I Figures

1.1 Identification of Pre-Eclampsia

Examine Urine for proteins

It is very important to test urine for protein during pregnancy, especially if the BP is high.

How to take the sample of urine:

Vaginal discharge increases during pregnancy.  If this gets mixed with urine, it may give a false positive report.  Therefore, explain to the client that while collecting the sample,  she should void some urine and then collect the mid-stream sample of urine.  The bottle in which she collects the urine should also be clean for accurate result.

Examine the urine for proteinuria as per the technique recommended by the government.

Presence of 1+ proteinuria with high BP is an indication of pre-eclampsia.  Such a woman needs special care.  Refer her to the 24 hour PHC.
Identify swelling over body
Swelling of feet or ankles is not a very significant sign of high BP.  This may be normal during pregnancy.

If there is sudden swelling on face or hands, then this is a sign of severe pre-eclampsia.  When the swelling comes on hands, the rings on the fingers or bangles on the wrist may get tight.  The face may also feel puffy and the eyelids may feel tight. 
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1.2 Assessment of Cervical Dilatation 

1.3 Pelvic Assessment

This observation is very important in a primigravida or a multigravida with a history of prolonged or difficult labour due to disproportion in the maternal pelvis and the foetal skull.  This examination helps to note whether the pelvis has enough space for the baby to pass easily during labour.
Pelvic examination of the woman is done in the last trimester around 36-38 weeks using infection prevention practices.  While doing the vaginal examination for pelvic adequacy, the following features should be noted simultaneously:

· State of the cervix

· Position of the presenting part in relation to the ischial spines

· Elasticity of the perineal muscles

· Character of the discharge, if any.
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Examining the sacral promontory:  The sacral promontory is the prominent part of the first sacral vertebra in the front and is an important landmark to assess the adequacy of the pelvis at its upper opening of the bony birth canal. In a normal pelvis, it is not possible to feel the sacral promontory or it may be felt with difficulty.  To reach the promontory, the elbow and wrist are to be depressed while the index and middle fingers are inserted in the vagina first in a backwards and downward direction and then forwards and upwards.  The point at which a prominent bony structure is felt in the middle, after which the bone recedes backwards, is the sacral promontory as in the figure below.  

Practically, if the middle finger fails to reach the promontory or touches it with difficulty, it is likely that the upper opening of the bony birth canal (upper part of pelvis) is adequate for an average size head to pass through.
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Sacrum: The sacrum is well curved and 

smooth.

The area on the sides of the sacrum helps to indicate the capacity and roominess of the pelvis at the back.

Ischial Spines:  These are bony prominences on the side of the pelvic bones towards the inner side.  They are usually smooth and difficult to palpate.  They may be prominent and encroach towards the cavity reducing the space at the mid level of the pelvis.  Normally the two vaginal fingers separated wide cannot feel both the ischial spines simultaneously. If they are felt simultaneously, you may expect prolonged or difficult labour for this woman.  It is better to refer such women to the PHC for an institutional delivery well before labour starts.

1.4 Assessment of Engagement of Head
The figures below show how the foetal head enters and descends in the pelvis.  This can be felt by the number of fingers that can feel the head in the lower abdomen above the symphysis pubis.
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II. Use of Partograph

2.1 Pre-prepared Sample of Partograph

2.1.1 Foetal Condition

a) Plotting foetal heart rate:

The topmost section of small squares is to record the foetal heart rate.  Each square represents half-an-hour.

Example 1:  A woman was brought to the hospital in labour.  The foetal heart rate at the time of admission was 120 beats per min (120/min).  This will be marked by a dot at the junction of the first vertical line with the horizontal line at 120.  After half-an-hour it was 130 beats/min.  This will be marked on the next vertical line at 130.  Join the two dots with a straight line.  After next half-hour, they were again 120/min.  Then they were 136/min.  This will be marked on the corresponding vertical line between 130 and 140.  The dots are joined by a straight line.  In the next record after half-an-hour, it was 120/min followed by 124/min, 130/min, 140/min and 130/min.

