











As references:

I The Perinatal Education Programme (PEP). This functions as a reference work
for BANC Plus. Ideally, once BANC Plus is established, those interested should
progress to undergo the PEP training.

I Department of Health. Guidelines for Maternity Care in South Africa: A manual for
clinics, community health centres and district hospitals.

f Standard Treatment Guidelines and Essential Drug List for Primary Health Care

f  Saving Babies 2012-2013: Ninth report on perinatal care in South Africa

I Saving Mothers 2011-13: Sixth report on Confidential Enquiries into Maternal
Deaths in South Africa

I Department of Health. National consolidated guidelines for the prevention of
mother-to-child transmission (PMTCT) of HIV and management of HIV in
children, adolescents and adults. April 2015.

The programme is designed specifically for those primary health care facilities
performing basic antenatal care, but can be used by any antenatal clinic providing
more advanced care to ensure each pregnant woman has the basic care also

included and not overlooked.

The Basic Antenatal Care Plus Handbook explains the process of providing antenatal
care and explains the reasoning behind the guidelines presented. The process of
providing antenatal care has been simplified, and only interventions that are effective
during the antenatal period are used and those that are not are excluded. All
interventions have good evidence to support their use. All facilitators and trainers

should read this handbook before running a training session.

The second edition of the handbook for what is now termed BANC Plus, has been
revised to include new knowledge and research. The biggest change has been the
increase in number of antenatal visits. Further studies and a re-analysis of previous
work found that focused antenatal care that aims to have goal-orientated coverage of
essential interventions with 4 visits is no longer recommended, and is associated with
higher perinatal mortality than standard antenatal care models with more visits.
(Dowswell et al. Alternative versus standard packages of antenatal care for low-risk
pregnancy. Cochrane Database of Systematic Reviews 2015. Issue 7 Art.
No.CD000934). After debate a national guideline was proposed: “Basic Antenatal

Care (BANC) package in South Africa — motivation to increase the routine number of



antenatal visits
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Part 1

Introduction to Basic Antenata



weeks (7 months gestation) or weighing less than 1000 g. Babies born
between 22 weeks and 28 weeks (5-7 months, or 500 g-999 g) are called

late abortions.

A stillbirth: It is a baby born dead. It usually refers to babies more than 500 g.

A neonatal death: It is a baby born alive that dies within the first month (28
days). An early neonatal death is a baby dying in the first week (7 days); a
late neonatal death is a baby dying after the first week but before the end
of the fourth week (month).

A perinatal death: It is a stillborn baby or a neonatal death

Morbidity: It is where damage occurs to the patient (mother or baby) but the

patient does not die.

Mortality: Itis the death of a patient.

Perinatal mortality rate (PNMR): It is the number of stillbirths plus neonatal
deaths divided by the number of births. To make the figures easy to use
they are multiplied by 1000; the PNMR is expressed per thousand births.
The PNMR is a figure that can be used to compare various places. A high
rate is bad and low rate is good. For example, a developed country has a
PNMR of 10/1000 births for babies weighing 500 g or more; in South
Africa that figure is about 55/1000 births. The PNMR



dying due to motorcar accidents or assault. However, these deaths are
still collected by the National Committee for the Confidential Enquiries into
Maternal Deaths and reported separately. The number of deaths from
assault is a useful measure to determine things like how much abuse there

is of pregnant women.

Maternal mortality ratio (MMR): It is the number of women who died in
pregnancy (including the first 6 weeks after the birth of the baby) divided
by the number of live births. To make the figures easy to use, it is
multiplied by 100 000. The MMR is expressed per 100 000 live births. The



Premature



What can antenatal care achieve?

 Improve maternal health
f Improve the health and survival of the baby
I Provide the pregnant woman information on:
o0 Warning signs during pregnancy and what to do

(0]



Table 1.1 shows conditions that occur during pregnancy, which can be

successfully detected and treated, thereby improving the health of the

pregnant woman and the health and survival of the unborn baby (fetus).

