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 Essential Maternal and Newborn Clinical Protocols. i

Uganda’s maternal mortality ratio (MMR) though on a reducing trend, it remains unacceptably 

high at 336 per 100,000 live births (UDHS 2016). The under 5 mortality rate has reduced from 90 

(2011) to 64 per 1,000 live births (UDHS 2016). However, despite the reduction in child Mortality, 

the Neonatal mortality rate (NMR) has remained high and stagnant over two the past 2 decades at 

27 per 1,000 total births (UDHS, 2016) 

Previous efforts to address the situation, including the National Safe Motherhood and Family 

Planning Programmes, have not yet yielded the desired effect. Total fertility rate (TFR) remains 

high at 5.4 per woman while modern contraceptive prevalence (CP) among married women is still 

low 35 percent (UDHS 2016) below the desired 50%.

In light of this, the Ministry of Health (MOH) in conjunction with partners came up with simplified, 

but intensive, and evidence based clinical guidelines and protocols on the management of the 

most common obstetric/neonatal conditions that contribute to maternal and neonatal mortality. 

In these guidelines, emphasis is placed on a refocused Quality antenatal care; birth and emergency 

preparedness; identification, prevention and management of life threatening complications of 

pregnancy and childbirth; as well as the management of the normal and sick new-born.

These guidelines also provide a basis for assisting the health provider in the decision-making 

process. Providers are also reminded of the need to involve the client, her husband and members 

of the community in her management.

This book, which has been appropriately titled Essential Maternal & Neonatal Care Clinical 

Guidelines for Uganda, is expected to be a reinforcement of the Safe Motherhood Life Saving 

Skills (LSS) program, the Pregnancy, Childbirth and Postnatal Care (PCPNC), Sexually Transmitted 

Infections (STIs) Training Curriculum, the National Adolescent Health Policy, The Reproductive 

Health Service Guidelines for Family Planning and Maternal Health Services Delivery, the Midwives 

Handbook, the Guide to Practice and several others.

The prevention of maternal and neonatal mortality and Morbidity is joint responsibility of all health 

care providers, Policy makers and the communities they serve. As you read this book, identify gaps 

between your present level of performance, responsibility and the desired level of performance so 

that you can take the necessary steps to bridge the gap and improve the quality of maternal and 

new-born health care in the country.

Dr. Henry G. Mwebesa

Director General, Ministry of Health
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Protocol 1: The MOH Goal Oriented Anc Protocol

Important:  Goals are different depending on the timing of the visit.   Minimum 8 Contacts are aimed 
for an uncomplicated pregnancy. If a woman books later than in first trimester, preceding goals 
should be combined and attended to.  At all visits address any identified problems, check the BP 
and measure the Symphysio-Fundal Height (SFH) women must receive Hb, HIV testing and Syphilis 
testing (RPR) routinely.

TRIMESTER GOAL TIMING  OF 
CONTACT 

HISTORY 
TAKING 

EXAMINATION LABORATORY 
Investigations 

PROMOTION ACTION 

F
IR

S
T

 C
O

N
T

A
C

T

First 
Trimester 
0 – 12 
weeks 

- Confirm 
pregnancy  

- General/Risk 
Assessment 

- Health 
Education 

- Plan for 
delivery 

- Appropriate 
preventive 
interventions 

- Involve the 
male partner 
spouse 

Contact 1: 
Anytime 
≤ 12 weeks 

- Presenting 
complaint 

- LNMP 
- Estimate 
period of 
gestation 

- Contraceptive?  
- Obstetric 
- Medical  
- Surgical 
- STI 
- Social: smoking 
alcohol/drugs 

- TB screening 
- Intimate 
Partner 
Violence (IPV) 
- Dietary 

- General exam  
- Vital exam 
(e.g. BP, pulse) 

- SFH 
measurement 

- Abdominal/
specific exam   

- Vulva exam 
(Speculum if 
indicated)  

- Nutritional 
assessment 
(height, 
weight, MUAC) 

- Hb (CBC where 
available) 

- HIV test 
- Syphilis test 
(RPR) 

- Blood group/
RhD 

- Urine albumen, 
Glucose 

- Gram staining 
for ASB, 
urine culture 
if indicated 
- Glucose 
tolerance test 
(GTT) (for 
suspicious 
cases/hospital) 

- RDT for 
Malaria (where 
indicated) 

- Hepatitis B test 

- H/E on common 
pregnancy complaints 

- Address any problem 
- Involve husband in 
ANC 

- Draw up a birth 
and emergency 
preparedness plan 

- Counsel on PPFP 
methods  

- Danger Signs 
(abdominal pain, 
severe headache, 
blurred vision etc) 