If the line joining the dots is seen over these four hours in labour, it lies between 120-140   beats/min and is interpreted as normal foetal heart rate during labour.  The condition of the foetus is good. 
[image: image14.jpg]



Example 2:  A woman has come in labour.  The half hourly observation of foetal heart is 132/min, 146/min, 146/min, 140/min, 146/min, 130/min, 120/min, 120/min. 120/min, 140/min and 160/min.  
In this case also the foetal heart rate curve is between 120-160/mins during four and half hours of labour.  This is also normal as it is touching the 120 and 160 beats/min lines.  You need to be alert to examine the foetal heart rate carefully to identify if it crosses the 120-160/min range and indicates foetal distress. 
b) Condition of Membranes and Amniotic Fluid:

This is indicated in the row of squares just below the FHR.  Each square represents half-an-hour.  Refer to the guidelines Module 1 to know how to indicate the ondition of membranes and fluid.
In the same example 1: The membranes of the woman were intact on her initial examination at the time of admission.  Intact membranes will be written as ‘I’ in the first square.  After four hours her membranes ruptured and the amniotic fluid was clear.  This will be marked as ‘C’ in the square after four hours.  
Interpretation:  Remember, to assess the condition of the foetus, the condition of membranes and liquor should be observed every half-an-hour.  This can be observed by the type of discharge from the vagina and on the pad. A pelvic examination every time is not required. In this example, the amniotic fluid is clear during labour and the foetal heart rate is also within normal limits.  The condition of the baby is good.
In the same example 2:  The membranes of the woman ruptured at the time of admission and the fluid was clear.  It is marked with a ‘C’ under the foetal heart rate at that time in the square for amniotic fluid.  After three hours the fluid was still clear and is marked with ‘C’.  After one and half hour, the fluid was slightly meconium stained and has been marked with an ‘M’.

Interpretation:  If the record of example 2 for foetal heart rate (FHR) and amniotic fluid is seen together, it indicates that the FHR is rising and the amniotic fluid which was initially clear has started becoming meconium stained.  This baby may soon develop foetal distress hence, you need to explain the situation to the mother and her relatives and arrange for referral of the woman to a 24 hour PHC/CHC/FRU for expert management and institutional delivery.
c)  Moulding:
This is plotted in the row of squares below the amniotic fluid.  MOulding is identified only in cephalic presentations.  It is diagnosed by the overlapping of skull bones on one another.  There may be some moulding in normal labour.  However, if the labour is prolonged and the pelvis is tight, the moulding may be accompanied by oedema over the presenting part called caput.  Moulding indicates slow progress of labour or tight pelvis for the head to pass.

How to plot moulding on the partograph:

In the example 1: During the initial pelvic examination, there was no moulding of the head.  This is marked as ‘O’ in the first square in the row of moulding below the amniotic fluid row.  During the second pelvic examination after four hours, there was still no moulding of the head.
Interpretation:  The labour is progressing normally and there is no obstruction to the passage of the presenting part until the last examination.

In the Example 2:  There was no moulding of the head at the time of admission.  This is plotted as ‘O’ in the relevant square of the initial record for moulding.  On the second pelvic examination (after four hours) mild moulding was observed.  This is marked as ‘+’ in the relevant square after four hours of first record for this case.
Interpretation:  This record shows that the head is trying to adjust according to the size of the pelvis.  This record of moulding along with the FHR and condition of the amniotic fluid indicates that the baby is under stress.  It is best to refer this woman for institutional delivery at the PHC.

Remember, to assess the condition of foetus during labour, all these three factors (FHR, condition of amniotic fluid and moulding) should be monitored and used for diagnosis.

2.1.2      Labour

a) Assessing cervical dilatation:

The next section on the partograph with 10 rows of squares is meant to plot cervical dilatation.  The markings of cervical dilatation on the paragraph are from 0-10 cms.  Each square represents half an hour.  After two small squares there is a longer line going down to indicate the hours.  The row below the hours is to record the time of the observations after the woman goes into active labour.

Refer to the Guidelines Module 1 and the cut out rings to understand cervical dilatation.

In a normal labour, the plotting of cervical dilatation should always be to the left of or on the alert line.  If it comes between the alert and action lines, it indicates slow progress, prolonged/obstructed labour.  Such a woman should be referred to the CHC/FRU immediately to save the life of the mother and her baby.  There is a gap of four hours between the alert line and action line.  This duration is expected to be sufficient for the woman to travel from the out reach to the referral centre for appropriate care.   
b)   Uterine contractions:

For good progress of labour, it is essential that the uterine contractions are good.

