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Government of India has taken several initiatives towards the reduction of maternal and infant 

mortality rates. These interventions have included infrastructure strengthening, building capacity 

of human resources through large scale training, providing equipment and drugs and conditional 

cash transfer through the Janani Suraksha Yojna (JSY) to promote institutional deliveries. The JSY 

has led to substantial increase in the number and proportion of institutional deliveries. 

While the increase in institutional deliveries is a significant and positive change, women continue 

to receive poor quality care in large parts of India, even when they choose to deliver in health 

facilities. Studies have revealed that a large number of harmful or unnecessary practices are 

followed, which include forceful fundal pressure, routine augmentation of labour, poor  monitoring 

after delivery and others which adversely influence maternal and newborn health outcomes. On the 

other hand, several beneficial evidence based care practices are not observed during labour, 

leading to suboptimal maternal and perinatal outcomes. Reasons for poor quality of care include 

providers’ lack of awareness of evidence based care practices, lack of infrastructure, poor 

maintenance of available equipment, gaps in supplies and equipment, poor monitoring of services, 

etc.   

In order to reduce maternal and perinatal mortality rate, and to improve the quality of services, 

ARTH in partnership with UNFPA and Government of Rajasthan, developed an intervention to 

assess and improve the quality of childbirth services in selected high workload public health 

facilities in 10 districts of Rajasthan. The quality improvement process included assessment of 

adherence to evidence based care practices and necessary inputs, planning effective steps along 

with providers and their district officers to ensure that the gaps are filled. 

During this process of assessment and quality improvement, a set of practical implements was 

developed and used, which are compiled in this toolkit.  We feel that this toolkit can be used (and 

adapted where needed) in a variety of settings across India and other countries, where  concerns 

related to quality of childbirth services are similar. Further, the results and actions emerging from 

assessment of quality of childbirth services  can  provide inputs for state or district level 

prorgammes designed for improving maternal- neonatal health outcomes.

The primary objective of this tool kit is to provide guidance to state and district programme 

managers to improve the quality of delivery and neonatal care services around the time of 

institutional delivery, within the public health system. The toolkit was used in Rajasthan, but could 

be used in other regions with similar practices. It consists of four main components—Assessment, 

Feedback, Training and Action—each of which is an essential components for improving the quality 

of childbirth services. 
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This tool kit is designed to be used by state or district level organizations involved in the quality 

improvement process. For example, it can be used by quality assurance groups established by the 

state government, non government at organizations or by independent quality assurance groups. 

Members of the quality assurance team could include state level officers, district level programme 

managers, members of civil society, and or representatives of the community. Support from state 

and district health officials helps to ensure that changes are made immediately and continue long 

term. The toolkit is primarily designed for on going programme for quality improvement in a 

district or state. However, it can also be used for a single assessment.

The tool kit has been developed on the basis of the most important evidence based care practices 

for childbirth as recommended by World Health Organization (WHO), in the document ‘Care in 

normal birth: a practical guide' (WHO 1996) and specific recommendations in WHO Reproductive 

Health Library, on practices related to maternal and newborn care around the time of delivery.  

Further, guidelines developed by Government of India in 2005 for doctors and ANMs/LHVs, on care 

during antenatal period, labour and delivery and postpartum period are in accordance with 

evidence based care practices. Based on these standards, a set of recommendations for  the most 

common  practices  and / or interventions were identified for each stage of childbirth. 

Key problems in the context of Rajasthan Discussions were held with senior officials in the 

Directorate of Medical Health & Family Welfare and a plan for quality improvement was developed 

by ARTH and UNFPA. Nineteen evidence based care practices during each stage of labour and 

immediate postpartum period were identified. These are: 

1. Encourage the woman to move about

2. Avoid routine enema and shaving of pubic hair

3. Where facilities for cesarean section are not available, do not induce or augment 

labour. Never use IM oxytocin to augment labour

4. Always monitor labour using a partograph

5. Restrict pelvic examinations to once in 4 hours unless delivery is imminent

6. Encourage upright positions such as sitting or squatting 

7. Avoid routine episiotomy for primigravidas

 Nineteen Evidence Based Care Practices

First Stage of  labour 

Second Stage of  labour  
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8. Do not apply abdominal pressure to push the baby out

9. If fetal heart sounds (FHS) are normal, do not rush to complete the second stage 

of labour  within 1 hour

10. Always wash hands before handling woman or newborn 

11. Practice “Active Management of Third Stage of Labour” (AMTSL) including IM 

oxytocin injection, controlled cord traction and uterine massage

12. Cut the cord after it stops pulsating (unless the mother is RH negative or the baby 

needs resuscitation)

13. Avoid packing the vagina

14. Dry and wrap the baby immediately after birth, cover and place it on the mother’s 

abdomen

15. Avoid routine nasophyaryngeal suction (unless liquor is meconium stained or 

baby is asphyxiated). If suction is needed, use mucus sucker instead of electrical 

suction machine

16. Monitor maternal bleeding and vital signs every 15 minutes in the first hour, 

every 1 hour within the first 1-4 hours, then every 4 hours within the first 24 

hours

17. Initiate breast feeding as early as possible, within an hour of birth

18. Wrap the baby and keep close to mother

19. Discharge after 48 hours. If mother or baby have a problem, then delay discharge 

for a few days

These were developed into a poster with 19 evidence based practices classified by stage of labour to 

be displayed in labour rooms. Of these 19 practices, a shorter list of 10 critical practices was 

identified on the basis of their greater impact on maternal and perinatal outcomes and a guidebook 

for doctors and programme managers was developed entitled “Recommendations for key delivery 

and newborn care practices in health facilities of Rajasthan”. These recommendations were 

reviewed and approaches to implement them in the districts were identified and approved in a state 

level consultation attended by senior persons from the Directorate, medical college teachers,  

ARTH, UNFPA and UNICEF, in 2009.

A project entitled, “Parijaat”, for improving the quality of childbirth and immediate postpartum care 

practices in accordance with these identified practices was eventually implemented in 80 facilities 

of 10 districts of Rajasthan, jointly by Action Research & Training for Health (ARTH) in collaboration 

with the state government and the Rajasthan state office of the United Nations Population Fund 

(UNFPA) onwards from 2009.

Third Stage 
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For implementing evidence based delivery and new born care in facilities, it is crucial to establish a 

core team of people who will be responsible for overseeing the activity. This will include providing 

guidance to the team members who will ultimately carry out assessment, coordinate quality 

improvement and report results to appropriate persons/authorities. 

Quality Improvement Team

Core planning and oversight team: At the senor level, the project management team might 

comprise of clinical practitioners (gynecologists, pediatricians, doctors, nurse midwives), with 

sound understanding of evidence based delivery and newborn care, public health persons with 

experience of  health systems and senior state officers. The presence of high-level representatives 

in the management team may serve as  an effective means of securing the necessary authority for 

the team implementing the intervention within the public health system.

Implementation team: At the ground level, the management team can include a mixed team of 

clinical and non-clinical persons with training and experience of health systems, and of maternal 

and child health issues.  All team members should have good interpersonal communication skills, 

and must be able to converse in the local language of service providers as well as of women. It is 

beneficial to have variety in a team, so that members complement each other.

