct hand washing technique

Why is infection control important in obstetrics?
• There is significant maternal morbidity and mortality associated with sepsis
• Prevents postpartum infection and neonatal infection
• Prevents transmission of infections such as HIV and hepatitis B
• Prevents infections in health care providers
• Cost effective

Possible sources of infection:

Health care
staff

Other patients
/ relatives

Environment

Blood,
Body fluid

Poor hygiene
from the patients

Contaminated
sharps, instrument

Simple steps towards Hand Hygiene
Apply enough gel to cover all hand surfaces & rub palm to palm Rub back of each hand with palm of other
hand with fingers interlaced.
Rub palm to palm with fingers interlaced. Rub tips of fingers in opposite palm in a circular movement.
Rub each thumb clasped in opposite hand using a rotational movement. Rub with back of fingers to
opposing palms with fingers interlocked. Finally each wrist with opposite hand, Hand washing should take
15-30 seconds.
Items to be acquired in labour room for maintaining Infection control:
Soap,
bleach and
detergent.

Clean
water

Washed
clean towels

Sharps box

Sterile gloves,
masks

Disposable
Container
plastic aprons for placenta
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Safe Disposal of
sharp’s

Safe Disposal of the
placenta

Dealing with a blood
spillage

Prevention of infection from
used instruments:

Use each
disposable needle
and syringe once
only. Always wear
gloves when
handling sharps
Do not
disassemble the
needle & syringe
after use

ANMs who conduct
deliveries should collect
all waste materials such
as needles, syringes,
gloves, placenta,
cotton/gauze or any
other wastes in leak
proof container/puncture
proof cardboard box.

Wear gloves
Use bleach solution to
clean area and wash
area with detergent
Discard gloves &
other materials used
in cleaning in
contamination bin

Decontamination: use 0.5%
bleach solution
Cleaning: scrubbing with brush,
detergent, and water
Sterilisation: pressure cooker
type autoclave. Recommended
for all needles and surgical
instruments

Do not recap,
bend or break
needles before
disposal, Dispose
of needles &
syringes in
“Sharps boxes”
Use Aseptic Non
Touch Technique

Bury in a 2 metre deep
pit which is positioned at
least 10 metres from a
water source
Use of clean delivery kit
prevents infection and
tetanus in mother and
new-born\

Wash hand
thoroughly
Ensure that all the
waste is sprinkled
with bleach powder
and covered with soil.

Where sterilisation is not
available, high level disinfection:
boiling, chemical HLD and
steaming.
Store all instruments, needles
etc dry

Prevention strategies:
Should have a
clean delivery kit at
home Cord should
be kept clean and
dry without applying
anything

Delivery should be
conducted in a
clean & bright room.
Clean clothes for
mother and newborns

Should wash hands
properly before
conducting delivery
or and before
touching new-borns

This prevents
umbilical infection

Early recognition &
manage
complications,

Informed skilled
birth attendant

Baby should be
wiped with clean,
soft and dry cloth
and wrapped with
another similar
cloth.

Cord should be
tied with a clean
thread and cut
with clean blade
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8.3: Fever after Abortion (Scenario)
Learning Objectives
ABCD approach
Assessment to identify the cause
Treatment
History

Miss P has been unwell for a week. Her last menstrual period was about 8 weeks ago. She has been bleeding on
and off for the last one week and has an offensive vaginal discharge. She also complains of lower abdominal pains
and fever. The mother wants to stay but you need to talk to the girl about what happened alone? How would you
manage?

Observation

How would you approach
the patient?

Management

treatment

BP:80/40mmHg

History

ABCD approach

Arrange for transfer

Pulse:130/minute

Examination

IV cannula obtain
bloods

To a unit with surgery
and blood available

RR: 30/minute

Investigations

IV fluids & antibiotics
nasal oxygen

Give paracetamol and
start sponging, fan.

Temperature 39.4° C

Treatment

If low Hb will require
blood transfusion.

Say you find herb-like
leaves or debris in the
vagina, cervical os
open, signs of trauma
to cervix (may have
perforated uterus)

You may need to ascertain
if this is an illegal abortion
as the patient may not be
forthcoming.

Patient to be examined
in private
Ensure adequate
consent for a vaginal
examination in an
unmarried girl. If
refused, rectal
examination is an
alternative.

smelly bloody dischargeSuggests sources of
infection

Give IV antibiotics for
minimum of 12 hours
before cautious
uterine evacuation
Ampicillin,
Gentamicin,
Metronidazole

Discussion:
Difficulty of doing ERPC in cases of septic uterus
Increased risk of perforation, need for good contraction with an oxytocic
Possible immediate complications: i.e. pelvic abscess, uterine gangrene, bowel perforation, peritonitis.
Long term complications: chronic pelvic pain, infertility etc. Discuss Post Abortion Care (PAC)
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Essential elements of Post Abortion Care (PAC)
Community and service
provider partnerships

Prevent unwanted pregnancies and unsafe abortion
Mobilize resources to help women receive appropriate and timely care for
complications from abortion
Ensure that health services reflect and meet community expectations and
needs

Counselling

Identify and respond to women’s emotional and physical health needs
and other concerns

Treatment

Treat incomplete and unsafe abortion and potentially life-threatening
complications

Contraceptive and family
planning services

Help women prevent an unwanted pregnancy or practice birth spacing

Reproductive and other health Preferably provide on-site, or via referrals to other accessible facilities in
services
providers’ networks
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CHAPTER 9: OBSTETRIC EMERGENCIES
Learning Tool
Lecture & Video
Workshop ( pelvic model and baby

9.1: Breech Delivery
Key Teaching Points
•
•

To recognise the conditions necessary for vaginal breech delivery
To practice how to perform a breech delivery

Equipment List
•
•
•

Pelvic model
Fetal Model
Long traction forceps

Methods:
•
•
•
•

Make sure everyone saw the lecture
Each candidate runs through a scenario giving a running commentary of what’s happening
Correct any errors as they go along
Once scenario complete if any mistake the candidate must repeat scenario once others have had
their go until everyone can demonstrate effectively.

Candidates can keep copies of the flow charts to hang in their delivery rooms.

