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Presentation

Although scientific information is more accessible now than ever, the sheer volume of
information leads to a need for certain tools which aim to support suitable, efficient, safe
clinical decisions and to provide professionals with up-to-date knowledge and skills. Clini-
cal Practice Guidelines (CPGs) answer the most important questions that may arise con-
cerning the care that should be provided by the health services when a patient has a specific
disorder, or, as in the case of childbirth, for a physiological process that requires a certait:
level of quality and sensitivity to provide an experience that is satisfactory for women,in-
fants and families. They present scientific evidence in the form of recommendationswhich
are weighted according to the quality of the studies which support them.

Realising that CPGs make thousands of clinical decisions easier everyday in health-
care, and that they are a tool to improve healthcare outcomes, the Quality Agency sup-
ports their development, dissemination and use, and also monitors iite quality of CPGs
developed in Spain.

In 2003, the Inter-Regional Council of the Spanish Nationa! Healthcare System creat-
ed a project known as GuiaSalud. This aims to improve clinical decisions based on scientific
evidence via training activities and by establishing a register of Clinical Practice Guidelines
(CPGs) within the Spanish National Healthcare Systeia: Since then, the GuiaSalud project
has evaluated dozens of CPGs according to explicit criteria established by its scientific com-
mittee, and it has registered them and disseminaied them via the Internet.

In early 2006, the Quality Agency of tlic Spanish National Healthcare System devel-
oped a Quality Plan for the Spanish Natichal Healthcare System, based on twelve strate-
gies. The Quality Plan aims to increase cohesion within the Spanish National Healthcare
System, and to help ensure that the healthcare received by all members of the public is of
the utmost quality, regardless of where they live.

Strategy 10 of the Plan-is designed to improve clinical practice. Its aims include reduc-
ing variability in clinical(practice and stimulating the development and use of CPGs. The
aims stated in the Quality Plan are being responded to by GuiaSalud by means of the crea-
tion of a register, training and consultancy, and by the CPG Development Programme by
means of the creation of new guidelines.

Since 2206, CPGs such as this one on care during normal childbirth, presented today,
have begn-developed with the participation of the scientific organisations involved.

The guideline presented below is a tool to accompany the Care Strategy for Normal
Childbirth of the SNHS, in order to facilitate its implementation by midwives, obstetricians,
paediatricians, nursing staff and other professionals involved in caring for women during
labour. This Guideline is the result of the work of a large group of professionals from dif-
ferent autonomous regions who represent all the disciplines involved in care during normal
labour. Women who belong to associations involved in promoting appropriate care during
and after childbirth have also participated as full members. Professionals with good stand-
ing who belong to the scientific organisations in question, were involved in the revision
process.
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The recommendations given in this guideline are based on the best scientific evidence
available and are a good tool for improving care, promoting the participation of women in
their birthing process and supporting initiatives for improvement in the obstetrics units of
Spanish hospitals.

We believe that use of this guideline will contribute to improving the quality of care
provided during normal childbirth in Spain and will increase the satisfaction of both profes-
sionals and women and their families.

PABLO RIVERO
Director of the Quality Agency of the Spanish National Healthcare System
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Questions to Answer

I. Care during childbirth

Care by Professionals and Those Accompanying

1. How does the relationship between a woman and the professionals influence.the
progress of labour and her satisfaction with the labour experience?

2. How do professionals’ profiles influence labour outcomes?

3. How effective is it for women to be accompanied during labour?

Fluid and Solid Intake

4. How effective is the restriction of fluids and solids during abour?

5.  What can be recommended to prevent ketosis during fabour?

II. First Stage of Labour

Definition of the First Stage

6. What is the definition of the latent phase of the first stage?
7. What is the definition of the active phase of the first stage?

Duration and Progress of the First Stage

8. What is the duration of the latent phase of the first stage of labour?

9. Do the durationaind progress of the first stage of labour influence outcomes?
Maternity Admisgion

10. What is¢the ideal time for a woman in labour to be admitted to a maternity ward?
Care on-Admission

11.“What is the benefit of carrying out amnioscopy on all women with suspected la-
bour arriving for admission?

