[bookmark: _Toc365013554][image: ]Session 5: Preparing for Labor and Delivery 

Session Rationale
Ideally, pregnant women deliver in well-equipped health facilities with the assistance of a skilled birth attendant. This, along with birth spacing and access to modern contraceptives and timely ANC visits, saves women’s and babies’ lives.[endnoteRef:1] Efforts to reach this goal face a reality that nearly 50 million births in developing countries still take place at home without skilled care.[endnoteRef:2] Volunteers can help address delays that affect safe births by improving pregnant women’s and their families’ knowledge of signs indicating labor and the need to seek care; danger signs requiring transport to an emergency obstetric and newborn care facility; and by helping families to develop birth and emergency plans. Note that essential newborn care is addressed in Session 7. [1:  UNFPA. 2014. “Urgent Response: Providing Emergency Obstetric and Newborn Care.” Accessed on August 19, 2014. https://www.unfpa.org/webdav/site/global/shared/factsheets/srh/EN-SRH%20fact%20sheet-Urgent.pdf]  [2:   Lawn J., H. Blencowe H., S. Oza, et al. May 20, 2014. “Progress, Priorities and Potential Beyond Survival.” The Lancet. p 10. http://dx.doi.org/10.1016/S0140-6736(14)60496-7] 

[image: ] Time 2 hours
[image: ] Audience Peace Corps trainees assigned to health programs during PST or IST 
Terminal Learning Objective	
After learning about the continuum of care model for Maternal and Newborn Health and the three delays that increase the risk of maternal and/or newborn death, participants will describe the ideal journey of a woman of reproductive age throughout her lifecycle, from pre-pregnancy all the way through delivery and motherhood. 
After conducting a community assessment and learning about antenatal care, PMTCT, labor and delivery, post-partum and newborn care, participants will demonstrate the steps they will follow to implement at least one evidence-based practice to improve maternal and newborn health outcomes, including steps to engage their community. 
Session Learning Objectives 
In small groups, participants analyze a case study on labor and delivery and name three ways that a birth and emergency plan would have helped a pregnant woman and her family to avoid delays. 
In small groups, participants analyze a case study on labor and delivery and list five practices at facility, provider, and community levels that would have helped a pregnant woman and her family to avoid delays.
In small groups, participants use a tested MNH curriculum to practice facilitating a community meeting on “Preventing Problems before a Baby is Born.” 
Session Knowledge, Skills, and Attitudes (KSAs)
1. Appreciate the importance of birth and emergency preparedness for labor and delivery. (A)
1. Identify signs indicating the initiation of labor and the need to seek care at a health facility with a skilled birth attendant. (K)
1. List danger signs during labor and delivery that require emergency transport to a health facility. (K)
1. Define “skilled birth attendant” and review the national framework to understand who is a skilled birth attendant in the country context. (K)
1. Review safe birth practices performed by a skilled birth attendant. (K)
1. Review country-specific information on the availability and quality of health facilities offering emergency obstetric and newborn care. (K)
1. Examine the definition, purpose, and elements of a birth and emergency plan and who needs to be involved in developing one. (K)
1. Analyze a case study on labor and delivery and name three ways that a birth and emergency plan would have helped a family to avoid delays.  (K,S)
1. Analyze a case study on labor and delivery and name at least five practices at facility, provider, and community levels that would have helped a family to avoid delays. (K,S)
1. Facilitate a community meeting on “Preventing Problems Before a Baby is Born” using a tested MNH curriculum. (S)
Prerequisites  	
Global Health Sector Training Package:
1. What Is Health? What Is Public Health? 
1. Global Health Challenges, International Responses, and Determinants of Health 
1. Peace Corps’ Role in Global Health and Guiding Principles for Health Volunteers

Maternal and Newborn Health Training Package:
· Introduction to Maternal and Newborn Health
· Conducting a Maternal and Newborn Health Community Assessment
· Healthy Timing and Spacing of Pregnancies
· Pregnancy and Antenatal Care

Sector:		Health
Competency:		Foster improved maternal, neonatal, and child health
Training Package:		Maternal and Newborn Health
Version:		Oct-2014
Trainer Expertise:		Trainer has a health background. Trainers could include a Health sector staff member or Health technical trainer. 
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[bookmark: _Toc365013556]Contributing Post: PC/Burkina Faso	
Contributing External Experts:  Joan Haffey (Independent Consultant, Advancing Partners and Communities Project), Susan Rae Ross (Independent Consultant, Saving Mothers, Giving Life Initiative)
Session: Preparing for Labor and Delivery 
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer Preparation:
Review all handouts, Trainer Material 1 (the PowerPoint presentation for use in the Information section) and Trainer Material 2 (list of props), and gather props or adapt as needed.
Read and plan the entire session according to the time you have available. 
Organize participant seating in small groups at café-style tables, if possible, with 5-6 participants per group/tables.
Write session learning objectives on a sheet of flip chart paper and tape to the wall.
Tape the continuum of care framework wall chart (developed in Session 1 of this training package) to the wall.
If feasible, give participants the handouts ahead of time to read as homework.
· Post Adaptation: 
· If possible, obtain a copy of the partograph used in the country and make six photocopies (one per small group)
· If it exists, obtain a copy of the Ministry of Health’s standard birth and emergency plan and print one copy per participant, to accompany Handout 5.
· As relevant, work with LCFs to find the translation of the three signs indicating initiation of labor (Slide 3 in the Information Section) using local terms and phrases. Encourage LCFs to have participants practice using these terms in their language training sessions.
Photocopy Handouts 1, 2, 3, 5, 6, 7, 8, and 9, one per participant. Handout 4 is only available in Spanish and thus should be photocopied and distributed to participants only if applicable.
Photocopy Handout 10 (Pages 3.9-3.17) in booklet format, one copy for subgroup 2 only.
Carefully review Handouts 9 and 10 and Trainer Material 2 and gather props and prepare the flip chart with the small group task, as per Trainer Material 2.
[image: ] Post Adaptation: This session directly trains to the Standard Sector Indicators (SSIs) on preparing for labor and delivery. As feasible and time permitting, link the content of this session with the indicators that participants are expected to report on as Volunteers, per your post’s health project framework. This is an important opportunity to integrate monitoring, reporting, and evaluation messages into training sessions and to link what participants are learning to what they will be expected to report on at their sites. For this session, the corresponding SSIs include: 
HE-081 Able to Identify Warning Signs Indicating Initiation of Labor and the Need to Seek Care: # of women who are able to identify 3 or more warning signs indicating the initiation of labor and the need to seek care at the birth facility
HE-084 Mothers Reporting they Had a Birth Plan: # of mothers with infants <12 months reporting they had a birth plan that included arrangements for HIV testing, giving birth with a skilled birth attendant, exclusive and immediate breastfeeding and emergency transportation 
HE-085 Birth Attended by a Skilled Birth Attendant: # of mothers with infants <12 months reporting that their births were attended by skilled attendant as a result of the work of the Volunteer
Content related to SSIs addressing:
* Emergency transportation will be covered in Session 6: Community Mobilization for MNH
* Postnatal care will be covered in Session 7: Postnatal Care for Mothers & Essential Newborn Care
* Early and exclusive breastfeeding will be covered in Session 8: Breastfeeding
* PMTCT will be covered in Session11: HIV and Maternal and Newborn Health
[bookmark: _Toc236737427][image: ] Materials:
Equipment
Flip charts and flip chart stands
LCD projector and laptop
Screen or wall space
Markers and masking tape

