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Introduction/ Acknowledgements 

M aternal and Child Health are a priority to the Government, hence the implementa-

tion of the Free Health Care Imitative that targets pregnant women, lactation moth-

ers and children under five years old with FREE health care at service delivery 

points. The Free Health Care Initiative has shown progress in terms of the number of target 

population accessing health care, but the main challenge is the quality of care. This standard 

operating procedure manual was developed to address the quality of care for mothers and chil-

dren, especially newborns by the Ministry of Health with technical support from the World 

Health Organization, Sierra Leone as part of the Joint UN program supported by DFID. The 

sections are based on findings from an assessment on practices in the field and are a mixture 

of integrated high impact and low cost interventions for the survival of mothers, newborn and 

children.  

The manual can be used by health workers to re- enforce learning and skills and also used in 

the absence of guidelines in health facilities. Other Ministry of Health Guidelines should always 

be used when available and up to date.  

The Ministry of Health and Sanitation wishes to thank WHO Sierra Leone for supporting the 

development of this tool as a quick guide to improving the health of women and children. Spe-

cial thanks go to the Representative, Dr Wondimagegnehu; the Family and Reproductive 

Health Technical Adviser, Dr Lynda Foray ï Rahall; the Consultant, Dr Helenlouise Taylor and 

National Consultant, Mrs. Safiatu A. Foday, for technical support and guidance during this 

process. The Tireless effort of the officials of the Directorates of Reproductive and Child Health 

and Nursing cannot be overemphasized.  

Dr. Kisito Sheku Daoh  
Chief Medical Officer  
Ministry of Health and Sanitation  



Prepare for Work and Changes of Shift 

Ensure all equipment is clean, disinfected and functional. Put it out ready. 

Check  emergency drugs supplies and ensure emergency equipment is laid out on a clean surface and covered. 

Ensure guidelines and emergency guidelines are available (obstetric newborn child). 

Make sure clean water and soap is available in all work areas and for patients.  If there is no tap, put  a cup for 
pouring. 

Correctly complete and file ALL clinical records, partographs, referrals, maternal or neonatal death forms, certifi-
cates and all other documentation. 

Hand over all important information about sick patients 

Organise the Ward  
Place the sickest patients next to the nursing station 

Ensure observations (TPR) are carried out ,documented, and ACTED ON 

Separate adults from children, children from newborns, and infectious cases 

When a referred patient arrives, IMMEDIATELY assess and check for danger signs, and pass the informa-
tion to the Doctor, midwife or nurse in charge. 

Check vital signs of ALL  pregnant and postpartum women, children and newborns (respiratory rate, pulse, 
temperature and blood pressure). 

Always check and record the nutritional status of children under 5 years (Height/length  and weight  for ALL 
children; MUAC for children 6-59 months). 

Organise Queues  
Register ALL patients and give numbers as patients arrive. Assess for danger signs and vital signs. 
Do not make women or children with danger signs wait; they must have PRIORITY. 
Check immunisation status and immunise defaulters and those due vaccines today. 
Separate children and babies from adults and separate potentially infectious cases such as tuberculosis. 

Sorting the sick from those who can wait is known as TRIAGE. 

Triage is the process of rapidly screening  the sick soon after their arrival in order to identify: 

1. Those with emergency signs that require immediate emergency treatment; 

2. Those with priority signs, who should be given priority while waiting in the queue so that they can be as-

sessed and treated without delay; 

3. Non-urgent cases, who have neither emergency nor priority signs who can wait. 

 
Triage is sorting ONLY: Diagnosis and Treatment are NOT the responsibility of the person doing triage. It is a 
continuous process ALL day. Temperature, respiratory rate, weight height MUAC and peripheral oedema should 
be assessed in the waiting area. 
 
Anyone can be trained to do triage  (MCHAs Student nurses, volunteers) they need to be trained in recogniz-
ing emergency signs and priority signs and sending the patient to the correct place. 
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Triage: Emergency Signs Women  Triage Emergency Signs Child  

Women with emergency signs require immediate 
treatment to avoid death.  