Table 1.1. Conditions that can be successfully detected and treated in

pregnancy

Maternal condition

Worst effect on pregnancy

Anaemia

Hypertension and pre-eclampsia

Medical diseases e.g. diabetes
mellitus, epilepsy, heart disease

HIV complications

More likely to bleed, smaller babies
Convulsions, haemorrhage, maternal
deaths, fetus/neonatal death
Maternal death; fetus/neonatal death




Why should there be antenatal care in all health care clinics?

In 1997, maternal death became a notifiable condition. All women who die
during pregnancy or within six weeks of giving birth have to be reported to the
provincial departments of maternal and child health. The provincial MCWH
units then inform the National Committee for the Confidential Enquiries into
Maternal Deaths. Every death is assessed, and the cause and potential
avoidable factors, missed opportunities and substandard care are recorded.
The results of this enquiry are detailed in the Saving Mothers: Confidential
Enquiries in Maternal Deaths in South Africa reports, which come out
every three years.

These reports show that non-pregnancy related infection, such as
tuberculosis, pneumonia and meningitis, is the biggest killer of pregnant
women. Over 90% of these women are HIV-infected. The second most
common cause is obstetric haemorrhage, followed by hypertension in
pregnancy, pregnancy related sepsis (abortion and puerperal sepsis) and pre-
existing medical conditions such as heart disease. Appropriate antenatal care
can play a major role in preventing deaths from HIV/AIDS (with



starvation (intrauterine growth restriction - IUGR), post-maturity, congenital
abnormalities and intrauterine infections. All of these can be detected and
some prevented by antenatal care. Antenatal care will also have an impact
on deaths due to hypertension in pregnancy, but unfortunately only has a
limited impact on deaths due to spontaneous preterm labour, intrapartum
asphyxia and birth trauma, and antepartum haemorrhage.

Effective antenatal care in South Africa can make a major contribution to
improving pregnant women’s health and saving some of their lives, and also

S



functioning allows for immediate initiation of antenatal care. If the pregnancy
test is done at the clinic or general practitioner’s office, the first visit can be

performed
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Where she plans to give birth
What transport arrangements have been made should she
go into labour

f Complete antenatal record and clinic checklist
1
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attend the clinic. This implies that opening hours of the clinics should be

as convenient as possible to the women to come to the clinic.

Providing effective antenatal care is dependent on identifying those pregnant
women who will be suitable for BANC, those that require specialist attention,
and those that can be seen by both groups of health care providers. This is
done at the first meeting, ideally at the time of pregnancy confirmation. This is
called the first visit. At this visit, the pregnant women with uncomplicated
pregnancies can go into the BANC Plus programme. There are set criteria
that must be met for women to qualify for BANC, and these are recorded on
the patient’s clinic file by a checklist and on the antenatal record. At each
subsequent visit, the woman must be reassessed to see if she still qualifies

for BANC or should be referred on for further attention. (Approximately 25%

14









of the checklists will tell the supervisor of how well the clinic is functioning

(details are given later).

Basic equipment and drugs

Each clinic that deals with pregnant women must have the essential drugs
and equipment and an “emergency trolley” that holds the basic equipment
for the clinic to deal with an emergency while waiting to transfer the patient
to the appropriate place. The “emergency trolley” must have, for example,
the basic equipment to conduct a safe birth, manage haemorrhage and

eclampsia (see later).
Role of the supervisor/s
Each clinic will have a person or people who will fill the roles of supervisor of
antenatal care. There are two major categories of supervision, clinical care
and administration. Each category might have a different supervisor or the

same person can perform them. The specific tasks in each category are:

Clinical supervision
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First visit

Organisation of antenatal care

Pregnant woman

Rapid assessment and
management
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Clinic checklist: Follow-up visits (b
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Table 3.1. The First Visit (How, what, why)

How

What

Why — Identify special conditions or risk factors for referral

Ask

Personal history

Name

Age

Address and telephone or cell number
Relationship with father of child
Tobacco and alcohol use

Housing

Sanitary conditions
Energy source
Literate

Income, occupation

Identify special conditions or risk factors for referral

<16 or >37 high risk and refer Genetic counselling
Contact

Tobacco — increased risk growth restriction, abruptio placenta
Alcohol — Fetal alcohol syndrome

