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MODULE-1

RESUSCITATION

: To understand and be able to practice resuscitation of woman.

Rapid assessment of circulation, airway, and breathing.

STEPS OF MANAGEMENT:

Call for help

Check responsiveness by talking and touch, and tilt her towards the left using a wedge to relive aortocaval
compression

If PATIENT IS UNRESPONSIVE

As per the latest guidelines given by AHA (2010) the classical resuscitation theme of A-B-C has been changed to
n n #

feel carotid for 10 seconds

DO NOT waste time for look, listen and feel.

If no pulse, commence cardiopulmonary resuscitation

with 30 cardiac compression (@100/min at least) in 18 seconds.

Assess airway. Do Head tilt and chin lift by placing two fingers under the point of patient’s chin and lifting
the chin forward.

If no breathing is ascertained give 2 effective breaths and continue the cycle of 30 compressions:2 breaths

Chest compressions are delivered to the middle of the lower half of the sternum.

Place the heel of your first hand on top on the patient, put the other hand on top and interlock the fingers of
both hands. Keep in midline to ensure that pressure is not applied over the ribs

Do not apply pressure over the abdomen or bottom tip of the sternum

Lean well over the woman and, with your arms straight, press down vertically on the sternum to depress it
approximately 4-5 cm at a rate of 100 compressions/min.

Change the person delivering the compressions every 2 minutes but avoid delays in changeover
Breaths are delivered by taking a full breath and placing your lips around the mouth and blowing steadily
into the mouth

If possible, a facemask and self-inflating bag or pocket mask should be used

Maintain head tilt and chin lift when giving breaths
Each breath should last about one second and should make the chest rise as with a normal breath

Continue this until help arrive and advance life support can be administered



e Make arrangement for emergency Caesarean section aiming to deliver in 5 min if no response to CPR

If patient is responsive
e Place on her side and continue assessment

If patient is breathing
e Place on her side and continue assessment

If there is circulation but no breathing
¢ Continue rescue breathing
-10 breaths per min recheck for pulse after every 10 inflation

Consider and Treat Causes of Cardiopulmonary Arrest

Hypoxia

Hypovolemia

Hyperkalaemia and other metabolic disorders.
Hypothermia (very unlikely)

Thromboembolisn (pulmonary embolism or amniotic fluid embolism)
Toxicity

Tension pneumothorax (very unlikely)

Cardiac temponade (very unlikely)



MODULE-2

Interpersonal Communication, Triage and Referral

e Be able to practice interpersonal communication during emergency obstetric emergency.
e To practice emergency management, referral and triage in obstetrical emergencies.

$ !

-Treat the women with respect

-Speak in calm and quite manner

-Decision for management should be based on best available resources

-Maintain confidentiality —private place for examination and counseling
-consent from women before discussing with family
-all records should be confidential

-Emotional and psychological support should be provided

-Explain the management plan to the patient and her family

Triage means to prioritize. A quick assessment should be done of the woman and her baby to prioritize the order of
treatment and allocation of staff.

1-QUICK ASSESSMENT OF THE WOMEN:
-Ask, check & record
-Do immediate assessment of general condition

CLASSIFY as one of the following:
-Emergency for women

-Labour

-Routine care

%
Women may present with:
-Unconscious
-Convulsion

-Bleeding from vagina

-Severe abdominal pain
-Headache and visual disturbance
-Severe difficulty in breathing
-Severe vomiting

-High fever

Steps of management:

-Call for help

-Shift to the treatment room for rapid assessment and management.
-Reassure the patient

-Ask her companion to stay




Women may present with:
-Uterine contraction
-Ruptured membrane
-Imminent delivery

Steps of management:
-Shift to labour room
-Do immediate assessment

Women may present with:
-Pregnancy, with no danger sign
-After delivery, with no danger sign

Steps of management:

-Keep the women under observation for routine care
-If not in labor, provide antenatal checkup

-If recently delivered, provide post partum care

2-PRIORITIZE THE ORDER OF TREATMENT AND ALLOCATION OF STAFF:
It is divided into 3 categories:

Priority 1: A women who requires immediate treatment and resuscitation or she may die
Priority 2: A women whose care may be delayed for few hours

Priority 3: A women who can sustain a significant delay

REFERRAL:
A good transfer should be well planned and prepared. This can be done by ACCEPT approach.

A-Assessment: Asses the situation i.e. who is accompanying the patient and how much knowledge they can
provide about the patient’s condition.

C-Control: Take control, identify what needs to be done and who is going to do it. Women should be accompanied
by: -health worker trained in delivery

-essential emergency drug and supplies for transfer

-referral note

-relative who can donate blood

C-Communication: Information to the women and family about what is happening. Identify and inform the key
people involved as soon as possible. Referral letter should include

Who you are

Patient’s relevant details

What is the problem?

What has been done so far?

What is required?

E-Evaluation: The risk of transfer should be balanced against the risk of staying. The degree of urgency, severity of
women’s condition will help to decide the mode of transport and the person needed to accompany her.

P-Preparation & Packaging:
-Women’s condition should be stable enough to transport her safely and there should be no change in the level of
care providing during transfer.




-Adequate resuscitation should be carried out if required during transport
-Drugs and fluid should be more than adequate
-All I/V line, catheter should be secured to the patient
-All written document should accompany the patient
T-Transport:
e The standard of care needs to be maintained as much as possible during transport
e Monitoring should continue
e Keeparecordofall  fluids, medications, time of administration and the woman’s condition

e Direct contact must be made with the receiving person

e All documents should be handed over and a full explanation given of the course of events up to now

%
e WHEN should you move the woman to the referral hospital i.e. what are the clinical reasons for referral?
e HOW will you refer the woman? How will you arrange transport? Who needs to escort her?
e HOW will you communicate with the referral hospital?
e WHAT equipment or skills will the person who escorts the woman need?
e HOW TO NEGOTIATE with decision maker in the home for permission to refer the women?
e WHAT are the clinical reasons for referral?
e WHERE to refer the women?

e HOW to refer — transport, communicating with referral centre?