Points to be emphasised by the Facilitator
•

May be diagnosed at abdominal examination or on vaginal examination during delivery

•

For vaginal delivery to be possible
– The breech must be frank or complete
– Pelvis must be clinically adequate
– Fetus must not be too large
– Must not have had previous C Section for CPD(pelvimetry is not useful)Mother must be
informed and agree to aim for vaginal breech delivery
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Method of managing breech delivery
Let the buttocks deliver until the lower back and then the shoulder blades are seen. Gently hold
the buttocks in one hand, but do not pull. If the legs do not deliver spontaneously, deliver one leg
at a time
Do this by splinting the thigh whilst flexing and abducting the hip

Lovset's manoeuvre is used if the fetal arms have extended. The clinician rotates the body with
the back uppermost, 180 degrees. The posterior shoulder has been rotated anteriorly, and lies
beneath the symphysis. The clinician hooks the arm downwards, then rotates the body back 180
degrees, to deliver the other arm in the same manner. If the baby’s body cannot be turned to
deliver the arm that is anterior first, deliver the shoulder that is posterior by lifting the baby by
ankles

Deliver the head by the Mauriceau Smellie Veit Manoeuvre. Lay the baby face down with the
length of its body over your hand and arm. Place the first and third fingers of this hand on the
baby’s cheekbones and place the second finger beneath the chin, ease the cheeks down and flex
the head with two fingers of this hand, gently flex the baby’s head towards the chest, while
applying
downward pressure on the cheeks to bring the baby’s head down until the hairline is visibl
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9.2. Twin Delivery (skill, discussion)
Equipment list

•
•

Pelvic model
Twin fetal dolls (with cord or placenta with cord)

Discuss how to diagnose a twin delivery, how to manage a twin delivery and the possible complications.
Allow participants to practice and talk through the management of a twin delivery.

Key teaching points
To learn the steps involved in managing a twin delivery

Methods:
Make sure everyone saw the lecture
Each candidate runs through a scenario giving a running commentary of what’s happening
Correct any errors as they go along
Once scenario complete if any mistake the candidate must repeat scenario once others have had their go
until everyone can demonstrate effectively.
Candidates can keep copies of the flow charts to hang in their delivery rooms.
Diagnosis
Can be discovered at abdominal palpation, ultrasound or at abdominal or vaginal examination after delivery
of the first baby.
Actions
Start IV infusion and prepare, e.g. oxytocin drip for augmentation of contractions which may be needed
after first twin is delivered (see below)
Check presentation
– If vertex, allow labour to progress as for single vertex
– If breech, apply guidelines for single breech
– If transverse lie deliver by CS
With delivery of first baby, leave a clamp on the maternal end of the cord of the first twin and do not attempt
to deliver the placenta until the second baby is delivered
Immediately after first baby delivered perform VE to determine
– if cord has prolapsed
– whether membranes are intact
– presentation of second fetus
Palpate abdomen to determine lie of second fetus
Gently keep in longitudinal lie by external manoeuvre until presenting part is engaged, check FH
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For vertex:
–
–
–
–
–
For breech
–
–
–
–

If head not engaged move into pelvis manually if possible
Rupture membranes if intact
Check FH between contractions
Augment contractions if necessary
If spontaneous delivery does not occur within 2 hours or if fetal distress deliver by CS
If contractions inadequate augment
If membranes intact and breech has descended, rupture membranes and deliver as for breech
delivery
Check FH between contractions
If vaginal delivery not possible deliver by CS

Discuss
Anticipated complications of twin delivery e.g. increased risk of PPH.

9.3 : SHOULDER DYSTOCIA (workshop)
Key objectives:
1) Understand the causes and risks factors for shoulder dystocia
2) Learn to recognise and manage shoulder dystocia
Introduction: Shoulder dystocia is one of the most dreaded obstetric complications encountered in labour
ward. Overall incidence varies based on fetal weight and incidence is between 1-5% percent. More than
fifty percent cases of shoulder dystocia occurs in normal birth weight fetus and is unanticipated.
Definition: Shoulder dystocia is defined as impaction of the anterior shoulder against the maternal
symphysis pubis after the fetal head is delivered. Another definition is prolonged head-to-body delivery
interval of more than 60 seconds or the use of any ancillary procedures to affect delivery.
Fetal morbidity: 1) Cerebral hypoxia 2) Cerebral palsy 3) Fracture clavicle / humerus 4) Brachial plexus
injury
Maternal morbidity: 1) Vaginal and perineal laceration 2) Post-partum haemorrhage 3) Uterine rupture
Risk factors: It is important to remember that the risk factors do not have any predictive value.
Diabetes

Previous big baby
Fetal macrosomia

Maternal obesity Assisted delivery

Advanced
maternal age

Previous shoulder
dystocia

Prolonged first stage / or
second stage of labour

Prolonged
pregnancy

Male gender

Oxytocin augmentation
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Risk assessment: identify risk factors and look for early signs to remain vigilant during delivery
Signs:
1) ‘Head bobbing’ - the head goes down to the introitus with pushing but retracts back between
contractions tightly against the vulva
2) ‘Turtle sign’ – the delivered head is tightly pulled back against the perineum
Mechanism of action explaining the manoeuvres:
1) Increase the effective diameter of the pelvis
2) Decrease the transverse / bisacromial diameter by adduction of shoulders
3) Change the transverse diameter into a more favourable angle relative to the antero-posterior
diameter of the pelvis i.e. oblique diameter
Equipment required: fetus and pelvis model / flip chart / board with chalk or pen
Method of teaching:
1) Lecture and demonstration with fetus-pelvis model
2) Each candidate then demonstrates the scenario giving a running commentary
3) Continue practising until appropriate level of learning achieved independently
4) Manoeuvres: Pneumonic is HELPERR
Help (call for additional assistance if available)
Episiotomy evaluation
Legs (McRobert’s manoeuver)
Pressure (Suprapubic pressure)
Enter (rotational manoeuvres like Rubin’s II / Wood’s crew / reverse Wood’s screw manoeuver)
Remove posterior arm
Roll (All-fours / Gaskin manoeuver)

McRobert’s manoeuvre (thigh to
abdomen) increasing the space of
pelvis

Assistant pulling flexed
knees towards chest of
woman

Grasp the posterior arm &
sweeping the across the
chest
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Simplified flow chart for the management of shoulder dystocia
CALL FOR HELP (whoever available)

Discourage pushing
Move buttocks to edge of table

McROBERT’S MANOEUVRE
(thigh to abdomen)

SUPRAPUBIC PRESSURE (routine traction)

Consider episiotomy if it will make internal
manoeuvres easier

Deliver posterior arm

internal rotational
manoeuvres

inform senior obstetrician & anaesthetist if available

If above manoeuvres fails to release impacted shoulders, consider ALL FOUR POSITION (if
appropriate) OR Repeat all the above again
Consider cleidotomy, zavanelli manoeuvre or symphysiotomy
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9.4: Cord Prolapse and retained placenta (discussion and skill)
Equipment list
•
•
•
•
•

Baby model
Pelvic model
Foley urinary catheter
IV Giving set and fluids

Scenario 1:
Cord prolapse felt, at a home birth at 6cm dilated: discuss the management plan
Scenario 2
Cord prolapse felt, Hospital birth fully dilated: Discuss the management plan
Key teaching points
Practice the management of cord prolapse.
Methods:
•
•
•
•

Make sure everyone saw the lecture
Each candidate runs through a scenario giving a running commentary of what’s happening
Correct any errors as they go along
Once scenario complete if any mistake the candidate must repeat scenario once others have had
their go until everyone can demonstrate effectively.