12. What is the benefit of carrying out cardiotocography (CTG) on all women with
suspected labour arriving for admission?

Possible Routine Interventions during the First Stage

13. How effective is routine enema during labour?

14. How effective is routine perineal shaving during labour?

CLINICAL PRACTICE GUIDELINE ON CARE IN NORMAL CHILDBIRTH 15



15. How effective is one-to-one care during labour?

16. What is the effect of mobility and adopting different positions on labour and its
outcomes?

17. How effective is routine artificial amniorrhexis and routine perfusion of oxytocin?
18. Should antiseptics be used in vulvovaginal lavage prior to vaginal examination?
19. Does the use of a partogram improve outcomes?

20. What is the optimum frequency of vaginal examinations during the the first stage
of labour?

21. What methods are effective in treating delays in the first stage of labour?

III. Second Stage of Labour

Definition
22. What is the definition of the latent phase of the second stage?
23. What is the definition of the active phase of the second stage?
Duration and Progress
24. Do the duration and progress of the second stage of labour influence outcomes?
Asepsis Measures
25. Do asepsis measures during labour influence outcomes?
Position During the Second Stage of Labour
26. What is the most apprepriate position during the the second stage?
Position During the Second Stage of Labour

27. How effective.are the different pushing techniques during the second stage on
maternal 4nd neonatal outcomes?

28. What.isthe optimum moment to recommend directed pushing?

Preventing Perineal Trauma

29, How effective are the following interventions in preventing genital trauma: peri-
neal massage, application of heat to the perineum, use of local anaesthetics on the
perineum, application of cold to the perineum, protection of the perineum, active
deflection of the head and active extraction of shoulders versus doing nothing?

Episiotomy
30. How effective is episiotomy?

Suturing Method and Materials in Perineal Repair

16 CLINICAL PRACTICE GUIDELINES IN THE SPANISH HEALTHCARE SYSTEM



31. How effective is the suturing of first- and second-degree perineal tears?

32. What is the most effective suturing technique for episiotomy and/or first- and sec-
ond-degree perineal tears?

33. Which synthetic material is most suitable for perineal repair?
Kristeller Manoeuvre

34. How effective is the Kristeller manoeuvre?

I'V. Third Stage of Labour

Duration of the Third Stage

35. What is the duration of the third stage?
Managing the Third Stage

36. Does the management method of the third stage influence outcomes?
Use of Uterotonics

37. Which uterotonic is most suitable for the active’' management of the third stage?
(oxytocin, ergotinic, prostaglandins and carbgtocin)

Dose of Oxytocin (IV)
38. What is the most appropriate dose of intravenous (IV) oxytocin for the active
management of the third stage of labour?

V. Care of Neonates

Clamping the Umbilical Cord

39. What is the saost suitable time to champ the umbilical cord?
Skin-to-Skin {Contact

40. What is the benefit of skin-to-skin contact?
Breastfeeding

41. Should the neonate take the breast spontaneously?
Bathing the Neonate

42. What is the effect of bathing the neonate?

Nasopharyngeal Aspiration and Gastro-Rectal Examination in Neonatal
Period

CLINICAL PRACTICE GUIDELINE ON CARE IN NORMAL CHILDBIRTH 17



43. Does the use of gastro-rectal examinations and/or systematic nasopharyngeal aspi-
ration in the immediate neonatal period improve neonatal prognosis?

Ophthalmic Prophylaxis

44. How effective is systematic ophthalmic prophylaxis in neonates?
45. What is the ideal time to carry out ophthalmic prophylaxis in neonates?

46. What is the most effective product for ophthalmic prophylaxis in neonates?
Haemorrhagic Disease Prophylaxis Using Vitamin K

47. What is the risk/benefit ratio of carrying out neonatal prophylaxis using vitamin K?

48. What is the most advisable route for prophylaxis using vitamin K?

VI. Pain Relief During Labour

Pain, Analgesia and Maternal Satisfaction

49 How do pain and pain relief during labour influence.women’s satisfaction?

Non-Pharmacological Pain Relief Methods

50. How effective is immersion in water as pain Telief during the first stage of labour?
51. How effective is massage as pain relief (uring labour?