Support system

Hygiene possible

Storage medication

Information given to woman — written or verbal

Resources available, e.g. medical aid to supply antiretroviral therapy

Obstetric history
Number previous pregnancies

Year, gestational age at birth of baby, sex, birth

weight,

Method of delivery (obstetrical operations)

Outcome (live, miscarriage, IUD, ENND, LND,

infant deaths)
Special maternal complications

Special perinatal (fetal and newborn) complications

Gestational age history
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Identify special conditions or risk factors for referral

More than 5 pregnhancies

Low birth weight (<25009), growth restricted, premature (<34 weeks),
macrosomic (>4500gq)

Previous caesarean section

Previous assisted delivery

Risk for current pregnancy, any death- refer

Recurrent early miscarriage, thrombosis, embolus, hypertension, pre-
eclampsia, eclampsia, abruptio placenta, placenta praevia, breech or
transverse presentation, obstructed labour, third-degree tears, third
stage excessive bleeding, puerperal sepsis, postpartum depression:
Refer

Multiple pregnancy, malformed or abnormal child, rhesus-antibody
affection, resuscitation or other treatment of newborn: Refer




When and how was pregnancy confirmed
Sonar in this pregnancy
Future plans for pregnancies

Help with estimation of gestational age

Accurate gestational age

Introduction to contraceptive use after current pregnancy and what
contraceptive method would be appropriate

Medical history

Specific conditions: Hypertension, heart, kidney,
diabetes, epilepsy, asthma, tuberculosis (TB)

HIV infected

Medication

Operations other than C/S

Allergies

Family history; twins, diabetes, congenital
abnormality

Current cough, no weight gain, night sweats, fever

Identify special conditions or risk factors for referral
High risk pregnancy: Refer

Stage, ART, PMTCT, viral load, adherence, other medication
Severity of condition, teratogenic drugs

Might indicate high risk

Penicillin allergy

Risk for current pregnancy, might need referral

Symptom screen for TB, for sputum test

Look, feel, listen
(Physical Examination)

Record weight and height; mid-upper arm
circumference (MUAC)
Measure blood pressure
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Identify special conditions or risk factors for referral

Body mass index (weight (kg)/(height)? in meters) malnutrition: refer
BMI <18.5 or >32.3 kg/m?; MUAC <23 or 233 cm

Hypertension: Refer




Tests Identify special conditions or risk factors for referral
Test urine, protein, nitrites, leucocytes, glucose Pre-eclampsia, urinary tract infection, diabetes
Haemoglobin Anaemia
Rapid Rh test Rhesus isoimmunisation
RPR Syphilis
HIV counselling and testing Positive - ART. Negative — lifestyle, condoms, bring partner for testing
Viral load if HIV-infected on ART Early detection of adherence issues or HIV resistance to drugs
Plan Classify for BANC Plus or referral Determine level of antenatal care
Clinic checklist Check that nothing has been overlooked
Implement
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Follow-up visits: How, what, when, why

The traditional model of antenatal care entailed monthly visits to 28 weeks
gestation, then more frequent visits up to the onset of labour, usually a total of
12 visits. The content of the visits remained the same and each visit was more

a ritual than a method designed to detect and solve problems.

In recent years, there has been a thorough evaluation of the number, timing
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Part 4
Special Skills

Monitoring blood pressure and urine

Some useful definitions

Pre-eclampsia: It is a disease that only occurs in pregnancy and makes the
woman: swell-up; have headaches; pain in her abdomen; her blood
pressure is usually high and there is usually protein in her urine. We do
not know what causes it. It affects every organ in the body and the baby

as well. It is the second most common direct cause of maternal mortality
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Pre-eclampsia is more likely to occur in:
I The first pregnancy by her partner
In women who have had pre-eclampsia or eclampsia before

il
f In women with hypertension
il
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The urine is tested for protein using urine dipsticks. It is important to ensure
that the dipsticks have not expired and to wait 30 seconds before reading the
strip. (See skills CD or PEP Maternal Manual — Skills Workshop 3).

