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Essential delivery care practices for maternal
and newborn health and nutrition

The first minutes after birth are a very vulnerable period for both mother and newborn. The care
that is provided during this time is critical to ensure not only their immediate survival but also
to improve their longer-term health and nutrition. Active management of the third stage of labor
(AMTSL), the optimal timing of umbilical cord clamping, early skin-to-skin contact between
mother and newborn, and early breastfeeding initiation are safe, effective, feasible and evidence-
based care practices that should be offered by a skilled birth attendant to all mothers and their
infants in the continuum of maternal-neonatal care.

What are the recommended practices and why are they essential for maternal
and infant health and survival?

1. Active management of the third stage of the leading cause of maternal mortality worldwide, contri-
labor (AMTSL) buting to 25% of all maternal deaths,® and uterine atony is

the most common cause of PPH.

What is it? B AMTSL has been shown to significantly reduce the inci-
B AMTSL includes three steps:'* dence of PPH from uterine atony by 60%,* the incidence
o ) ) of postpartum blood loss of 1 L or more and the need
1) Administration of an uterotonic drug (e.g. 10 IU of for costly and risky blood transfusions,' and prevent com-
plications related to PPH. AMTSL can not only help
prevent the disability and death of a mother at deli-

very but also ensure a better chance at survival for her

oxytocin intramuscularly) soon after delivery of the
infant to avoid uterine atony. If oxytocin is not avai-
lable, 400-600 pg of misoprostol can be given orally.

2)  Delayed clamping and cutting of the umbsilical cord infant, as maternal and neonatal survival are inextrica-

followed by delivery of the placenta by controlled cord bly linked.

traction: After clamping and cutting the cord, keep

slight tension on the cord and await a strong uterine 2. Optimal timing of umbilical cord

contraction. Very gently pull downwards on the cord clamping

while stabilizing the uterus by applying counter trac-

tion with the other hand placed just above the mothers ~ What is it?

pubic bone. B The optimal time to clamp the umbilical cord for all

3)  Uterine massage immediately following delivery of the infants regardless of gestational age or fetal weight is
placenta, and every 15 minutes for the first two hours. when the circulation in the cord has ceased, and the cord

L. is flat and pulseless (approximately 3 minutes or more

‘le is it important? after birth).> After the infant is delivered and dried with
B Fourteen million cases of postpartum hemorrhage (PPH) a clean dry cloth, a fully reactive infant may be placed

are estimated to occur annually on a global level.* PPH is prone on the maternal abdomen and covered with a warm
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dry blanket until cord pulsations cease and the cord is
clamped and cut.

Why is it important?

B For the first minutes after birth, there is still circulation

from the placenta to the infant, the majority of which
occurs within three minutes,” generally coinciding with the
end of cord pulsations.

Clamping the umbilical cord immediately (within the
first 10 to 15 seconds after delivery) prevents the newborn
from receiving adequate blood volume and consequen-
tly sufficient iron stores. Immediate cord clamping has
been shown to increase the incidence of iron deficiency
and anemia during the first half of infancy,® with lower
birth weight infants and infants born to iron deficient
mothers being at particular risk.” Up to 50% of infants
in developing countries become anemic by 1 year of life,
a condition which can negatively and perhaps irreversi-
bly affect mental and motor development.” According
to one longitudinal study, Costa Rican children with
chronic iron deficiency in infancy had 10 to 25 point
lower cognitive test scores at 19 years of age, when com-
pared to similar children with adequate iron status.'
Waiting to clamp the umbilical cord allows a physiologi-
cal transfer of placental blood to the infant which provides
sufficient iron reserves for the first 6 to 8 months of life,"!
preventing or delaying the development of iron deficiency
until other interventions—such as the use of iron-fortified
foods—can be implemented.

For premature and low birth weight infants, immediate
cord clamping can also increase the risk of intraventricu-
lar hemorrhage,'>" and late-onset sepsis.'’ In addition,
immediate cord clamping in these infants increases the
need for blood transfusions for anemia and low blood
pressure.'

3. Early initiation of breastfeeding and
mother-to-infant skin-to-skin contact

What is it?