Candidates can keep copies of the flow charts to hang in their delivery rooms.
Use

the

flow

chart

on

the

following

page

to

help

guide

the

candidate.
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Cord Prolapse
Call for help

No

Feel the cord, is it
pulsating?

The baby is dead.
Deliver in the
manner safest for
the mother

Yes

Is the mother fully
dilated?

No
Elevate presenting
part by hand

Yes
Attempt delivery by
forceps or ventouse
if possible

Place patients in a
knee to chest head
down position

Fill bladder with
500mls of saline

Give Tocolytics

Transfer to the
nearest operating
theatre

Is the CTG normal?
yes
Deliver by LSCS with
spinal anaesthetic

No
Deliver by LSCS and
consider GA if
severe abnormality
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CHAPTER 10: PRE- ECLAMPSIA & ECLAMPSIA
Learning tools
Lecture
Breakout Session
11.1 Recognition & Management of Pre-Eclampsia
11.2 Management of Eclampsia
11.3 BP and Fluid Balance

10.1 Recognition and Management of pre-Eclampsia
Key Learning Objectives
ABCD approach, call for help
Manage and treat severe pre-eclampsia

Case scenario

A 21 year old lady 38 weeks gestation presented to the ANC for routine antenatal appointment, the midwife
from ANC reports that her BP is 160/ 110, 3+ proteinuria
Obtain history which should include presence or absence of headache, blurred vision, flashing light,
epigastric pain.
On examination she has hyper-reflexia with clonus. Abdominal examination reveals baby in cephalic
presentation with FHR is 120/min. How would you manage?

Expected Actions
Give
initial
explanati
on to
patient
about her
condition

Call for ABC
help
approach

PET
Bloods
Urine
PCR

Mother
gets
priority
over
baby

Stabilise
mother with
antihypertensiv
e and MgSO4

Antihypertensive if the
diastolic BP exceeds 110
mm. The goal is to bring the
diastolic BP to the 90-100
mm

Facilitate discussion
• Recognise early signs
• choice of antihypertensives
• When to admit
• Timing and mode of delivery
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Antihypertensive commonly used and duration of action
Drug

Dosage

Onset

Peak

Atenolol

25 – 50 mg

1hr

2-4hr

Labetalol

200 mg

20min – 2hr

1-4 hr

500 mg – 2 g

40 min

3-6hr

12-24hr

10 mg

30min

4hr

12hr

5 – 10 mg

5-10min

30min

6.5hr

Methyldopa

Nifedipine PA (or retard)

Nifedipine capsule

Duration
24hr
(dose dependent)
8-12hr
(dose dependent)

1

0.2 Management of Eclampsia
Learning Objectives
ABCD approach
Management of eclampsia with magnesium sulphate
Timing and mode of delivery
Transfer and the arrangements for transfer

History
A 20 year old lady attends her routine antenatal appointment bin the ANC at 40 weeks gestation. She fit in
the waiting area how would you manage?
Expected Actions
Suspect eclamptic fit but bear in mind other causes of fit:
Epilepsy

Cerebral malaria

Meningitis

other intracranial pathology

• Call for help
• ABC approach
• Observations
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• Pulse 100/minute
• BP 170/115mm Hg; RR 24/minute; Saturation 96% on air ;Urine dipstick 4 + protein
• Recovery position, Nasal oxygen
• Mother gets priority over baby stabilise mother before planning delivery
• IV Cannula and PET bloods and group and save
• Loading MgSO4 4gm over 20 minutes IV ; IM 5 g to each buttock with 1 ml 2% Lignocaine
• If unable to give IV give IM as above Maintenance; Continue 5 g IM with 1 ml 2% Lignocaine every 4
hours until 24 hours after delivery or since last fit.
• IV maintenance can only be used if pump is available. This is given at 1g/hour until 24hrs after delivery or
after last fit. Recurring fit give additional 2-4g MgSO4 IV (lower dose-2g if less than 70kg).
Regular
observation to identity MgSO4 toxicity this should include hourly knee jerk and RR, urine output.
•
• MEWS chart
• Antidote is 10mls of 10% calcium gluconate

Magnesium sulphate dosage:

Route

Dose

20% solution: to make 10 ml of
you only have 50% solution
20% solution, add 4 ml of 50%
available: vial containing 5g in
solution to 6 ml normal saline
10ml (1g/2ml)
(NS)

IM

5g

10 ml and 1 ml 2 % lignocaine

IV

4g

8 ml + 12mls (NS)

20 ml

2g

4 ml + 6mls (NS)

10 ml

Not applicable

Check fetal heart, abdominal and vaginal examination to assess presentation and favourability of the cervix
and make a plan regarding mode of delivery. Prepare to transfer to a unit with blood and theatre facilities.
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10.3 BP and Fluid Balance
Key Objectives
Complications of pre-eclampsia and eclampsia are.
Complications of raised blood pressure.
Appropriate drug treatment for raised blood pressure.
Management of fluid balance in a patient with eclampsia

Workshop
Antihypertensive chart discussion
Fluid management Discussion
Uncontrolled fluid balance can cause fluid overload, with consequent raised intracranial pressure and
pulmonary oedema {check lung bases}.
–

Fluid restriction: ‘Keep them dry’

–

Capillaries are ‘leaky’ therefore control fluid input to reduce the risk of pulmonary oedema

–

Restrict IV fluids to 1ml/kg/hr or 80mls/hour

–

Monitor closely via use of appropriate monitoring chart and catheterize (if necessary)

–

In immediate post-delivery period, there will often be a degree of oliguria. Natural diuresis sometimes
occurs around 36-48 hours following delivery. There is a risk of iatrogenic fluid load.