What is hypertension?

A pregnant woman is said to have hypertension if her diastolic BP is 90

mmHg or more or the systolic BP
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If the diastolic BP is 100 mmHg or more on two readings she should be referred
to hospital. She should be advised on the danger signs and be advised to

reduce her workload and rest.

If the diastolic BP is from 90 to 99 mmHg on two readings, or the systolic BP is
from 140 to 149 mmHg on two readings, with no proteinuria and no
symptoms, she should be advised on the danger signs and be advised to
reduce her workload and rest. She should be seen at the clinic again in 1
week. If the BP remains high, she should then be reviewed by a doctor or
advanced midwife. Antihypertensive treatment might need to be started.

Can pre-eclampsia be prevented?

Pre-eclampsia can be prevented or the beginning delayed by giving calcium
tablets to TJian
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Screening for anaemia and malnutrition

Some useful definitions
Anaemia: This is when the amount of haemoglobin (substance that carries
oxygen) is low. It is defined when the haemoglobin level is below 11 g/dL.

Most treatment starts when the haemoglobin level is below 10 g/dL.

Body Mass Index (BMI): This is a measure of the nutritional state of the woman.

It is calculated from the weight (in kilograms) and height (in metres) of the

33



Babies that are malnourished in the uterus and in the first year of their lives
are more likely to develop hypertension, heart attacks, strokes and diabetes

mellitus when they are adults.

Anaemia is very common. In Tshwane Metropole, one in five pregnant
women have a haemoglobin value less than 10 g/dL. In a lot more pregnant
women, the iron stores are also low. Iron is essential for the body to produce

haemoglobin.

Anaemia can also be a sign that the woman has another chronic disease like

HIV infection, tuberculosis and malaria.

Obese women are also malnourished.

How should screening for malnutrition be performed?

At the first visit, the woman should be weighed and her height should be
measured. The body mass index (BMI) can be calculated using the
measurements obtained or read off a chart. The BMI is a measure of the

nutritional state of the woman. It is calculated from the weight (in kilograms)
and height (in metres) of the woman. The formula is weight/(height)
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Women who are severely anaemic are pale (in their conjunctiva and on their

hands) and complain that they tire easily or get short of breath doing routine
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f If she is less than 34 weeks pregnant she should be seen again in 4
weeks and the haemoglobin checked again. If it is still low she should

be referred to hospital.

f If she is 34 weeks pregnant or more she needs to be referred to
hospital for follow-up and delivery.

Can anaemia be prevented?
Anaemia can be prevented. All pregnant women should receive ferrous
sulphate 200 mg (1 tablet) daily; and folic acid 5 mg (1 tablet) daily throughout

their pregnancy. If they are found to be anaemic, they will need more iron and

folic acid.

36



Monitoring fetal growth and post-maturity

Some useful definitions

Low birth weight: It is baby born who weighs less than 2500 g.

Intrauterine growth restriction (IUGR): It is a baby that is born that did not
weigh as much as he/she should have for the age of the baby. In other
words, the baby is smaller that he/she should have been. This is usually
due to the fetus not getting enough food (nutrients including oxygen)
during the antenatal period. It is a common condition and a big cause of
perinatal deaths in South Africa. It is usually diagnosed when the baby
weighs less than the 10"
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heart attacks, strokes and diabetes mellitus later in life. Identifying and helping
these babies might improve their future health. Detecting IUGR and managing
pregnancies with growth-restricted babies is one of the areas where we can

make a difference to the outcome of the pregnancy.

How should fetal growth be monitored?

The first step is to establish the expected date of delivery (EDD) of the baby.
The second step is to calculate what the gestational age of the baby is at the
time of the visit.

The third step is to measure the size of the uterus (indirect measure of the
size of the baby).