MODULE-3
SHOCK AND UNCONSCIOUS PATIENT

OBJECTIVE:

e To recognize the shock
e To practice the response to a woman in shock related to an obstetric emergency
e To practice the response to an unconscious woman related to an obstetric emergency

Shock

e Shock is a life threatening condition that requires immediate and intensive treatment

e Shock means there is inadequate perfusion of organs and cells with oxygenated blood
CAUSES:

Two main causes of shock and maternal death are:
- Hemorrhage
- Sepsis

SIGNS AND SYMPTOMS:

- Pulse weak and fast (>110 beats/ minute)
- BP low (systolic<90mmgh) (late sign)

- Pallor

- Sweating or cold & clammy skin

- Rapid breathing

- Anxious, confused

- Unconscious

- Fetal distress

STEPS OF MANAGEMENT:
e Call for help
e Position the woman on her left side with her legs higher than her chest
e Insert |V line (16-18G)
e Give fluids at rapid rate (Ringer lactate or N/S)

e If not able to insert peripheral IV lines, consider a venous cut-down
e Kkeep her warm



e Assess the condition of mother and child

e Bleeding vaginally or history of bleeding vaginally, follow management as for hemorrhage
e If no bleeding and suspected sepsis-follow management as for sepsis

Once initial treatment has commenced at (BEOC) refer her urgently to hospital (CEOC)

e Reassess the woman'’s response to |V fluids within 30 minutes for signs of improvement:

-Pulse (90 beats/min or less)
-Systolic blood pressure (100 mmHg or more)
-Mental status (less confusion or anxiety)

-Increasing urine output (30 ml/hour or more)

e Continue management of underlying cause of shock

FLUID MANAGEMENT
¢ Rapid rate:

> 1litin 15-20 min if shock, or heavy vaginal bleeding
» After that, infuse 1 liter in 30 minutes at 30ml/minute
» Repeat if necessary
» Monitor every 15 minutes for:
Pulse and BP
Shortness of breath or puffiness.

» Reduce the infusion rate:
To 3ml/minute (1litre in 6-8 hours) when pulse less than 100 beats/minute, systolic BP 100
mmHg or higher
To0.5ml/minute, if breathing difficulty or puffiness develops

e Moderate rate
» 1litin 2-3 hrs in severe abdominal pain, obstructed labour, ectopic pregnancy, high fever
or dehydration

e Slow rate
» 1litin 6-8 hrs in severe anemia/severe pre-eclampsia

e |Insert a urinary catheter, monitor urine output

e Record time and amount of fluid
e Fluid balanced diet
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1. 15% or less (not much only a mild rise in pulse rate She will not require a blood
transfusion
More than 700 ml) -If the woman is otherwise healthy

-If not anemic

2. 15-30% (over 1.5 liters) rising pulse rate and rising breathing frequency
Use crystalloids to replace fluid loss

3. 30-40% (over 2 liters) it is only at this stage that the blood pressure falls
Remember a drop I BP is a late sign of Hypovolemia
Patient will need a blood transfusion in addition to
Crystalloids.

4. >40% this is immediately life threatening
Blood transfusion is required immediately.

(A pregnant woman has a circulation volume of about 100ml/kg(for a woman of 60 kg this is 60 liters)

PROCEDURE FOR VENOUS CUT-DOWN:

1- The saphenous vein is about 1 finger anterior and superior to the medial malleolus (on the inner
side ankle)

2- Palpate and locate the great saphenous vein ( saphenous vein is about 1 finger anterior and
superior to the medial malleolus on the inner side ankle)

3- Infiltrate skin with local anesthesia

4- Make a 2cm tranverse incision

5- Expose the vein

6- Insert sutures loosely at proximal and distal end of vein

7- Make small incision in vein

8- Expose the vein and insert cannula

9- Tie upper suture to secure cannula

10-Close the wound

11-Secure cannula with suture

%

As rapid assessment of conscious level is made
e Isthe patient & (



e Responding to

e Responding to

° *
’

Assess cause of reduced level of consciousness and treat accordingly

e Has there been a recent convulsion (eclampsia)?

Is she a known epileptic?

Is there any neck stiffness (meningitis)?

Does she have a fever (temperature>38C)?

Assess pupils (to check if cerebral bleed has occurred)



MODULE -4

HEMMORRAHAGE

OBJECTIVE

e Recognition of obstetric hemorrhage
e Management of women with obstetric hemorrhage

CAUSES:

Antenatal

e miscarriage
ectopic pregnancy
placenta previa
placental abruption
ruptured uterus

Postnatal

e Tone (uterine atony)

e Tissue (retained placenta or product of conception)
e Trauma (genital tract laceration)

e Thrombin (abnormalities of coagulation)

Steps of management:
o Start with airway, breathing and circulation
General management:

e Intravenous access(14-guage cannula x2)
e Take blood for full blood count, coagulation profile(in case of heavy bleeding) and crossmaching
e Commence crystalloid infusion

Management according to cause:
Placental abruption:
It is separation of placenta from uterus before delivery of baby

CLASSIFICATION

a. Evident abruption
b. Hidden or Cancelled abruption



SIGN AND SYMPTOMS

Bleeding(vaginal or concealed in uterus)

Intermittent or constant abdominal pain

Shock

Tense, tender uterus (no relaxation between contraction) This is known as ‘woody hard’ uterus
or ‘uterus enbois’ or ‘couveliar uterus’

Decreased/absent fetal movement

e Fetal distress or absent fetal heart sound

e On examination uterus is tender and hard (

MANAGMENT

If bleeding is light to moderate
e Fetal heart sound normal or absent —rupture membrane and augment labor with oxytocin in case
of poor contraction or perform caesarean section in case of poor bishop score

e |If fetal heart sound abnormal (<100bpm or >180bpm) perform immediate caesarean section
(category 1).