Learning Tool
MVA and postpartum IUD
Breakout sessions
Video and Practice
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CHAPTER 11: SURGICAL SKILL
Learning Tool
MVA and postpartum IUD
Breakout sessions
Video and Practice

11.1 MVA Diagnosis and pre-procedure assessment
Key learning objectives:
• To learn about post abortion assessment: patient history and clinical examination.
• To describe and discuss detailed gynaecological examination.
• To identify important differential diagnosis of incomplete abortion.
Equipment:
Flip chart, pens
Black obstetric pelvis/Assisted vaginal delivery pelvis
Cusco vaginal speculum x2

Discuss necessary assessment prior to performing MVA using case scenarios:
Scenario 1:
Facilitator: Shefali a 16 years old girl accompanied with her mother comes to your PHC with PV
bleeding and lower abdominal pain. How would you assess her.? What could be your differential
diagnosis? What equipment would you need to examine her?
Expect
History and calculation of dates
Discuss issue of Conifidentiality and consent
Facilitator: Shefali says she didn’t have a period for three months.
Emphasise that the last menstrual period is not always remembered and clinical examination important.
Discuss issues around gynaecological examination such as privacy, confidentiality and the use of a
chaperone for male providers.
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Facilitator: Ask if participants are familiar with performing a speculum examination and a bimanual
examination.
If most are not quickly repeat the steps of a bimanual examination.
Facilitator: Describe how to pass a cusco vaginal speculum
Equipment needed for gynaecological examination:
•

Gynecological examination chair or stretcher with pillow ( to put under the patient’s buttocks/ use
womens fist to lift up pelvis)

•

Washing basin, soap

•

Light source (either static or head lamp)

•

Clean specula soaked in 0.5% chlorine solution (high-level disinfection) before uses Clean gloves
Lubricant if available, otherwise warm, clean Water, savlon)

Discuss differential diagnosis of early pregnancy complications
•

Incomplete abortion

•

Complete abortion

•

Threatened abortion

•

Ectopic pregnancy

•

Molar pregnancy

•

Other causes of first trimester bleeding
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11.2

Worksop: Post Partum IUD

Key Objectives
To know when to insert
To learn the skill of insertion

Equipment list
Mama Natalie
IUD
DVD

Facilitators to discuss appropriate timing of insertion
•
•
•
•
•

Postplacentally (10 minutes after delivery of placenta)
Within 48 hours of delivery
Transcesarean
Postabortion
Interval (from four weeks postpartum onward)

To demonstrate skill
Discuss FU and complications
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Appendices
Appendix 1:
Demonstration of ABC Scenario - Script
Commentator

We are now going to demonstrate for you how the ABCD approach can be put into
practice.
Throughout the course we are going to be teaching you to use the ABC method so
that you are able to do that when you go back to your workplace.
During the course we will be helping you to put the method into practice.
Midwife is looking after a patient who suddenly starts to fit.

Midwife

Doctor, come quickly, this patient is fitting!
Patient fits briefly then stops.

Midwife

She has stopped fitting
Patient – noisy obstructed airway

Doctor

‘Hello, hello Mrs Tilt’ – she is not responding to me so I am worried about her airway
and breathing (she is 36 weeks pregnant).

Doctor

Can we give her a left lateral tilt?

Doctor

She may have an obstructed airway as she is not responding and grunting like that. I
will look and feel as well as listen for noisy breath sounds.

Midwife

She is blue around the lips

Doctor

I feel no movement of air
I will try a simple manoeuvre, the head tilt and chin lift

Commentator

This improves it but drops back and fails
Jaw thrust tried and let go

Commentator

The same thing happens

Doctor

I will try an oropharyngeal airway

Commentator

This makes breathing much easier

Doctor

I would put on O2 if available

Doctor

I would like to examine breathing. I would look and listen with a stethoscope
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Commentator

You hear some crackles

Doctor

I would tilt the patient
Doctor tilts the patient
Patient starts to regain consciousness

Patient

I can’t breathe I want to sit up
Midwife and doctor sit her up
Patient is now breathing but very breathless.

Patient

I have a terrible headache

Doctor

I would like to assess circulation

Commentator

How do you do that?

Doctor

I am assessing:
•
•
•
•
•

Skin
Level of consciousness
HR
BP
Urine output

Commentator

Can you evaluate the level of consciousness?

Doctor

A – Alert
B – Responds to Voice
P – Responds only to Pain
U – Unresponsive

Commentator

What level was the patient when you last saw her?

Doctor

U
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Demonstration of ABC Scenario - Discussion
The purpose of getting the learners to think about and analyse the discussion is for them to start to think
about the ABC system and reinforce the use of it.
Go round the delegates consecutively. Do not spring a question on an individual, particularly at this stage
as they are very new to the course and will be very nervous. Let it be very obvious to them that their turn is
coming. Let an individual say two or three things and then move on to the next. If they appear to not have
anything to say just politely move on to the next.
First of all, ask for things that could be done better and then for things that could be improved upon. Do this
along the ABC lines looking for comment first of all on the assessment of each area and then on the
management of each area.
What was good about the assessment of the airway?
Expect •

Recognised that noisy breathing meant the airway might be partly obstructed

•

Did look, listen , feel

•

Recognised airway was partly obstructed

What was good about the management of the airway?
Expect •

did head tilt, chin lift

•

Recognised that this worked but that when let go the airway became obstructed again and decided
to put in oropharyngeal airway

•

Put on oxygen

•

Recognised that as level of consciousness reduced may not have reflexes to protect form
aspiration but realised that airway for the moment was patent

What was good about the assessment of breathing?
Expect •

did look to see if breathing,

•

did listen for noisy breathing

•

listened with stethoscope to check air entry and breath sounds and other sounds eg crackles

What did you think about the way breathing was managed?
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Expect •

sat her up

What was good about the assessment of circulation?
Expect •

checked colour, whether cold or warm, whether anxious, confused, pulse

•

BP should be mentioned last as want to get them in the habit of realising fall in BP is a late sign
and they should look for the other (sometimes subtle) signs first

BP and Fluid Balance management
Introduction: Worldwide, the incidence of preeclampsia ranges between 2% and 10% of pregnancies. The
incidence of preeclampsia, the precursor to eclampsia, varies greatly worldwide. WHO estimates the
incidence of preeclampsia to be seven times higher in developing countries (2.8% of live births) than in
developed countries (0.4%).
Definition: Severe Pre-eclampsia (PET) is defined as systolic BP is > 170 mm Hg, diastolic BP > 110 mm
Hg with proteinuria 2++ or more with or without signs and symptoms of PET. Severe PET is managed in a
similar way as Eclampsia.
REMEMBER that these are not absolute numbers and the case should be treated as a whole picture.
Symptoms include headache, visual disturbance, epigastric / right hypochondrium pain.
Signs are clonus, papilloedema, liver tenderness, non-dependant (facial) oedema.
Blood picture may suggest increased serum urates, deranged liver function tests and falling platelets.
Any combination of these symptoms and signs should alert the physician for prompt intervention.
Eclampsia = PET + seizure
Key learning objectives:
1) Understand and identify the complications of severe PET / Eclampsia
2) Anti-hypertensive treatment of severe PET
3) Management of fluid balance in severe PET cases
Complications of severe PET:
Effects on mother:
•
•
•
•

Brain insult – from thrombosis, edema, haemorrhage
Visual complications – due to retinal edema or detachment
Cardiac problems – heart failure
Respiratory problems – pulmonary edema, asphyxia, aspiration pneumonia
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Hepatic problems – necrosis or rupture
• Renal complications – acute renal failure
• Blood problems – coagulopathy, DIC, HELLP syndrome
Effects on the fetus
•
•