52. How effective is the use of birthing balls as pain relief during labour?

53. How effective are relaxation tecnniques as pain relief during labour?

54. How effective is the injection of sterile water as pain relief during labour?

55. How effective is transcutaneous electrical nerve stimulation (TENS) as pain relief
during labour?

Pharmacological Pain Relief Methods

56. How effective is nitrous oxide as pain relief during labour?
57. How: eitective is pethidine as pain relief during labour?
58. How effective is pentazocine as pain relief during labour?

59 How effective is remifentanil as pain relief during labour?
Meuraxial Analgesia

60. How effective is neuraxial analgesia?

61. How effective are the following obstetric neuraxial analgesia techniques: tradi-
tional epidural vs low-dose epidural vs combined (intradural/epidural)?

62. Is it beneficial to carry out a systematic coagulation study before administering
neuraxial analgesia?
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63.

64.

65.

66.

67.
68.

69.

How effective is the perfusion of intravenous solutions (crystalloids, colloids) be-
fore performing an obstetric neuraxial analgesia technique?

Should the use of obstetric neuraxial analgesia be postponed until an advanced
stage of labour?

How does the form of analgesia administration influence labour and its out-
comes?

How effective is maternal monitoring during the establishment and maintenance
of neuraxial analgesia?

How does the use of local anaesthetic influence obstetric neuraxial analgesia?

How does the use of opioids and neuraxial coadjuvants influence labour.@nd its
outcomes?

Should epidural anaesthesia be maintained during the second stage of labour?

VII. Fetal Monitoring

70.

71.

72.

73.

74.

75.

76.

How effective are the following methods of fetal monitoring: continuous electronic
fetal monitoring (CEFM) vs intermittent fetal auscuitation (Pinard stethoscope or
Doppler)?

How effective are the following methods. ef’ietal monitoring: CEFM vs intermit-
tent electronic fetal monitoring (IEFM)?

How effective are the following methods of fetal monitoring: CEFM with or with-
out fetal pulse oximetry when there are alterations in fetal heart rate?

How effective are the following methods of fetal monitoring: CEFM with or with-
out analysis of the ST (STAN) segment of the fetal ECG when there is an abnor-
mal cardiotocography r¢ading (CTGR)?

How effective are tbe following methods of fetal monitoring: CEFM with or with-
out fetal scalp bieod sampling (FBM)?

How effective are the following methods of fetal monitoring: CEFM with or with-
out fetal stimulation test when there are alterations in fetal heart rate?

How does the use of a CEFM classification system influence neonatal outcomes?
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20

6"0
R
®)
(}\
2
O
. %%0
S
Q(b(\
o
. be}\
N
@0
;\\'0
O
°
>
- O
&
o
)
&
O
- O
X
0"0

CLINICAL PRACTICE GUIDELINES IN THE SPANISH HEALTHCARE SYSTEM



Levels of Evidence and Grades of
Recommendations: SIGN

Levels of evidence and grades of recommendations according to SIGN (1;2)

Levels of scientific evidence |

High-quality meta-analyses, high-quality systematic reviews of clinical trials witis

I+ very little risk of bias.

Well-conducted meta-analyses, systematic review of clinical trials or-well-con-

1+ ducted clinical trials with low risk of bias.

1- | Meta-analyses, systematic reviews of clinical trials or clinical trials with High risk of bias.

High-quality systematic reviews of cohort or case and control studies; cohort or
2++ | case and control studies with very low risk of bias and high probability of estab-
lishing a causal relationship.

Well-conducted cohort or case and control studies with low risk of bias and mod-

2+ erate probability of establishing a causal relaticiiship.

Cohort or case and control studies with hjgli risk of bias and significant risk that
the relationship is not causal.

3 | Non-analytical studies, such as case teports and case series.

4 | Expert opinion.

Grades of recommendations

Atleast one meta-analysis, systematic review or clinical trial classified as 1++ and direct-
A | ly applicable to the target population of the guideline, or a volume of scientific evidence
comprising studies classified as 1+ and which are highly consistent with each other.