Normally, as the labour progresses, the contractions become frequent and longer in duration.  In the initial stages of labour uterine contractions are assessed for 10 mins every hour.  There are 2 important points to be noted for a uterine contraction:

1. Frequency- how many contractions occur in 10 mins.

2. Duration- how long does a uterine contraction last.  To know the duration of a contraction, place the flat of your palm on the abdomen of the woman over the uterus.  Note the time in seconds from the time a contraction starts until it is over.  
c) How to show uterine contractions on a partograph:
In the partograph, below the line of time, ‘contractions per 10 mins’is mentioned on the 
left side.  The graph has five squares in each vertical column.  Each square represents one contraction so that if there are two contractions in 10 mins, then two squares will be marked in the column.

· Mild contraction are < 20 secs and are marked with dots.

· Moderate contractions are 20-40 secs and are marked with diagonal lines.

· Strong contractions are > 40 secs and are marked with dark coloured background.
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The figure shows how to plot the duration and frequency of uterine contraction on a partograph.

Monitoring labour plotting cervical dilatation and uterine contractions

Cervical Dilatation:
Example 1:  A woman came to the hospital at 1 pm in labour.  Her cervical dilatation on 

admission was 1 cm.  You will note this finding on the record file of the client with date and time.  At 5 pm (after four hours) her cervical dilatation was 5 cms.  This will be marked with a ‘X’ at the first vertical line at 5 cms in the section to plot cervical dilatation.  The time of the observation is noted in the row for recording time.  After four hours at 9 pm the cervical dilatation was 10 cms.  This was plotted as ‘X’ on the 10 cm 
line after four hours of the 5 pm record.  The two ‘X’s are joined with a straight line.  The time 9 pm is also noted in the row of time in this column.
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Interpretation:  The line of cervical dilatation is to the left of the alert line and the cervix is fully dilated within four hours of active labour.  This is a normal case and the 
delivery is imminent.

Example 2:   The woman came at 8 am in labour.  Her cervical dilatation was 4 cms.  This is marked on the first line at 4.  At 12 noon the dilatation was 6 cms and at 4 pm it was 8 cms.  All these pelvic examination records are at four hourly intervals.  The previous record is joined to the new record with a straight line every time.
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Interpretation:  The line of cervical dilatation crossed the alert line on the second vaginal examination of the woman, four hours after the admission.  This means that the cervix is not dilating at the normal rate of one cm/hour.  Therefore, the progress of this labour is slow.  This woman should be referred to an FRU/CHC without delay so that she can reach there at least within 2 hours.  The health worker attending this woman should explain the situation and the urgency to reach the hospital, to the woman and her relatives.

After four hours of the decision taken to refer, the cervical dilatation is falling on the action line.  This means that the labour is not progressing as it should and it is time to take action to deliver the baby as soon as possible so that the life of the mother and the baby may be saved.

If a procedure to deliver the baby is not performed at this stage, there are chances that the woman may develop serious complications like rupture of the uterus and the life of the mother and baby will be in danger.

Remember:  Refer the woman immediately to an appropriate health facility if the cervical dilatation line comes to the right
Example 3:    A woman came at 7:00 p.m. to the hospital with 5 cms cervical dilatation.  At 11:00 p.m. the dilatation was 8 cms and at 3:00 a.m the dilatation was 9 cms.
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 Interpretation:  The labour of this woman as seen by the line joining the first and second record shows that the line of cervical dilatation is initially to the left of the alert lineand then on it.
At the third record the line has crossed the alert line and has moved towards the action line.

This labour is also slow in progress.  The health worker should decide to refer the woman to the PHC/CHC/FRU without delay.