Fetal hypoxia, IUGR, Fetal death
Abruption

Treatment of hypertension with anti-hypertensive drugs:
Aim to stabilise systolic BP to < 160 mm Hg and diastolic BP to < 100 mm Hg
Use of drugs depends on availability locally but recommended option is labetalol / hydralazine / nifedipine.
A slow but sustained drop of BP over a two hour period is preferable over a sudden drop.
Labetalol:
a) Mechanism of action: Combined alpha and beta blocker
b) First line, if available, except when contraindicated e.g. severe asthmatic / severe bradycardia
c) Oral – initial 200 mg stat on admission, second oral dose in 1 hour can be given if no response.
50% of women requiring antihypertensive therapy will respond to oral therapy.
d) Intravenous (iv) – indicated when oral therapy is not tolerated or fails to achieve adequate
response. 90% of women will respond to IV therapy.
Two regimens could be used depending on local protocol and availability
Bolus dose of 50 mg (10 ml labetalol; 5 mg/ml ampoule) over at least one minute. If no response within 5
minutes is observed then repeat upto a maximum of 200 mg. IV infusion is instituted following bolus dose
or as initial treatment. If syringe pump is available, labetalol infusion 5 mg/ml is started at a rate of 4
ml/hour and could be doubled every 30 minutes to a maximum of 32ml (160 mg)/hour.
10 mg IV over one minute which could be doubled every 10 minutes to 20 mg - 40 mg - 80 mg until BP
control is achieved or a maximum cumulative dose of 300 mg.
e) Pulse rate should remain > 60 beats / minute.
f) Onset of action is in 5 minutes, peak effect is in 10-20 minutes, and duration of action ranges from
45 minutes to 6 hours.
Uteroplacental
blood flow appears to be unaffected by intravenous labetalol. Initial experience
g)
indicates it to be well-tolerated by mother and fetus.
Hydralazine:
a) Mechanism of action: Direct arteriolar vasodialator
b) Initial dose – 10 mg iv over one minute with repeat dosage of 5 mg at 20 minute intervals. This
could be repeated 12.5 mg IM every two hours until BP is controlled. If there is facility for setting up
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an infusion, an infusion of 2 mg / hour is instituted for maintenance, increasing by 0.5 mg / hour to
a maximum of 20 mg / hour. 90% will respond to this therapy.
c) The onset of action is 15 minutes, the peak effect occurs within 30-60 minutes, and the duration of
action is 4-6 hours.
d) Side effects include flushing, headache, dizziness, palpitations, angina etc.
Nifedipine:
a) Mechanism of action: Calcium channel blocker
e) 10 mg oral tablet (preferably not a slow release or sublingual preparation but may be used if this is
the only preparation available). Can be repeated every 6 hours.
f) Measure BP every 10 minutes for 3 recordings initially since catastrophic drop in BP has been
recorded. Sometimes plasma volume expanders like 250 ml intravenous colloid or iv calcium is
given to prevent this complication.
g) It is a powerful arteriolar vasodilator with the main problem being overshoot hypotension. For this
reason, it is probably best not to use in patients with intrauterine growth retardation or abnormal
fetal heart rate patterns.
h) Remember risk of drug interaction with Magnesium sulphate
Fluid management (salient points)
a) Uncontrolled fluid administration can precipitate pulmonary oedema and increase intracranial
pressure leading to convulsions.
b) Mechanism of action: ‘leaky’ capiilaries
c) Aim is fluid restriction to 80 ml / hour (1 ml / Kg / hour).
d) ‘Keep them dry’ is the motto. Whilst calculating total input take into account syntocinon and
magnesium sulphate infusion.
e) Fluid loading should never be done prophylactically or routinely.
f) Monitor closely with appropriate charts (e.g. MEWS) and catheterise if necessary.
g) An indwelling catheter will allow measuring urine output accurately.
h) Oliguria during labour and immediate post-partum period is common and should not dictate any
specific intervention.
i) Usually urinary output of 30 ml / hour or 500 ml in 24 hours is considered adequate.
j) Diuretics like frusemide should NOT be administered unless there is evidence of pulmonary
hypertension
Fluid infusion rates calculation:
This would depend on the tubing size e.g. 10 drops or 20 drops per ml.
3 ml /minute is 1 litre in 6-8 hours or 30 drops / minute. A formula that can be used:

amount of fluid given (ml) x No. of drops per ml
= Number of drops per minute
Time for infusion to occur (minutes)
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It may be preferable to have IV fluid rates calculation charts in the labour ward.
Amount of fluid

Time period

Drops per ml (tubing size)

Drops per minute

1 litre
1 litre
1 litre
1 litre
1 litre
1 litre
1 litre
1 litre

20 minutes
20 minutes
4 hours
4 hours
6 hours
6 hours
8 hours
8 hours

10
20
10
20
10
20
10
20

Too fast to count
Too fast to count
40
80
28
56
20
40

Facilitator’s notes:
Equipments required: flip charts / drawing board with chalk or pen / powerpoint presentation
How to conduct the session:
1) Start with definition of severe PET, etiology, risks and complications – why important to manage this
condition urgently?
2) Teach how to appropriately measure BP / start an IV line
3) Discuss individual anti-hypertensive drugs
4) Discuss fluid management – its importance
5) Discuss case scenarios as part of the workshop
Case scenario
A 24 year old lady in her first pregnancy at 39 weeks gestation presented to the ANC for routine antenatal
appointment, the midwife from ANC reports that her BP is 160/ 110, 3+ proteinuria. She complains of
headache, blurred vision, flashing light, epigastric pain. On examination she has hyper-reflexia with clonus.
Abdominal examination reveals baby in cephalic presentation with FHR is 140/min. How would you
manage her?

Reference: MOET / ALSO / LSM / WHO Manuals
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Appendix 2:

Programme - Foundation Course for re-orientation of Health Professional
DAY 1: Monday
13:00- 16:00 -

Facilitators meet, check equipment, facilities and prepare. Allocation of Groups

Facilitators Opening Ceremony in the afternoon -Meeting Rotary Teams, Government Officials,
Interacting with Local Trainers, Media, Publicity – Lecture to Medical Students , Nurses

DAY 2: Tuesday

09.00

registration of participant

course assessor

9:30

CALMED Introduction and purpose of
the course

Himansu Basu

10:15

Indian Host/Faculty introduction

10:30

Tea

11:0012:15

Pre Course knowledge test and skills
assessment

Course Assessor

12:15

Lecture

Anaemia in Pregnancy

P Sinha

12:45

Lunch

13:45

Lecture

Normal Labour, Delivery and
immediate Postnatal Care

R Dwivedi

14:45

Lecture

Newborn Resuscitation

N Mishra

15:30

Tea Break

Video

15:45

Breakout stations

Normal Labour and Delivery
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Room