The implementation team must be given sufficient authority to execute quality improvement steps 

and strategy of the project effectively. In some contexts, this might require an official order giving 

authority to the team in overseeing assessments of new born care and institutional deliveries in 

selected facilities. 

Orientation of implementation team: The whole team should be involved in framing objectives 

of the quality improvement programme. In this toolkit, the objective is to strengthen 

implementation of evidence based maternal and new born care practices in a large number of 

facilities on an on going basis.  

Number of persons: It is optimal if a team is constituted at district level. On an average, a team of 2 

can cover 30-40 facilities. 

Training of the Quality Improvement Team: Once the implementation team has been 

constituted it is necessary that members should be trained in  core components of the project. Since 

they might be from different backgrounds, the team should be well versed with issues of maternal 

and newborn  health, evidence based care practices and the rationale behind them, as well as health 

systems. 

Depending on the prior experience of team members, training can be for 7-14 days.  We have 

outlined a brief training schedule below. These sessions can be modified depending on the 

background of team members. Trainers could include members of the core planning and oversight 

team, and trainers of skilled birth attendants (for clinical sessions).

Establish a quality improvement team5
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Tentative session plan for training of Implementation Team members

09.00 - 09.30 am

09.30 - 10.00 am

10.00am - 12.30 pm

12.30 - 01.30 pm

01.30 - 3.30 pm

03.30 - 05.00 pm

Introduction and expectations 

Project introduction and objectives 

Maternal and neonatal mortality

Lunch

Evidence based maternal and neonatal care

Current status of quality of delivery care  in India

30 min.

30 min.

2.30 hrs.

1 hr.

2 hrs.

1.30 hrs.

Subject Duration

Day 1

09.00 -10.00 am

10.00 -11.00 am 

11.00 -11.30 am

11.30 - 12.30 pm

12.30 - 01.30 pm

01.30 - 02.30 pm

02.30 - 03.30 pm

03.30 - 04.00 pm

04.00 - 05.00 pm

First stage of labour

Partograph

Second stage of labour

Third stage of labour

Lunch

Preparation for birth of newborn

Immediate care of the newborn

Examination of newborn baby

Asphyxia management

1 hr.

1 hr.

30 min.

1 hr.

1 hr.

1 hr.

1 hr.

30 min.

1 hr.

Day 2

09.00 - 10.15 am

10.15 - 12.00 pm

12.00 - 12.45 pm

01.45 - 02.30 pm

02.30 - 04.00 pm

04.00 - 04.45 pm

04.45 - 05.15 pm

Importance of postpartum period and how to provide care 
to woman and newborn baby in postpartum period

Presentations  on 

?Position during delivery 

?Effect of augmentation on labour 

?Episiotomy

Infection prevention during childbirth and newborn carel 

Lunch

Essential equipment for care of mother and baby in the 
labour room (demonstration)

Checklists for assessment of quality:

?Facility assessment checklist

?Delivery observation checklist

?Checklists for interview with postpartum women

?Records review

Ethical issues in quality assessment, including delivery 
observation

Briefing for field visit

1.15 hrs.

1.45 hrs.

45 min.

45 min.

1.30 hrs.

45 min.

30 min.

Day 3

Time
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For conducting each session, the trainers can evolve  their own training methods, making sessions 
as interactive as possible. Case studies, films or videos, presentations, demonstrations and 
experience sharing should be used as appropriate. 
Further, this training programme visualizes one week training in the beginning. However, training 
of the implementation team is an iterative process and the team should share its findings frequently 
with core team members during  monthly or fortnightly review meetings  to allow for orientation 
on on-going issues as they emerge.

09.00am – 05.00 pm Field visit to community health centres and district 
hospitals  in 4 groups (facilitators to demonstrate the use of 
each checklist, and other aspects e.g. demonstrate 
identification of equipment and supplies in labour rooms)

8 hrs.

09.00-

11.00 am - 05.00 pm

Debriefing  and discussion on  field visit

Field visit to community health centres and district hospitals  
in 4 groups (facilitator to demonstrate  use of checklists)

2 hrs.

6 hrs.

Day 5

09.00 - 10.30am

10.30 - 11.30 am

11.30 am - 12.30 pm
12.30 - 01.30 pm
01.30 - 02.15 pm

02.15 - 03.00 pm

03.00-05.00 pm

Feedback on field visit
?Share findings of assessment and identify 

differences  
?Review facility data and discuss how to use for 

improvement
Scoring sheet

?Overview
?How to fill the scoring sheet
?Tracking the pattern of improvement in scores 

over time
Conducting orientation- training of providers  at sites
Lunch
Providing feedback and taking action on field visit 

?How to give feedback to providers 
?How to facilitate action at the facility level

Providing feedback and developing an action plan with 
district officials

?Preparing a facility report card
?Developing an action plan for facility 

improvement
?Ensuring involvement of government officials in 

quality improvement
Closure and next steps

1.30 hrs.

1 hr.

1 hr .
1 hr.
45 min.

45 min.

2 hrs.

Day 6

            Subject Duration

Day 4

Time
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Quality Improvement Framework6

The basic quality improvement framework used in this toolkit has four core steps ("AFTA") as 
follows: 

?Assessment 

?Feedback

?Training  and 

?Action 

Once the facilities have been identified, the team can start with assessment using the checklist, give 
feedback to the facility in-charge, train the staff if required and trigger necessary action for 
improving quality.

In order to implement this training tool in a new setting,  certain actions  are suggested or needed in 
order to move forward. The following guideline provides support for the same.

1. Establish  criteria for facility selection and select facilities in each district (QI team, with 
senior state level Government officials)

2. Develop a plan for implementing use of tool kit

3. State level authority to issue orders to district officials and facility staff to participate in QI 
programme, and to cooperate with the QI team 

4. Constitute the team and establish a time line for implementation of the programme based on 
work load, divide team responsibility and areas to be covered

5. Make required copies of information / guidance materials, checklists etc.

6. Train the implementation team

7. Explain plan and operational strategy to district level Health Officer (Joint Director and/or 
Chief Medical & Health Officer)

8. Start  regular facility visits for assessment – feedback - training- action (AFTA).

Selection of Facility 

The project implementing committee can select facilities for assessment and quality improvement. 
This toolkit is designed for quality improvement in government facilities, although it can also be 
used for private facilities. We suggest initially selecting facilities with relatively higher delivery 
rates so that the impact of intervention is higher to begin with. For example, facilities with minimum 
of 900 deliveries per year may be selected. Facilities with fewer deliveries may be selected as the 
team moves forward. 

Operationalising Tool Kit Implementation 
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One to two QI team members should schedule a visit to each facility once in 2-3 months. Initially  

they may visit the facility every 2 months,  this can subsequently be reduced to once in 3 months. 