Handouts
Handout 1: The Role of Skilled Birth Attendants 
Handout 2: The Role of Traditional Birth Attendants 
Handout 3: Recognizing Danger Signs During Labor and Delivery
Handout 4: Danger Signs Poster (Spanish Version)
Handout 5: Sample Birth and Emergency Plan 
Handout 6: Example of Country-Specific Birth and Emergency Plans (separate file)
Handout 7: Birth Preparedness and Complication Readiness (separate file)
Handout 8: Case Study and Small Group Task 
Handout 9: Home-Based Life Savings Skills curriculum, Pages 41 to 55 (separate file) 
Handout 10: Take Action Card booklet, Pages 3.9-3.17 (separate file)

Trainer Materials
Trainer Material 1: PowerPoint (see separate file)
Trainer Material 2: List of Props and Small Group Task  
[bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc397497974]Motivation	[image: ] 5 min
[bookmark: _Toc364750612][bookmark: _Toc397497975]Failing to Plan = Planning to Fail
Timing is critical to prevent maternal death and disability. Making a birth and emergency plan can help reduce delays for women and newborns to get life-saving emergency care. Participants reflect on a personal experience that reveals how often they fail to plan, despite its potential importance in an emergency situation.      
[bookmark: _Toc365013558]Ask participants this question: On your last flight, what did you do during the safety briefing? 
Invite a few participants to respond. Ask for a show of hands for the main responses. Point out any responses that represent an outlier – responses that are very different or opposite from the majority of those provided. 
[bookmark: _Toc365013559][image: ] Note: The majority of participants will likely respond with one or more of the following answers: 
I slept
I read a book or reading device
I listened to music
I used my phone/tablet
I paid attention to part of the briefing
I glanced at the location of the exits
Outliers may respond with one or more of the following answers:
I paid full attention to the flight attendant demonstration and flight safety video
I carefully reviewed the flight safety card located in my seat pocket
I located the nearest exits and counted seat rows to the nearest exit
Ask participants: Why didn’t you pay full attention to the safety briefing? (If there is an outlier respondent who did pay full attention, invite that person to share why).
[image: ] Note: Participants will likely respond with one or more of the following answers: 
I’ve heard this briefing too often before 
If the plane crashes, we will all perish anyway
Flying is safe, so there is very little chance of an accident 
Share the following information and data with participants:
· Most people know that flying is one of the safest forms of transport, but many believe that airplane accidents are not survivable. This belief is false: Data show that most people (80 percent) survive airplane accidents. And the cause of death for most passengers who do die is fire; in most cases passengers have 90 seconds to get out of a plane.[endnoteRef:3] [3:  Morse, Caroline. Smarter Travel. February 9, 2014. “How to Survive a Plane Crash.” Accessed on August 19, 2014. http://www.smartertravel.com/photo-galleries/editorial/how-to-survive-a-plane-crash.html?id=663&all=1] 

· Improving chances of survival in a plane accident includes these actions:
· Planning exit routes
· Paying attention to safety briefings
· Reading safety cards (a document instructing passengers on procedures to follow in the case of an emergency)[endnoteRef:4] [4:  National Transport Safety Board. 2001. Safety Report: Survivability of Accidents Involving Part 121 US Air Carrier Operations, 1983-2000. Washington, DC: NTSB.] 

Wrap up this section with a summary and observation about the positive impact that planning in advance can have on emergency situations.
[image: ] Possible Script: In an emergency situation where time is of the essence, planning can make a dramatic difference in ultimate outcomes. Obstetric emergencies require urgent medical interventions to prevent the death of the woman and baby and may occur suddenly without warning, requiring action without delay. 
Yet, all too often, as we just discussed, people do not recognize the importance of planning to help manage these situations. Similar to how you behave during a flight safety briefing, pregnant women and their families may see little need to make a birth and emergency plan. In this session, we will learn why timing is critical in preventing newborn and maternal death and disability and how improved knowledge, along with birth and emergency planning, help address delays by pregnant women in seeking and reaching care during labor and delivery.
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc397497976] Information	[image: ] 35 min
[bookmark: _Toc364750614][bookmark: _Toc397497977]Safe Childbirth and Reducing the Three Delays
Participants review signs indicating labor and the three stages of labor. They learn about the importance of pregnant women delivering in health facilities with a skilled birth attendant and compare profiles and roles of skilled and traditional birth attendants. Participants also learn how to help families make timely decisions to seek care during labor and delivery, including recognition of danger signs during labor and delivery and developing a birth and emergency plan.   
1. [image: ] [SLIDE 2]: MNH Continuum of Care: Point out “birth” (element of time) on the chart to show participants where this session is located on the MNH continuum of care.
[image: ] Note: The continuum of care framework was introduced in Session 1: Introduction to MNH. Please refer back to Session 1 for further information on this topic. Turn to the MNH continuum of care wall chart as you show this slide.
[image: ] [SLIDE 3]: Labor and Delivery: Signs Indicating Labor 
[image: ] Possible Script: Three signs indicate that labor is starting or will start very soon. These signs may not all happen and can occur in any order. Does anyone know any of these three signs? (Let participants respond, then click three additional times on the slide to show the answers as you explain below. Slide 3 is animated to show these signs one at a time.)
1. Clear or pink-colored mucus comes out of the vagina. During pregnancy, the opening to the womb is plugged with thick mucus, protecting the baby and womb from infection. At the onset of labor, the cervix starts to open, releasing this mucus plug and a little blood.
2. Clear water comes out of the vagina. This is known as rupture of the membranes, or more commonly referred to as “water breaking.” It usually occurs spontaneously and may be a sudden gush of fluid or a trickle of fluid. Labor should begin within 24 hours of rupture of the membranes. Women should seek care immediately if more than 24 hours has elapsed. 
3. Contractions (pain) begin. At first, contractions may come 10 or 20 minutes apart or more, and last about 30-70 seconds. Labor starts when contractions become regular (about the same amount of time between each one), stronger, and then more frequent.[endnoteRef:5]  Contractions usually start in the lower back and move to the front of the abdomen with the onset of labor. Note that pregnant women may experience false labor. These are practice contractions and are common in the last weeks of pregnancy. These practice contractions have no regular pattern and do not become stronger or more frequent. Instead, they taper off and go away.[endnoteRef:6] [5:  Burns, A, R. Lovich, J. Maxwell, K. Shapiro. 2010. Where Women Have No Doctor. Berkeley, CA: Hesperian and www.womenshealth.gov/pregnancy/ ]  [6:  Women’shealth.gov. 2013. “Pregnancy.” Accessed on August 28, 2014. www.womenshealth.gov/pregnancy/  and WebMD.com. 2014. “Health and Pregnancy.” Accessed on August 28, 2014. www.webmd.com/baby/guide/true-false-labor ] 

The most important point to remember is that when a pregnant woman experiences any of the above three signs (mucus, water and/or contractions), she should seek care at the nearest health facility as soon as possible. 
[image: ] Post Adaptation: Share the translation for each of these signs during this session or during participants’ language and culture sessions. Highlight the appropriate local terms and phrases that describe these phases and point out any cultural sensitivities participants should be aware of when discussing labor and delivery with community members.
[image: ] Note: The information above directly corresponds with the information in the data definition sheet for indicator HE-081: Able to Identify Warning Signs Indicating Initiation of Labor and the Need to Seek Care. If this indicator is included in your post’s health project framework, you may want to print and distribute a copy of the data definition sheet for HE-081 and make this connection for participants. 
[image: ] [SLIDE 4]: Labor and Delivery: Three Stages of Labor 
Ask participants: What are the stages of labor? What comes to mind?
Take a minute for participants to respond and then move on to Slide 5.
[image: ] [SLIDE 5]: Labor and Delivery: Three Stages of Labor 
[image: ]  Possible Script: Every birth has three stages of labor. (The slide is animated so that the description of each phase appears one at a time.) 
Stage 1 begins when contractions start to open the cervix and ends when the cervix is fully open to 10 centimeters (4 inches). When it is a mother’s first birth, this stage usually lasts from 10 to 20 hours; in later births, it often lasts 7-10 hours. 
Stage 2 begins when the cervix is fully open and ends when the baby is born and should not take more than about two hours. This is usually when the woman wants to push. 
Stage 3 begins when the baby is born and ends when the placenta comes out.[endnoteRef:7]  [7:  Burns, A., R. Lovich, J. Maxwell, K. Shapiro. 2010. Op. cit.] 