1SA

2SU

3 RD NM

Management of
Normal Labour

Normal Delivery and immediate
Postnatal Care

Neonatal
resuscitation

15:45

A

B

C

16:05

B

C

A

16:25

C

A

B

Scenarios /
workshops / skills

PS

Floator

16:45

Lecture

ABCs and Maternal Resuscitation

17:05

Demonstration

The ABC Approach

17:15

Breakout stations

Resuscitation (skills and workshops)

Room

SAU

1 SA

2 RD PS

3 NM SU

Airway management

CPR-Basic life support 1

CPR-Basic life support 2

17:15

A

B

C

17:35

B

C

A

17:55

C

A

B

Skills /
workshop
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Day 3:

Wednesday

9.00

Lecture

How to use the Partograph NM

9.30

Breakout stations

Room

Use of Partograph
1 RD

2 NM SU

3 SA PS

9.30

Partograph (N Labour)

A

B

C

9.45

Partograph Case 1+2

A

B

C

10.00

Partograph Case 3

A

B

C

10.15

Partograph Case 4

A

B

C

10.30

Tea/Coffee break

11:00

Lecture

Surgical skills: perineal repair

11:20

Video

Perineal Repair and demonstration of
developing the model

11:30

Breakout session

A SU RD
11:30-1145

C NM

Demonstration of perineal repair

11:45- 1300

Perineal Repair

1300

Lunch

14:00

B PS SA

RD

Lecture

Perineal repair

Shock and the Unconscious Patient

Perineal repair

SA
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14:20

Breakout stations

Room

Shock and the Unconscious Patient
(Scenarios)

1

2

3

Unconscious PS NM

Hypovolaemia SA RD

Septic Shock SU

14:20

A

B

C

14:40

B

C

A

15:00

C

A

B

Scenario

15:30

Tea break

16:00

Lecture

Haemorrhage

16:20

DVD

Active Management of 3rd Stage of Labour
(AMTSL)

16:30

Breakout stations

Haemorrhage (scenarios and workshops)

Room

PS

1 RD NM

2 PS

3 SAU SA

Volume replacement

Ante Partum Haemorrhage

Post Partum
Haemorrhage

16:30

A

B

C

16:50

B

C

A

17:10

C

A

B

Scenario
/workshop

17:30

Special measure / Golden hour of PPH
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Day 4:

Thursday

9:00

Lecture

Infection control

RD

9:30

Lecture

Sepsis

SU

10:00

Breakout stations

Sepsis (scenarios)

Room

1 PS/NM

2 SA/RD

3 SU

Infection control

Antenatal Sepsis

Sepsis after delivery

10.00

A

B

C

10:20

B

C

A

10:40

C

A

B

Scenario

11:00

Tea Break

11:20

Lecture

Obstetric Emergencies

11:40

DVD

Breech delivery Shoulder Dystocia

Room

SA

1 NM/SA

2 RD/PS

3SU

Breech, Cord Prolapse and Twins

Shoulder Dystocia

Retained Placenta

12:00

A

B

C

12:20

B

C

A

12:40

C

A

B

Skills /
workshop
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13:00 – 14:00

Lunch

14.00

Lecture

pre-Eclampsia and Eclampsia

14:30

Breakout stations

pre-Eclampsia and Eclampsia (Scenarios and
Workshops)

Room

NM

1 NM/SA

2 SU/PS

3 RD

Recognition and Management
of pre-Eclampsia

Management of
Eclampsia

Fluid balance and
management of BP

14:30

A

B

C

14:50

B

C

A

15.10

C

A

B

Scenario /
workshop

15:30

Tea Break

16:00

Lecture MVA and Postpartum IUD PS

16:20

Video: post abortion care

16:30

Breakout Session

Room

1

2

3

Workshop

MVA

Postpartum IUD

Equipment

16:30

A

B

C

16:50

B

C

A

17:10

C

A

B
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17:30 Post Course skills assessment and knowledge test
18:30 Group Photographs and Close

Day 5

FRIDAY

0900 to 1600- Certificate giving. Day for interaction with Master Trainer, watching Videos, revising the
Curricula & agreeing for a collective action to take CALMED forward in Gujarat

87

APPENDIX 3
U Tube Videos Episiotomy
Episiotomy Repair
Mama Natalie ,
Baby Natalie
Films 3rd Stage of Labour
Assisted Breech
Shoulder Dystocia
KMC
MVA
Ventouse
Films from MAF or GLOWM
Care of the New Born
New Born Resuscitation
Partograph
Manual Removal of Placenta
GLOWM – suggested
Management of Postpartum Haemorrhage – low resource settings
The Clinical Management of Postpartum Haemorrhage
Managing Postpartum Haemorrhage – for Skilled Health Workers
Prevention and Management of Postpartum Haemorrhage
Training Guide for the use of the Non-pneumatic Anti-shock Garment
Using a Condom as a Tamponade
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How to use the partograph
Manual removal of the placenta
Importance of focused antenatal care
Surgery for Postpartum Haemorrhage

Appendix 4: Equipment Checklist for Breakout Stations
Instructions for training:
Prior to running a training course the equipment will need to be sorted into breakout rooms according to the
equipment room checklist below. In addition items will need to be purchased or prepared for each room.
Room 1.

Room 2

Room 3

Ambu bag and mask
(adult)

Ambu bag and mask
(adult)Oropharyngeal airway

Ambu bag and mask
(paediatric)x2

BP cuff

BP cuff

BP cuff

Catheter

Catheter

Catheters x 2

Little Anne Resus Model Little Anne Resus model

? little Anne or alternative Baby
resus model

Pocket mask

Pocket mask

Mama Natalie for PPH

Stethoscope

Stethoscope

Stethoscope x2

Spontaneous breathing
oxygen mask

Oxygen mask

Oxygen mask

Oropharyngeal airway

Sharps box

Sharps box

Pinnard stethoscope

Pinard stethoscope

Pinard stethoscope

Sharps box

Pelvic model and doll with cord and
placenta (single)x2

Pictures of bimanual
compression/ aortic
compression and B-lynch
suture
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Patella hammer

Patella hammer

Patella hammer

Hand wash fluorescent
box

Thermometer

Thermometer

Hand wash fluorescent
gel

Knitted womb and placenta x 2

Pelvic model and 2 dolls Sponges for perineal repair ?24
– with cord and placenta
Wooden platform
(twins)

Sponges for perineal repair ?24
Wooden platform

Sutures episiotomy scissors

Sutures

Forceps , needle holder, suture scissors

Forceps , needle holder, suture
scissors

Disposable episiotomy pack
? adult model/ scenario
for airway management

Dip stick

NAHG

Pain relief injections

Mama Natalie for normal labour

Neo Natalie x2

(pelvic model)