On the day of facility visit, the QI team carries out an assessment using the following 5 checklists 

(annexures  1 to 6): 

 1. Facility assessment

 2. Delivery observation 

 3. Interview with two women in the postpartum ward 

 4. Review of  staff deployment and training records

 5. Monthly MIS report

The QI team member should first  visit the labour room.  If a woman is in labour, s/he should use the 

delivery observation checklist and observe selected practices. If there is no woman in labour, then 

the QI team member should follow the sequence of completing the facility assessment, staff 

deployment checklist, client interview checklist, and monthly MIS report. Subsequently two 

women may be interviewed in the postpartum ward. 

a. Equipment Checklist  Team members are supposed to observe all equipment and supplies 

available in the labour room. It is always beneficial to have the nurse in charge of the labour room so 

that s/he can respond to queries. The checklist is however based on actual observation of items, and 

not on the basis of responses to questions by labour room staff. 

The QI team member should check whether all instruments are in working condition and whether 

medicines are within the expiry date. S/he can check with the nurse in charge regarding missing 

equipment and also regarding timely supply of medicines and supplies.  See Annexure 1 for facility 

checklist. During subsequent visits, the team members should carry with them the previous  

assessment checklist and feedback from previous visits so that they can confirm changes and 

identify persisting gaps.  

Cases might arise where in supplies and medicines are present but have exceeded the expiry date. 

In some cases supplies may be used for some other purpose such as baby warmers being used as 

changing tables. The QI team should be vigilant and take  note of such happenings. 

b. Observation of delivery checklist: This is an important tool which gives an idea of quality of 

childbirth services, if the team member can be present at a time when a woman is in the labour or is 

delivering. The team member should take permission from the staff of labour room to observe a 

delivery or care of woman during labour, and should stand at head end of woman and silently 

observe delivery practices. Since it might be intimidating for the staff to see someone observing and 

filling a form, they can observe the practices and complete the checklist after the delivery is over. 

Remember, the checklist should not be completed on the basis of practices reported by the 

:
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providers. If it is possible to observe only some practices, then only these should be checked. Some 

times, a team member might reach the facility at the time of  third stage of  lalour.

The checklist enumerates both harmful or unnecessary practices, such as application of fundal 
pressure, routine augmentation of labour, shaving of pubic hair, etc and beneficial practices such as 
use of partograph, checking of maternal blood pressure and fetal heart rate, etc. that the doctor or 
nurses should follow. A maximum of 2 deliveries can be observed during one visit at any facility. The 
filled checklist can be used later to give feedback to the providers. See Annexure 2 for observation of 
delivery checklist.

The QI team member should not interfere, intervene, challenge  or comment  while observing any 

procedure related to child birth. Further, they should record their findings after coming out of the  

labour room.

C. Client Interview Form: The QI team member should visit the postpartum ward, where s/he 

should meet at least 2 women who have delivered within 48 hours of the visit, and conduct 

interviews after seeking verbal consent for the same from women and informing family members . 

The interview should be conducted after an hour or more after delivery. If the woman wishes, one of 

two female family members who were present with her during labour or delivery, can be permitted 

to remain with her during the interview. Since patients beds are often close to each other in most 

post  partum wards  the interview needs to be conducted in a low voice. 

The interview is based on items listed in the checklist with details like the time of delivery, shaving 

of pubic hair, vaginal packing, time of discharge, breast feeding, pre- delivery and postpartum blood 

tests, etc. being assessed. In many cases the mother might be unable to recall specific  information, 

in which case the attendant who accompanied her in the labour room might be involved in the 

interview as well.
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One to two QI team members should schedule a visit to each facility once in 2-3 months. Initially  
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providers. If it is possible to observe only some practices, then only these should be checked. Some 

times, a team member might reach the facility at the time of  third stage of  lalour.
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pressure, routine augmentation of labour, shaving of pubic hair, etc and beneficial practices such as 
use of partograph, checking of maternal blood pressure and fetal heart rate, etc. that the doctor or 
nurses should follow. A maximum of 2 deliveries can be observed during one visit at any facility. The 
filled checklist can be used later to give feedback to the providers. See Annexure 2 for observation of 
delivery checklist.

The QI team member should not interfere, intervene, challenge  or comment  while observing any 

procedure related to child birth. Further, they should record their findings after coming out of the  

labour room.

C. Client Interview Form: The QI team member should visit the postpartum ward, where s/he 

should meet at least 2 women who have delivered within 48 hours of the visit, and conduct 

interviews after seeking verbal consent for the same from women and informing family members . 

The interview should be conducted after an hour or more after delivery. If the woman wishes, one of 

two female family members who were present with her during labour or delivery, can be permitted 

to remain with her during the interview. Since patients beds are often close to each other in most 

post  partum wards  the interview needs to be conducted in a low voice. 

The interview is based on items listed in the checklist with details like the time of delivery, shaving 

of pubic hair, vaginal packing, time of discharge, breast feeding, pre- delivery and postpartum blood 

tests, etc. being assessed. In many cases the mother might be unable to recall specific  information, 

in which case the attendant who accompanied her in the labour room might be involved in the 

interview as well.
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The QI team member should use local language and terms while conducting the interview and 

questioning  women regarding practices. Hints can be given for certain questions and these may be 

region specific. Fothemr example, if the team member wants to know if blood pressure was checked 

before delivery then s/he can ask if a strip of cloth was tied across the arm to measure something or 

for augmentation the team member can ask if she had been given any injections, tablets, gel or drip 

to speed up the labour pains. The interviews should be conducted in a empathetic and not 

authoritative manner. See Annexure 3 for Client Interview Form.

Client interviews should be conducted even when delivery observation is possible, since they help 

to authenticate findings if providers altered their practices in front of QI team member. If delivery 

has been observed then client interviews serve as reassurance that what has been observed is being 

practiced in a consistent menner.

d. Progress in staff deployment: This checklist provides an idea of the number of staff and 

their training on evidence based care. The following are noted in this checklist:  

a. The list of all staff members deployed at the facility, including the nursing staff, 

gynecologist and pediatrician. 

b. How many of the nurses are SBA trained, and whether the doctors are  trained in 

evidence based delivery care. 

c. Details of staff duty rosters and shifts such as the staff present during the morning 

duties, 8am-2pm, 2pm-8pm, overnight, nurses posted in Facility Based Newborn Care 

Unit, New Born Stabilization Unit: These should be collected from the labour room 

nurse in-charge this information will enable the team member to match case load with 

nursing staff availability at different times. There might be situations in which many 

staff members (nurses) are appointed for MCH duties in a facility, however, some of 

these are redeployed for medicine distribution, some as store keepers, some for JSY 

cheque distribution, and only few might actually deployed for patient care in the 

labour room. Hence there might be situations, when a facility has (say) 20 nursing 

staff, of which 14 are posted during morning hours (8 am–2 pm), 4 during afternoon 

duty and only 2 during the twelve hours night duty, which makes it difficult for them to 

handle the numbers of women during night.

Based on  training status and allocation of work timings of the staff, the team member can suggest 

appropriate distribution of the staff and contract appointments fill the gaps. See Annexure 4 for 

Staff Deployment Checklist. 

e. Monthly MIS report: This report is to be filled by the each team member for each preceding 

month, when s/he visits a facility . This report assesses the delivery load in the facility per month. It 

includes information regarding number of deliveries in the month, number of live births, still births, 

neonatal deaths, number of cesareans, normal deliveries, women referred, maternal deaths, post 

partum hemoglobin tests, etc. See Annexure 5 for Monthly Facility Report.
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Assessment

A monthly facility report should be filled with information gathered from the labour room register. 