If bleeding is heavy or women in shock

Deliver the baby as soon as possible
o If cervix is fully dilated deliver by vacuum extraction
e If vaginal delivery is not imminent deliver by caesarean section

Placenta previa:
It is abnormal implantation of placenta at or near cervix.

e ltis classified as

type1: in lower segment of uterus
type2: reaching up to the margin of os
type3: covering os

type4: completely covering os

oo ow

SIGN AND SYMPTOMS:

e Bleeding from vagina
e Shock
¢ Fetal presentation not in pelvis

DIAGNOSIS:



If u/s shows placenta previa and gestation >37weeks plan delivery
If no u/s available

e gestation is <37weeks manage as placenta previa

e gestation is 37 weeks examine in theater and be prepare for vaginal delivery or Cesarean
section

e Do per speculum examination if cervix is partially dilated and placental tissue visible, do
cesarean section

¢ |If cervix is not dilated palpate vaginal fornices
a. if spongy tissue is felt deliver by caesarean section

b. if firm fetal head is felt, proceed to deliver by induction of labor unless hemorrhage
occur

STEPS OF MANAGEMENT:

e If bleeding is heavy and continuous do immediate LSCS irrespective of fetal maturity or fetal
condition

If bleeding is light or stopped and fetus immature expectant management should be done which
include:

Keep the women in hospital till delivery

Correct anemia

Give corticosteroid ( 12mg I/M 12hours apart b/t 24 to 34 wks of gestation)

Blood should be available in case it is required

If bleeding recurs benefit of expectant management should be weighed against risk for women

0 O O O O

Ruptured uterus:-
Immediate laparotomy and deliver baby and placenta (if not already delivered)

Type of incision

Depends up on the reason of rupture suspected
-midline incision: if pathology unknown
-lower transverse incision: if ruptured during labor

SURGER

-uterine repair if possible
-subtotal hysterectomy if hemorrhage persist
-total hysterectomy if the tear extend through cervix and vagina

Clotting Failure:-

It is likely to occur in
-placental abruption
-pre-eclampsia
-eclampsia



-intrauterine death (retained death fetus)
-amniotic fluid embolism

STEPS OF MANAGEMENT

Give fresh pack cells

choose one of the following based on availability
a. FFP (15 ml/kg body weight) to replace clotting factor
b. cryoprecipitate to replace fibrinogen
c. platelet concentrates

Post Partum hemorrhage

Primary PPH is the loss of 500 ml or more of blood from the genital tract within 24 hours of the

birth of a baby
Secondary PPH is defined as abnormal or excessive bleeding from birth canal between 24 hours
and 12 weeks postnatal

PPH can be

Minor (500—-1000 ml)
Major (more than 1000 ml).

Major could be divided into

a. moderate (1000-2000ml)
b. severe (>2000ml)

Prediction and prevention of postpartum hemorrhage

Most cases of PPH have no identifiable risk factors

Prophylactic oxytocics should be offered routinely in the management of the third stage of labour
in all women as they reduce the risk of PPH by about 60%

For women without risk factors for PPH delivering vaginally, oxytocin (5 iu or 10 iu by
intramuscular injection) is the agent of choice for prophylaxis

For women delivering by caesarean section, oxytocin (5 iu by slow intravenous injection) should
be used

Misoprostol is not as effective as oxytocin but it may be used when the latter is not available, such
as the home-birth setting

STEPS OF MANAGEMENT

Management involve four component:
a. communication
b. resuscitation



c. monitoring and investigation
d. arresting bleeding
e call for help (midwives, obstritician, anesthetist and hematologist)

Hemorrhage, placenta not delivered

Deliver placenta by controlled cord traction

If unsuccessful and bleeding continue, remove placenta manually and check placenta

If unsuccessful shift to theater for examination under anesthesia and removal of placenta
Give appropriate antibiotic

Syntocinon infusion (40units in 500ml Of Hartmann’s solution at 125ml/hr)

Hemorrhage placenta delivered:

Massage the uterus until it hard

Bladder should be empty (Foleys catheter, leave in place)

Syntocinon 5 units I/V slowly (may have repeat dose)

Ergometrine 0.5 mg by slow intravenous or intramuscular injection (contraindicated in women with

hypertension).

Syntocinon infusion (40 units in 500 ml Hartmann’s solution at 125 mi/hour) unless

e Fluid restriction is necessary.

e Carboprost 0.25 mg by intramuscular injection repeated at intervals of not less than 15 minutes to
a maximum of 8 doses (contraindicated in women with asthma).

e Direct intramyometrial injection of carboprost 0.5 mg (contraindicated in women with asthma),
with responsibility of the administering clinician as it is not recommended for intramyometrial use.

e Misoprostol 1000 micrograms rectally

Fluid therapy and blood product transfusion

e Crystalloid Up to 2 liters Hartmann’s solution
e Colloid Up to 1-2 liters until blood arrives
e Blood Cross matched

If cross matched blood is still unavailable, give uncross matched
group-specific blood OR give ‘O RhD negative’ blood

e Fresh frozen plasma 4 units for every 6 units of red cells or prothrombin time/activated
Partial thromboplastin time > 1.5 x normal (12—-15 ml/kg or total 1liters)

e Platelets concentrates If PLT count <50 x 109

e Cryoprecipitate If fibrinogen < 1 g/l

If pharmacological measures fail to control the hemorrhage, initiate surgical homeostasis
sooner rather than later the following conservative surgical interventions may be attempted:

Bimanual compression of the uterus
Compression of the abdominal aorta
Balloon tamponade

Haemostatic brace suturing (such as using procedures described by B-Lynch or modified
compression sutures)



e Bilateral ligation of uterine arteries
e Bilateral ligation of internal iliac (hypogastric) arteries
e Selective arterial embolisation

Perineal and vaginal tears:

e Examine the tear and asses the degree of tear

e |If third degree tear shift to theater for repair under general anesthesia



MODULE -5

SEVERE PRE-ECLAMPSIA AND ECLAMPSIA

OBJECTIVE

To recognize severe pre-eclampsia and eclampsia

To practice an effective response to a women with severe pre-eclampsia or eclampsia

SIGN AND SYMPTOMS OF SEVERE PRE-ECLAMPSIA

BP >140/90mmHg

Proteinuria 2 + or 1g/It or more

Abnormal liver enzymes (ALT or AST rising to above 70 iu/l)
Headache

Blurred vision

Epigastric pain

Clonus

Breathlessness (pulmonary edema)

Platelet count falling to below 100 x 106/l
Reduced urine output (less than25 ml/hour or less than 100 ml/4 hour

PRINCIPLES OF MANAGEMENT

The cure for pre-eclampsia (and eclampsia) is delivery of the fetus and placenta

Monitoring

The blood pressure should be checked each 15 minutes until the woman is stabilized and then
every 30min in the initial phase of assessment

The blood pressure should be checked 4-hourly if conservative management plan is in place and
the woman is stable and asymptomatic

Assessment of the woman requires a full blood count, liver function and renal function tests at
least daily when the results are normal but more often if the clinical condition

changes or if there are abnormalities

Clotting studies are not required if the platelet count is over 100 x 106/

A falling platelet count is associated with worsening disease and is itself a risk to the mother

A platelet count of less than 100 should be a consideration for delivery.



e An AST level of above 75 iu/l is seen as significant and a level above 150 iu/l is associated with
increased morbidity to the mother

e Close fluid balance with charting of input and output is essential

e Rushed delivery in an unstable patient is incorrect

e Treat hypertension if

-systolic BP is 170mmHg or more
-diastolic BP is 110 mmHg or more

¢ In women with other markers of potentially severe disease, treatment can be considered at lower
degrees of hypertension

e Aim to reduce BP t0130-140/90-100 mmHg

e Commonly used antihypertensive drugs are hydralazine, labetalol, nifedipine

e Hydralazine: Bolus of 5mg I/V stat if MAP remain>125mmm of Hg followed at 10min interval by
5mg up to cumulative dose of 15mg once MAP<125mm of Hg,infusion of 10mg/hr is commenced
doubling at 30 min interval until satisfactory response or a dose of 40mg/hr is attained

e Labetalol:Bolus of 20 mg I/V stat if MAP remain>125mmm of Hg followed at 10min interval by
40,80,80mg up to cumulative dose of 220mg once MAP<125mm of Hg,infusion of 40mg/hr is
commenced doubling at 30 min interval until satisfactory response or a dose of 160mg/hr is
attained

¢ Nifedipine: 5 mg should be given orally not sublingually

e Give steroid to promote lungs maturity in a fetus of gestational age of 24-34weeks

e Consider the need for magnesium sulphate if eclampsia seems imminent
e Mode of delivery is decided at senior level after vaginal examination to asses the possibility of

induction of labour

ECLAMPSIA

Recognizing eclampsia

Convulsing (now or recently): tonic-clonic spasms like epilepsy

e Unconscious: if unconscious, ask relative “has there been a recent convulsion?

Small proportion of women may have normal blood pressure

Treat all women with convulsion as if this is eclampsia until another diagnosis is confirmed



PRINCIPLES OF MANAGEMENT

Call for help

Do not leave the women on her own

Place women into the left lateral position.

Maintain airway at all times.

Insert IV cannula and give fluids slowly (normal saline or ringer lactate).
Start magnesium sulphate

Loading dose: 4g I/V over 5-10min
Maintenance dose: 1g/hr for 24hrs after last convulsion or delivery

DO NOT give the next dose of magnesium sulphate if any of these signs appear:
-Knee jerk absent
-Urine output less than 20ml/hour

-Respiratory rate < 16 breaths/minute

Give the antidote: calcium gluconate 1g IV (10 ml 10% solution) over 10 minutes

If convulsion recurs:

Recurrent seizures should be treated with either a further bolus of 2 g magnesium sulphate or an
increase in the infusion rate to 1.5 g or 2.0 g/hour.

-If convulsion still continues, give diazepam 10mg I/V slowly over 2 minutes
(Diazepam can be given if magnesium sulphate toxicity occurs or if not available)

Keep a fluid intake and output chart

DO NOT give intravenous fluid rapidly

If temperature higher than 38 degrees c or history of fever, also give treatment for fever

If a woman with eclampsia is undelivered, delivery should take place as soon as the woman’s
condition has stabilized regardless of the gestational age

If the cervix is favorable, rupture the membranes and induce labour using oxytocin.

If the cervix unfavorable, ripen the cervix using misoprostol, prostaglandins or a Foley catheter

Consider delivery by emergency Caesarean section.