A body of scientific evidence comprising studies classified as 2++, directly applica-
B | ble to thewarget population of the guideline and highly consistent with each other,
or scientific evidence extrapolated from studies classified as 1++ or 1+.

A. body of scientific evidence comprising studies classified as 2+, directly appli-
C Ixable to the target population of the guideline and highly consistent with each
other, or scientific evidence extrapolated from studies classified as 2++.

‘ Level 3 or 4 scientific evidence, or scientific evidence extrapolated from studies
| classified as 2+.

Due to their high risk of bias, studies classified as 1- or 2- should not be used in compiling recommendations

Good Clinical Practice

/i Practice recommended on the basis of clinical experience and consensus
by the drafting team

Occasionally the drafting group finds important practical issues that must be highlighted and for which no scientific evidence
has been found. Generally, these cases are associated with an aspect of treatment that no one would usually question and
that are valued as part of good clinical practice.
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Levels of Evidence and Grades of Recommendations

for Diagnosis-Related Questions
NICE’s Adaptation of the levels of evidence of the Oxford Centre for Evidence-
Based Medicine and the Centre for Reviews and Dissemination (2;3)

Levels of scientific Type of scientific evidence
evidence
Ia Systematic review with homogeneous level 1 studies.
Ib Level 1 studies.

Level 2 studies.

11 ) ) .
Systematic review of level 2 studies
Level 3 studies.
I11. ) ) .
Systematic review of level 3 studies.
1\ Consensus, expert opinions with no exglicit critical evaluation.

Meet the following criteria:

e Blinded comparison with‘a valid (“gold standard”) com-
parator test.

¢ Suitable range of patients.

Level 1 studies

Show only one of these biases:

e Non-representative population (the sample does not re-
flect the population in which the test will be used).

e Comparison with unsuitable comparator (“gold standard”)
(the test to be assessed is part of the gold standard or the re-
suit of the test affects the performance of the gold standard).

@,“Non-blinded comparison.

e Case and control studies.

Level 2 studies

Level 3 studies Meet two or more of the criteria stated for level 2 studies.
Recommer;c_iation Evidence
A laorIb
: B II
| C 111
D v
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CPG Recommendations

|:| Key Recommendations

Care During Childbirth

4.1. Care from professionals and those accompanying

4.1.1. Women and professionals

Women in labour should be treated with the utmost respect, and. shiould
be fully informed and involved in decision-making. To facilitate this,
healthcare professionals and other staff caring for them should establish

D an empathetic relationship with women in labour and ask them about
their expectations and needs, so that they can support and-guide them, be-
ing aware at all times of the importance of their attitude, the tone of voice
used, the words used and the manner in which car¢ is provided.

4.1.2. Profile of professionals
A Care teams for hospital births should proi»ote the use of midwife care for

low-risk births.

4.1.3. Birth partner

A

Women should have the optios of being accompanied by the person of
their choice during labour:

4.2. Restriction of fluids and solids

4.2.1. Restriction of food

A

Intake of clearliquids should be permitted during labour.

4.2.2. Prevention of ketosis

A

Wometn should be informed that isotonic drinks are effective against ke-
togic;and are therefore preferable to water.

First Stage

of Labour

’?.1. Definition

F—

The definition of the latent phase that should be adopted is the period of
labour between the start of labour and 4 cm dilatation.

The definition of the active phase that should be adopted is the period of labour
between 4 and 10 cm dilatation and accompanied by regular contractions.

5.2. Duration and progress
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The duration of the latent phase of the first stage of labour cannot be es-
tablished, due to the difficulty in determining the start of labour.

The duration of the active phase of labour varies between women and
depends on parity. It does not necessarily progress in a linear fashion.
e For first child:

o The average duration is 8 hours.

o It is unlikely to last for more than 18 hours.
¢ For second and subsequent children:

o The average duration is 5 hours.

o It is unlikely to last for more than 12 hours.

v

The decision to intervene if the first stage of labour seerms to be prolonged
must be taken on the basis of the progress of dilatation and other obstet-
ric factors, rather than on the basis of duration ajone.