[image: ] [SLIDE 6]: Labor and Delivery: Risk and the Critical Importance of Time 
[image: ]  Possible Script: As you recall from Session 1: Introduction to MNH, labor, birth, and the first week following birth are the most critical for maternal and newborn survival.[endnoteRef:8] Globally, about 15 percent of all women suffer complications during childbirth that can become life threatening when not managed quickly and appropriately. Timing is critical in preventing maternal death and disability. Postpartum bleeding can kill a woman in less than two hours. For most other complications, a woman has between six and 12 hours or more to get life-saving emergency care.[endnoteRef:9]  [8:  World Health Organization. 2014. “Newborn Care at Birth.” August 28, 2014. http://www.who.int/maternal_child_adolescent/topics/newborn/care_at_birth/en/ and The Lancet. 2014. Every Newborn: An Executive Summary for The Lancet’s Series. ]  [9:  UNFPA. December 2012. “Urgent Response: Providing Emergency Obstetric and Newborn Care.” https://www.unfpa.org/webdav/site/global/shared/factsheets/srh/EN-SRH%20fact%20sheet-Urgent.pdf] 

[image: ] [SLIDE 7]: Labor and Delivery: Safe Birth 
[image: ] Possible Script: In most cases, these maternal deaths are avoidable. As you learned in the last session, some complications can be identified early during pregnancy during antenatal care (ANC) visits. And, in an ideal world, all pregnant women deliver in well-equipped health facilities with the assistance of a skilled provider/skilled birth attendant who can help identify and treat complications during labor.[endnoteRef:10]  [10:  Ibid] 

[image: ] [SLIDE 8]: Skilled Birth Attendant (SBA)
[image: ] Possible Script: A skilled provider or skilled birth attendant (SBA) is a health professional, such as a midwife, doctor, or nurse, who has been educated and trained to proficiency to:
manage normal deliveries, and
diagnose, manage, or refer obstetric complications[endnoteRef:11] of a woman and/or her baby to a higher level of care[endnoteRef:12]   [11:  WHO. 2004. Fact Sheet: Making pregnancy safer. Geneva: WHO. ]  [12:  JHPIEGO. 2004. Behavior change interventions for safe motherhood: common problems, unique solutions: The MNH Program Experience. Baltimore: JHPIEGO and JHPIEGO. 2004. Birth preparedness and complication readiness: a matrix of shared responsibilities, Maternal and Newborn Health Program. Baltimore: JHPIEGO.] 


[image: ] [SLIDE 9]: During labor and delivery, a SBA will …
[image: ] Possible Script: During labor and delivery, a SBA will: 
Assess and monitor the woman during labor using a partograph: a simple chart for recording information about the progress of labor and the condition of a woman and her baby during labor.[endnoteRef:13] Correct use of the partograph helps reduce complications from prolonged labor for both the mother and newborn.[endnoteRef:14]  [13:  USAID. September 2012. “Maternal and Neonatal Health.” http://pdf.usaid.gov/pdf_docs/PNACT388.pdf ]  [14:  Dangal, G. 2006. “Preventing Prolonged Labor by Using Partograph.” The Internet Journal of Gynocology and Obstetrics (7)1. ] 

Provide emotional and physical support through labor and childbirth. 
Conduct a clean and safe delivery by ensuring a clean surface for delivery, a clean string to tie the umbilical cord, a clean blade to cut the umbilical cord, clean pads, cloths and clothes for the mother, a clean cloth to wrap the baby and clean hands, and aprons and gloves for caregivers.
Actively manage the third stage of labor to speed delivery of the placenta and prevent postpartum hemorrhage. This involves four main steps: 1) administering a uterotonic drug (oxytocin or misoprostol) immediately following delivery of the baby to contract the uterus so that the placenta can be delivered and to prevent post-partum hemorrhage, 2) waiting to clamp the cord—also known as delayed cord clamping—until it stops pulsating (performed 2 to 3 minutes after birth), 3) delivering the placenta by controlled cord traction (gently pulling on the umbilical cord to remove the placenta), and 4) massaging the uterus through the abdomen after delivering the placenta until it is firm.[endnoteRef:15] [15:  USAID and Prevention of Postpartum Hemorrhage Intiative (POPPHI). (Undated). Prevention of Postpartum Hemorrhage: Implementing Active Management of the Third Stage of Labor (AMTSL): Facilitator’s Guide. http://www.pphprevention.org/files/AMTSL_FacilitatorGuide_CoreTopic4_English.pdf] 

Take essential life-saving measures for the newborn, including active resuscitation.
[image: ] Post Adaptation: If available, distribute copies to each table of an example of a partograph used by the Ministry of Health at your post.
Distribute Handout 1 and explain to participants that it contains more detailed information on the core skills and abilities of SBAs. If participants have not read this document as homework prior to the session, ask them to review this handout on their own time to learn more about SBAs’ important role to improve maternal and newborn health.
[image: ] Post Adaptation: Edit Handout 1 as needed to reflect country-specific policies and MoH job descriptions on roles and responsibilities of SBAs. Ensure the handout aligns with country policies regarding administration of misoprostol for prevention of postpartum hemorrhage by community health workers if no skilled birth attendant is available.
[image: ] [SLIDE 10]: Emergency Obstetric and Newborn Care 
[image: ]  Possible Script: Delivery with a skilled birth provider usually takes place at a facility with basic or essential emergency obstetric and newborn care (BEmONC).[endnoteRef:16] Global standards are that BEmONC includes capabilities for administration of antibiotics, oxytocics, and anticonvulsants; manual removal of the placenta; removal of retained products following miscarriage or abortion; assisted vaginal delivery (preferably with a vacuum extractor); and newborn care. Comprehensive emergency obstetric and newborn care (CEmONC) – provided at higher-level hospitals – includes all of the above plus emergency surgery (Caesarian section), anesthesia, safe blood transfusions, and medical treatment of shock, eclampsia and anemia.[endnoteRef:17]  [16:  Safe Motherhood and Reproductive Health Working Group/Core Group. December 2004. Maternal and Newborn Standards and Indicators Compendium. Washington, DC: Core Group.]  [17:  Safe Motherhood and Reproductive Health Working Group/Core Group. December 2004. Op. cit. and http://www.unfpa.org/public/mothers/pid/4385] 