If vaginal delivery is not anticipated within 12 hours

If there are fetal heart abnormalities

Consider vaginal delivery



e |f safe anesthesia is not available for Caesarean section

e |f fetus is dead or too premature for survive

MODULE -6

OBSTRUCTED LABOUR

OBJECTIVE

e To recognize the obstructed labour

e To achieve competency and skill required

DEFINITIONS

¢ Prolonged Labour: when a woman is in labour for > 12 hrs

e Latent phase: from the onset of labour up to dilatation of 3-4cm
e Active phase: from 3-4cm to full dilatation

e Dysfunctional labour: when contractions are inadequate

e Cephalopelvic disproportion: when passenger(fetus) is too large or passage(pelvis) is too small

PARTOGRAPH

It is structured graphical representation of progress of labour.unsatisfactory progress in labour occurs
in labour when cervical dilatation is to right of alert line on partograph

CAUSES OF FAILURE TO PROGRESS IN LABOUR

e Power (contractions)
e Passage (pelvis)

e Passenger (fetus)

FIRST STAGE OF LABOUR

Progress of labour is unsatisfactory if:
e irregular and infrequent contraction
e cervical dilatation is < 1cm/hr during active phase of labour



cervical dilatation to the right of the alert line
If uterine contractions are infrequent and/or irregular:

Ensure use of Partogram

Encourage mobility and hydration

Rupture the membranes

Augment labour using oxytocin

Reassess labour by vaginal examination 2 hrs after strong contractions has been established
If no progress, deliver by Caesarean section

SECOND STAGE OF LABOUR

Progress of labour is unsatisfactory if:
e Failure of descent of fetus
e Failure of expulsion

It should be managed as:
e Allow spontaneous pushing

Encourage change of maternal position

If no malpresentation or obstruction and contractions are inadequate: augment labour with
oxytocin

If no descent:
- Vacuum delivery (if fetal head is <1/5th palpable per abdomen)
- Cesarean section (if fetal head is >1/5th palpable per abdomen)

UNSATISFACTORY PROGRESS

Fetal heart rate abnormalities (<100 or >180 beats/min)

e Change maternal position

e Check for position or presentation in labour

e Continue to closely monitor fetal heart rate and progress of labour with the use of partogram

Increases maternal pulse rate
e Ensure adequate hydration, provide adequate analgesia, check temperature

Hypotension
e Keep mother in lateral position
e |f associated with hemorrhage, manage accordingly

Acetone in urine (ketosis)
e Correct hydration

MANAGEMENT



Prolonged latent phase:

e Review diagnosis of labour

Consider:

e Rupture the membranes

¢ Induce labour with oxytocin or prostaglandins

e Reassess every 4 hours

Prolonged Active Phase:

If no signs of CPD or Obstruction

e Rupture the membranes

e Assess uterine contractions, if inadequate consider augmentation

CPD

« If CPD is confirmed, deliver by Caesarean section

Obstruction

« Iffetus is alive and cervix is fully dilated
-Vacuum delivery (if fetal head is <1/5th palpable per abdomen)
-Caesarean section (if fetal head is >1/5th palpable per abdomen)

Inadequate uterine activity:

e Rupture the membranes

e Augment labour with oxytocin

e Reassess. If no progress, deliver by Cesarean section

Prolonged expulsive phase:

e Augment labour with oxytocin

e Change maternal position

OTHER OPTIONS

e Symphysiotomy *

e Craniotomy +

e Laparotomy for ruptured uterus

e Subtotal hysterectomy



e Total hysterectomy

MODULE -7

SEPSIS
OBJECTIVE:

e To recognize sepsis
e To manage the women with sepsis

Signs and symptoms of sepsis:
e Temperature 38 degree centigrade or above
Warm extremities
Increase heart rate(mother and fetus)
Fast breathing
Low blood pressure
Altered mental state(confused, restless)
Septic shock

Causes of fever in pregnancy and labour:
e Cystitis

Acute pyelonephritis

Septic abortion

Amnionitis

Pneumonia

Malaria

Typhoid fever

Hepatitis

Steps of management:
General measure:

-Maintain 1/V line and start I/V fluids or if patient is conscious encourage oral intake
of fluid

-Do measure to decrease temperature (like sponging)

-If there is a suspicion of septic shock start intravenous antibiotic

-Treat the cause

Management according to cause:



Cystitis

-Test:-urine detailed report and urine culture

-Treatment:-Amoxicillin 500mg per oral three times per day for 3day or

Trimehoprime/sulphamethoxazole 1 tablet (160/800mg) per oral two times/day for 3
day

-If infection recurs two or more time, repeat urine culture and sensitivity and treat
with antibiotic accordingly

-For prophylaxis, trimethoprime/sulphamethozole 1tablet (160/800mg) or amoxicillin

250mg by mouth once daily for remainder of pregnancy and 2week postpartum

Acute pyelonephritis:

e Treat with I/V antibiotics until women is fever free for 48 hours
e Ampicillin 2g IV 6hourly +gentamicindmg/kg body weight every 24hours

e Once the women is fever free for 48hours,give amoxicillin 1gby mouth three times per day for
complete 14 days

e Prophylaxis is same as for cystitis
e If noresponse in 72 hours consider other causes or antibiotic coverage is not appropriate

Malaria:

Treat malaria in pregnancy as an emergency
Classification:

- Sever and complicated malaria
-Uncomplicated malaria
-Congenital malaria

Symptoms

@ Fever/chills/sweats
@ Headache

@ Muscle pain

@ Nausea

@ Vomiting

@ Diarrhea

@ Cough

@ General malaise

Signs

@ Jaundice

@ Elevated temperature
@ Perspiration

@ Pallor

@ Splenomegaly



@ Respiratory distress
Clinical manifestations:

@ Prostration

@ Impaired consciousness

@ Respiratory distress (acidotic breathing, acute respiratory distress syndrome)*
@ Pulmonary edema (including radiological)*