This report gives idea of following indicators:

?Work load in terms of deliveries

?Still birth rate

? Neonatal mortality rate (esp. pre discharge)

?Caesarean section rate

Sometimes data is not accurately recorded by the providers (e.g., neonatal deaths, maternal 

complications and deaths). The team member should try and ensure that they are recorded 

accurately. However, s/he should refrain from commenting on the data immediately (e.g., if there is 

high stillbirth rate or high maternal mortality), since that might prevent accurate reporting of data 

in future. For example, a high still birth ratio in a facility could be an indicator of poor childbirth 

practices like frequent augmentation or  fundal pressure being applied.  Any such indication should 

be brought to the notice of the facility in-charge or  CMHO.  

f. Scoring sheet: A scoring sheet has been developed based on 3 tools - the delivery observation 

checklist, the facility checklist and the client interview form. It has been divided into two major 

sections, practices and input indicators. 

In the scoring sheet, items have been scaled back from their original numbers in order to target the 

most pressing indicators of inputs and practices for maternal and perinatal survival. It includes a 

total of 17 practices and 10 items of inputs. For example, the facility assessment checklist has nearly 

40 parameters, but in the scoring sheet only 10 items have been included. The score for each 

practice is based on its projected impact on maternal and neonatal survival as determined by 

experts, with zero representing presence or an incorrect practice or absence of a beneficial practice 

and the higher number representing the correct practice or absence of a negative practice. For 

practices having a higher impact on maternal or neonatal mortality, a higher score is allocated for  

correct practice. 

Practice score: Practice score has been  developed on the basis of the following: 

?Delivery observation checklist  

?Client interview checklist. 

The maximum potential score depends on whether or not a delivery could be observed during the 

visit of the project staff. For example, if on the day of a particular visit, a delivery can be observed, 

the maximum score would be 25, and if it can’t be observed, then the maximum score would be 19 

because some critical indications can be assessed only through observation. 

On each visit, a score is derived for each facility, and the percentage rate of change of practice is 

assessed (either an increasing rate demonstrating more optimal  actions being implemented, or a 

decreasing rate demonstrating the opposite). This practice score tells us about the quality of 

evidence based care practices at that facility. 
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The QI team member should use local language and terms while conducting the interview and 
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to speed up the labour pains. The interviews should be conducted in a empathetic and not 

authoritative manner. See Annexure 3 for Client Interview Form.
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to authenticate findings if providers altered their practices in front of QI team member. If delivery 
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d. Progress in staff deployment: This checklist provides an idea of the number of staff and 

their training on evidence based care. The following are noted in this checklist:  

a. The list of all staff members deployed at the facility, including the nursing staff, 

gynecologist and pediatrician. 

b. How many of the nurses are SBA trained, and whether the doctors are  trained in 

evidence based delivery care. 

c. Details of staff duty rosters and shifts such as the staff present during the morning 

duties, 8am-2pm, 2pm-8pm, overnight, nurses posted in Facility Based Newborn Care 

Unit, New Born Stabilization Unit: These should be collected from the labour room 

nurse in-charge this information will enable the team member to match case load with 

nursing staff availability at different times. There might be situations in which many 

staff members (nurses) are appointed for MCH duties in a facility, however, some of 

these are redeployed for medicine distribution, some as store keepers, some for JSY 

cheque distribution, and only few might actually deployed for patient care in the 

labour room. Hence there might be situations, when a facility has (say) 20 nursing 

staff, of which 14 are posted during morning hours (8 am–2 pm), 4 during afternoon 

duty and only 2 during the twelve hours night duty, which makes it difficult for them to 

handle the numbers of women during night.

Based on  training status and allocation of work timings of the staff, the team member can suggest 

appropriate distribution of the staff and contract appointments fill the gaps. See Annexure 4 for 

Staff Deployment Checklist. 

e. Monthly MIS report: This report is to be filled by the each team member for each preceding 

month, when s/he visits a facility . This report assesses the delivery load in the facility per month. It 

includes information regarding number of deliveries in the month, number of live births, still births, 

neonatal deaths, number of cesareans, normal deliveries, women referred, maternal deaths, post 

partum hemoglobin tests, etc. See Annexure 5 for Monthly Facility Report.
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Assessment

A monthly facility report should be filled with information gathered from the labour room register. 

This report gives idea of following indicators:

?Work load in terms of deliveries

?Still birth rate

? Neonatal mortality rate (esp. pre discharge)

?Caesarean section rate

Sometimes data is not accurately recorded by the providers (e.g., neonatal deaths, maternal 

complications and deaths). The team member should try and ensure that they are recorded 

accurately. However, s/he should refrain from commenting on the data immediately (e.g., if there is 

high stillbirth rate or high maternal mortality), since that might prevent accurate reporting of data 

in future. For example, a high still birth ratio in a facility could be an indicator of poor childbirth 

practices like frequent augmentation or  fundal pressure being applied.  Any such indication should 

be brought to the notice of the facility in-charge or  CMHO.  

f. Scoring sheet: A scoring sheet has been developed based on 3 tools - the delivery observation 

checklist, the facility checklist and the client interview form. It has been divided into two major 

sections, practices and input indicators. 

In the scoring sheet, items have been scaled back from their original numbers in order to target the 

most pressing indicators of inputs and practices for maternal and perinatal survival. It includes a 

total of 17 practices and 10 items of inputs. For example, the facility assessment checklist has nearly 

40 parameters, but in the scoring sheet only 10 items have been included. The score for each 

practice is based on its projected impact on maternal and neonatal survival as determined by 

experts, with zero representing presence or an incorrect practice or absence of a beneficial practice 

and the higher number representing the correct practice or absence of a negative practice. For 

practices having a higher impact on maternal or neonatal mortality, a higher score is allocated for  

correct practice. 

Practice score: Practice score has been  developed on the basis of the following: 

?Delivery observation checklist  

?Client interview checklist. 

The maximum potential score depends on whether or not a delivery could be observed during the 

visit of the project staff. For example, if on the day of a particular visit, a delivery can be observed, 

the maximum score would be 25, and if it can’t be observed, then the maximum score would be 19 

because some critical indications can be assessed only through observation. 

On each visit, a score is derived for each facility, and the percentage rate of change of practice is 

assessed (either an increasing rate demonstrating more optimal  actions being implemented, or a 

decreasing rate demonstrating the opposite). This practice score tells us about the quality of 

evidence based care practices at that facility. 
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Input score: The second part of the score sheet covers input indicators. This has been developed 

on the basis of  the facility checklist and the staff deployment and training checklist. 

If a particular equipment item or medicine is found in the labour room at the time of the visit, then 

the assigned score is given. If the equipment is present but is not kept in the labour room or if the 

equipment is not present, then zero score is given (e.g., if stethoscope is available in the antenatal 

OPD but not in the labour room, then zero score is given). This also includes the training status of 

the nurses and doctors in SBA and EBC respectively. The maximum score for inputs is 12. The higher 

the score the better is the performance of the facility.  See Annexure 6 for Scoring Sheet.