[image: ] Post Adaptation: In addition to the script above, tell participants which types of health facilities provide BEmONC and which provide CEmONC (e.g., secondary and tertiary facilities) in the country and share concise data on the availability and quality of these services.   
[image: ] [SLIDE 11]: What about Traditional Birth Attendants?
[image: ] Possible Script: While Traditional Birth Attendants (TBAs) attend the majority of deliveries in rural areas of developing countries and are respected in many communities, their role has evolved in light of policies promoting births with a skilled birth attendant.[endnoteRef:18] TBAs are not substitutes for skilled birth attendants, but in many countries they play an important role in contributing to mother and newborn survival. For example, TBAs may: [18:  Ibid] 

Identify pregnant women in the community, encourage ANC and postnatal visits, and facilitate access to clinical services and support
Make early referrals for obstetric problems and link the community with skilled birth attendants at health facilities 
Act as community educators by providing vital information to families and communities in culturally appropriate ways. For example, they may help them recognize danger signs during pregnancy and let them know where to go for help
Distribute iron folate/folic acid supplements to pregnant women[endnoteRef:19] [19:  AMREF. (Undated). AMREF’s Position of the Role and Services of Traditional Birth Attendants. Nairobi: AMREF.] 

[image: ] [SLIDE 12]: New Roles for TBAs in Burkina Faso
[image: ] Possible Script: In Burkina Faso, a Volunteer helped to organize meetings between health center staff and village TBAs. First they discussed the dangers of home births without a skilled attendant. Then they thought of ways to encourage women to come to the health center for delivery, including involving husbands and elders in the decision process and helping families develop a birth and emergency plan. Each TBA was given a Moringa tree to thank her for participating in these meetings and to commemorate the partnership between TBAs and health center staff.[endnoteRef:20]     [20:  Personal communication, Stephanie Weber and www.pcburkina.org/content/village-midwife-competition.] 

[image: ] [SLIDE 13]: New Roles for TBAs in Burkina Faso
[image: ] Possible Script: The Volunteer took photos of TBAs and hung them at the health facility. Each time the TBA accompanied a woman to the facility for an ANC visit or a delivery, the Volunteer put a star next to her photo. Each month the midwife with the most stars received a small prize, such as a bar of soap. At the end of the year, the community held a ceremony with speeches by officials and village leaders to recognize TBAs with the most stars.[endnoteRef:21]     [21:  Ibid] 

Distribute Handout 2 and explain that this document gives further information on TBA roles and how these roles have evolved. If participants have not read this document as homework prior to the session, tell them to review it on their own time following this training session. 
[image: ] Post Adaptation: Review national MoH policies on TBA roles and responsibilities in your country and adapt Handout 2 accordingly.     
[image: ] [SLIDE 14]: Safe Birth: The ideal and the reality
[image: ]  Possible Script: Again, ideally a skilled birth provider helps at every birth and mothers and newborns can access emergency care at health services. The reality is that nearly 50 million births in developing countries still take place at home without skilled care, contributing to maternal and newborn deaths.[endnoteRef:22] In fact, many home births occur without any attendant other than a family member.[endnoteRef:23]  [22:  Every Newborn: progress, priorities, and potential beyond survival.
Prof Joy E Lawn FRCPCH, Hannah Blencowe MRCPCH, Shefali Oza MSc,Danzhen You PhD,Anne CC Lee MD,Peter Waiswa PhD,Marek Lalli MSc,Prof Zulfiqar Bhutta PhD,Aluisio JD Barros PhD,Parul Christian PhD,Colin Mathers PhD,Simon N Cousens DipMathStat,for The Lancet Every Newborn Study Group. 
The Lancet - 20 May 2014 
DOI: 10.1016/S0140-6736(14)60496-7]  [23:  Darmstadt, D., et al. 2009. “60 million non-facility births: Who can deliver in community settings to reduce intrapartum-related deaths?” Int J Gynaecol Obstet. 107(Suppl 10:S89-112/j.ijgo2009.07.010] 


[image: ] [SLIDE 15]: Post Adaptation 
[image: ] Post Adaptation: Provide country-specific data on where births take place and who attends birth and delivery. Explain and briefly describe the country’s referral system – from community to health facility to hospital. 
[image: ] [SLIDE 16]: Actions to Reduce Delays and Reach Safe Childbirth Goals
[image: ] Possible Script: You recall that in Session 1, we introduced the Three Delays Model
One:  Delay in deciding to seek care
Two: Delay in reaching appropriate care
Three: Delay in receiving adequate and appropriate care at facilities
Factors affecting the three delays include:
Social, economic, and cultural factors
Factors relating to accessibility of care
Factors relating to the quality of care[endnoteRef:24] [24:  UNFPA. (Undated). “Emergency Obstetric Care.” Accessed on August 28, 2014. http://www.unfpa.org/public/mothers/pid/4385] 

[image: ] [SLIDE 17]: First Delay
[image: ] Possible Script: The first delay is deciding to seek care. When women, families, and communities improve problem recognition to understand danger signs during labor and trust that good services are available, this can help address the first delay in deciding to seek emergency obstetric and newborn care. 
Distribute Handout 3: Recognizing Danger Signs During Labor and Delivery and review each point with participants. 
For Spanish-speaking posts, consider also giving each participant a copy of Handout 4, which provides a nice visual example of the common danger signs during labor and delivery, as well as those for the newborn baby and infant. 
[image: ] Post Adaptation: For Anglophone or Francophone posts, please be encouraged to include other visual aids (posters, brochures, etc.) that you are aware of that clearly depicts danger signs during labor and delivery.
[image: ] [SLIDE 18]: First and Second Delays
[image: ] Possible Script: The first and second delays are deciding to seek care + reaching appropriate care. One action to address these two delays is to prepare for birth and be ready for emergencies and complications by developing a birth and emergency plan.
[image: ] [SLIDE 19]: What is a Birth and Emergency Plan? 
[image: ]  Possible Script: WHO states that all pregnant women should have a written plan for birth and for managing unexpected adverse events, such as complications or emergencies that may occur during pregnancy, childbirth, or the immediate postnatal period.[endnoteRef:25]  [25:  WHO. 2006. Birth and emergency preparedness in antenatal care. Geneva: WHO  http://www.who.int/reproductivehealth/publications/maternal_perinatal_health/emergency_preparedness_antenatal_care.pdf ] 

[image: ] [SLIDE 20]: Why is a Birth and Emergency Plan Important? Invite at least three responses from participants, then click advance four additional times on this slide to show prepared responses on the slide.
[image: ]  Possible Script (once participants have provided responses and slide responses have appeared): This birth and emergency plan helps women, their partners, and families to be well prepared for childbirth; contributes to increased use of services (including ANC and birth in facilities with a skilled birth attendant); and raises awareness of the potential for unexpected events.[endnoteRef:26] It helps the family do contingency planning, which is crucial. For example, if the husband is not there to give permission, who will? If the planned mode of transport is not available, what is the backup plan? [26:  Ibid] 

Distribute Handout 5: Sample Birth and Emergency Plan. 
Explain to participants that this is a generic birth and emergency plan that includes the key information to be considered for inclusion. If no national, MOH birth, and emergency plan exists, this can serve as an example for careful adaptation to the local situation.
 [image: ] Note: In its current generic form, it is not appropriate for distribution or use with families because it needs to be adapted to the local context, particularly with regard to the language used and the way the questions are phrased.
Tell participants that in just a few minutes they will see a sample birth and emergency plan that was adapted for Zambia. 
Give participants 2-3 minutes to skim Handout 5 and ask any questions of clarification.
[image: ] Post Adaptation: If the MoH in your country promotes the use of a standard birth and emergency plan, distribute copies of that plan now so participants can familiarize themselves with the document and ask any questions of clarification. Once participants have finished reviewing the document, continue with the slide presentation.
[image: ] [SLIDE 21]: Who is Involved in Developing a Birth and Emergency Plan?
[image: ]  Possible Script:
As we saw in Session 4, developing a birth and emergency plan with a family is usually done during focused ANC visits with the health service provider. Ideally, the birth and emergency plan is discussed and reviewed with a health service provider at each focused ANC visit and again at least one month prior to the expected date of birth.[endnoteRef:27] A family’s birth and emergency plan may also be developed with the identified SBA or with a trained community health worker. [27:  WHO 2006 Op. cit. and JHPIEGO 2004 Op. cit.] 