@ Multiple convulsions

@ Circulatory collapse, shock (blood pressure [190/60 mmHg)

@ Abnormal bleeding, disseminated intravascular coagulopathy

@ Jaundice

@ Haemoglobinuria (without GBPD deficiency)

Laboratory tests

@ Severe anemia (Hemoglobin < 8.0 g/dI)

@ Thrombocytopaenia

@ Hypoglycemia (< 2.2 mmol/l)

@ Acidosis (pH < 7.3)

@ Renal impairment (oliguria < 0.4 ml/kg body weight/hour or creatinine > 265 umol/l)
@ Hyperlactataemia (correlates with mortality)

@ Hyperparasitaemia (> 2% parasitised red blood cells)

@ ‘Algid malaria’ - Gram-negative septicaemia

@ Lumbar puncture to exclude meningitis

e Malaria in pregnancy diagnosed by Severe anemia (Hemoglobin < 8.0 g/dl), Thrombocytopenia
and Hyperparasitaemia (> 2% parasitized red blood cells)

e Admit pregnant women with uncomplicated malaria to hospital and with severe and complicated
malaria to an intensive care unit

¢ Intravenous artesunate is the treatment of choice for severe falciparum malaria

e Use intravenous quinine if artesunate is not available.

e Use quinine and clindamycin to treat uncomplicated P. falciparum

e Use chloroquine to treat P. vivax, P. ovale or P. malariae

¢ Primaquine should not be used in pregnancy

e Seek advice from infectious diseases specialists, especially for severe and recurrent cases

e Write a management plan for follow-up, to ensure detection of relapse.

Typhoid:



e Ampicillin 1gm per-oral 4times per-day or amoxicillin 1gm per-oral 3times per-day for 14 days

Hepatitis:
e Provide supportive therapy and treat accordingly.

Sepsis after delivery:

e It is recognized as a women has a fever (temperature 38c or more) occurring more than 24hrs
after delivery.

Causes of fever after child birth:

Endometritis

Pelvic abscess
Mastitis

Breast abscess
Wound abscess
Wound hematoma
Wound cellulites
Deep vein thrombosis
Atelectasis
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Steps of management:
General measure:

maintain I/V line and start I/V fluids or if patient is conscious encourage oral intake of fluid
do measure to decrease temperature (like sponging)

if there is a suspicion of septic shock start intravenous antibiotic

Treat the cause

Endometritis:

e Ampicillin2gm I/V every 6 hr + gentamicin 5 mg/kg I/V every 24 hrs + metronidazole 500 mg I/V
every 8 hr

e If noresponse in 72 hours consider other causes or antibiotic coverage is not appropriate

e |If retain product of conception suspected give anesthesia and perform digital exploration of the
uterus.

e If no improvement and sign of general peritonitis (fever, abdominal pain, rebound tenderness)
perform laprotomy to drain the pus

e |f uterus is necrotic and septic perform subtotal hysterectomy

Pelvic abscess:




¢ Antibiotic should be given before draining the abscess and continue until the women is fever free
for 48 hrs.

Peritonitis:

¢ Insert nasogastric tube
e give combination of antibiotic until women is fever free for 48 hrs
e if necessary perform laprotomy for peritoneal lavage

Mastitis:
e cloxacillin 500mg 4 times per day per-oral for 10 days or erythromycin 250 mg per-oral 3times
per day for 10 days
e give paracetamol 500mg per-oral if needed

Encourage the women to:
e continue breastfeeding
e support breasts with a binder or brassiere

e apply cold compress to the breast between feeding

Breast abscess:

e Treat with antibiotic as in mastitis
e Drain the abscess under anesthesia

Encourage the women to:
e continue breastfeeding
e support breasts with a binder or brassiere

e apply cold compress to the breast between feeding

Infection of perineal and abdominal wound:

e In case of pus or fluid open and drain the wound

e |If infection is superficial monitor for development of abscess and give combination of
antibiotic(Ampicillin 400mg per-oral 4 times a day for 5 days plus metronidazole 300mg 3times a
day for 5 days)

e If infection is deep give a combination of antibiotic until necrotic tissue have been removed
(penicillin G 2 Million unit I/V every 6 hr plus gentamicin 5mg/kg I/V every 24 hr plus
metronidazole 400mg per-oral 3 times per day for 5 days)

e Perform secondary closure 2-3 weeks later depending upon resolution of infection

Wound Cellulitis / DVT:

e |/V antibiotics
e |/V hydration
e Anti-coagulants



e Analgesia
Atelectasis:

¢ Encourage ambulation and deep breathing
e Give appropriate antibiotic

MODULE -8

ASSISTED DELIVERY

OBJECTIVES:
e To recognize the need and principles of the use of vacuum extraction and simple forceps delivery.

¢ To understand the principles underlying the repair of vaginal and perineal tears.

Indications for instrumental delivery:

e Fetal compromise in second stage
e Medical indication to avoid valsalva (cardiac, cerebral disease, myasthenia gravis, spinal
cord injury)
e Prolonged second stage
-nulliparous 2hrs
-multiparous 1hr
e To expedite delivery (maternal exhaustion, placental abruption)
e Cord prolapse at full dilatation
e After coming head of a breech (forceps)
Pre-requisites for instrumental delivery:

Fetal head is < 1/5th palpable per abdomen

Vertex presentation

Cervix fully dilated

Ruptured membranes

Adequate pelvis

Informed consent

Adequate analgesia: Pudendal block/ perineal infiltration
Empty bladder

Fetal head at least at 0 station or lower

Trained operator



Preparation:

e Informed consent should be taken after explaining all procedure to women and her support
person

e Prepare the necessary equipment

e Continue emotional support and reassurance should be provided

Failed vacuum extraction:
Classify a failed vacuum extraction if:

Fetal head does not advance with each pull

Fetus is undelivered after 3 pulls or after 30 mins

Cup slips of the head twice at the proper direction of pull with a max negative pressure

Use vacuum extraction in combination with Symphysiotomy (only if this is accepted practice and
the provider is competent in this procedure)

Failed forceps:
Classify a failed forceps if:

Fetal head does not advance with each pull

Fetus is undelivered after three pulls or after 30 mins
Do not persist if there is no descent with every pull
Symphysiotomy is not an option with failed forceps

Vaginal and perineal tears:

There are 4 degrees of tears that can occur
during delivery:

First degree Injury to perineal skin only
Second degree Injury to perineum involving perineal muscles but not involving the anal sphincter.
Third degree Injury to perineum involving the anal sphincter complex:

3a: Less than 50% of EAS thickness torn
3b: More than 50% of EAS thickness torn
3c: Both EAS and IAS torn

Fourth degree Injury to perineum involving the anal sphincter complex (EAS and IAS) and
anal epithelium

Risk factors for third and forth-degree tears

@ Birth weight over 4 kg (up to 2%)
@ Persistent occipitoposterior position (up to 3%)



@ Null parity (up to 4%)

@ Induction of labour (up to 2%)

@ Epidural analgesia (up to 2%)

@ Second stage longer than 1 hour (up to 4%)
@ Shoulder dystocia (up to 4%)

@ Midline episiotomy (up to 3%)

@ Forceps delivery (up to 7%).

REPAIR OF 3rd & 4th DEGREE TEARS:

All women having a vaginal delivery with evidence of genital tract trauma should be examined
systematically to assess the severity of damage prior to suturing.

Surgical techniques:

For repair of the external anal sphincter, either an overlapping or end-to-end (approximation)
method can be used, with equivalent outcome. Where the IAS can be identified, it is advisable to
repair separately with interrupted suture

Choice of suture materials:

Either monofilament sutures such as polydiaxanone (PDS) or modern braided sutures such as
polyglactin (Vicryl) can be used with equivalent outcome

When repair of the IAS muscle is being performed, fine suture size such as 3-0 PDS and 2-0
Vicryl may cause less irritation and discomfort

Chromic catgut is an acceptable alternative

A curved needle for suturing is better than a straight needle

Postoperative management:

Broad-spectrum antibiotics

Postoperative laxatives

Physiotherapy and pelvic-floor exercises for 6-12 weeks

Follow-up 6—12 weeks postpartum by

If a woman is experiencing incontinence or pain at follow-up, referral to a specialist gynecologist
or colorectal surgeon for endoanal ultrasonography and anorectal manometry should be
considered

Future deliveries:

All women who sustained an obstetric anal sphincter injury in a previous pregnancy should be
counseled about the risk of developing anal incontinence or worsening symptoms with
subsequent vaginal delivery



e All women who have sustained an obstetric anal sphincter injury in a previous pregnancy and who
are symptomatic or have abnormal endoanal ultrasonography and/or manometry should have the
option of elective caesarean birth.

MODULE -9

COMMON OBSTETRIC EMERGENCIES

OBJECTIVES:

e To recognize when an obstetric emergency (prolapsed cord, shoulder dystocia, breech delivery)
has occurred
e To practice effective management of the emergencies

PROLAPSED CORD:

The umbilical cord is visible at the vagina or is felt on vaginal exam:
Action:

e Feel cord gently for pulsation

e Determine lie & presenting part of baby

-If the lie is transverse - emergency C-section
-If the lie is longitudinal - perform P/V determine stage of labour

e Give salbutamol 0.5 mg IV slowly over 2 mins to reduce contractions
First stage of labour:
CORD PULSATING
1-Take immediate action to stop presenting part pressing on cord:

e Knee-elbow position
e Mother can be transferred in this position



2-Manually keep the presenting part out of the pelvis:

e Insert a hand into the vagina and push the presenting part up, to decrease pressure on the cord
and dislodge the presenting part from the pelvis

e Place the other hand on the abdomen in the suprapubic position and keep the presenting part out
of the pelvis

e Once the presenting part is firmly held above the pelvic brim, remove the other hand from the
vagina

e Keep the hand on the abdomen until the time that the Caesarean section is performed

¢ Fill the bladder through Foley catheter with 500-750m| N/S and clamp the catheter

Second stage of labour:

1-CORD PULSATING

Cervix fully dilated
e Expedite delivery with episiotomy and vacuum extraction or forceps
e If breech presentation, perform a breech extraction

2-CORD NOT PULSATING
e Deliver in the manner that is safest for the women
e If the cord is not pulsating, the fetus is dead

SHOULDER DYSTOCIA

e The fetal head has been delivered but the shoulders are stuck behind the symphysis pubis and
cannot be delivered

e Chin retracts and depresses the perineum

e Traction on the head fails to deliver the shoulder

STEPS OF MANAGEMENT

Call for help

Feel posterior shoulder in the sacral hollow, if yes then:
e Adequate episiotomy

McRoberts’ position

Suprapubic pressure

Do not apply fundal pressure

Avoid excessive traction on the head

If this fails, woodscrew maneuver

Delivery of posterior shoulder

Symphysiotomy



If all fails or post shoulder not in sacral hollow, attempt Zavanelli

BREECH DELIVERY

Conditions necessary for breech delivery

Complete or frank breech

Adequate pelvis

Fetus is not too large

No previous Caesarean section for cephalopelvic disproportion

DELIVERY OF BUTTOCKS AND LEGS

Allow delivery to proceed without any interference until the buttocks are visible
As the buttocks enter vagina and perineum distends, decide about episiotomy
Let buttocks deliver until the scapulae are seen