Finally, the total score achieved by the facility should be compared with its previous score. The 

scoring sheet incorporates scores for each such selected practice and input. Total percentage scores 

for practices and inputs should be separately calculated and assessed against the previous scores of 

the facility.
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Assessment

8 a. On-the-spot feedback to facilities

charge (e.g., Principal Medical Officer/Medical Officer in charge, the nurse in-charge of the labour 

room) by writing a report recording correct performance harmful practices that are being followed 

and beneficial practices that are not being followed. Feedback should be based on practices and 

inputs and should discuss ways to improve them. It is important that both written and verbal 

feedback is given.

Verbal feedback can be given to all staff 

members present, such as the labour room 

nurses, labour room in-charge, doctors and the 

facility in-charge. This feedback can be in the 

form of a discussion regarding gaps in 

equipment and supplies, practices, challenges, 

duties of staff, availability of trained staff, and 

the team member can discuss with them the 

required steps to improve the situation.

Handwritten feedback can be given to the 

facility in-charge and the officer incharge of the 

block (BCMHO or equipment). The feedback 

should include details such as dates of the visit 

to the facility and what was observed. Practices 

and inputs which need improvement can be 

enlisted point-wise and suggestions can be 

mentioned against each point. Also, the scoring 

sheet can be attached.

During visits when the government representative accompanies the QI team to the facility for 

assessment, verbal feedback can be given to the nurse in-charge/doctors during the assessment 

process. Simultaneously, immediate written feedback on the issues and improvements recognized 

at the meeting should be handed over to the government representative and his/her signatures 

alongside that of nurse in-charge/facility in-charge should be taken. This would ideally enable 

them to react faster to the improvements required. Remember, the feedback should be in the nature 

of constructive suggestions and not in form of negative criticism. 

It is very important that the team member should know about funding guidelines issued by the 

health department and in the State Programme Implementation Plan (PIP). This is to ensure that if 

any facility reports absence of equipment and supplies due to lack of funds, then the member 

should be able to tell them where they can locate  funds for purchase of the same.  A format for 

feedback and report card as attached as Annexure 7.

: This can be given by the QI team member to the facility in-

Feedback8
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at the meeting should be handed over to the government representative and his/her signatures 

alongside that of nurse in-charge/facility in-charge should be taken. This would ideally enable 

them to react faster to the improvements required. Remember, the feedback should be in the nature 

of constructive suggestions and not in form of negative criticism. 

It is very important that the team member should know about funding guidelines issued by the 

health department and in the State Programme Implementation Plan (PIP). This is to ensure that if 

any facility reports absence of equipment and supplies due to lack of funds, then the member 

should be able to tell them where they can locate  funds for purchase of the same.  A format for 

feedback and report card as attached as Annexure 7.

: This can be given by the QI team member to the facility in-
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8 b. Sharing of report cards with block and district level health officials: A bimonthly or 

quarterly report regarding the working of the facilities should be shared with district level officers 

(CMHO, RCHO, DPM). This report card consists of a brief assessment of the facility including both 

positive and negative findings. It should especially focus on those issues which need to be handled 

at the district or block level, and need administrative action. Persistent problems at any facility 

which are still not fixed should be mentioned with reasons. If a facility has shown improvement, 

then this should also be mentioned in the report. A copy of a sample report card shared with a 

district  is attached as annexure 12

8 c. Sharing the findings with zonal and state level: Since quality improvement is carried out in 

partnership with state government, findings should be shared with zonal and state government 

officials at a frequency of 3-6 months, as appropriate. This should include a brief report of all 

districts, and comparative scores. Major findings in terms of improvements that occurred and 

persisting gaps should also be mentioned.  

Action Research and Training for Health, Udaipur, 2014.

Feedback

9 a. On site orientation of nurses and doctors: Based on specific gaps in practices identified on a  

visit, the team member can carry out a short orientation of 1-2 hours for facility and nursing staff. 

On site orientation serves two  purposes: 

1. Since all nursing staff may not have attended Skilled Birth Attendance (SBA) training 

course, there will be some nurses who will an in service not have been oriented on evidence 

based care practices and the rationale behind them. Similarly, all doctors may not have 

undergone orientation training on evidence based care. 

2. Even those who have undergone SBA training may not be fully convinced about the need to 

change practices. They may need further orientation and explanation on some of the 

practices, hence brief training using audio visual aids can be useful.

In these on-site training sessions, audio visual presentations and guidance materials which have 

been developed within the programme can be used. The sessions can be supplemented with 

practical examples within the same health facility. The currently available presentations are in 

Hindi and designed in the form of a visual tour, which is expected to have greater impact on the 

understanding of why certain practices should be implemented and why some shouldn’t be. In a 

way that makes it simple for the nursing staff to understand, e.g. the presentation demonstrates 

how unnecessary augmentation can be harmful to the fetus and newborn.

During pre-service training, many doctors and nurses would have observed and learnt several 

MNH care practices that are not evidence based (e.g., routine episiotomy, lithotomy position for 

delivery). Onsite training serves to change their knowledge and attitudes. Team members can 

conduct this session in any available room where nursing staff can sit and watch the presentations 

on a laptop. Ideally, the team member should decide on a suitable date in consultation with staff 

members, when  many members of staff will be free. The most appropriate time for the training 

would be when there is a shift change of nurses (e.g., around 1pm to 3 pm), when  more nurses can  

gather  at the same time.
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gather  at the same time.
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Four  videos are available with this tool kit 

labour, episiotomy, management of eclampsia, PPH, etc. One or more of these videos can be shown 

during the training session.  A brief description of the videos is given below. 

?Animated presentation on “Harmful Effects of Augmentation of Labour” (developed 

by the project): This video depicts the harmful effects of routine augmentation of 

labour, its indications and situations in which it might be appropriate. 

?Animated presentation on Episiotomy (developed by the project): This video 

describes the process of episiotomy-what is it, its indications, and risks associated 

with it. 

?Animated presentation on “Alternative Birth Positions for Delivery” (developed by the 

project): This video shows the advantages of upright position during labour and how 

to conduct delivery in non-supine (upright) positions. 

?Video on Safe Institutional Delivery (developed by government of India and UNICEF): 

This video is in the form of 5 modules, which include: (1) antenatal care (2) care of the 

mother during the different stages of labour, preparations for the delivery, etc. (3) new 

born care, (4) management of eclampsia (5) management of post partum hemorrhage 

The necessary equipment required for the training such as laptop, speakers, etc. should be 

arranged by the team member well in advance. After the training is over, doubts of the participants 

should be entertained and their feedback  should be encouraged. 

9b. Providing communication materials: Some materials have been developed as reminders or 

educational materials for the staff.

 i. Poster on evidence based care practices during each stage of labour and 

immediate postpartum period: This poster lists 19  practices for normal labour, 

classified for each stage of labour. It is available in Hindi and English. The poster  can 

be displayed in labour room, to act as reminder on evidence based care practices.  