Involving the pregnant women’s family and household members to develop this plan is critical. First, a woman and her family are the first ones to see a problem that starts at home.[endnoteRef:28] Second, a pregnant woman’s decisions and actions are influenced by others in her household, including her husband or partner, her mother or mother-in-law, and others depending on the context. This is why a birth and emergency plan includes plans for decision-making. Who will decide to get help? Who will give permission for the woman to travel? Who will decide when to spend emergency funds?[endnoteRef:29] All household members must support all aspects of the pregnant woman’s birth and emergency plan. [28: Buffington, S.T., D. Beck, P.A. Clark. 2008. Life-Saving Skills: Manual for Midwives, 4th Edition. Guide for Caregivers. Silver Spring, MD: American College of Nurse/Midwives]  [29:  Ibid] 


Distribute Handout 6 (separate PDF). 
Explain to participants that this is an excellent example of an adapted birth and emergency plan form. It was created as part of the Saving Mothers, Giving Life initiative in Zambia (introduced in Session 1). Volunteers in Zambia promote its use. 
Point out that this form uses simple language and visuals to convey key components of the birth and emergency planning process. It also includes key information regarding danger signs during pregnancy, labor, and the postpartum period. Because visuals are included in the plan, this is appropriate for use by low-literate populations.
[image: ] [SLIDE 22]: Post Adaptation
[image: ] Post Adaptation: 
Describe who works with the pregnant woman and her family to develop a birth and emergency plan in the country context (e.g., ANC nurse/health service provider, the identified SBA, trained CHWs, etc.).  
If Volunteers are working with counterparts (health service providers, CHWs) to develop and use birth and emergency plans with families, provide detailed information on that, including the appropriate roles of Volunteers in promoting birth and emergency plans and assisting pregnant women and their families to develop their birth and emergency plans. 
If feasible, invite a seasoned Volunteer to briefly share his or her experiences in promoting birth and emergency planning, including lessons learned and recommendations. 
[image: ] [SLIDE 23]: The Big Picture 
Possible Script:
A birth and emergency plan at the household level should be supported by systems, services, plans, and actions at the community level (for example, a functional emergency transport system) and at the facility level. The next session – Session 6 – addresses community-level mobilization for emergencies. Volunteers working at the household or community level should be knowledgeable of roles and services at facility levels.    
JHPIEGO developed a framework called “Birth Preparedness and Complication Readiness” that addresses both “demand” (household and community) and “supply” (provider, facility, and policies) sides, recognizing that factors causing the three delays arise from many sources.[endnoteRef:30] This comprehensive framework describes roles, plans, and actions at individual, family, community, facility, and policy levels.  [30:  JHPIEGO. 2004. Monitoring birth preparedness and complication readiness: tools and indicators for maternal and newborn health. Baltimore: JHPIEGO] 

Distribute Handout 7: Birth Preparedness and Complication Readiness (separate file).
Invite a participant to read “About the Birth Preparedness and Complication Readiness Matrix” (two paragraphs) on Page 2.
Draw participants’ attention to Pages 8 and 9, which describe actions at policy, facility, provider, community, family, and individual (woman) levels during labor and childbirth. Read the first line from each level aloud to contrast and highlight the need for actions at all levels.
Relate this information to the MNH continuum of care, which portrays similar categories of levels (household, community, and outreach and health facilities).
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc397497978]Practice	[image: ] 25 min
[bookmark: _Toc364750616][bookmark: _Toc397497979]What Difference Does a Birth and Emergency Plan Make?
In this section, participants review a case study extracted from the video (“The Edge of Joy”) they watched in Session 1 and analyze the differences in outcomes if the film’s protagonists had made a birth and emergency plan.  
1. [bookmark: _Toc365013576]Introduce this section. Remind participants of the video titled “The Edge of Joy” they watched in Session 1: Introduction to MNH. 
1. Distribute Handout 8. Invite a participant to read aloud the case study extracted from “The Edge of Joy.” 
1. Then, read aloud the small group task at the bottom of Handout 8. Give the end time and ask if the task is clear. If not, clarify. If yes, let small groups begin working.
1. Recognize positive behaviors.
[image: ] Possible Script: Before we discuss answers for Handout 8, let’s recognize positive actions and behaviors. What did Aisha’s family and community do that helped her in this situation, despite not having a birth and emergency plan?

[image: ] Note: Let participants respond. They will likely mention the following:
Regarding the family, the husband, Kabiru, made arrangements to stay with Aisha as she neared her delivery date. 
Regarding the community, the neighbor lent a car (even if it did break down).
Discuss Question 1: Invite each small group to share one answer to the first question. After all groups have shared at least one answer, invite small groups to share any additional answers not named by another group.
[image: ] Note:  Participants may give the following responses: 
If Aisha had planned to give birth at a health facility, she would have had easier and faster access to emergency obstetric care.
If Aisha and Kabiru had calculated the cost of having to purchase supplies (such as blood), Kabiru could have had that money on hand by either saving it or by accessing a community fund. In this case, he was lucky to have received funds from the film crew. 
If Aisha and Kabiru had developed a “Plan B” for permission for Aisha to travel, they would have reduced the delay that happened in securing permission for Aisha to travel in a taxi with another male relative.
If Aisha and Kabiru had identified a compatible blood donor before the birth, they would have reduced the delay in finding blood.
If Aisha and Kabiru had planned for an emergency fund, he could have used this fund to buy blood.