Home delivery kit

Flip chart for positions in
labour
Karman’s cannula and
syringes
Gynae simulator /pelvic
model

Sutures /pads /weighing machine artery
forcepsx2 cord scissors, needle holder
tooth forceps/ small gallipot cord ligature,
baby sucker/ paeds ambu bag

Volsellum vaginal
Cusco sponge holding
forceps / ovum forceps
Forceps needle scalpel
kidney dish

hat

hat

Cervical dilatation
reference chart x 1
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TO BE PURCHASED
Pencils and rubbers x
12

Pencils and rubbers x 12

Pencils and rubbers x 12

Blood bottles x 2

Blood bottles x 2Suction catheter x 1

Blood bottles x

Cannulas x 3 assorted
sizes

Cannulas x 3 assorted sizes

Cannulas x 3 assorted sizes

IV giving set x 2

IV giving set x 2

IV giving set x 2

Iv fluids
(ringers/N.saline) x 2

Fluids (ringers and saline) x 2

IV fluids ( Ringers / N saline) x 2

Gloves x 1 box

Syringe with local anaesthetic labels

2Towels x 2

Suction catheter x 1

cushion

Suction catheter x 1

Adrenaline
/hydrocortisone

Gloves

Syringe with local anaesthetic
labels

Syringes x 2 and
needle

Syringes (inc one labelled oxytocin) x 3

2 Syringes x 3

3Towels x 2

Towel x 2

Condoms x 3

Cushion

Sponges suture material

Suture or thread to make condom
catheter

Bowls for hand
washing/soaps

Magnesium label syringe

cushion

Baby wipes

Baby wipes

Baby wipes

Meows chart

Flip chart and pen(4H4 t)

Timer /clockx2

needle
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Partographs (photocopied)
x 12 per course

Partographs (photocopied) x 12 per
course

Partographs (photocopied)
x 12 per course

Flip chart/Board and pens

Flip chart/Board and pens washable
pens

Flip chart/Board and pens

Plastic water bottles x 10
(0.5litre)

Condom catheter (Use
catheter, condom and
suture/ thread)

Hand washing DVD – put on
laptop

?Bakri / Rusch balloon

A4 Printed signs – not too
much to show / going to die

Videos Available
Newborn resuscitation
10 steps to clean delivery (Glowm)
Care of newborn
Adult resuscitation ( make )
Partograph
Manual vacuum aspiration DVD
Room 1: Equipment List for each breakout station
After a facilitating a breakout station facilitators are to ensure the equipment for the next breakout
station is set out in that room.
1. Normal labour management
• Mama Natalie
• Flip chart and pens or blackboard and chalk
• Cervical dilatation chart
2. Using the partograph
• Flip chart and pens or blackboard and chalk
• Photocopied partographs
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• Pencils and rubbers
3. Maintaining the airway and rescue breaths
• Airway head
• Pocket mask
• Self-inflating bag and mask (e.g. Ambu bag and mask)
• Spontaneously breathing oxygen mask
• Oropharyngeal airway
• Suction catheter
• Stethoscope
4. The unconscious patient
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulas of various sizes
• Syringes
• IV Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Pinard stethoscope
5. Volume replacement
• Flip chart/white boards and pens or blackboard and chalk
• Plastic water bottles, 0.5litre x10
• Bath towels x4 (or any local material used during labour to mop/clean blood)
• A4 printed signs – saying ‘not much to show’ and ‘going to die
6. Infection control
• Sharps box
• Gloves
• ‘hand washing box’
• Hand washing UV gel
Hand washing demonstration DVD (pre load this onto laptop)
7. ’Breech delivery, twin delivery and cord prolapsed
• Pelvic model
• Twin dolls (with cord or placenta with cord)
• Foley urinary catheter
• IV Giving set and fluids
• Pinard stethoscope
8. Recognition and management of pre-eclampsia
• Oropharyngeal airway
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• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (5% dextrose, Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Patella hammer
• Pinard Stethoscope
Room 2: Equipment List for each breakout station
After a facilitating a breakout station facilitators are to ensure the equipment for the next breakout
station is set out in that room.
1. Normal delivery and immediate postnatal care
• Pelvis model
• Fetal model
• Placenta
• Pinard stethoscope
• Scissors
• Cord clamp /ties (delivery set)
• Towels for baby
• BP cuff
• Stethoscope
• Thermometer
• Syringe labelled ‘oxytocin’
2. Using the partograph
• Flip chart and pens or blackboard and chalk
• Photocopied partographs
• Pencils and rubbers
3. Cardiopulmonary resuscitation: Basic life support 1 (5.1)
• Pocket mask
• Self-inflating bag and mask (e.g. Ambu bag and mask)
• Spontaneously breathing oxygen mask
• CPR torso (Little Anne)
• Stethoscope
4. Hypovolaemia(6.2)
• Oropharyngeal airway
• Suction catheter
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• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Pinard stethoscope
5. APH – placenta praevia/abruption (7.2)
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (5% dextrose, Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Pinard stethoscope
❖ Cushions/towels to simulate pregnancy
❖ laminated chart minor and major placenta praevia
6. Fever in pregnancy and after delivery (8.2)
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Thermometer
• Pinard Stethoscope
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7. Shoulder dystocia (9.2)
• Pelvis model
• Fetal model
8. Management of eclampsia (10.2)
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• Cannulae of various sizes
• Syringes
• Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Reflex hammer
• Magnesium sulphate and calcium gluconate
Room 3: Equipment List for each breakout station
1. Newborn resuscitation
• Towels x 2
• Baby Resus and Baby from pelvis
• Neonatal self-inflating bag and mask x2 (e.g. Ambu bag and mask)
• Stethoscope x2
• Heat source (pretend)
• Identified designated area for resuscitation
• timer x2
2. Using the partograph
• Flip chart and pens or blackboard and chalk
• Photocopied partographs
• Pencils and rubbers
3. Cardiopulmonary resuscitation
• Pocket mask
• Self-inflating bag and mask (e.g. Neonatal Ambu bag and Child mask)
• Spontaneously breathing oxygen mask
• Stethoscope
• Flip chart & pens or blackboard and chalk (to write up 4Hs and 4Ts)
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4. Septic shock
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Cushions/towels to simulate pregnancy
• Pinard stethoscope
• antibiotics
5. PPH –atonic uterus
•
•
•
•

Flip chart and pens or blackboard and chalk
Foley catheter with condom to demonstrate improvised balloon tamponade
NASG
Laminated charts for mechanical compression( aortocaval compression. bimanual,
Blynch sutures)
6. Fever after abortion
• Oropharyngeal airway
• Suction catheter
• Spontaneously breathing oxygen mask
• Stethoscope
• IV cannulae of various sizes
• Syringes
• Giving set
• IV fluid (Ringers lactate, Normal saline)
• Blood sample bottles
• Urinary catheter
• BP cuff
• Thermometer
7. Retained placenta
• Retained placenta model (knitted / felt placenta models)
• Pelvis
8. Control of BP and fluid balance
•