See annexure 8a and 8b. 

ii. Recommendations for key delivery and newborn care practices in health 

facilities of Rajasthan: This guidebook provides the rationale for 10 selected 

practices  which have greater impact on maternal and perinatal outcomes. It is in 

simple English and has reader friendly content in question and answer format. It 

has been developed for doctors and district level officers. In  very simple language it 

explains 10 key practices- augmentation of labour, routine episiotomy, position for 

delivery, active management of third stage of labour, monitoring of labour and 

partograph, timing of discharge, readiness to deal with birth asphyxia, initiation of 

breastfeeding, immediate thermal protection of the new born and hand washing for  

delivery and neonatal care. QI team members should carry a few extra copies of this 

book on each visit, and use it during discussions with doctors, especially for those 

on topics such as the harmful effects of augmentation of 
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who have not gone through the orientation training programme on evidence based 

care. They may leave a copy of this book for doctors who request the same . See 

Annexure 9 . 

iii. Posters for front line workers and community members: To improve 

awareness of family members who accompany the woman in labour, a set of five 

posters have been developed.  They may be pasted in the waiting area and postnatal 

ward, where staff and families  can see them. See annexure  10 

 iv. Pamphlet for ASHAs and pregnant women: In an effort to further educate 

community members—primarily ASHAs—about best practices in care related to 

labour and delivery, a handout has been developed in simple Hindi to explain the 

rationale behind important evidence based care practices. These pamphlets can be 

disseminated during meetings with ASHAs and other community level persons so 

that they may demand and comply with safe practices when they accompany a 

woman for delivery.  See annexure 11.
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10.1 Facility level actions

In collaboration with staff of the facility, QI team members can take actions to fill some gaps on the 

spot. Actions might be needed to fill in the gaps related to equipment and supplies, cleanliness and 

practices. This may involve active engagement with all stakeholders like the nurse in-charge, 

doctors, facility in-charge, sweepers, store keeper etc. 

a. Gaps related to equipment or supplies: The supplies of the labour room should always be up to 

date. In some cases, there might be a shortage of delivery equipment, while in other cases, items 

such as stethoscope, BP instrument or neonatal ambubag, or even bed sheets might be available in 

the store room and yet may have not been issued to the labour room. The team member should  

facilitate the labour room staff to contact the store keeper and move the necessary equipment from 

the store to the labour room.

The team member should first check the labour room for supplies. If s/he finds lack of supplies or 

missing equipment or medicines, then s/he should check with the labour room in-charge whether 

the indent for those supplies was filled. If not, then s/he should assist them to indent the item (s) 

required. If the item was indented some time ago, then the team member should follow up with the 

store keeper and ensure supply of the equipment, medicines and other supplies. If the supplies are 

lacking in store room as well, then the team member can inform the facility in-charge and discuss 

whom to approach or purchase it using untied funds of the NHM.  Also s/he should facilitate better 

communication between the labour room and the store room in-charge to ensure smooth 

functioning of the facility. 

b. Gaps related to non-use of a facility: There might be cases in which such as the Newborn 

Stabilisation Unit (NBSU) has been closed for a few days or weeks, with all the functional equipment 

lying inside. The team member can find out from staff involved about the reasons for it. Esperence 

has revealed that at time there are trivial reasons such as "the key is missing” and “nobody has taken 

responsibility for it”. In such cases, the team member can get the room opened and make sure it 

begins to be used, while also looking into human resource availability.

c. Gaps related to cleanliness: Sometimes cleanliness of facility (especially labour room) is very 

poor. The team member might find that the labour table, the wash basin and most of the equipment 

stained with old blood or having cigarette butts lying around. It might appear in such facilities, that 

nobody wants to take responsibility for cleanliness of the labour room and postnatal ward. In such 

cases, the team member should help ensure that the cleaning staff is present and that there is a 

system in place for regular cleaning of the labour room, labour table and all equipment. 
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Quality Improvement Toolkit 

Action Research and Training for Health, Udaipur, 2014.

Gaps related to staff deployment: The team member should recommend appropriate 

distribution of staff as per need the facility with an average of 60-70% in the day time since there are 

patients in the OPD and 30-40% at night. If the number of staff/doctors is inappropriate or the 

number of trained staff is low, the facility in-charge should be informed so as to facilitate internal 

transfer or new recruitment and fill in the gaps.

Discharge Card: A discharge card has been developed, to help assess and ensure that the mother 

and baby are in fit condition to be discharged. The team member should make sure that the staff 

(nurse or doctor) use it to assess condition of mother and baby before discharge. See Annexure 13 

for a sample discharge card. 

10.2. District level actions

During facility visits, the team member might come across some issues, in which the facility staff is 

unable to resolve the problem. Such issues need to be discussed with district CMHO for his/her 

action. 

i. Purchasing and supplying items: For example, the facility in charge may not be 

clear whether they have the authority to purchase certain items and might need 

approval from the district authority. 

ii. Recruitment or deployment of staff: Similarly, sometimes there might be a 

shortage of staff at facility level, and the district officer might be in a position to 

recruit contractual staff at the facility, or depute staff from another facility, where 

delivery caseload is lower. 

iii. Quarterly visits by district level government officials: Once the QI team has 

started conducting quality improvement visits, they should also try to ensure that 

district or block level officers visit the facilities once in 3-4 months. During these 

visits, the team should assess the facility in presence of district level officers, so that 

they understand the situation first hand, take steps to fill the gaps, and give necessary 

feedback and instructions to facility level staff.  

iv. Training of nurses in skilled attendance: In those facilities where a large 

proportion of nurses are not trained in  skilled attendance (SBA), it is a priority that 

the team member discusses the situation with district level officers, and enables 

more nurses from high caseload faciltiies to undergo SBA training. S/he should also 

encourage more nurses who are involved in clinical work to undergo SBA training. 

Through SBA training, the nurses will become more skilled in providing care for 

women and newborns around the time of childbirth. 
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patients in the OPD and 30-40% at night. If the number of staff/doctors is inappropriate or the 

number of trained staff is low, the facility in-charge should be informed so as to facilitate internal 

transfer or new recruitment and fill in the gaps.
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approval from the district authority. 

ii. Recruitment or deployment of staff: Similarly, sometimes there might be a 

shortage of staff at facility level, and the district officer might be in a position to 

recruit contractual staff at the facility, or depute staff from another facility, where 

delivery caseload is lower. 

iii. Quarterly visits by district level government officials: Once the QI team has 

started conducting quality improvement visits, they should also try to ensure that 

district or block level officers visit the facilities once in 3-4 months. During these 

visits, the team should assess the facility in presence of district level officers, so that 

they understand the situation first hand, take steps to fill the gaps, and give necessary 

feedback and instructions to facility level staff.  

iv. Training of nurses in skilled attendance: In those facilities where a large 

proportion of nurses are not trained in  skilled attendance (SBA), it is a priority that 

the team member discusses the situation with district level officers, and enables 
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Through SBA training, the nurses will become more skilled in providing care for 
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10.3. Zonal or state level actions

I. One day orientation programme for doctors: It is useful to arrange a one day 

orientation programme for all the doctors of selected facilities, so that they get 

oriented on the rationale behind all evidence based care practices and recent 

research updates on childbirth practices and newborn care. If they have any 

queries, then these can be resolved during this orientation programme. This 

orientation programme should be conducted in partnership with state or zonal 

level government officers. Experts on evidence based maternal and neonatal health 

care should act as trainers. The trainers should have very sound knowledge of 

evidence based care practices, understanding the situation at community health 

centers and should conduct the session in a non-authoritarian manner. 