[image: ] Note: Learning Objective 1 is assessed when small groups share their answers with the larger group.
1. Discuss Question 2: Invite small groups one and two to share two answers (practices they circled) for the facility level and briefly explain their answers. 
1. Invite groups three and four to share two answers for the provider level and briefly explain their answers. 
1. Invite groups four and five to share two answers for the community level and briefly explain their answers. 
[image: ] Note:  Participants may have circled the following practices:
Facility level: Safe blood supply + is gender and culturally sensitive, client-oriented, and friendly (Kabiru would not have lost time looking for blood; the midwife would have been more sensitive and not have remarked, “They only come when they are dying”).
Provider level: Recognizes complications and providing appropriate management + educates community about birth preparedness and complication readiness (If Aisha had given birth with an SBA, the SBA could have managed the complications better. If providers had educated the community about the need for birth and emergency planning, Aisha and Kabiru might have developed a birth and emergency plan).
Community level: Supports and values use of skilled provider at childbirth, supports implementing the woman’s Birth Preparedness Plan, has a functional blood donor system, supports mother and baby-friendly decision-making in case of obstetric emergency, can access facility and community emergency funds, and promotes concept of birth preparedness. (All of these practices would have created a stronger support system and an enabling environment that would have helped Aisha and Kabiru to have avoided delays and resolve problems more quickly). 
[bookmark: _Toc365013579]
[image: ] Note: Learning Objective 2 is assessed when small groups share their answers with the larger group.
Wrap-up: You may wish to tell participants that in the next session community-level actions to specifically address emergencies will be covered in more depth. 
[bookmark: _Toc365013580][bookmark: _Toc365013581][image: ] Post Adaptation: If relevant, wrap up this section by highlighting key delays relevant to the country context that could be addressed by a birth and emergency plan at the household level. 
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc397497980]Application 	[image: ] 55 min
[bookmark: _Toc397497981][bookmark: _Toc364750618]Community Meeting Curriculum for Preventing Problems Before Baby is Born
Using an example situation, participants practice conducting a community meeting using a field-tested curriculum (Home-Based Life Saving Skills) to prevent problems before labor and delivery. This activity reinforces participant skills to facilitate community meetings with this curriculum, first introduced in the Application section of Session 4: Pregnancy and Antenatal Care.   
1. Distribute Handout 9: Pages 49-55 of the Home-Based Life Savings Skills Manual, Community Meeting No. 3, titled “Preventing Problems Before Baby Is Born.” Remind participants that this curriculum was introduced in the previous session – Session 4: Pregnancy and Antenatal Care. 
1. Tell participants that Handout 9 (separate file) relates to promoting use of a skilled birth attendant and developing a birth and emergency plan.  
1. Small Group Task
· Organize participants into small groups. Tell them that in their groups, they will practice Steps 2-3 of pages 49-55 of Handout 9 (separate file). 
· Distribute different props to each subgroup as explained in Trainer Material 2. 
· Show the flip chart and read the small group task (Trainer Material 2).
· Give the end time (30 minutes) and ask if the task is clear? If not, clarify. If yes, let small groups work. 
· When there are 2 minutes remaining, remind participants to start concluding their activity.
Plenary discussion
· Ask participants: “Please share what worked well in your practice session and why.” Take a few responses from participants.
· Then ask participants: “Please share what you found challenging with this curriculum and why.” Take a few responses from participants.
· Ask participants: “Thinking of your community context, how will you build your counterpart’s capacity to use or adapt this session from the curriculum?” Take a few responses from participants.
[image: ]  Note: Learning Objective 3 is assessed during small group work when participants practice the steps and during large group discussions when participants analyze their performance and how they could build their counterparts’ capacity.
Wrap-up: Remind participants that they only practiced a small part (Steps 2-3) of Section 2: Preventing Problems Before Baby is Born from the curriculum’s Community Meeting 3. Briefly describe the remaining steps (4-6) of Section 2:
· In Step 4, the facilitator compares what the participants know and what the trained health worker knows and encourages dialogue so the group comes to agreement on what to do  
· In Step 5, the group practices the actions they learned in Step 3 to reinforce learning
· In Step 6, the group members discuss how they will know if the actions are helpful and are reminded of key messages
Participants should review all of Section 2 as homework. Also remind participants that the Home Based Life Savings Skills curriculum includes 12 community meetings on MNH topics, including birth spacing, newborn care, and other topics.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc397497982]Assessment
Learning Objectives 1 & 2 are assessed in the Practice section as each small group shares answers to the case study questions in the larger group discussion.
Learning Objective 3 is assessed in the Application section by observing role-plays done in small groups and in plenary when participants analyze their skills in using the curriculum and how they will build their counterparts’ capacity to use the curriculum.   
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc397497983] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]

[bookmark: h1]

[bookmark: _Toc397497984] [image: ] Handout 1: The Role of a Skilled Birth Attendant 
This handout was adapted from Making pregnancy safer: the critical role of the skilled attendant: a joint statement by WHO, ICM and FIGO.[endnoteRef:31] These SBA core skills and abilities are considered the gold standard, but may not reflect the reality at Volunteers’ sites.  [31:  WHO.2004. “Making pregnancy safer: the critical role of the skilled attendant: a joint statement by WHO, ICM and FIGO.” http://whqlibdoc.who.int/publications/2004/9241591692.pdf?ua=1 ] 


	SKILLED BIRTH ATTENDANT

	A  skilled birth attendant (SBA) is a health professional (doctor, midwife, nurse) who has been educated and trained to proficiency to manage normal deliveries and diagnose, manage, or refer obstetric complications[endnoteRef:32] of a woman and/or her baby to a higher level of care.[endnoteRef:33]   [32:  WHO. 2004. Fact Sheet: Making pregnancy safer. Geneva: WHO ]  [33:  JHPIEGO. 2004. Behavior change interventions for safe motherhood: common problems, unique solutions: The MNH Program Experience. Baltimore: JHPIEGO and JHPIEGO. 2004. Birth preparedness and complication readiness: a matrix of shared responsibilities, Maternal and Newborn Health Program. Baltimore: JHPIEGO] 


	CORE SKILLS & ABILITIES

	Cultivate effective interpersonal communication skills and an attitude of respect for the woman’s right to be a full partner in the management of her pregnancy, childbirth, and the postnatal period.

	In pregnancy care, take a detailed history by asking relevant questions, assess individual needs, give appropriate advice and guidance, calculate the expected date of delivery, perform specific screening tests as required, including HIV testing and counseling, and assist pregnant women and their families in making a birth plan.

	Educate women (and their families) in self-care and healthy home behaviors during pregnancy, childbirth, and the postnatal period.

	Identify illnesses and conditions detrimental to health during pregnancy, provide care, and make arrangements for effective referral as needed.

	Identify the onset of labor and use a partograph (a simple chart for recording information about the progress of labor and the condition of a woman and her baby during labor[endnoteRef:34])to monitor and record maternal and fetal well-being during labor. Identify maternal and fetal distress and delayed progress in labor and take appropriate action, including referral where required. [34:  USAID. (Undated). Maternal & Neonatal Health. “The Partograph: An Essential Tool for Decision-Making During Labor. http://pdf.usaid.gov/pdf_docs/PNACT388.pdf ] 


	Conduct a clean and safe delivery by ensuring a clean surface for delivery, a clean string to tie the umbilical cord, a clean blade to cut the umbilical cord, clean pads, cloths and clothes for the mother, a clean cloth to wrap the baby, and clean hands, aprons, and gloves for SBA.