- eMTCT  
- Nutrition education, 
Hygiene, Rest and 
exercise 

- Infant feeding 
- LLINS, IPTp use 
- Dangers of smoking, 
alcohol and substance 
abuse 

- Tetanus/
Diphtheria vaccine 
(Td) 

- Ferrous SO4 
- Folic acid 
- Treat incidental 
ailments  

- Condom use for 
HIV prevention 
in discordant 
couples and those 
at high risk  

- Debriefing mother 
on findings and 
course of action 

- Give next 
appointment 
and explain what 
will be done 
emphasising need 
to come back any 
time if there is 
need 
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Second 
Trimester 
>13 – 28 
weeks 

- Respond to 
abnormal Lab 
results 

- Provide 
preventive 
measures (Td, 
IPTp) 

- Exclude 
multiple              
pregnancy 
and fetal 
abnormalities  

- Promote 
nutrition and 
wellbeing 

- Assess for 
danger signs of 
Pregnancy 
Induced 
Hypertension 
and any other 
danger signs 

- Rule out 
anaemia    

Contact 2: 
13 – 20 
Weeks 
 
Contact 3: 
21 – 28 
Weeks 

- Ask for 
presenting 
complaints 

- Date of 
1st foetal 
movements  

- vaginal 
bleeding 

- Social: smoking 
alcohol/drugs 

- TB screening 
- Intimate 
partner 
violence 

- General exam 
- BP 
- SFH 
(symphysis 
Fundal Height)  

- Abdominal 
exam  

- rule out 
multiple  

- pregnancy  
- Nutritional 
assessment 

- Early Ultra 
Sound Scan 
best at 20 
weeks but can 
be done up to 
24 weeks 

- Hb at 26 weeks 
- If BP ≥140/90 
- Urine albumen, 
if there is 
glycosuria refer 
to hospital for 
GTT 

- Address presenting 
complaints 

- Discuss Laboratory 
results and need to 
treat partner where 
necessary  

- Symptoms of PIH, 
vaginal bleeding 

- eMTCT/HCT 
- LLINs/IPTp use 
- Danger Signs 
- Nutrition & Hygiene, 
Rest and exercise 

- Male involvement  
- Birth and emergency 
preparedness plan 

- Td 
- Ferrous SO4 
- Folic acid 
- IPT dose  
- Mebendazole 
- Treat incidental 
ailments  

- Use of condoms 
in high risk 
individuals/
discordant  

- Debriefing mother 
- Give next 
appointment 
and explain what 
will be done 
emphasising 
need to come 
back any time if 
there is need                                                 

TRIMESTER GOAL
TIMING OF 
CONTACT

HISTORY 
TAKING

EXAMINATION
LABORATORY 
Investigations

PROMOTION ACTION

4
th

, 
5

th
, 
6

th
, 
7

th
, 
8

th
 c

o
n

ta
c
t 

Third 
Trimester 
29 – 40 
weeks 

- Check foetal 
growth 

- Exclude 
anaemia 

- Assess for 
signs of PIH 

- Review birth 
and emergency 
preparedness 
plan 

- Exclude 
abnormal 
presentation/
lie 

- Review delivery 
plan

Contact 4 
30 weeks 
 
Contact 5 
34 weeks 
 
Contact 6 
36 weeks 
 
Contact 7 
38 weeks 
 
Contact 8 
40 weeks 

- Ask for 
problems/ 
complications 

- Vaginal 
bleeding 

- Fetal 
movements 

- Intimate 
partner 
violence 

- General exam 
- Rule out 
anaemia  

- Nutritional 
assessment 

- BP 
- Abdominal 
exam 

- Obstetric 
(SFH) 

- Check lie 
presentation

- If BP ≥140/90 
- Urine albumen 
- Hb at 36 WOA 
- Midstream 
gram staining 
to rule out 
Asymptomatic 
Bacteruria at 
34 weeks 

- Repeat HIV 
testing and 
Viral as 
per current 
guidelines (36 
weeks)

- Address problems 
- Discuss signs of 
labour/ PROM 

- Discuss vaginal 
bleeding 

- Review delivery plan 
- eMTCT/HTS 
- LLIN/IPTp use 
- Postpartum FP 
- Sex and other 
postpartum Care 

- Infant Feeding 
- Danger signs 
- Nutrition & Hygiene, 
Rest and exercise 

- Male involvement 
- Cervical cancer 
screening

- Ferrous SO4 
- Folic acid 
- IPT dose 
- Treat incidental 
ailments 

- Treat presenting 
ailments based on 
lab findings 

- Use of condoms 
in high-risk 
individuals/
discordant  

- Debriefing mother 
- Review and 
modify birth 
and emergency 
preparedness plan 