Additionally, it is important to have a Director, Reproductive and Child Health or 

Officer Joint Director of the zone to chair an opening or closing session, to provide 

guidance on behalf of the state. A sample schedule for such a programme is 

attached in annexure 14 .
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Conclusion11

This tool kit has been developed so that the childbirth can become safer when women go to deliver 

at public health facilities, with the ultimate goal of reducing maternal and neonatal mortality. It 

contains tools used in a quality improvement programme in Rajasthan from 2009 to 2014. With 

necessary adaptations, it can be used in other parts of India or other similar countries, where issues 

related to childbirth practices are similar. 

The toolkit is only an aid to various components of this can be adapted based on state or district 

level contexts. For effective use of this toolkit, everyone involved in quality assurance process 

should agree on its purpose and how the results will be used.  For example, it should be kept in mind 

that this toolkit only serves to assess and improve the quality of routine childbirth and has not been 

developed for emergency obstetric and neonatal care.  

At the macro level, the results of assessment and feedback might show need for some actions that 

need more fund allocation at country level. It might be possible that the assessment reveals a need 

for better reallocation of staff from state level, or developing norms for staff presence based on 

delivery caseloads. At national or state level, policy makers might decide to integrate the training on 

evidence based care practices during pre service training of doctors and nurses, and might work  

facilitate  appropriate changes in curricula. It is also possible that the state government decides to 

make changes at level of medical colleges where most doctors learn their practices and which are 

seen as role models. We feel that this toolkit is a small step to facilitate the process of quality 

improvement and will continue to evolve as needs  of public health facilities change over time.
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Was the pubic hair of the labouring woman shaved?

Was she administered enema?

Was the progress of labour recorded in the partograph?

Was the delivery conducted in semi-sitting position or in 

non supine position comfortable to her?

During labour, were the fetal heart sounds monitored with 

the help of a stethoscope? 

Was mother's blood pressure and pulse monitored during 

labour at least once in 2 hours? 

Did the nurse/ doctor wash his/her hands before 

conducting vaginal examination? 

Was episiotomy given ?

Were sterilized gloves used during vaginal examination?

Was the mother given any medicines/ injections/gel for 

augmentation of labour?

Before delivery, did the nurse/doctor wash his/her hands?

Observation of Delivery Checklist

Observation check list for evidence based delivery and new born care practices

Sr. No II observationI observationPractices

Mother's 

Name/Husband's 

name/Address of 

deliveries observe

Mother's 

Name/Husband's 

name/Address of 

deliveries observe

Annexure 1

Name of Observer

Name of District

Name of Block

Name of facility

Date

Time

1

2

3

4

5

6

7

8

9

10

11

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No
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Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No
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Was fundal pressure applied to push the baby out?

After delivery, was the cord cut after a minute or did they wait 

till the heart beat stop in the cord?

Was the drying and wrapping of newborn done properly?

Was the women given oxytocin after the baby was delivered 

and the doctors checked to make sure that another baby did 

not exist in the womb?

Did the nurse massage the mother's abdomen (uterus ) 

after delivery?

Was the mother's vagina packed after delivery?

Was a suction of baby’s nose and mouth carried out after 

birth?

If suction was done, which instrument was used for 

suction? 

Was the breastfeeding started within an hour of the 

delivery?

Was the woman’s BP checked after delivery in the labour 

room?

After delivery, was the mother’s pulse checked inside the 

labour room?

Sr. No II observationI observationPractices

12

13

14

15

16

17

18

19

20

21

22

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Mucus sucker/
Electrical suction

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Yes/No

Mucus sucker/
Electrical suction

Yes/No

Yes/No

Yes/No
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 Facility assessment checklist

  Assessment of equipment and supplies in labour room and other facilities 

 District-                                                                    Block-

 Facility -                                                                  Response by-

Assessment of practices in the facility  (equipment)                                                 Visit-

Date-  Date-

Is a Generator or Invertor present?
Generator+Inverto
Generator/Invertor

Is the generator or Invertor in working order?

Cloth (1m*1m) for drying and wrapping newborn

Scissors 

Disposable cord lamp/cord tie/thread

Cord clamp or artery forceps

Disposable mucus sucker

Silicon Ambu bag for newborn

Silicon Ambu bag for adult

2 neonatal masks (small and large)

Clock with seconds needle

Baby tray

Room heater

Radiant Warmer/ Bulb

Pan weighing scale for newborn

Low reading thermometer (min reading 35° C)

Synthetic, washable warm blanket for LBW babies  

Oxytocin available in labour room

Magnesium sulfate in labour room

Disposable syringe 5 ml

Needle size: 22, 23

Stethoscope

Visit-

Action Research and Training for Health, Udaipur, 2014. Action Research and Training for Health, Udaipur, 2014.

BP instrument

Partograph chart

Gauze pieces to clean baby's mouth

Washbasin with soap and running water 

Autoclave drum in labour room  

Steam sterilizer/ boiler in labour room

Antiseptic solution (chlorhexidine/ savlon)

Povidone iodine solution     

Bleaching powder/Chlorine solution

Latex gloves

Long rubber gloves (for cleaning floors, dirty instruments etc.)

Labour room condition? Dirty/Clean

Condition of the labour table? Dirty /Clean

Was blood stuck on the labour table?

What is the condition of the neonatal trolley? Dirty/Clean

How many beds (neonatal warmers) does the neonatal nursery
(FBNC/NBSU) have? Nomber of beds

How many beds does the postnatal ward room? Number of beds

Oxygen cylinder

IEC Material(chart) on Evidence  based practices
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 District-                                                                    Block-

 Facility -                                                                  Response by-

Assessment of practices in the facility  (equipment)                                                 Visit-

Date-  Date-

Is a Generator or Invertor present?
Generator+Inverto
Generator/Invertor

Is the generator or Invertor in working order?

Cloth (1m*1m) for drying and wrapping newborn

Scissors 

Disposable cord lamp/cord tie/thread

Cord clamp or artery forceps
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Silicon Ambu bag for adult
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Clock with seconds needle

Baby tray
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Radiant Warmer/ Bulb

Pan weighing scale for newborn

Low reading thermometer (min reading 35° C)

Synthetic, washable warm blanket for LBW babies  

Oxytocin available in labour room

Magnesium sulfate in labour room

Disposable syringe 5 ml

Needle size: 22, 23

Stethoscope

Visit-

Action Research and Training for Health, Udaipur, 2014. Action Research and Training for Health, Udaipur, 2014.