In this case it will be better if the health worker diagnoses slow progress of active labour after the second record and decides to refer the woman at this time.  The woman will reach the hospital well in time and in a better condition to bear the stress of the operative procedure.
Uterine contractions:  

In the example 1 for cervical dilatation:  At the time of admission, the woman had mild uterine contractions 2/10 mins lasting for 15  secs.  They are not plotted on the partograph as the woman is not yet in active labour.  At 5 pm the contractions were still 2/10 mins lasting for 15-20 secs.  This is plotted as dots in the first two squares for uterine contractions.  5:30 pm onwards they were 3/10 mins and moderate lasting for 30 secs.  This is recorded as diagonal lines in three vertical squares.  8:00 pm onwards they were 4/10 mins and lasting for 50 secs.  These are marked as four dark vertical squares.  At 8:30 pm also the contractions were 4/10 mins of 50 secs duration.  These are marked in the next vertical column in four squares.  
Note that even though the uterine contractions are recorded every half an hour, the vaginal examination is done only after four hours.
Interpretation:  The uterine contractions are increasing in intensity and frequency gradually which happens in normal labour.  However, to monitor labour the cervical dilatation and uterine contractions should be considered together to make a diagnosis and take a decision.

In this example the cervical dilatation and uterine contractions are progressing normally.

Example 2 of cervical dilatation:   At the time of admission, the uterine contractions were 2/10 min for 15 secs, after one and a half hour they became 3/10 mins for 20 secs each.  The intensity of contractions increased to 30 secs at 11:30 a.m. although the frequency was the same 3 contrctions/10 mins.  At 1:00p.m., the contractions were 4/10 mins of 40 secs.  At 2:30 p.m. the contractions became strong lasting 50 secs with a frequency of 4 contractions/min.
Interpretation:   In this case also theuterine contractions are progressing normally that is increasing in intensity and frequency.

However, if considered with the cervical dilatation, the labour is not progressing normally and therefore, this woman should be referred as soon as the health worker identifies that the cervical dilatation line has crossed the alert line even if t he contractions are good.  DO NOT be enthusiastic to believe that because the contractions are good, the delivery will occur and you will be able to handle it.  Very slow dilatation of cervix with good uterine contractions indicates that the presenting part is not getting enough space in the pelvis to pass through.  Such a woman may develop rupture of the uterus which will cause severe bleeding and is an emergency.  The life of the mother and the baby are in danger.
Example 3 of cervical dilatation:    At the time of admission at 7:00 p.m. this woman had two contractions of less than 20 secs in 10 minutes.  These are plotted with dots in the first two vertical squares.  From 8:30 p.m. onwards the intensity of the contractions increased to 30 secs even though the number of contractions were still 2/10 mins.  These are marked with diagonal lines.  10:30 p.m. onwards the contractions became 40 secs and increased to 3/10 mins.  11:30 onwards upto 1:00 a.m , the contractions were strong lasting for 50 secs and increased to 4/10 mins.  These contractions are marked with dark squares.  After 1:00 p.m. the frequency of the contractions was still 4/10 mins but their duration had decreased to 30-40 secs.  These are marked with diagonal lines after the dark squares in the column corresponding to the time 1:30 a.m. 
Interpretation:  The frequency and intensity of the contractions increased gradually.   Until 1:00 a.m. the labour can be said to be normal as per the uterine contractions.  But, as the duration of contractions decreased after being strong for some time without the delivery of the baby, this is not normal and the woman should be referred to an FRU/CHC for expert care without delay.

When the uterine contraction and cervical dilatation of this case are considered together, it indicates that even though the uterine contractions were good, cervical dilatation was not good.  The reduction in the intensity of the uterine contractions after strong contractions could be due to maternal exhaustion.  It is always better to refer a woman before her general condition starts deteriorating.  
d) Interventions:  
The row below the uterine contractions is to record any treatment (drugs and I/V fluids) given to the woman during her course of active labour.  If the woman develops fever and you give one tablet paracetamol at 9:00 p.m., then you make a note of this in the row for drugs and I/V fluids.  You must also note the time when you gave the drug or started the I/V fluid in the row of time.  If you start an I/V fluid, you should also mention which fluid was started, at what rate and note the time in the relevant row.  If you give an injection, write DIM (for deep intramuscular) and IM for intramuscular; and IV for intravenous injections (SNs only).
[image: image19.jpg]200
190
180
170
Foetal }gg
heart 140
rate 130
120
110
100
90
80
Amniotic fluid
Moulding
+ 10
9
8
Cervix (Em) 7
[Plot X] 6
5
4
3
2
1
5 0
Hours
Time
5
4
Contractions 3
per 10 min 2
1
Drugs and
IV fluids given
180
170
160
150
140
Pulse 130
120
and 110
100
BP 90
80
70

60

THE SIMPLIFIED PARTOGRAPH

A) Foetal Condition

B) Labour

“\el"‘

?,(.