Note: If not delivered by 41 weeks, immediately report to the nearest health facility 
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Protocol 2: Management of Iron Deficiency Anaemia in Pregnancy
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Protocol 3: Management of Malaria in Pregnancy
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Protocol 4: Management of hyperemesis Gravidarum
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Protocol 5: Management of pre-eclampsia
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Protocol 6: Management of Intrauterine fetal death
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Protocol 7: Antenatal management of breech presentation
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Protocol 10: Management of preterm labour
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Protocol 11: Management of premature Labour
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Protocol 12: Pre-labour rupture of membranes
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Protocol 13: Management of first stage of labour on admission
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Protocol 15: Routine management of third stage
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Protocol 16: Management of FOURTH STAGE OF LABOUR
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Protocol 17: Induction of labor
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Protocol 18: Breech presentation during labour
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Protocol 19: Management of Face Presentation
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Protocol 20: Brow presentation
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Protocol 21: Management of transverse lie
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Protocol 22: Management of Shoulder presentation
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Protocol 23: Management of prolonged latent phase
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Protocol 24: Prolonged active labour
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Protocol 25: Management of cord prolapse
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Protocol 26: Management of foetal distress (without cord prolapse)
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Protocol 27: Management of Gestational Trophoblastic Disease

oco
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Protocol 28: Management of Ectopic Pregnancy
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Protocol 29: Protocol on Abruptio Placenta
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Protocol 30: Placenta Praevia
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Protocol 31: Management of Ruptured Uterus
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Protocol 32: Management of primary postpartum haemorrhage
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Protocol 33: Management of secondary postpartum haemorrhage
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Protocol 34: Breast Engorgement and Mastitis
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Protocol 35: Management of cracked/sore nipples
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Protocol 36: Management of puerperal sepsis
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Protocol 37: Management of urinary tract infection
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Protocol 38: Abnormal Vaginal Discharge
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Protocol 39: Genital Ulcer



41

Protocol 40: Bartholin’s Abscess
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Protocol 41: Genital Warts
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Protocol 42: Management of breast abscess
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Protocol 43: Management of HIV in pregnancy
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Protocol 45: Antenatal care for covid 19 in Pregnancy
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Protocol 46: Neonatal Resuscitation
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Protocol 47: Process of community diagnosis
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Protocol 48: WHO Framework for the quality of maternal and 
newborn care



50

Protocol 49: The referral pathway



PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)
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U
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c

C
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No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  

THIS JOB AID WAS SUPPORTED BY FUNDING
FROM MSD FOR MOTHERS AN INITIATIVE 
MEDCX & CO.INC NORWAY, NJ USA

THE REPUBLIC OF UGANDA
MINISTRY OF HEALTH 

PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)
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No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  
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PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)
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No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  
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PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)

Birth 
perso
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ype

Utero
tonic

Cord 
clamp

ing
Place

nta

No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  
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PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

No YES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)

Birth 
perso
nnel t
ype

Utero
tonic

Cord 
clamp
ing

Place
nta

No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  
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3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)
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No

No

No

No CCT
Referal

Controlled cord traction (CCT) for both
vaginal and ceasarean births

perforn uterine rub/massage after CCT

Heat-stable carbetocin must NOT be used:

- For labour induction

- For labour augmentation

-  During pregnancy and labour befor the childbirth

-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any

of the excipients according to the composition

-  In women with hepatic or nenal disorders

-  In women with epilepsy  
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PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
initiate new born resuscitation

NoYES

YES

YES

Misoprostol (400-600
micrograms, orally)

Oxytocin 10IU, IV/IM (vaginal and caesarean birth)
If oxytocin is unavailable, use any of
the following, based on availability and clinical eligibility:
-  Heat stable carbetocin (100mcg,IM/IV)
-  Misoprostol (400mcg or 600mcg, orally) And, where hypertensive
   disorder has been safely excluded:
-  Ergometrine or methylergometrine (200 mcg, IM/IV)
-  Oxytocin and ergometrine fixed-dose combination (5IU/500 mcg, IM)
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vaginal and ceasarean births

perforn uterine rub/massage after CCT
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-  In women with serious cardlovascular disorders 

-  In women with hypersensitivity to carbetocin, oxytocin or any
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-  In women with hepatic or nenal disorders

-  In women with epilepsy  

THIS JOB AID WAS SUPPORTED BY FUNDING
FROM MSD FOR MOTHERS AN INITIATIVE 
MEDCX & CO.INC NORWAY, NJ USA

THE REPUBLIC OF UGANDA
MINISTRY OF HEALTH 

PPH  Prevention
3rd stage of labour: After delivery of baby

Skilled health personnel? 

Birth asphyxia?

Skilled health personnel?

Late cord clamping (1-3mins) but
initiate essential new born

Early cord clamping (<1min)
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MINISTRY OF HEALTH -   Estimated blood loss>1000ml

-   Blood loss with change in RR,
    PR and BP

-   Most senior to lead care.
-   Allocate tasks.