¶ Any bleeding 

¶ Convulsion or fit ( now or at home) 

¶ Restless, confused or unconscious 

¶ Severe abdominal pain 

¶ Cold and clammy skin, rapid or feeble pulse 
(signs of shock) 

¶ Blurred vision, severe headache 

¶ Swollen and painful leg/s 

¶ Chest pain 

¶ Fast breathing or difficult breathing 

Children with emergency signs require immediate 
treatment to avoid death  

¶ Obstructed breathing 

¶ Severe respiratory distress (rapid difficult 
breathing, chest in-drawing) 

¶ Central cyanosis (blue around lips) 

¶ Signs of shock (cold hands plus capillary refill 
longer than 3 seconds, plus weak, fast pulse) 

¶ Coma, Convulsions 

¶ Signs of severe dehydration 

Priority Signs Child   

¶ Poisoning 

¶ Pain (severe) 

¶ Respiratory distress (rapid/difficult 
breathing) 

¶ Restless, continuously irritable, or lethar-
gic 

¶ Referral (urgent) 

¶ Malnutrition: visible severe wasting or 
Oedema of both feet 

¶ Burns 

The priority signs identify children who are at 
higher risk of dying. Assess without delay and 
put on the priority bench  

¶ Tiny baby: any sick child aged under 2 
months 

¶ Temperature (child very hot) 

¶ Trauma or other urgent surgical condi-
tion 

¶ Pallor (severe) 

¶ Escape of liquor 

Priority Signs Women  

¶ Vomiting everything 

¶ Fever (more than 38.5 °C) 

¶ Swollen face, hands and legs 

¶ Diastolic blood pressure  90 mmHg  or 
more 

¶ Yellow eyes 

¶ Very pale 

¶ Cough 14 days or more 

¶ Abdominal pain 

¶ Escape of liquor 

Government of Sierra Leone  

Ministry of Health and Sanitation 

Be Organised  

and Save Lives  

2b 



Government of Sierra Leone  

Ministry of Health and Sanitation 

Doing Saves Lives 
Monitor Vital Signs  

T he vital Signs are temperature, heart/pulse 
rate, respiratory rate and effort, blood 
pressure, pain assessment and level of 

consciousness. These are assessed, measured, 
recorded and monitored according to the condition of 
the patient.   

Vital sign assessment and recording are a key aspect of 
nursing and patient care to detect sick or deteriorating 
children or women, and to indicate that changes in treat-
ment are necessary. 

¶ Record vital signs in the patient notes or their chart. 

¶ Health workers must know normal values and  take 
appropriate action in response to changes and call 
the nurse in charge, CHO or Doctor 

¶  NOT taking, recording or acting on vital signs can 
be sanctioned. 

¶ All patients must be assessed in outpatients and those with 
priority signs seen first. 

¶ All patients admitted to the ward must have baseline vital 
signs recorded immediately on admission 

¶ All women in labour must be monitored using the parto-
graph.  After delivery the woman and newborn MUST con-
tinue to be monitored and the findings recorded in the moth-
ers notes. 

¶ ALL Children are also assessed for signs of malnutrition  by  
weighing, measuring height/length, assessing for oedema 
of both feet, and mid upper arm circumference (6-59 
months)  

Temperature 

Respirations 

¶ Respirations should be counted for one minute 

¶ The pattern, effort and rate of breathing should be observed 

¶ Signs of respiratory distress should be documented, e.g. nasal 
flaring, grunting, wheezing, or chest in -drawing   

Heart/ Pulse Rate 

¶ Count for one minute 

¶ In newly delivered infants, the umbilicus can be palpated 

¶ A stethoscope should be used to listen to the apex heart rate 
of children less than two years of age. 

¶ Use other palpable pulses in older children and adults  
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T emperatures should be recorded on all children and preg-
nant or post partum women and those who attend with 
an acute presentation of illness. 