10

11

12

C) Interventions

D) Mat

ernal ¢

Condition





e)  Maternal condition: 

This next section on the partograph has squares each representing half an hour duration.  The markings on the left hand side of this section are to record the pulse and blood pressure (BP).  The markings start from 60-180.
i)  BP:   The BP is recorded every half an hour with a vertical line from the systolic to the diastolic reading.

In the figure above with the marking of the drugs and I/V fluids, the woman came in labour and when her active labour started her BP was 120/70 mmHg.  This is plotted as an upward arrow sign in the first column on the left at the level of 120 marking.  The diastolic BP is marked with a downward arrow sign at the level of the 70 marking in the first column.  The two arrows are joined with a straight or dotted line.  This give the two levels of the BP record.  After four hours her BP was 120/80 mmHg. 

Note: Instead of the arrow sign, you can aklso make a (-) at the two levels of the BP and join them as shown by the line on the left of the markings on the partograph.
BP of a woman in labour should be measured every half an hour.

ii)  Pulse:    In the figure above with the marking of the drugs and IV fluids, the reading of the radial pulse is noted every half an hour with a dot and the dots are joined to each other with straight lines after each reading.  The pulse of this woman was 80/min initially and varied from 80-100/min.

iii) Temperature:    The last row on the partograph is to record the temperature.
In the figure with the marking of the drugs and I/V fluids above, the temperature of the woman was 36.80 C initially.  After four hours, it was 370 C.  After the next fourhours it was 380 C.  At this time, the woman was complaining of fever and was given tablet paracetamol which is noted in the row of drugs and I/V fluids given in section C of the partograph.  After 4 hours, the temperature had come down to 370 C again.
Interpretation:   This section helps to diagnose the general condition of the woman and to note the interventions.  In this figure, the pulse and BP of the woman are normal.  She developed some temperature for which she was given Tablet Paracetamol and the fever responded to it and came down.

The pulse, BP, temperature of a woman should be recorded and noted every half an hour.
2.2 Sample of Completed Simplified Partograph
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With the help of the completed partograph below explain each section and interpret the progress of labour.  This is a partograph of a normal labour, the foetal condition is good and the maternal condition is fair.  Tablet Paracetamol has been given at 9:00 pm for fever.  
Looking at the partograph above you can interpret the following:

A.       Foetal Condition:

 i)        The foetal heart rate is between 120 to 140.   NORMAL. 

ii) Amniotic fluid is clear.  NORMAL
iii) Moulding is absent.   NORMAL.

The condition of the foetus is normal.
A. Labour
i) Cervical dilatation is on the alert line.  NORMAL.  The active phase of labour is 6 hours.  NORMAL.

ii)
Uterine contractions are increasing in frequency and duration gradually.  NORMAL.
The cervical dilatation is progressing in proportion to the condition of the uterine contractions that is as the uterine contractions are increasing in frequency and duration, the cervical dilatation is also increasing.  NORMAL.
B. Interventions  The woman was given one tablet paracetamol at 9:00 p.m.  SHE HAD FEVER.
C. Maternal Condition

i) The BP pf the woman is 120/70 mmHG.  NORMAL

ii) Pulse is ranging from 80-94/min.  NORMAL.
iii) Temperature:  The woman developed temperature of 380C  at 9:00 p.m.  FEVER.  She was given paracetamol and the fever responded and came down to 370C.  NORMAL.

Overall interpretation:    The labour is progressing normally.  The woman developed fever which responded to treatment.  The condition of the mother and baby is good.  A normal delivery is expected.
2.3 Sample Exercises for Using Partograph
(Explanations on page 22)

A. Plotting Exercises for Cervical Dilatation

Exercise # 1: Usha a primi gravida was admitted to the labour room at 4.00 PM and was found to have 2 cm dilatation. At 6:00 pm the cervix was 4 cm dilated and at 10.00 PM she was found to be 8 cm dilated. 

· Plot this on the partograph.