Flip chart and pens or blackboard and chalk
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Laminated chart of calculation of Magso4 and drops/minuts

To prepare for simulation
In addition to Mama Natalie kit you only need water. Inside the MamaNatalie Kit you will find MamaNatalie
birth Simulator (includes Uterus, Air Bag Reservoir, and urine bladder, placenta with umbilical cord, blood
dye concentrate, suction, 2 pairs of gloves (1 normal and 1 long), Fetal Stethoscope, Fluid collection tray,
Fluid protector, fluid drain, urine catheter, syringe -20ml, Neo natalie skull with fontanelles, Cervix Ribbon

To Prepare NeoNatalie
1 Fill NeoNatalie with water
a) Pull out the filling extension from under the face skin. Open the valve. Apply your lips- or a bag mask
ventilation device for improved hygiene- to the valve and inflate until the body is partially inflated. (This will
separate the foils and allow easy filling with water afterwards.)
b)Unscrew the filling cap. Place NeoNatalie across a chair or similar to provide support while filling with
approx. 2 litres of water from a tap or a suitable container. It may be practical to use a circular mask as a
funnel. Return filling cap.
c) Open the valve. Fill NeoNatalie Suction- or another suitable irrigation device with water-and use this to
insert additional water into NeoNatalie's body until the body feels firm.
d) Close the valve. Fold the filling extension forward and push it under the face skin until it clicks into the
holder
2 Fit the Hard skull with Fontanellas onto NeoNatalie's Head
a) Fold the sides of the hard skull upwards .Place the skull with the triangular frontal fontanel upwards on
the forehead.
b) Unfold the sides of the hard skull downwards to cover NeoNatalie's ears. Feed the strap under the
airways and secure through the small hole on the other side.
3 Detach the Simulation Tubes
The Simulation tubes are attached to the right side of NeoNatalie's chest. Pull gently on the tubes to attach
them.
4 Attach the Umbilical Cord
Connect the Umbilical Cord from the placenta to NeoNatalie by clicking the two connectors together.
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To Prepare MamaNatalie
1 inflate the uterus Air Reservoirs
a)Open the Air Valve
b)Use the NeoNatalie suction to inflate the Uterus reservoirs with air. adjust the amount of air until you
pass the test for correct inflation level.
c)Close the Air Valve
Test for the correct inflation level
a)Compare uterus Air reservoir A with your hand. Reservoir B should feel firm to stimulte a contracted
uterus.
b) When the grip on Reservoir A is relaxed, air is distributed between both Uterus Air reservoir A and B
should feel like a soft uterus.
2 Fill the blood Tank
a)Check that the blood valve of the blood tank is closed.
b) Ensure that the blood tube is connected to the blood nipple on the back side of the Skeleton.
c)Mix artificial blood. unscrew the blood tank cap and fill with the desired amount of artificial blood(up to 1.5
litres). return the blood tank cap
3 Fill the Urine Bladder
Fill the syringe with 25ml of water. Inject the water into the urethra until resistance is felt
Note : never inject air into the bladder.
4 Position the Squeaker unit
Place the green speaker unit from the NeoNatalie kit into the holder of MamaNatalie waist belt
5 Optional :Protection against fluid spillage
a) To avoid spillage: Attach the fluid drain to the back side of the skeleton.
b)Place the Floor protector under the collection tray, Ensure that the end of the fluid drain is inside the
collection tray .
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6 Attach MamaNatalie onto your body
Strap MamaNatalie onto your body
Strap MamaNatalie around your waist. adjust the belt so that the simulator is secure and snug against you
body.
7 Hang the uterus over the hook
This will keep the uterus in place when delivering NeoNatalie and the placenta.
8 Optional For Cervix landmark
The cervix ribbon allows simulating a land mark for the cervix. this can be useful, for example when
training for bimanual compressions
a) Place the cervix ribbon through the loops on the outer side of uterus.
b)Adjust the ribbon to indicate cervix land mark and close the buckle.

To operate Mama Natalie
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1 preparing for simulating birth
a) Fold the stomach skin down. open the uterus
b) Insert Neo Natalie into desired position and attach the placenta to the velcro located inside the uterus
c) Pull the stomach skin back to cover the skeleton
2 Simulation of Fetal heart sound
Use a finger to tap on the back part of the skeleton to stimulate the desired heart rhythm.
3 Delivering NeoNatalie
a) Place your thumb into Uterus
b)Push down on NeoNatalie's body
c) Assist the delivery by gently pulling the straps with the push of NeoNatalie (this will open the birth
opening and make it easier to deliver).
4 Delivering the placenta
After NeoNatalie is delivered, detach the Placenta from the velcro inside the uterus with your hands.
Placental conditions
Delivery of complete placenta:
Detach the complete placenta from the velcro inside the uterus.
Delivery of incomplete placenta:
Detach the placenta from the velcro inside the uterus, but leave the small part attached inside the uterus.
Retained placenta:
Do not detach the placenta. if the learner is pulling the cord, hold onto the Placenta with your hands to
ensure it stays in place.
5 Controlling blood flow
when starting with the blood valve in a closed position: Push the blood valve inwards and slide it sideways
to regulate blood flow.
6 Controlling Uterus conditions
Unhook the uterus.
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To simulate Soft Uterus condition
Hold the uterus air reservoir with a relaxed hand above the navel.
To simulate uterus contraction
While moving the position of your hand forwards and below the navel, gradually squeeze reservoir.
A to simulate uterus contracting and getting harder. Squeezing reservoir. A fully ,while pressing your hands
forwards below the navel will stimulate a fully contracted uterus.
7 Urine Catheterization
Let the learner insert the urine catheter through the urethra until the bladder is empty.
8 Cervix Landmark
To create the cervix landmark, tighten the Cervix Ribbon to the desired level
9 Simulation of Baby cries
Gently press the Squeaker Unit, located in the waist belt, to emit the sound of a crying baby.
10 Administration of medications
Mama Natalie has a Rectum where medication can be inserted. To stimulate intramuscular administration
of medications, use the 20ml syringe (do not use a needle).

Mama-U
Mama-U is a uterus training model for postpartum care designed to be compatible for use with Mama
Natalie. Installing Mama-U in Mama Natalie
1) Expand Mama -u into a ready -to use position.
2)Get MamaNatalie ready by opening the outer Skin and uterus
3) Insert Mama -U into uterus of Mama Natalie, Be sure to push all the way in.
4)Snap the base of Mama-U into the edge of the blood tank.
5)Close the MamaNatalie uterus and outer skin. MamaNatalie is now ready for post partum simulation.
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