The fourth step is to plot the size of the uterus (SF measurement) on a chart

that shows how normal babies should grow.
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The second step is to calculate the gestational age of the baby at the visit. The
gestational age at the time of the visit is best calculated using one of the
gestational age calculators that should be present in all clinics. Use the
calculator by putting the inner wheel’'s 40-week (term) marker against the
date on the outer wheel that corresponds to the EDD. Then look at the
date of the visit on the outer wheel and read off the gestational age in
weeks on the inner wheel. Once the gestational age is known, we can
measure the baby and compare its actual size with that it should be for its
age. The gestational age should be marked on the growth chart. The
gestational age (in weeks) is found running horizontally above and below

the symphysis-fundus growth chart.

The third step is to measure the baby. This is done indirectly by measuring the

size of the uterus with a tape measure, from the top point of the symphysis
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90t percentile

50t percentile

10t percentile

The SF measurements run vertically on each side of the symphysis-fundus
growth chart. To plot the SF measurement, go to the gestational age in
weeks that has been calculated and already marked for the visit. Follow the
vertical line down until the point in centimetres is reached and make a dot and
circle. (Note: The gestation in weeks always runs horizontally and the SF

measurements in centimetres always run vertically. See diagram.)
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For example, if the EDD is 30 September, and the date of the visit was 22
July, then the gestational age at the time of the visit was 30 weeks gestation.
The SF measurement was found to be 28 cm. Circle 30 weeks on the

gestation line (see chart). Go to the SF measurement side and at 28 cm read

41



Step 1. Circle 30 weeks on the gestation line.

Step 2. Go the 28 cm on the SF measurement line and follow it across (blue line) until it meets
the 30 week line (red).

42



Step 3. Mark where they meet with a small circle.

The fourth step is to compare the size of the baby with the size of normal babies
of the same gestational age. This is done by looking at where the mark is
compared to that of normal babies that is in relation to the 10™, 50" and

90" percentile lines.

Does it lie between the 10" percentile and the 90" percentile, that usually
means the growth is normal?

Does it lie below the 10" percentile, which might mean there is poor fetal
growth?

Does it lie above the 90" percentile, which might mean there is excessive

growth or there are two or even more babies in the uterus?

(In the example, the uterine size is appropriate for the gestational age)
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The fifth step is to look at the pattern of growth of the uterus. This means how
the uterus
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What is a SF measurement pattern suggesting poor fetal growth?

1. Two successive SF measurements below the 10" percentile

2. Three separate SF measurements below the 10" percentile

3. Three successive SF measurements remaining the same without
necessarily crossing the 10" percentile.

4. Two successive SF measurements 6 weeks or more apart remaining the
same without necessarily crossing the 10" percentile

5. A SF measurement that is less than that recorded 2 visits previously
without necessarily crossing below the 10" percentile.

What is a SF measurement pattern suggesting excessive growth?

1. Any SF measurement above the 90™ percenti4 the

45



SF measurements above the 90
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strong. Review her social conditions. She might need referral to a

social worker and might need nutritional support.

. Advise to reduce workload and rest

3. Advise to stop smoking or taking alcohol if relevant

. Advise use of a fetal movement chart (See section on counting fetal

movements)
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It is a very important condition because all of the perinatal deaths can be

prevented.

How should post-term pregnancy be detected?

Post-term pregnancy is easy to detect if the EDD is known. All women should
have their gestational age carefully reviewed at the 40 week visit. Those
women who are confirmed to be 40 weeks pregnant must be told that if they
have not given birth within 1 week over their EDD, they should go to hospital
for consideration of induction of labour. A hospital referral note can be written

at the 40 week visit, in case this should happen.

If the EDD is not known, or has been estimated by measuring the SF height,
the best method of diagnosis is by estimating the amount of amniotic fluid
present in the uterus using sonar. If the amount of amniotic fluid is low
(amniotic fluid index less than 5 cm), induction of labour is suggested. Women
with an uncertain EDD at the 40 week visit should be referred to hospital for

assessment and possibly ultrasound estimation of amniotic fluid.

How should the pregnancies at risk for post-maturity be managed?

All women who are definitely one week beyond a clearly established EDD are
advised to have an induction of labour. It has been shown that the woman
does not have an increased chance of having a caesarean section or assisted
delivery if labour is induced, but the baby will develop fewer complications

than if left in the uterus.