1. When a child feels warm to the touch, take the temperature 
immediately, even if it was normal a short time earlier. 

2. If a child feels cold or if the skin appears mottled the tem-
perature must be taken. 

¶ Check the thermometer has been cleaned 

¶ Switch it on, or shake down 

¶ Place under the armpit (axilla) 

¶ Time for 1 minute or till alarm sounds 

¶ Read  temperature, record in patients notes  

¶ Inform person in charge if it is high or low (38.5 or 
above or less than 35.5 degrees). 

¶ Switch off and Place thermometer in alcohol or disin-
fectant. 



Check Consciousness Level 

A - Alert 
V - Responds to voice 
P - Responds to Pain 
U - Unconscious  

Blood Pressure 

The arm should be positioned at the level of the heart and 
well supported. 
The correct size of cuff is essential for an accurate re-
cording. 
The cuff should be of sufficient size to ensure over lap to 
cover 100% of the circumference of the arm and 2/3 of the 
length of the upper arm with the bladder positioned over 
the artery from which the blood pressure will be taken. In-
correct cuff placement is a frequent source of error  
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Monitor Vital Signs  

After a Surgical Intervention 

¶ The post-operative care plan should clearly state the 
frequency and duration for assessing and measuring 
vital signs. 

¶ Following a simple procedure, vital signs should be re-
corded every 30 minutes for two hours, then hourly for 
two to four hours until fully awake, eating and drinking. 

¶ Temperature should be recorded once and at intervals 
of one, two or four hours, according to the infant, child 
or womanôs  condition  

Blood Transfusions 

Temperature, respiration, pulse and blood pressure 
should be assessed, measured and recorded prior to 
infusing the first unit of blood; every 15 minutes after the 
start of each unit; and on completion of the transfusion.  

If an adverse react ion occurs, 

Vital signs should be measured and recorded more fre-
quently and the in-charge CHO or Doctor informed. 

New Born Observations,  

Including Temperature 

Hourly if <1.2kg and serious infection 

3 hourly in babies 1.2 - 1.5kg 

6 hourly in babies > 1.5kg and stable and those 
receiving Kangaroo Mother care  

Once per day  in normal healthy babies if mother 

has NO infection  

Check Blood Glucose 

¶ Small and sick babies every 3 hours for the first 
24 hours and until normal for 24 hours 

¶ Babies of diabetic mothers: hourly for the first 6 
hours 

¶ Babies who are hypothermic and babies who 
have not been fed  
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Doing Saves Lives 
Use The Partograph 

T he partograph is a simple reliable tool for recording the progress of labour and monitoring the health of the mother 

and the foetus.  

The partograph is an ñearly warning systemò and helps in early decision making for interventions in labour. 

If the partograph is used correctly, it results in reduced complications from prolonged labour for the mother (postpartum haemor-
rhage, sepsis, uterine rupture) and for the newborn (death, anoxia). 

Always use the partograph  for every woman in the active phase of labour (4 cm dilated and above). 

If you are unsure how to use it properly, ask your in-charge or supervisor to explain. Always start plotting on the alert line . 

Record the following information on the partograph: 

Patient information - Name, gravida, parity, date and time of admission and time membranes ruptured in hours (if membranes 
already ruptured before charting began). 

Fetal heart rate - Monitor every 30 minutes, and record with a dot (.)Always count for a complete minute 

Amniotic fluid - observe colour at every vaginal examination and record using the following symbols: 

I: Membranes intact 

C: Membranes ruptured, clear fluid 

M: Meconium- stained fluid 

B:  Blood- stained fluid 

Moulding : 

Sutures apposed (+), sutures overlapped but reducible (++) Sutures overlapped and not reducible (+++) 

Cervical Dilation : Assess at every vaginal examination (4 hourly) and mark with a cross (X). Begin plotting on the partograph at 
4cm and above. 

Alert line : This line starts at 4cm of cervical dilation to the point of expected full dilation maintaining the rate of 1 cm per hour of 
cervix dilation. 