DO NOT PULL OR INTERFERE IN ANY WAY

Hold baby by the hips, but do not pull

If the legs do not deliver spontaneously, deliver one leg at a time

Ask the mother to continue pushing with contractions

DELIVERY OF THE ARMS

If the arms are left on the chest, allow to disengage spontaneously, one by one

After delivery of the first arm, lift buttocks toward the mother’'s abdomen to enable the second arm
to deliver spontaneously

If the arm does not deliver spontaneously, place one or two fingers in the elbow and bend the
arm, bringing the hand down over the newborn’s face

If the arms are stretched above the head or folded around the neck, use Lovset’'s manoeuvre

DELIVERY OF THE HEAD
Head can be delivered by following manoeuvre:

Mauriceau-Smellie-Veit manoeuvre
Burn’s Marshall

Forceps delivery

INVERTED UTERUS

When the uterus turns inside out during delivery of the placenta, it is called ‘Inverted uterus’

This may be accompanied by bleeding or sometimes is ‘dry’



STEPS OF MANAGEMENT
e Assess airway, breathing, circulation
Commence |V fluids immediately
Give pethidine IV/IM 1 mg/kg (not more than 100 mg) or morphine 0.1 mg/kg IM
DO NOT give any oxytocic drugs until inversion is corrected

If the placenta is still attached, do not attempt to remove this until after the uterus has been
repositioned

REPOSITIONING OF UTERUS
e Manual repositioning
e Hydrostatic repositioning
e Surgery

After repositioning:

e If placenta not removed do so manually
e Ensure oxytocics given to keep uterus contracted

® Give antibiotics to prevent infection



MODULE -10

COMPLICATIONS OF ABORTION

OBJECTIVES:

e To recognize the presentation of complications of abortion
e To practice management of the complications of abortion

e Use of manual vacuum aspiration
PRESENTATIONS OF COMPLICATION OF ABORTION:

Lower abdominal pain
Rebound tenderness
Tender uterus

Prolonged bleeding
Malaise

Fever

Foul-smelling vaginal discharge
Cervical motion tenderness
Abdominal distension
Shoulder pain
Nausea/vomiting

MANAGEMENT:

Initial assessment
e Greet woman respectfully and with kindness
e Assess patient for shock and sepsis
e Take history
e Examination: Complete physical (heart, lungs, abdomen) and pelvic exam



Laboratory tests: CBC, thick slide for malaria parasites, urine microscopy, dipstick
Keep woman informed about her condition and what to expect

COMPLICATION AND MANAGEMENT:

Infection/Sepsis

I/V Antibiotics before the procedure

Uterine, vaginal or bowel injury

Laparotomy to repair the injury & MVA simultaneously

Seek further assistance if required

MANUAL VACUUM ASPIRATION (MVA):

Pre-procedure tasks

Explain the steps of procedure

Paracetamol 500mg, 30mins before procedure

Check MVA syringe & charge it

Oxytocin 10 units IM before the procedure, to reduce risk of perforation
Bimanual pelvic examination:

-size & position of uterus

-cervical dilatation

PARACERVICAL BLOCK:

Prepare 20ml 0.5% lignocaine solution

Inject 1 ml lignocaine sol in ant/post lip of cervix (10 or 12 o’clock)

Gently grasp ant/post lip of cervix with a single-toothed tenaculum forceps (ring/sponge forceps if
incomplete abortion)

Give slight traction to identify area b/w cervical epithelium and vaginal tissue

Insert needle just under the epithelium

Inject 2 ml 0.5% lignocaine sol (not deeper than 3 mm) at 3,5,7, 9 o’clock

After 2 mins pinch cervix with forceps (if patient feels the pinch, wait 2 mins, then retest)

PROCEDURE

Insert speculum

Apply antiseptic solution 3 times to cervix and vagina

Remove products of conception from cervical os

Gentle traction with forceps to straighten cervical canal & uterine cavity

Dilate cervix using progressively large cannula

Insert cannula slowly into uterine cavity until it touches fundus (not > 10cm)
Measure depth of uterus by dots visible on cannula, then withdraw slightly
Attach prepared MVA syringe to cannula by holding vulsella

Release the pinch valve on syringe to transfer vacuum into uterine cavity
Evacuate by gently moving syringe side to side whereas cannula back & forth



e When syringe is half full, detach syringe from cannula, empty into strainer by pushing plunger
CHECK FOR SIGNS OF COMPLETION:

-Pink/red foam
-Gritty sensation
-Uterus contracted
e Avoid grasping syringe by plunger while vacuum is established and cannula in uterus as plunger
may become unlock pushing material into uterus
e Remove cannula from MVA syringe
e Push plunger to empty contents into strainer
e Re-evacuation if uterus is soft, not contracted & bleeding

POST-PROCEDURE TASKS
e Before removing gloves, dispose waste materials in a leak proof container/plastic bag
e Place all instruments in 0.5% chlorine solution for 10mins for decontamination

e Flush needles and syringes with 0.5% chlorine solution 3 times, then place in puncture-proof
container

e Attach used cannula to MVA syringe and flush both with 0.5% chlorine solution

e Detach cannula from syringe and soak them in 0.5%chlorine solution for 10 mins for
decontamination

e Dispose products of conception in a respectful manner

e Patient should rest for 60 mins

e Instruct patient regarding post-abortion care and warning signs:

-prolonged cramping

-prolonged bleeding

-bleeding more than normal menstrual bleeding

-severe or increased pain

-fever, chills or malaise

-fainting

Follow-up

Counsel for appropriate method of family planning

Discharge woman with uncomplicated cases in 1-2hrs