· Comment on the progress of labor
Exercise # 2: On admission cervix was dilated 1 cm. At four hours 2 cm, at eight hours 4 cm and at 12 hours 9 cm. 

· Plot this on the partograph.

· Comment on the progress of labor

Exercise # 3  

Shanti a second gravida was admitted to the hospital at 8:00 am with cervical dilatation of 4 cm.  At 12:00 pm her cervical dilation became 6 cms.  
· Plot the graph

· What will be your course of action a) wait 4 hours and perform next vaginal examination? B) Refer her to FRU/PHC? C) Decide further management based on careful assessment?

B
Plotting Exercises for Contractions

Exercise # 1: Bela was admitted with 2 cm dilatation at 8 PM. She was having 2 contractions in 10 minutes lasting for 15 seconds. At 12 in the midnight her cervix was dilated 4 cm and she was having 4 contractions in 10 minutes lasting 45 seconds. 

· Plot this on the graph

· Interpret the graph

Exercise # 2: Devi was admitted at 9 PM and was found to have 6 cm dilatation of cervix.  She was having 3 contractions in ten minutes lasting for 30 seconds each. At 1 AM she was fully dilated with 4 contractions in 10 minutes lasting for 55 seconds. 
· Plot this on the graph

· Interpret the graph

Exercise # 3: Monitor the progress of labour of Radha:  

Radha was admitted in labour at 2:00 pm.  The cervix was 4 cms dilated. Uterine contractions were 2 in 10 mins, each lasting 20 seconds.  At 6:00 pm the contractions were 4 in 10 mins, lasting for 30 seconds and the cervix was 7 cms dilated.  At 10:00 pm the cervix was fully dilated and the uterine contractions were 5 in 10 minutes lasting for 45 seconds.

· What is the nature of the progress of Radha’s labour?

· Which findings helped you to make the diagnosis?
· What is the course of action you would have taken for Radha?
Exercise # 4: Interpret the following contractions plotted on the partograph.
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Exercise 5: Interpret the following contractions plotted on the partograph.

    ::::::::::::::

    ::::::::::::::

C: Plotting Exercises for Abnormal Progress of Labor

Exercise # 1: Monitor the labour of Sheela using partograph:

Sheela has three children and is a multigravida.  She was brought to your sub-centre at 10:00 AM with mild labour pains.  At the time of admission, on examination you found that the foetal heart rate was 140/min.  On vaginal examination you found that the cervix was 4 cms dilated, the presenting part was the head (vertex) and the membranes were intact. Contractions were 2-3 in every 10 minutes and mild in intensity (less than 20 seconds). After 4 hours in labour, you repeated the vaginal examination and found that the cervix was 5 cms. dilated.  The membranes ruptured while examination and the liquor was meconium stained. The head was at the ischial spines with slight moulding.

· Plot the graph

· What is your interpretation of the partograph?

· Which findings helped you decide the diagnosis?

· What will you do now to help Sheela?

Exercise # 2: Plot the findings of Azra on a partograph:

Azra is an 18 year old primigravida.  She was brought to your sub-centre at 2:00 pm with the complaints of labour pains and leaking since 2 hours.  On examination you found that the general condition of Azra was good, her pulse was 98/min, her BP was 120/80 and her temperature was 370C.  Abdominal examination revealed a full term pregnancy with longitudinal lie.  She was having 2-3 contractions/10 mins regularly lasting for 20-30 seconds.  The FHS were 140/min and the head was engaged.  On vaginal examination you found that the cervix was 4 cms dilated, membranes absent with clear amniotic fluid, the head was at the level of the ischial spines and the ischial spines were prominent.

At 6:00 pm, Azra seems uncomfortable, her tongue is dry, her pulse is 110/min, her BP is 120/80 and temperature is 38.40C.  Her uterine contractions are 3-4/10 mins lasting for 30-40 seconds, foetal heart rate is 150/min. On vaginal examination, cervix is 6 cms dilated, head is engaged at the level of ischial spines with mild caput forming. The amniotic fluid is slightly meconium stained.

· Plot the Graph

· What is your interpretation of the partograph?

· Which findings helped you to make the diagnosis?

· What is your plan of action to help Azra?

· Are you taking this action at the right time?