Action Line : It is parallel to and right to alert line starting at 4cm. 

Descent of the Head : Assessed by abdominal palpation 4 hourly before vaginal examination and record with a circle O. Mark with 

S when the head is at the level of the symphysis pubis 

Hours : Record how long the woman has been in active labour 

Time : Record actual time 

Contractions : Record every 30 minutes, palpate number of contractions in 10 minutes and their duration in seconds. Record dot-

ted lines in a box for contractions lasting <20 seconds, diagonal lines for 20-40seconds           and a thick shade           > 4 0 

seconds 

Oxytocin : record the amount of oxytocin/volume IV in drops per minutes every 30 mins when it is used. 

Drugs given : record ALL additional drugs given 

Pulse : record every 30 minutes and mark with a dot (.) 

Blood pressure : record every 4 hours and mark with arrows. 

Temperature : record every 2 hours 

Urine  Protein, acetone and volume: record every time urine is passed. 

After delivery close the partograph with the following information: delivery time, Birth Weight, Sex, APGAR score, Placenta  & 

membranes, tear/episiotomy  repair.   

Continue monitoring the mother for at least 24 hours (Pulse, BP, temperature, respiratory rate, blood loss) and the new-

born (TPR danger signs and abnormalities, feeding) and record in mothers notes   
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Breathing Newborn  

Most newborns will breathe as soon as they are delivered.  
However some  will not.  If you attend deliveries you must 
know what to do. 

You must always be ready as you have only ONE MINUTE to 
save the childôs life or prevent handicap. 

Most babies who are born not breathing can be saved by sim-
ple drying and stimulation (rubbing the back). 

A few will need basic resuscitation with a bag and  mask. 

Some of you have, or will attend special trainings such as 
Helping Babies Breathe, and Essential Newborn Care. Share 
what you have learned with your colleagues, so that they also 
know how to save lives.

1
  

Be Organised: Prepare for Every Delivery   

¶ Ensure suction bag and masks are clean and 
sterilised and are  next to the delivery bed 

¶ Sterile delivery set, sterile gloves, emergency 
drugs prepared 

¶ Make sure they are working 

¶ Make sure they are the right size 

¶ If you have NO newborn bag and mask or suc-
tion, contact  the DHMT and ensure that they 
know and bring or order for you, as this is ES-

SENTIAL LIFE SAVING EQUIPMENT  

¶ Have your emergency guidelines where you can 
easily read them 

¶ Have clean towel cloths and cover ready  

Choose The Right Size Bag And Mask
2
  

There are many different makes, but they 
are usually in 3 sizes 250mls -500mls  -
1500mls, for LBW newborn, infant/child 
and adult. 

The mask size should be size 0 or 1  

You cannot save a newborn with the 
wrong size bag and mask  

Be Ready3 

When perineum is bulging with presenting part visible   

¶ Ensure that delivery area is draft-free 

¶ Wash hands with clean water and soap (both you and mother). 

¶ Double glove just before delivery 

¶ When the baby is delivered call out the time 

¶ Dry the baby thoroughly 

¶ If it is not crying, stimulate the baby by rubbing  his back 

¶ Remove the wet cloth 

¶ Cover the baby 

¶ Observe if the baby is crying or breathing 

If breathing  place skin to skin on the mothers chest, cover and keep warm.  

1 2 

3 4 

1. International Journal of Gynaecology and Obstetrics 107 (2009) S48 and International Journal of Gynaecology and Obstetrics 107 (2009) S47ïS64 
2. Photos Laedal, Royal Childrenôs Hospital Melbourne Australia 
3. Photos Dr Helen louise Taylor  Diagrams BMJ. Com ABC of Resuscitation 1999 .Adapted from ERCG guidelines 2010; Helping Babies breathe 2010; BMJ ABC of resuscitation 1999  
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< 1% babies re-

quire advanced 

resuscitation 

3-6% require  

basic resuscitation 

bag and mask 

Approx 5-10% require  

simple stimulation at birth 

to help them breathe  

(drying and rubbing)  

All babies require immediate assessment  

at birth and simple newborn care (assess 

breathing, dry, place skin to skin 



¶ A d j u s t  the head so it is in a neutral position. 

