
DOI: https://doi.org/10.53350/pjmhs2115102629 

ORIGINAL ARTICLE 
 

 
P J M H S  Vol. 15, No.10, OCT  2021   2629 

Practices of Skilled Birth Attendants about AMTSL in Prevention of Post-Partum 
Haemorrhage: Cross-sectional Study 
 
TABASSAM ZIA1, YASMIN SAGGU2, ZARNIGAR3, TAHIRA PERVEEN4, SAIMA RIAZ3, TALHA LAIQUE5* 
1Department of Nursing, College of Nursing Services Hospital, Lahore-Pakistan 
2Department of Nursing, Foundation University Nursing, Islamabad-Pakistan 
3Department of Nursing, College of Nursing Children Hospital, Lahore-Pakistan 
4Department of Nursing, Nishtar Medical University, Multan-Pakistan 
5Department of Pharmacology, Allama Iqbal Medical College, Lahore-Pakistan 
Correspondence to Dr. Talha Laique, Email: talhalaique51@gmail.com Tel:+92-331-0346682 

 

ABSTRACT 
 

Aim: To assess the practices of SBAs about AMTSL working in labour room at tertiary level of care in-order to minimize the accidence of PPH.  
Study Design: Cross-sectional descriptive study.  
Methodology: This study with enrolled SBAs (n=120) was done following ethical review committee’s (ERC) approval at Government tertiary care hospitals of 
the Lahore-Pakistan. For data collection a WHO standardized check list as a questionnaire was used to assess the practices of SBAs.  
Results: Results showed that there were gaps in competencies of SBAs about AMTSL working in labour room. Most of the steps that are S1, S3, S4, S8, 
S12, S13, S14 and S15 were not done by the majority of the SBA working in labour room. Almost 12 (10%) out of 120 SBAs just got 60% and above marks, 
100 (83.3%) out of 120 got marks between40 to 59% and only 8 (6.7%) got less than 40% marks. Conclusion: We concluded that SBAs had unsatisfactory 
knowledge about standardized check list of AMTSL by WHO and their practices were not according to standard.  
Keywords: Skilled Birth Attendants, Labour Stages, Post-partum Haemorrhage and Practices. 

 

INTRODUCTION 
 

Postpartum haemorrhage (PPH) is a major complication of 3rd stage labour thus 
causing high maternal mortality globally. Of all the stages of labour, its 3rd stage is 
the most critical part of childbirth due to the risk of PPH1.  PPH is an obstetrical 
emergency that leads to excessive blood loss (>500ml) after delivery including 
various sites such as uterus, cervix, vagina and perineum2. 

Primary PPH is blood loss within first 24 hours after delivery whereas late 
PPH includes blood loss from 24 hours to 6 weeks after delivery. Under both 
situations, the amount of blood loss is ≥500ml in a vaginal birth.3 It can also occur 
in women who deliver after 20 weeks of gestation. Treatment of PPH involves 
maneuvers like message and medications thus causing uterine contractions.  
Serious complications may appear without warning. Even though the third stage 
lasts only for fifteen to twenty minutes in both primi and multi gravida mothers, it 
can be complicated due to mismanagement and result in maternal mortality4. It is 
difficult to predict which woman will develop PPH based on risk factors. However; 
all women are considered at risk and must be provided proper obstetric care by 
skilled birth attendants (SBAs)5.  

Skilled birth attendant means health professionals (midwife, doctor or 
nurse) who has skills to manage normal pregnancy, childbirth and the immediate 
postnatal period. They identify, manage and refer patients having complications 
to better health facilities Unfortunately, the enabling environment is less clearly 
defined but equipment, drugs and policies are variably cited as components6. 
SBAs must have knowledge regarding risk factors for PPH. This knowledge helps 
SBAs to monitor patients vigilantly thus excessive bleeding can be estimated and 
minimized. As a competent participant in the management of severe postpartum 
hemorrhage, it is necessary to have basic knowledge of pelvic and gynecologic 
anatomy, the pathology and its management. Interventions to prevent PPH in 
developing countries are therefore, essential component to decrease the 
maternal mortality rate7. 

Every year, 14 million women experience PPH, and at least 128000 of 
these women bleed to death8. Literature review revealed that these women can 
be saved with quality obstetric care. Skillful assistance during various stages of 

labour, delivery and postpartum period is key factor in reducing maternal 
morbidity and mortality9.  

The objective of the study was to assess the practices of SBAs about 
AMTSL working in labour room at tertiary level of care in order to minimize the 
accidence of PPH. 
 

METHODOLOGY 
 

Present study enrolled SBAs (n=120) following ethical review committee’s (ERC) 
approval thus held at Government tertiary care hospitals of the Lahore-Pakistan. 
For data collection a WHO standardized check list as a questionnaire was used to 
assess the practices of SBAs. SBAs working in labour room(Doctors, Nurses, 
Midwives), spontaneous vaginal deliveries having duration of pregnancy at least 
37+weeks were included while those who were unwilling to get enrolled and failed 
to fulfil inclusion criteria were excluded. Confidentiality of the SBAs  was  ensured  
to the administration of concerned tertiary care hospitals during  data  collection, 
analysis  and  interpretation. They were not bound to perform the AMTSL check 
list according to WHO standard. The SBAs were free for the presence or absence 
at the time of Third Stage of Labour and for their practices. Data analyzed by 
SPSS software, v.17. To summarize the results, mean ±SD, (standard Deviation) 
was used. 
 