Women with uncertain dates, but suspected to be post-term, should have an
amniotic fluid measurement taken by sonar. Where this is low, ind1 0 0 1 460.7178(if )-1811
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Vaginitis: This is an excessive discharge from the vagina of the
woman. The discharge can be foul smelling, yellowish or she can
experience that she is very itchy in her perineum (area surrounding the
vagina). This is an important condition because it can be treated and

this will make the woman more comfortable. It has also been shown

51



accurate, but much simpler, is by using urine dipsticks that has nitrites
and leucocyte esterase reagents on the strip.

What should b

52



HIV/AIDS in pregnancy

Why should there be HIV counselling and testing (HCT) in pregnancy?

HIV infection is associated with around 4 out of 5 maternal deaths in South
Africa. HIV infection has a long incubation period. Most of the women who
will die from complications of HIV infection in the next 10 years are already

infected with HIV. The only way to prevent the deaths of these women and
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Counselling for congenital abnormalities

Some useful definitions

A congenital abnormality: It is when the baby has some abnormality it was
born with. For example clubbed feet. There are many causes of
congenital abnormalities, for example: toxins such as alcohol can
cause damage to the fetus; abnormalities in the hereditary material

56



57






an hour each day. A fetal movement chart can be given to the woman. She
should record how many times the baby moves in the hour. If the baby moves
less than 4 times in the hour, she should continue counting for the next hour.
If the baby still is not moving more than 3 times in the hour, the woman should
immediately report to the clinic or hospital so the baby can be further
investigated. If the number of times the baby moves is less than half what it
usually moves, the woman should go through the same process outlined
above. The number of movements during an observation period is less
important than a decrease in movements when compared with previous

observations.

At the clinic or hospital, if the woman complains of poor fetal movements, the

health care provider should listen for the fetal heart to check if the baby is still
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Antenatal Kick Chart

Daily counting of your baby’s movements gives valuable information about your
baby’s condition.

Choose any period of one hour long for the counting. Count while you are resting
lying on your left or right hand side. Mark each movement on the chatrt.

If the baby has moved 4 times or more before an hour has finished, you can stop

counting. If the baby moved less than 4 times in an hour, then repeat the counting
a few hours later. If there are still
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What should be done when there are no or poor fetal movements?

If there are no fetal movements, the fetal heartbeat must be listened for, with a

fetal stethoscope or Doptone.

If no heartbeat can be detected, the baby might be dead and the
woman must be referred to hospital to confirm whether the baby is
dead.

If there is a heartbeat, the fetus is alive. If there are still no fetal
movements, the woman must have a cardiotocograph (CTG). The

woman must be referred to hospital on the same day for a CTG.

If there are poor fetal movements, and the CTG is done, then the CTG can be

normal or indicate fetal distress:

If there is fetal distress, the baby needs to be delivered, usually by

caesarean section.

If the fetal heart rate pattern is normal, the woman should be given a

fetal kick chart and asked to come back in 1 week.
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Part 5

Special Supervisor Skills

Supervisors of clinics need some information as to how the clinic is
functioning. This section gives information on basic data required by the
regional offices, how to perform quality assurance of the antenatal care

provided, and an essential drugs and equipment list.

The role of the supervisor

Each clinic will have a person or people who will fill the roles of supervisor of
antenatal care. There are two major categories of supervision, clinical care
and administration. Each category might have a different supervisor or the

same person can perform them. The specific tasks in each category are:

Clinical supervision
Act as a consultant in clinic to other health care providers for antenatal
care
Perform quality assurance

Check cases
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The clinical supervisor should observe the method of examination of the other
health care providers and check the results. Where necessary, the skills

should be taught to the health care provider.

Quality assurance for antenatal care

To make sure that high standards of record keeping and following the
protocols (guidelines) are maintained, the quality of the work must be
frequently checked. If this is not done, standards will drop and the perinatal

mortality rate will go up.