5.3. Maternit

y Admission

v

Admission is recommended when the foiiowing criteria are met: regular
uterine contractions, cervical effacement > 50% and dilatation of 3 4 cm.

v

Individualised support should be@fiered to women who arrive with pain-
ful contractions and are not in the active phase of labour. They should be
encouraged to return home dntil the active phase of labour starts.

5.4. Care on admission: amnioscopy and CTG

C

Amnioscopy is not recommended for initial assessment of women with
low-risk labour.

A

Cardiotocogsaphy is not recommended when low-risk pregnant women
are admiticd.

5.5. Possible routine iaterventions during first stage of labour

5.5.1 Enema
A i _lénemas should not be used routinely during labour.
5.5.2 Perineal shaving
;/— 7 Systematic perineal shaving is not recommended for women in labour.
35.5.3 One-to-one care
A Women in labour should have one-to-one midwife care from admission
onwards, at all times.
A Women in the active phase of labour should not be left without profes-

sional care except for short periods of time or when they so request.

5.5.4. Mobility and adopting different positions
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Women should be encouraged and helped, even when epidural anaesthe-
sia is used, to adopt any position they find comfortable during the first
stage and to be mobile if they wish, following a check of motor and pro-
prioceptive block.

5.5.5. Amniorrhexis and use of oxytocin

A

Artificial amniorrhexis and perfusion of oxytocin should not be used rou-
tinely in vaginal births that are progressing normally, as tests show that
they do not improve outcomes. |

5.5.6. Perineal lavage

A

Running water should be used if lavage is required before a vagtnal ex-
amination; the use of antiseptics is not necessary.

5.5.7. Use of a partogram

A

If a partogram is used, a 4-hour action line is recommended.

5.5.8. Frequency of vaginal examinations

v

In normal conditions, vaginal examinations should.be carried out every 4 hours.

v

More frequent vaginal examinations shouldbe carried out in women with
slow labour progress, if there are complications or if the woman experi-
ences a pushing sensation.

Before carrying out a vaginal examination, the following action should be taken:
e Confirm that it is really necessary and that the information it provides
will be relevant to decision-making.

e Be aware that vaginai examination is uncomfortable and invasive, and
associated with.an increased risk of infection.

¢ Guarantee the woman’s privacy, dignity and comfort.

¢ Sensitively explain the reason it is being carried out and the findings,
especially if they are not as expected by the woman.

5.5.9. Treatment fei-delayed dilatation

‘When a delay in the active phase of the first stage of labour is suspected,
the following action should be taken:

e Offer the woman support, hydration and an appropriate and effective
method of pain relief.

e [If the membranes are intact, amniorrhexis should be carried out.

* Vaginal examination 2 hours later; if dilatation is less than 1 cm, de-
layed dilatation is diagnosed.

¢ Once delayed dilatation has been diagnosed, oxytocin stimulation
should be offered.

¢ Ongoing monitoring should be carried out and epidural anaesthesia
should be offered before oxytocin is used.

e Another vaginal examination should be carried out 4 hours after oxytoc-
in perfusion is begun. If dilatation is less than 2 cm, the case should be reas-
sessed, considering the option of a caesarean section. If dilatation is greater
than 2 cm, another examination should be carried out 4 hours later.
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Second Stage of Labour

6.1. Definition

The second stage of labour is the stage between full dilatation and fetal expul-
sion. It is subdivided in turn into two phases:

¢ Passive period: full dilatation of cervix, before or without involuntary expul-
sion contractions.

e Active period when:

The foetus is visible, or

There are expulsion contractions during full dilatation, or

Maternal pushing during full dilatation without expulsion contractions.

6.2. Duration

v

The normal duration of the passive phase of the second stage of labour in a
nulliparous woman is up to 2 hours with or without epidural anaesthesia.

The normal duration of the passive phase of the second stage of labour in
a multiparous woman is up to 1 hour without ¢pidural anaesthesia and 2
hours with an epidural.