RESULTS 
 

Different questions were asked from enrolled subjects thus their  results were 
compiled as frequency and percentage in table-1 as shown. Figure-1 showed that 
there were gaps in competencies of SBAs about AMTSL working in labour room. 
Most of the steps that are S1, S3, S4, S8, S12, S13, S14 and S15 were not done 
by the majority of the SBA working in labour room. So there is a need to improve 
or guide to SBAs regarding AMTSL. Almost 12 (10%) out of 120 SBAs just got 
60% and above marks, 100 (83.3%) out of 120 got marks between40 to 59% and 
only 8 (6.7%) got less than 40% marks as shown by figure-2. 
 

 

Table-1: The Practices Of SBAs About AMTSL In Labour Room 
 Not done Done incorrectly Done correctly 

Palpation of uterus to rule out other baby  119(99.2%) 1 (0.8%) - 

Absence of other baby, administers uterotonic drug within one minute of delivery - 19 (15.8%) 101 (84.2%) 

Clamping & cutting of cord 2–3 minutes after birth. 16 (13.3%) 92 (76.7%) 12 (10.0%) 

Placement of on the lower abdomen above her  pubic bone. 76 (63.3%) 1 (0.8%) 43 (35.8%) 

Keeping slight tension while awaiting strong uterine contraction. 1 (0.8%) 1 (0.8%) 118 (98.4%) 

Appling gentle but firm traction to the cord during a contraction. 3 (2.5%) - 117 (97.5%) 

Waiting for the next contraction while repeating action if the maneuver is unsuccessful. 24 (20.0%) 4 (4.3%) 92 (76.7%) 

As the placenta delivers, holds it in both hands. 97 (80.0%) 7 (5.8%) 16 (13.4%) 

Maneuver to deliver the membranes. 21 (17.5%) 34 (28.3%) 65 (54.3%) 

Examination of upper vagina and cervix with teared membranes. - - 120 (100%) 

Placement the placenta in kidney basin. - - 120 (100%) 

Immediate massages the fundus of the uterus until the uterus is contracted. 105(87.5%) - 15 (12.5%) 

Ensuring the uterus does not become soft after stopping uterine massage. 116(96.7%) - 4 (3.3%) 

Repetition of uterine massage if soft uterus. 118(98.3%) - 2 (1.7%) 

Teaching about self massage of uterus. 120 (100%) - - 
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Figure-1: Depicting frequency distribution correctly at each step 

 
Figure-2: Depicting Overall performance as percentage 

 
 

DISCUSSION 
 

In Pakistan increase in the number of maternal mortality rate due to PPH also 
shows lack of management interest regarding the prevention of PPH10. This 
needs special attention of hospital management because by paying special 
attention to this, so they can reduce the risk of PPH as well as hospital stay of the 
patients. Till now many research studies conducted by doctors and nurses in this 
respect but PPH is still an alarming situation for all   health care personnel’s and 
even for child bearing women11. 

A study was conducted by Ndola Prata et. al in Bangladesh in (2014) to 
determine whether the attendant at delivery is associated with the use of 
interventions to prevent PPH at home births12. Findings indicated that trained 
TBAs can have a significant impact on utilization of interventions to prevent PPH 
in home births. As observed by the researcher during her stay in labour room that 
Practices of SBAs about AMTSL were not according to the standard practice 
check list by WHO. There were lots of gap in practices of SBAs about steps of 
AMTSL working in labour room. 

An international survey on variation in practices of the management of 
Third Stage of labour conducted by researcher who found that there was 
significant difference in intracountry and intercountry in practices of AMTSL which 
confirmed that there was existence of a large gap between knowledge and 
practice13. So there is strong need to improve the practices of SBAs regarding 
AMTSL. Another main point was also noted the absence of any protocol/ 
guideline of AMTSL in labour room. Hence, there is a strong need to develop the 
protocol/guideline for SBAs to advance the SBAs practice that support the 
objective of the study14.  

Results of current study highlights that most of steps were not done by 
majority of SBAs only small number of steps was done correctly by SBAs so 
conclude that SBAs have unsatisfactory knowledge about AMTSL and their skills 
are also not according to the standard due to many factors, one of them is their 
over work load. This study was also done to observe the SBAs skills to find out 
the shortcomings for further implications of another research, observation showed 
that most of the SBAs practicing the standardized check list but neglecting the 
important components. Another factor was divert attention due to delivery of the 
baby and handed over the baby that may create a hindrance in practicing 
standardized check list for the prevention of PPH this was observed by the 
researcher during stay in labour room. Result also showed that SBAs were not 
paying attention to this critical issue because of not having any guideline /protocol 

in labour room displayed regarding the prevention of PPH. The above discussed 
study also supported that the need for delegating certain steps of AMTSL to other 
health care staff, i.e. task shifting consider crucial part during AMTSL practices.  

The present integrative review revealed that nursing professionals with 
other professionals tried to implement the AMTSL while elaborating protocols, 
conducting trainings with assessments of results of their practices. 
Unfortunately, despite of all such efforts, practices about AMTSL are not 
broadly developed and implemented, even in the reference hospitals in Brazil 
and many other countries15.  
Limitations: Financial constraints with limited resources were the limitations.  
 

CONCLUSION 

 

We concluded that SBAs had unsatisfactory knowledge about standardized check 
list of AMTSL by WHO and their practices were not according to standard. This is 
may be due to many factors such as SBAs’ work load, divert attention due to 
delivery of the baby towards mother and baby, handed over to baby.  
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