· When should you have referred Azra to ensure she reaches the FRU in time to save her and the baby’s life?

· What risks do Azra and her baby have if she does not reach the FRU in time now?

Now before referring Azra, you have given her a few sips of sweet fluid and started an IV line with Ringer lactate running at 30 drops per minute.  You have also given her a dose of tablet paracetamol 500 mg.  Plot this on the partograph.

· What will you say to inform Azra and her family members regarding your decision and Azra’s condition?

· What will you advise the family members to do now?

Exercise # 3: Plot the findings on the partograph:

Babli is brought to you at 8:00 am in labour.  Her cervix is 3 cms dilated.  

Discuss: What will you do?

At 12 midday the cervix is 6 cms dilated.

Discuss: 

· Where on the partograph is the record of Babli’s progress of cervical dilatation?

· What is your decision?

At 4:00 pm the cervix is 7 cms dilated.

Discuss:

· Where on the partograph is the record of Babli’s progress of cervical dilatation?

· What should be done now to help Babli?

· Was your decision to keep Babli at your sub-centre after 12:00 noon correct? Why/Why not?

· What is the risk to the health of Babli and her baby? 

Points to remember:

· All women whose cervical dilatation graph moves to the right of the alert line must be transferred immediately and managed in an institution with adequate facilities for obstetric interventions, unless delivery is near.

· At the action line the woman should be carefully re-assessed for the reason for lack of progress and a decision made for further management at an institution.

· The four hours between the alert line and action line are sufficient for a woman to reach an appropriate institution for further management in case of non-progress of labour. Hence, the woman should be referred as soon as the cervical dilatation line crosses the alert line to its right.

Interpreting partograph records

The trainees can ask these questions to themselves during their practice to decide the progress of labour and further course of action.

	Question
	Yes
	No
	Interpretation
	Action

	Is latent phase of 8 hours or less than 8 hours? (from history of the client)


	Yes
	
	Normal progress
	Continue monitoring the progress at your place



	Is latent phase more than 8 hours? (from history of the client)
	Yes
	
	Prolonged latent phase
	Transfer at the place with facility of obstetrician, operation theatre, anaesthetist, blood bank at FRU/CHC 



	During active phase of labour, are findings of cervical dilation on alert line or to the left of alert line?
	Yes
	
	Normal progress of labour, as cervix is dilating at the rate of 1 cm per hour or faster than that


	Continue monitoring the labour at your place

	During active phase of labour, are the findings of cervical dilatation falling on the right side of alert line? 
	Yes
	
	Abnormal progress of labour as the cervix is dilating at the rate of less than 1 cm per hour (prolonged labour)


	Transfer at the place with facility for obstetrician, operation theatre, anaesthetist, blood bank at FRU/CHC 

	Are foetal heart sounds plotting above 160 or below 120 per minute?


	Yes
	
	Foetal distress
	Transfer the client at the place having better facility for delivery at PHC/FRU/CHC

	Is maternal pulse 120 per minute and having temperature?


	Yes
	
	Maternal distress, possible infection
	Transfer the client at the place having better facility for delivery at PHC/FRU/CHC

	Is colour of the amniotic fluid dark green or yellowish?


	Yes
	
	Foetal distress
	Transfer the client at the place having better facility for delivery

at PHC/FRU/CHC

	Is there beginning of moulding of the foetal head?


	Yes
	
	Cephalo-pelvic disproportion
	Transfer the client at the place having better facility for delivery at PHC/FRU/CHC


2.4 Explanations to Exercises on Page 18 
A.  Plotting Exercises for Cervical Dilatation

Exercise # 1
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Usha’s labor is progressing normally interpreted on available data. Ensure that she is monitored for other parameters until she delivers.

Exercise # 2 
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This partograph depicts a normal progress of labour. Note that the marking of the cervical dilatation should be started only when it is 4 cms or more.

Exercise # 3
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It is clear from the partograph that Shanti’s labor is not progressing normally. The graph has moved to the right of the alert line. Your course of action should be to refer her to the nearest FRU. Assess other parameters on the graph, provide any care that should be given to her before referring and inform the relatives the importance of reaching the FRU.