The normal duration of the active phase¢ of the second stage of labour in
a nulliparous woman is up to 1 hour without epidural anaesthesia and 2
hours with an epidural.

v

The normal duration of the 4ctive phase of the second stage of labour in a
multiparous woman is up-to 1 hour with or without epidural anaesthesia.

6.3. Asepsis measures

Hand hygiene

Hands should be washed immediately before any direct contact with the

B patient angd after any activity or contact that might lead to potential con-
tamination of the hands.

A Visibly dirty hands or hands that are potentially highly contaminated with
dirt or organic material must be washed with liquid soap and water.
Unless they are visibly dirty, hands should preferably be cleaned by rub-

A bing in alcohol-based solution between caring for different patients or
between different care activities for one person.

i Clothing

Choice of protective equipment should be based on assessment of the risk

D of transmission of microorganisms to the patient and the risk of contami-
nation of healthcare professionals’ clothing and skin with blood, bodily
fluids and excretions or secretions.
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Full-body waterproof overalls should be used when there is a risk of fre-
quent splashing of blood, bodily fluids, secretions or excretions other than

v : . . .
sweat, on healthcare professionals’ skin or clothing. This is the case when
attending childbirth.
Use of gloves
Gloves must be used for invasive procedures; contact with sterile loca-
D tions, mucous membranes and non-intact skin; and all activities with a risk
of exposure to blood, bodily fluids, secretions or excretions, or cutting or |
contaminated instruments.
Gloves must always be disposable. They must be put on immediately be-
D fore an episode involving contact with a patient and removed as soon as

the activity has ended. Gloves must always be changed between patients
and between different activities for a single patient.

Use of masks

D

Face masks and eye protection should be used.when there is a risk of
splashing of blood and bodily fluids in the face et eyes.

6.4. Position

A

Women should adopt the position that is most comfortable for them dur-
ing labour.

6.5. Maternal pushing and directed pushing

Spontaneous pushing is recommended. If there is no pushing sensation,

A pushing should not be directed until the passive phase of the second stage
of labour has ended.
A For women with neuraxial analgesia, pushing should be directed once the

passive phase ¢f'the second stage of labour has ended.

6.6. Preventing genital trauma

A Perineai massage is not recommended during the second stage of labour.

A The application of hot compresses should be made available during the
second stage of labour.

B The perineum should be actively protected using controlled deflection of
the fetal head, asking the woman not to push.

A Local anaesthetic spray should not be used to reduce perineal pain dur-

ing the second stage of labour.

6.7. Episiotomy

A Routine episiotomy should not be performed in spontaneous labour.

v Episiotomy should be performed if there is a clinical need, such as an
instrumental labour or suspected fetal compromise.

Vv Before episiotomy an effective analgesia should be used, except in an

emergency due to acute fetal compromise.
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When episiotomy is performed, the recommended technique is medi-
olateral episiotomy, starting at the posterior commissure of the labia mi-

b nora and usually moving towards the right side. The episiotomy should be
at an angle of 45-60 degrees from the vertical.
v Episiotomy should not be performed routinely during a vaginal birth in
women with third- or fourth-degree tears from previous births.
6.8. Suturing method and materials for perineal repair

6.8.1. Suturin

g method and materials for perineal repair

First-degree tears should be sutured in order to improve healing, uniess

A .
the edges of the skin are close together.
A Second-degree perineal tears should be repaired using continuous suturing.
If the edges of the skin are close together after muscle suturing of a second-
A degree tear, there is no need to suture the skin. If the skin needs to be closed,

continuous intradermal suturing should be used.

6.8.2. Suturin

g materials for perineal repair

Synthetic material with normal absorption(should be used to suture peri-

A

neal wounds.

A rectal examination must be perforiied after the repair has been com-
v pleted, to ensure that no suturingmaterial has accidentally been inserted

through the rectal mucosa.