B As soon as the newborn is stable and breathing, he/she may
be placed on the mother’s chest, prone, in skin-to-skin con-
tact, with a warm, dry cloth covering the infant’s back and
the mother’s chest. Routine delivery room procedures (such
as cleaning and weighing) should be delayed for at least the
first hour."

Why is it important?

B Inaddition to regulating infant temperature'® and enhancing
maternal-infant bonding'®—essential for neonatal survival—
immediate and uninterrupted skin-to-skin contact between
the mother and infant promotes early initiation of breastfee-
ding'” and is associated with a longer duration of exclusive
breastfeeding in infancy.'® Beginning breastfeeding imme-
diately and exclusively (i.e. within the first hour) is fun-
damental to survival in the neonatal period'® and beyond:
in Latin America and the Caribbean, it is estimated that
66% of infant deaths due to diarrheal disease and acute
respiratory infection occurring between 0 to 3 months
of age could be prevented by exclusive breastfeeding.'
Early breastfeeding also may benefit the mother, as suckling
stimulates maternal oxytocin secretion,” promoting uterine
contractions®' and possibly reducing maternal bleeding.
Routine delivery room practices that separate the mother
and infant (such as cleaning and weighing the infant) have
been shown to negatively impact early initiation of breas-
tfeeding,” as continuous, uninterrupted skin-to-skin con-
tact may optimize the baby’s success at the first breastfeed."”
During this period together, health care staff should moni-
tor the condition of both mother and newborn, and provide
unobtrusive breastfeeding assistance if necessary, using an
approach that takes into account maternal comfort and her
desire for modesty.

In summary

These are evidence-based, cost-effective, safe and simple practices to reduce maternal morbidity and
mortality and improve newborn and infant survival, health and nutrition.
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To whom should these practices be offered?

All mothers should be offered AMTSL and immediate skin-to-skin contact with their infant after delivery and delayed cord
clamping should be considered for every infant except in the case of asphyxiation where early cord clamping may be necessary

in order to provide immediate resuscitative measures.

How can these practices be implemented together?

There are still remaining questions as to how to implement AMTSL with optimal cord clamping, in combination with early
skin-to-skin contact and initiation of breastfeeding. A proposed sequence of steps based on potential feasibility and the available

evidence supporting each practice is presented below. T

1 After delivery, immediately dry
s the infant. Then place the reac-
tive infant, prone, on the mother’s
abdomen.* Keep the infant covered
with a dry cloth or towel to prevent

heat loss.

*If the infant is pale, limp, or not breathing, it is best to keep
the infant at the level of the perineum to allow optimal blood
Sflow and oxygenation while resuscitative measures are performed.
Early cord clamping may be necessary if immediate attention can-
not be provided without clamping and cutting the cord.

Give oxytocin (10 IU, intra-
» muscularly) soon after deli-
very.

After cord pulsations have ceased (approximately 3
sminutes after delivery), clamp and cut the cord follo-
wing strict hygienic techniques.

i .

WAIT! 0K!

Place the infant directly on the mother’s chest, prone, with
sthe newborn’s skin touching the mother’s skin. While the

mother’s skin will help regulate the

N

infant’s temperature, cover both the .
e
R

mother and infant with a dry, warm | |\ &
cloth or towel to prevent heat loss.

Cover the baby’s head with a cap or
cloth.

5 Deliver the placenta by contro-
nlled cord traction on the umbi-

f lical cord and counter-pressure to
\\‘ the uterus.

Massage the uterus through the
mabdomen after delivery of the
placenta.

7 During recovery, palpate the uterus through the abdomen
= every 15 minutes for two hours to make sure it is firm and
monitor the amount of vaginal bleeding.

\ 8 Aim to delay routine procedures
\‘F‘& b= u(e.g. weighing, bathing) for at
) Vgn 3 least the first hour so that mother and

baby can be together in uninterrup-
ted skin-to-skin contact and begin

breastfeeding. If necessary, offer to
assist the mother with the first breastfeed, being sensitive to her
need for modesty.

‘tFigures adapted by Martha Cifuentes from “Active management of the third stage of labor (AMSTL)” POPPHLI, (available at http://www.pphprevention.org/job_aids.php ) and
“A Book for Midwives”, Hesperian Foundation (available at http://www.hesperian.org/publications_download_midwives.php ).
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