	Ensure active management of the third stage of labor (AMTSL) to speed the delivery of the placenta and prevent post-partum hemorrhage (PPH) by: 

· Administering an uterotonic drug (oxytocin or misoprostol) immediately following delivery of the baby to contract the uterus so the placenta can be delivered and to prevent post-partum hemorrhage. Oxytocin is an injectable drug recommended for the prevention of PPH. If oxytocin is unavailable, misoprostol – which can be administered orally and doesn’t require refrigeration – can be used. In settings where skilled birth attendants are not present, the administration of misoprostol by community health workers is recommended.[endnoteRef:35].  [35:  World Health Organization. 2012. Recommendations on maternal and perinatal health. http://www.who.int/maternal_child_adolescent/documents/guidelines-recommendations-maternal-health.pdf?ua=1	] 


· Waiting to clamp the cord until it stops pulsating (performed after 2 to 3 minutes after birth).[endnoteRef:36] Cord clamping means to use a sterile string or clamp to tightly tie or clamp the cord about two- finger widths from the baby’s belly and then again a little farther up the cord. The cord is then cut between the strings or clamps with a sterile knife, razor blade, or scissors.[endnoteRef:37]   [36:  USAID and Prevention of Postpartum Hemorrhage Intiative (POPPHI). (Undated). Prevention of Postpartum Hemorrhage: Implementing Active Management of the Third Stage of Labor (AMTSL): Facilitator’s Guide. http://www.pphprevention.org/files/AMTSL_FacilitatorGuide_CoreTopic4_English.pdf]  [37:  Klein, S., S. Miller and F. Thomson. 2004. A Book for Midwives: Care for pregnancy, birth and women’s health. Berkeley, CA: Hesperian] 


· Delivering the placenta by controlled cord traction. This method, which consists of gently pulling on the umbilical cord while holding the uterus stable with the other hand on the abdomen, helps the placenta descend into the vagina and facilitates its delivery. The uterus cannot contract efficiently if the placenta is still inside.[endnoteRef:38] [38:  http://www.pphprevention.org/files/AMTSL_FacilitatorGuide_CoreTopic4_English.pdf] 


· Massaging the uterus through the abdomen after delivering the placenta until it is firm. This helps stimulate uterine contractions and helps to prevent PPH.[endnoteRef:39]  [39:  http://www.pphprevention.org/files/AMTSL_FacilitatorGuide_CoreTopic4_English.pdf] 


	Assess the newborn at birth, identify any life threatening conditions in the newborn, and take essential life-saving measures, including, where necessary, active resuscitation as a component of the management of birth asphyxia and referral where appropriate.

	Provide postnatal care to women and their newborns. 

	Assist women and their newborns in initiating and establishing early and exclusive breastfeeding, including educating women and their families and other helpers in maintaining successful breastfeeding.

	Provide advice on postpartum family planning and birth spacing.

	Educate women (and their families) on how to prevent sexually transmitted infections, including HIV. For HIV-positive women, provide appropriate treatment for prevention of mother to child transmission (PMTCT) and guidance on infant feeding practices.





[bookmark: _Toc397497985][bookmark: h2]  [image: ]Handout 2: The Role of Traditional Birth Attendants 
This handout was adapted from Making pregnancy safer: the critical role of the skilled attendant: a joint statement by WHO, ICM and FIGO.[endnoteRef:40] [40:  WHO.2004. “Making pregnancy safer: the critical role of the skilled attendant: a joint statement by WHO, ICM and FIGO.” http://whqlibdoc.who.int/publications/2004/9241591692.pdf?ua=1 ] 


	Who is a Traditional Birth Attendant (TBA)?
Strictly, the term TBA refers only to traditional, independent (of the health system), non-formally
trained and community-based providers of care during pregnancy, childbirth, and
the postnatal period.






	Can TBAs provide the necessary care for women and newborns?

Because TBAs already exist in many developing country communities, it has been suggested
that they could perform the role of the skilled attendant, where required, with some training.
Research indicates that training of TBAs has not contributed to reduction of maternal mortality.
However, it is recognized that for some women, TBAs are the only source of care available during pregnancy. Experience from some countries (such as Malaysia) has also shown that TBAs can play a role in a country’s safe motherhood strategy by  helping to increase the number of births at which a skilled attendant is present.




	In practical terms, TBAs can help in the provision of skilled care to women and newborns by:

· serving as advocates for skilled attendants and maternal and newborn health needs

· encouraging women to enroll for essential pre- and postnatal care and to obtain care from a skilled attendant during childbirth

· helping women and families to follow up on self-care advice and other recommendations (nutrition, treatment, dietary supplementation, immunization, scheduled appointments, plan for births and emergencies, etc.)

· working with grandmothers and encouraging the involvement of the male partner in the care of the women and their newborns

· disseminating health information through the community and families (danger signs, where and how to seek care, healthy life styles, where to seek assistance for other reproductive health needs such as family planning, neonatal immunization, etc.) where this role is not the mandate of the skilled attendant

· giving social support during and after delivery, either as a birth companion — for example, acting as a doula (a South African term for a specially trained woman providing social support to women in labor) — or by supporting the household while the woman is away for childbirth

· informing the skilled attendant about women who have become pregnant in the community so the skilled attendant can make direct contact with them

· serving as a link between families, communities, and local authorities and reproductive health services

· encouraging community involvement in the development/maintenance of the continuum of care





[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc397497986][bookmark: h3] [image: ] Handout 3: Recognizing Danger Signs During Labor and Delivery 
Recognizing Danger Signs During Labor 
When women, families, and communities improve problem recognition – and understand danger signs during labor, delivery, and the immediate postpartum period and their urgency – this can help to address the first delay: deciding to seek emergency obstetric and newborn care. These danger signs during labor and delivery require emergency transport to an appropriate health facility or hospital.
· The waters break but labor does not start
· Most women give birth within 24 hours after their waters break. If labor has not started after six hours, the woman needs to go to a health center or hospital as she may need medicine or an operation.
· The waters are green or brown
· This can mean the baby is in trouble and it is best for this baby to be born in a hospital.
· Baby lying sideways (baby’s arm comes out first)
· The woman needs to go to a hospital for an operation.
· Bleeding (bright red blood) before the baby is born
· This kind of bleeding is very dangerous and requires transport to the hospital immediately.
· Labor that goes on for too long
· If the mother is in labor for more than 12 hours, or has been pushing for more than two hours without any signs that the baby will be born soon, she needs to go to the hospital and may need medicine or an operation for the baby to be born.
· Fever
· While a low fever may indicate the need for the mother to drink more fluids, a woman with high fever and chills needs to go to a health center or hospital right away and may need medication.
· Convulsion, seizures, or fits or very swollen hands and face
· If a mother starts to have a seizure, she needs to get to the nearest hospital.[endnoteRef:41] [41:  A. Burns, et al. 2010. Where Women Have No Doctor. Berkeley: Hesperian and Jhpiego Focused ANC job aid (reference to be included later...same as what was used in Session 4).] 

· Heavy bleeding after delivery (pad/cloth soaked in less than 5 minutes)
· Placenta not expelled within one hour after birth


[bookmark: _Toc397497987][bookmark: h4]  [image: ] Handout 4: Danger Signs Poster (Spanish-only version)[endnoteRef:42] [42:  Johns Hopkins University Center for Communication Programs, JHPIEGO - See more at: http://www.thehealthcompass.org/project-examples/se%C3%B1ales-de-peligro-danger-signs-poster#sthash.Z7DibFR5.dpuf ] 

[image: ]

[bookmark: h5][bookmark: _Toc397497988] [image: ] Handout 5: Sample Birth and Emergency Plan 
Sample Birth and Emergency Plan[endnoteRef:43]  [43:  This table was developed using these resources: 
CORE Group. November 2011. Taking Care of a Baby at Home After Birth: What Families Need to Do. Washington, DC: CORE Group.
Buffington, S.T., D. Beck, P.A. Clark. 2008. Life-Saving Skills: Manual for Midwives, 4th Edition. Guide for Caregivers. Silver Spring, MD: American College of Nurse/Midwives.
Buffington, S., L. Sibley, D. Beck, D. Armbruster. 2010. Home Based Life Saving Skills: 2nd Edition. Silver Spring, MD: The American College of Nurse/Midwives. 
JHPIEGO. 2004. Birth preparedness and complication readiness: a matrix of shared responsibilities, Maternal and Newborn Health Program. Baltimore: JHPIEGO.
WHO. 2006. Standards for Maternal and Neonatal Care: birth and emergency preparedness in antenatal care. Geneva: WHO.
] 

This is a generic, “gold-standard” birth and emergency plan. If a MOH National birth and emergency plan is available, use that. Otherwise, adapt this plan to the local situation.
	INFORMATION/DECISION
	ANSWER/PLAN

	When is the baby expected (date of delivery/due date)?
	