¶ Gently introduce the suction device first, into the newbornôs mouth (not more than 
2cms and suck while withdrawing. 

¶ Then into each nostril and suck while withdrawing. 

¶ Repeat ONCE, if necessary taking no more than a total of 20 seconds . 

 If the Infant is now breathing, place skin to skin on the mothers chest, cover and keep warm.  
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Not Breathing   

Start resuscitation 

¶ If the newborn is gasping after 30 seconds of drying. 

¶ If the baby is completely floppy and not breathing. 

Inform the mother that the newborn needs help to breathe. 

Transfer the newborn to a dry, clean, warm and f lat surface. 

Keep the newborn wrapped or under a heat source available.  

Open Airway  

Cord Clamping:   

A Delay  in umbilical cord clamping for at least 1 min is recommended for newborn infants not requiring resuscita-
tion. A similar delay should be applied to premature babies being stabilised. 

For babies requiring resuscitation, resuscitation takes priority  and the cord should be quickly clamped and cut. 
(ERCG resuscitation guidelines evidence based update 2010)  

Not Breathing   

If the infant is still not breathing  

¶ Clamp and cut the cord immediately 

¶ Ventilate using the correct size bag and mask. 

¶ Use mask size 0 or 1 for newborns 

¶ The mask must fit over both the mouth and nose 

¶ Give the baby 5 slow breaths to open the lungs  

For the ýrst ýve inþation breaths maintain the pressure for 2ï3 seconds. This will 
help the lungs expand 

Most babies will respond with a rapid increase in heart rate within 30 seconds of lung 
inþation  

If the baby is not breathing adequately, ventilate at a rate of about 30 breaths per 
minute , allowing approximately 1 sec for each inþation, until there is adequate spon-
taneous breathing 

ASSESS THE BREATHING, COLOUR AND HEART RATE  every 30 seconds. If the baby is improving, then stop. 
If the baby is not responding or getting worse, then further intervention is needed. Almost all babies who do not 
breathe at birth will only require bag and mask resuscitation. 

Note: Do not suction mouth and nose prior to delivery of the shoulders of babies with meconium stained amniotic fluid  
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IF TRAINED Start ADVANCED RESUSCITATION and Support Circulation if baby not responding to bag and 
mask or getting worse   

¶ Circulatory support with chest compressions is effec-
tive only if the lungs have ýrst been successfully 
inþated. 

¶ Give chest compressions if the heart rate is less than 
60 per minute, despite adequate ventilation, and you 

have been trained . 

¶ The most effective technique for providing chest com-
pressions is to place the two thumbs side by side over 
the lower third of the sternum just below an imaginary 
line joining the nipples, with the ýngers encircling the torso and 
supporting the back 

¶ An alternative way to ýnd the correct position of the thumbs is to 
identify the xiphisternum and then to place the thumbs on the ster-
num, one ýngerôs breadth above this point. 

¶ The sternum is compressed to a depth of approximately one-third 
of the anterior ïposterior diameter of the chest allowing the 
chest wall to return to its relaxed position between compressions. 

¶ Compress the chest with 3 compressions to one breath  (90 
compressions per minute)  

After Resuscitation   

If Baby breathing: Place skin to skin on mothers chest, encourage breast feeding, Keep warm, OB-
SERVE frequently. 

If after 20 minutes of resuscitation, the baby is Not breathing  and pulse is absent: 

¶ Stop  resuscitation. 

¶ Explain to the mother that the baby has died, and give it to her to hold if she wishes (according to 
cultural beliefs and practices) 

¶ Provide Support 

¶ Record the death 

Ensure that the death is registered (LEGAL requirement)  
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