The antenatal records make provision for the following information to be

recorded:

History

1. Age, parity and gravidity

2. Details of previous pregnancies, including causes of death and
indications for operations

3. Previous illnesses that might influence this pregnancy, including
cardiac disease, renal disease, diabetes, HIV/AIDS and TB

4. History of the present pregnancy

5. The date of the first day of the last menstrual Period (LMP) and the
estimated date of delivery (EDD) correctly estimated and filled in on
antenatal record (including the table in the antenatal graph).

6. The estimated period of gestation correctly plotted on the antenatal

graph as determined from the EDD calculated at the first visit

Examination

7. Maternal height and weight, MUAC

8. Blood pressure recorded at each visit

9. Heart examination for cardiac disease

10.SF correctly plotted on the graph at each visit according to the EDD

calculated during the first visit
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11.Estimation whether there is evidence of IUGR according to graph of
SFH measurements

12.Fetal presentation, recorded from 34 weeks onwards

13.Fetal heart heard or fetal movements felt

14.Urinalysis for proteinuria and glycosuria

15.Haemoglobin and Rh group

16. Syphilis test result recorded

17.Has the client been counselled for HIV testing, and the result recorded?

18.Has tetanus toxoid been given?

These findings are recorded on the patient retained antenatal record.

In the antenatal clinic, the following steps are taken in interpreting findings and
using them for decision-making and appropriate action. These 7 items are
added to the 18 items of history and examination to complete the 25 items

that are essential in antenatal care.

19. Identify and record the risk factors and rate their severity and
significance. This is dependent on use of the checklists.
20. Decide on appropriate action and record your action plan.
This will include interventions and referral if indicated. The
appropriate intervention will be determined by the information gained
thus far. Protocols of antenatal care indicate which risk factors require
that the mother be referred for further specialised management.

21.Discuss with the patient the most appropriate place for her
delivery (clinic or hospital) and record this on her antenatal
record.

22.Discuss with the patient suitable transport arrangements for when
she goes into labour, and record this on her antenatal record.

23.Decision taken by the mother re future family planning

24.The findings at the first visit and the 40 week visit must be double-
checked and counter-signed by an ADM or doctor or a senior,

experienced midwife.
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The first visit and the 40 week visit are the times when every item in the
history and examination must be double-checked to ensure that
nothing has been missed, and that the gestational age is confirmed.
The diagnosis has to be correct and the decisions about possible
referral or treatment must be accurate. There are no second chances if
something is missed at the 40 week visit. One midwife cannot take this
responsibility alone. The midwife must be supported by a supervisor
who reviews all findings and decisions with her.

25.Decide when the patient needs to be seen again, and record the

date on her antenatal record.
Audit of the antenatal record is conducted to determine whether:
f the information was accurate and complete

f the right decisions were made

A percentage score is given for each antenatal record checked. An average
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form that have been recorded on the antenatal records. This will give
a maximum score of 25 points, which, if multiplied by 4, will give a
percentage score. All the information can be entered on a single data
sheet like the one illustrated after the quality check form.

Record the commonest items missing in the records

3. Record the major reasons for:

4.

- Incomplete record keeping
- Incomplete decision-making

Answer the question: What will you do to improve the quality of record
keeping and decision-making?
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Quality Check for Antenatal Records

Each month, examine 25 (or fewer, if this is not possible) consecutive,
antenatal records of all clients who are 40 or more weeks pregnant. Examine

their records as they leave the antenatal clinic.
For each record, give 1 point for each of the items listed below that have been
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Waste
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Ceftriaxone

Trimethoprim and sulfamethoxazole
Clotrimazole vaginal pessary
Erythromycin

Ciprofloxacin

Tetracycline or doxycycline
Isoniazid (INH) and pyridoxine
Lignocaine

Adrenaline

Ringer lactate

Normal saline 0.9%

Glucose 50% solution

Water for injection
Paracetamol

Iron and folic acid tablets
Calcium supplementation

Mebendazole

= —a _—Aa _—_a _—_a _a _a _a _a _a5 _a _a -2 _a _a _a _a _2

Sulphadoxine-pyrimethamine

Vaccine

i Tetanus toxoid
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