	Where is the location of the closest health facility with a skilled birth attendant? What are the arrangements for transportation to the facility?
	

	Where is the location of the closest appropriate emergency care facility, e.g. , BEmONC and CEmONC?
	

	Where should the mother be when nearing her due date? (e.g., not more than xx kilometers away from the place where she plans to deliver, closer to the date of the expected birth) 
	

	NORMAL DELIVERIES WITH NO COMPLICATIONS (AS CLASSIFIED BY THE HEALTH SERVICE PROVIDER DURING ANC)

	In the event of a normal delivery with no complications, where does the mother plan to give birth and how will she get there when labor initiates?
	



	If the woman will be having a home birth, plan to ensure the following items are procured to ensure a clean birth: 
· A clean and warm delivery area
· Clean birthing kit (new razor blade, three clean cord ties/thread)
· Many clean cloths or rags
· Clean blankets and pads
· Clean rubber mat or plastic sheet for the mother to lie on
· Soap, clean water and basins
· Waterproof container (if available) for the placenta 
· Clean clothes, wraps, and hat for the baby
· Diapers or clean cloths
· Other items, depending on the context
	

	If relevant to the context, the name of the skilled birth attendant who will attend the birth and how he/she can be reached/contacted
	

	If woman is delivering at a health facility, plans to purchase necessary drugs and supplies, depending on country policies and skilled birth attendant practices. This may include:
· Soap, alcohol, sterilized string and razors, gloves, rehydration formula, packets of sterile gauze, etc. 
	

	Name and contact of support person to accompany the mother to the health facility and/or the SBA and place of delivery
	

	EMERGENCY OBSTETRIC CARE

	In the event the mother requires emergency obstetric care, where  does the mother plan to go in case of emergency and how will she get there?
	

	Who will provide first aid, if needed, while taking the mother and/or baby to emergency services?
	



	What are the transportation arrangements in case of an emergency?
· First choice
· Second choice, if first choice not available
· Third choice, if first and second choices are not available
	

	The amount needed for an emergency fund for costs of drugs and supplies, transport, and care
	

	How personal funds will be saved now and then accessed when needed in the case of an emergency; how to access community funds if available
	





	Name of the person who will care for the household and other children during the birth and/or in case of an emergency
	


	Decision-making in case of an emergency (who will decide if there is a problem, who will decide where to get help, who will give permission for the woman to travel)
· Name of first person
· Name of second person if first person is not available
· Name of third person if first and second persons are not available
	







	Name of a compatible blood donor who is available to give blood* if needed
· Name of first donor
· Name of second donor in case first donor is not available
*the practice of individual women identifying blood donors is, however, discouraged in high HIV/AIDS-prevalence countries where voluntary donation to centralized blood banks is preferred[endnoteRef:44] [44:  WHO International. “Blood Safety: AIDE-MEMOIRE for National Health Programmes.” Accessed on June 10, 2014.http://www.who.int/bloodsafety/transfusion_services/en/Blood_Safety_Eng.pdf
] 

	

	PREVENTION OF MOTHER TO CHILD TRANSMISSION OF HIV

	Plans for HIV testing during pregnancy, including partner counseling and testing
	

	If woman is HIV positive, plans to begin treatment for mother and baby for prevention of mother to child transmission (PMTCT) and plans for infant feeding
	


	POSTPARTUM/POSTNATAL CARE

	Plans for immediate and exclusive breastfeeding
	

	Plans for post-partum family planning
	

	Plans for Kangaroo Mother Care for low birth weight babies
	

	Plans for follow-up visits to health facility for newborn and mother
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[bookmark: h8][bookmark: _Toc397497989] [image: ] Handout 8: Case Study and Small Group Task 
Case Study
The video “The Edge of Joy” describes the labor and delivery of a woman named Aisha Ibrahim who lives in northern Nigeria.

Aisha gave birth to her eighth child at home. In northern Nigeria, the culture often forbids women from traveling without a male escort. For this reason, and because Aisha’s last deliveries were difficult, her husband Kabiru, stayed with Aisha as she neared her delivery date. 

Just after delivering her baby, Aisha began hemorrhaging. Kabiru ran to a neighbor and borrowed his car to transport her to a specialized hospital in Kano. But in the midst of the crisis, the car broke down, leaving Aisha stranded and continuing to hemorrhage blood. Aisha had to wait for her father-in-law’s permission to take a taxi to the hospital with another male relative. 

Arriving at the hospital, a midwife remarked “They only come when they are dying.” Aisha needed a blood transfusion. However, Kabiru’s blood type was not compatible and there were no blood supplies at the hospital. 

Kabiru searched across the city of Kano for her blood type but none was available. As he searched, he thought, “Before I return, I’ll find her dead.” After searching for five hours, Kabiru finally found two pints of Aisha’s blood type. The film crew of “The Edge of Joy” helped him to buy the blood, as one pint costs $68 U.S. dollars, well beyond Kabiru’s means as a Koranic school teacher.

Small Group Task

1. Review Handout 5: Sample Birth and Emergency Plan. Name at least three ways that developing such a birth and emergency plan would have helped Aisha and her family in this situation and explain why.

2. Review pages 8-9 of Handout 6: Birth Preparedness/Complication Readiness (BP/CR) Matrix: Labor and Childbirth. Circle at least five practices at the facility, provider, and community levels (on Pages 8-9) that would have helped Aisha and her family in this situation and explain why.  

3. Each group will share a few answers in plenary.
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Props: For Subgroup 1, prepare a pen and paper for writing down responses from women group members. For Subgroup 2, prepare a kit of the following items: 
· 1 clean cord/string 
· 1 clean razor 
· 1 bar of soap 
· 1 bottle of bleach 
· 1 waterproof container 
· 1 clean cloth 
· 1 item of woman’s clothing 
· 1 item of baby’s clothing 
· 1 copy (printed booklet style) of Handout 10, Pages 3.9-3.17

Small group task: Write the task below on a flip chart, in large, clear writing:

1. In small groups, you will practice facilitating Steps 2-3 of Community Meeting No. 3 (“Preventing Problems before Baby Is Born”) from the Home-Based Life Saving Skills Manual. These steps are found on Pages 49-52 of Handout 9 (separate file). Note: You will skip Step 1.

2. Divide your small group into two subgroups. 

3. Subgroup 1 will prepare and practice delivering Step 2, “Ask What the Participants Know,” on Page 49 to Subgroup 2, who will role-play women’s group members. 

4. Subgroup 2 will prepare and practice delivering Step 3, “Share What the Trained Health Worker Knows,” on Pages 49-52 to Subgroup 1, who will role-play women’s group members.

5. Each subgroup has 10 minutes to prepare and 10 minutes to practice delivering their assigned step, with Subgroup 1 going first. Facilitate your step using “fast-forward mode,” as needed. In reality, these steps would, of course, take longer.

When you finish, we will discuss in plenary what went well and why, what you found challenging and why, and how you would build your counterpart’s capacity to use or adapt this curriculum. 
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