-    Full blood count, congulation screen, ronal and her

     functional tests

-    Group and cross match 4 units of packed red

     cells/fresh whole blood.

-    Transfuse of bleeding is more than 1.5 and bleeding is

      continuing.

-    Airway confirm airway open and patent.

-    Breathing (RR) is within normal limits (16-30)

-   If RR >30bpm: oxygen 15l/min via facemask

-   Establish venose access: 2-wide bore cannule (16g)

-   Fluid replacement: warmed crystral and infusion - 2l [or 2 litres fast,

    and transfuse as soon as possible

-   Massage the uterine

-   Insert urothral catheter, empty the bladder, open fluid

     balance chart 

-    Monitor vital signs (pulse rate, respiratory rate and blood 

      pressure) every 15min (MOEWS chart)

-   Give exylocin 10 IU and 800 mcg misoprostal if

    unnosponsive within 10 mins . (uterus still atonic).

-   Administer TXA within 3 hours of birth : 1g in 10ml (100

   mg/ml) IV at 1 ml per minute 2.

-   Oxytocin 40 units in 500ml sodium chloride 0.9% Ringer’s

    lactate at 125ml/hc.

-   Continuously access blood loss 

Secondary response:

-   Tone: boggy soft during  bimanualexamination:

     otonic uterus. Rub up contractions, Perforn bimanual

    compression.

-   Tissue: Check if placenta dell vered and complete CCT.

    mannual removal of placenta 

-  Tears:  Check for perineal and cervical tears and repairs

-   Thrombin: If blood not clotting, fresh blood, plancelet FFP

Call for help or ring bell Alert a multidisciplinary team
Labour ward in-charge/coordinator, first line

obstetric (medical intern/medical officer), obstetric
consultant and anaosthetic staff

Bleeding stopped after 30 mins? 

YES

NO

NO

Bleeding stopped?

Initiate immediate
newborn care and
monitor for secondary
PPH

1 
IV  oxytocin peak onset of action is immediate and peak concentration after 30minutes while 1M oxytocin onset of action is

 3-7 minutes and duration of action os upt to 1 hour
2 TXA should be administered IV ONLY. Avoid TXA in women with clear contraindication to antifibrinolytic therapy as a know 
thrombitic event during pregnancy
3 Involve experienced surgeons with vascular expertise.
4 Resort to sub-total hysterectomy sooner rather than later.
5 Have a copy of BLYNCH suture on display in the operation theatre.
6 The woman should remain in the delivery suite for 24 hours after major PPH has been resolved, or after transfer from ICU or ITU. 

-  External aortic compression.
-  Apply non-pneumatic antishock garment
-  Uterine ballon tamponade (UBT)

-  Examination under  anaesthesia
-   Repair tears
-  Apply brace sutures
-   Stepwise devascubrisation and internal liacartery Igation
-   Hysleractomy

Non-surgical methods

Surgical methods

Assess ABC

Initiate immediate

newborn care and 

monitor for secondary 

PPH

Administer a second dose of TXA 1g IV

if bleeding continues after 30 minutes

or if bleeding restarts within 24 hours of

completing the first dose

FLOW CHART FOR
MAJOR PPH TREATMENT AT CEmONG FACILITY
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MANAGEMENT OF SECONDARY POSTPARTUM HEAMORRHAGE

Secondary postpaartum haemorrhage is defined as excessive

vaginal bleeding  in the period from  24 hours after  delivery

to six weeks postpartum.

Assess condition for stability

Haemodynamically unstable

1. Set up IV fluids with large bore cannula

2.  Give oxytocin 10 IU or misoprostol 800 mcg

    sublingual

3.  Tranexamic acid 1gm IV in 10 mins

4.  CBC, blood grouping & cross match, coagulation

    profile

5.  Transfuse with blood where indicated,

6.  Antibiotics

Still unstable

Improved
and 
stable

Stab;e

1. Investigation e.g CBC,

2. Antibiotics

3. Perform U/S

Retained product

of conception 

-  Transfer to comprehensive emergency

    obstetric care facility

-  Check for GTD (quantitative serum hcg)

-  Transfuse with blood if several enaemic

Explore uterus under appropriate anaesthesia if

bleeding continues

Vaginal  tear/Reptured uterus

suspected, poorly repaired CS incision

Achieve hemostasis

Exploratory  laparotomy +/-

postpartum hysterectomy 

Retained products of conception

Digital and MVA or sponge holding

forceps and blunt curettage 

Bleeding persists 

Note: If bleeding persist think of trophoblastic dx (GTD)

YES NO

THE REPUBLIC OF UGANDA
MINISTRY OF HEALTH 
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