6.9. Kristeller manoeuvre

A The Kristeller manoeuvre is not recommended.
Third Stage of Labour
7.1. Duration of third stage
The duration of the third stage of labour is considered to be dealyed if it is not
D complete within 30 minutes after birth of the neonate with active management,
or within 60 minutes with a spontaneous third stage.
7.2. Managing the third stage
. A Active management of delivery is recommended.
Women must be informed (preferably during pregnancy) that active man-
v agement of the third stage of labour decreases its duration and reduces the
risk of postpartum haemorrhage and the need for therapeutic oxytocin.
4 Spontaneous or physiological delivery is an option if the patient requests it.
7.3. Use of uterotonics
A Oxytocin should be used routinely in the third stage of labour.
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7.4. Dose of oxytocin for actively managed delivery

v

10 IU slow 1V should be administered as prophylaxis for postpartum
haemorrhage.

Care of Neonates

8.1. Clamping the umbilical cord

A

Delayed clamping of the umbilical cord is recommended.

B

One suggestion is to clamp the umbilical cord after the second mtnute or
after it stops pulsing.

8.2. Skin-to-s

kin contact

A

Women should have skin-to-skin contact with their babies immediately
after birth.

To keep the baby warm, he or she should be covered and dried with a
blanket or towel that has previously beern warmed, whilst maintaining
skin-to-skin contact with the mother.

The mother and baby should not be separated for the first hour or until
the first feed has been given. During this period the midwife should remain
vigilant and periodically observe, interfering as little as possible in the re-
lationship between the moiiier and neonate, checking the neonate’s vital
signs (colour, respirato:y movements, tone and if necessary heart rate).
The midwife should inform the specialist of any cardiorespiratory change.

8.3. Breastfeeding

Breastfeeding should be encouraged as soon as possible after birth, pref-

-

A RN

erably within the first hour.

Womei: should be informed that if the neonate is not trying to feed, he or
v ske can be placed in front of the breast to facilitate the reflexes necessary

10 obtain sufficient latch-on, but that this first feed should not be forced.

8.4. Batbing the neonate

r
v

The neonate should not be bathed routinely in the first few hours after birth.

' 4

If the mother requests it, bathing is acceptable as long as the neonate
has achieved thermal stability and it does not interfere with the recom-
mended time for skin-to-skin contact.

8.5. Nasopharyngeal aspiration and gastro-rectal examination in neonatal period

A

Systematic oropharyngeal and nasopharyngeal aspiration are not recom-
mended for neonates.
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v The systematic use of nasogastric and rectal examination should not be
used to rule out atresia in healthy neonates.

8.6. Ophthalmic prophylaxis

8.6.1. Systematic ophthalmic prophylaxis in neonates

B Ophthalmic prophylaxis should be performed as part of routine care for neonates.

8.6.2. Ideal time for ophthalmic prophylaxis

Vv The time for administration of ophthalmic prophylaxis may be extended to 4 hours
after birth.

8.6.3. Most effective product for ophthalmic prophylaxis of neonates

Erythromycin 0.5% ointment should be used as ophthalmic pfophylaxis,
4 or alternatively tetracycline 1%. Silver nitrate 1% should only be used if
neither erythromycin nor tetracycline is available.

8.7. Haemorrhagic disease prophylaxis using vitamin K

8.7.1. Neonatal prophylaxis using vitamin K

Prophylaxis of neonates using vitamin K should be offered to prevent
A the rare but serious and sometimes fatalraemorrhagic syndrome due to
vitamin K deficiency.

8.7.2. Route of administration of prophylaxis usixng vitamin K

Vitamin K should be administered in a single IM dose (1 mg), as this is the

A . i . .
route of administration that gives the best clinical results.

If parents refuse IM vitamin K, it may be offered orally as a second treat-
Vv ment option, and parents must be informed that a 1 mg dose will be re-
quired at birth, at one week and at one month. If the baby is exclusively
breastfed, additional doses should be given.

Pain Relief During-i-abour

9.1. Pain, analgesia and maternal satisfaction

The mother’s expectations for pain relief during labour should be met as far as

B . .
is possible.

| 9.2. Non-pharmacological pain relief methods

9.2.1. Immersion in hot water

Immersion in hot water is recommended as an effective pain relief meth-

A od during the later phases of the first stage of la