B
Plotting Exercises for Contractions

Exercise # 1
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Note that Bela’s plotting was done at 12.00 AM and not started at 8 PM. Bela is having good contractions and should be monitored for other parameters to assess further progress of labor.
Exercise # 2

Devi’s Partograph is given below. 
Devi’s labor has progressed normally. The cervical dilatation graph is to the left of the alert line. Her contractions have strengthened progressively. Continue monitoring her for all maternal and foetal parameters.
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Exercise # 3

Radha’s Partograph is given below. 

Radha’s labor is not progressing normally. Although her contractions are improving in number and strength, her cervix is not dilating as much as it should, the graph has moved to the right of the alert line. 

Radha should have been referred to the FRU at 6.00 PM. 
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Exercise # 4
Graph depicts that the woman is having 2 contractions every 10 minutes lasting 20-24 seconds. These are moderate contractions. They are followed by three contractions every 10 minutes of duration more than 40 seconds. These are strong contractions. These further increase to four strong contractions every tem minutes. The graph demonstrates that the contractions are increasing in number and intensity indicating a satisfactory progress of labor.
Exercise # 5
Graph depicts that the woman is having 2 mild contractions every 10 minutes, these are followed by 2 moderate contractions every 10 minutes. Although the labor seems to progress to three strong contractions per ten minutes, monitoring shows that the contractions decrease in intensity thereafter. This plotting indicates that the uterine contractions instead of increasing in number and intensity have become weaker. Suspect uterine atony. Refer the woman to the FRU.

C: Plotting Exercises for Abnormal Progress of Labor

Exercise # 1
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Sheela’s graph has moved to the right of the alert line. Further, you have noticed the meconium stained liquor. You have only one hour before the action line is reached. Counsel the women’s relatives on the importance of taking her to the FRU and support her to reach FRU at the earliest.
Exercise # 2

Azra’s graph is given below. The graph has moved to the right of alert line. There is meconium stained liquor and Azra has a fever. Her labor is not progressing satisfactorily and she needs to be referred to the FRU.
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Azra will be started on ringer lactate on a IV drip. Additionally she will be given sips of sweet fluid. The action has already been delayed by two hours. There remain only two more hours before woman reaches critical time.

Azra may have developed an infection which puts her and her unborn child at risk. There are possibilities of foetal distress leading to still birth, birth asphyxia. Family will be informed of alow progress of labor and the feotal distress and the importance of taking Azra to the FRU.

Exercise # 3
Babli’s Partograph is given below. Babli will be assessed for her general condition and status of fetus. At 12.00 noon, Babli’s cervical dilatation will be recorded on the partograph, to the left of the alert line. She will be monitored for progress of labor. At 4.00 PM, Bali’s graph has moved to the right of the alert line, therefore she should be referred to the FRU. 
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The decision to keep Babli at the subcenter was valid, unless any other monitored parameter depicted a problem. There was no way of predicting a lack of progress of labor at 12.00 PM.

Since the progress is not progressing satisfactorily, there is risk of obstructed labor and fetal distress.
2.5 Interpreting weight of the newborn

Weighing the newborn

Record the weight of the baby soon after birth or within first 48 hours of birth.  Spring balances are being provided to PHC/CHC/FRU and sub-centres fro use in domiciliary deliveries.  Ensure that the zero error if any is adjusted before weighing the baby.  Spring balances have colour codes corresponding to different weight categories: 

Green colour for weighing babies of 2500-4000 gms

Yellow colour for weighing 2000-2499 gms

Red colour for weighing less than 2000 gms babies.

	Weight of the newborn

	Interpretation
	What to do

	2500 gms or more
	Normal newborn
	Counsel the mother to keep the baby clean, initiate breast feeding within one hour of birth, counsel for immunization and exclusive breast feeding for 6 months, keep the baby warm.

	2000-2499 gms
	Small newborn
	Counsel the mother to keep the baby warm, initiate breast feeding within one hour of birth and continue to give exclusive breast feeding for 6 months, take precautions to prevent infection, counsel mother for danger signs and to take the baby to the PHC immediately if they appear, counsel for immunization

	Less than 2000 gms
	Low birth weigh baby
	Keep the baby warm, counsel the mother to initiate breast feeding within one hour of birth, refer the baby immediately to a PHC for care.
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