BP instrument

Partograph chart

Gauze pieces to clean baby's mouth

Washbasin with soap and running water 

Autoclave drum in labour room  

Steam sterilizer/ boiler in labour room

Antiseptic solution (chlorhexidine/ savlon)

Povidone iodine solution     

Bleaching powder/Chlorine solution

Latex gloves

Long rubber gloves (for cleaning floors, dirty instruments etc.)

Labour room condition? Dirty/Clean

Condition of the labour table? Dirty /Clean

Was blood stuck on the labour table?

What is the condition of the neonatal trolley? Dirty/Clean

How many beds (neonatal warmers) does the neonatal nursery
(FBNC/NBSU) have? Nomber of beds

How many beds does the postnatal ward room? Number of beds

Oxygen cylinder

IEC Material(chart) on Evidence  based practices
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Checklist for Client Interview in postnatal ward

 S.N. Name of mother/husband/Address                                            Woman 1                     Woman 2

  

 1- What was the time of delivery?                                                       Place-                          Place-
 (For coding only) Hours after delivery?                                       Date- Date-
       Time-            Time-

   2- Were you given an enema before delivery?            Yes/No  Yes/No

   3- Was your pubic hair shaved before delivery?                            Yes/No   Yes/No

   4- Was your baby's heart beat checked during labour pain?            Yes/No   Yes/No

   5- Was your BP and pulse checked during labour pain?            Yes/No   Yes/No

   6- Were you administered any injection or medicines before Yes/No   Yes/No
delivery to increase labour pain?                                                                     

   7- Was episiotomy done? Primi / multi                                             Yes/ No                    Yes/ No

   8- Was abdominal pressure done to push the baby out?            Yes/ No                    Yes/ No

   9- Under what position/ condition was delivery conducted?   Lithotomy/ sitting     Lithotomy/ sitting

  10- Were you given any injection immediately after delivery?             Yes/ No Yes/ No

  11- How many hours after delivery did you feed your child?    Within half hour/      Within half hour/

   Between1-4 Hrs         Between1-4 Hrs

                                                                                                                                      Between 4-12 Hrs     Between 4-12 Hrs

                      Not yet                          Not yet

  12- Within 12 hours of the delivery, how many times did the                   Yes/ No                      Yes/ No
                nurse check BP?

  13- Did the nurse check the baby after delivery?                             Yes/ No                      Yes/ No

  14- After delivery, was a pad kept on the vegina?       Yes/ No                      Yes/ No

  15- How long after the delivery were you discharged from            

 the hospital?                                                                                 

Between 1-4 Hrs
Between 4-8 Hrs   
Between 8-12 Hrs
Between 12-24 Hrs
After 48 Hrs

Between 1-4 Hrs
Between 4-8 Hrs   
Between 8-12 Hrs
Between 12-24 Hrs
After 48 Hrs

Action Research and Training for Health, Udaipur, 2014.

District       
Facility             I Visit                                   II Visit

Date

Nurses Posted in LR (Mention Names)

Nurses staff Duty Plan

Nurses Posted in FBNC (Mention Names)

Gynecologist (DGO,MD,MS) Mention Names                      Oriented on EBC     Oriented on EBC

Pediatrician  (Mention Names)

      SBA Trained or Not Trained- T/ NT

Annexure 4

Progress of Staff Deployment

 Progress in Staff Deployment and Training 
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Annexure 5

Monthly Facility Report

 District-                                                                                                                                              Block-

 Facility -                                                                   

Month Name

Response by

Total Numbers of Deliveries 

Number of live births

Number of still births

Number of newborn dead (after delivery & before discharge)

Type of delivery 

a) Normal

b) Forceps

c) CS

Any maternal complication

Breech

Number of new born referred  to higher facility

Number of maternal referrals

Number of blood units used?

Number of maternal deaths (in facility and those who were 
referred)

Number of women with maternal complications who went 
LAMA/pregnant/postpartum/absconded

Action Research and Training for Health, Udaipur, 2014.
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Annexure 6

Scoring Sheet

Date of visit :               

                       Practices indicators

Shaving of pubic hair Y=0 n=1   Deli obser RDW Interview

Routine Enema Y=0 n=1 Deli obser RDW Interview

Partograph chart used Y=1 n=0 Deli obser

FHS heard during labour Y=1 n=0 Deli obser RDW Interview

Position of delivery Lithotomy=0 sitting=1 Deli obser RDW Interview

Augmentation of labour Y=0 n=3 Deli obser RDW Interview

Episiotomy for primis Y=0 n=2 Deli obser RDW Interview

Abdominal pressure Y=0 n=1 Deli obser RDW Interview

IM oxytocin after delivery Y=3 n=0 Deli obser RDW Interview

Vaginal packing Y=0 n=1 Deli obser RDW Interview

Proper drying and wrapping of new born Y=1 n=0 Deli obser

Routine suction of all new born Y=0 n=1 Deli obser

Initiation of breast feeding within 1 hour N=0  y=2 Deli obser RDW Interview

Timing of discharge <12 hr=0 >24 hr=2 RDW Interview

Sterile gloves used for delivery Y=1 n=0 Deli obser

Hand washing before conducting delivery Y=1 n=0 Deli obser

Post partum check up in ward Y=2 n=0 RDW Interview

Total Score for this facility       25            20

Total score possible

% score for practices

                       Input Indicators

Ambubag kept ready in LR Y=1 N=0 Facility assess.

BP Instru+stheto ready in LR Y= N=0 Facility assess.

Washbasin and running water in LR Y=1 N=0 Facility assess.

Autoclave present in working condition Y=1 N=0 Facility assess.

Labour room clean Y=1 N=0 Facility assess.

Labour room condition Clean=1 Has blood 
stuck=0

Oxytocin available in LR Y=1 N=0 Facility assess.

Staff in LR SBA trained All=2 Half=1 Facility assess.

Doctors (who conduct delivery) oriented on EBC All=2 Half=1 Facility assess.

IEC material (chart) on evi based practices Y=1 No=0 Facility assess.
displayed in LR

Total Score for this facility            12

Total score possible

% score for practices

  Score 
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Date:

Time:

Today a joint visit was undertaken by  ------------------------------------------------------------(government officer) 

and--------------------------------------------------(representative from ARTH) -------------------------------------------

During this visit, following suggestions here made -

Major suggestions                                                                                               Responsible person

Signature ----------------------                             Signature ----------------------                     Signature --------------------

Post -----------------------------        Post -----------------------------                     Post --------------------------

Name  --------------------------        Name  --------------------------                     Name  ------------------------

(ARTH/Govt.)                (ARTH/Govt.)                (ARTH/Govt.)

Annexure 7

Facility Feedback Forms

"Parijaat"

Action Research and Training for Health, Udaipur, 2014. Action Research and Training for Health, Udaipur, 2014.

Annexure 8 a

Poster on evidence based practices to be displayed  in labour room 



Quality Improvement Toolkit 3332 Quality Improvement Toolkit 

Date:

Time:

Today a joint visit was undertaken by  ------------------------------------------------------------(government officer) 

and--------------------------------------------------(representative from ARTH) -------------------------------------------

During this visit, following suggestions here made -

Major suggestions                                                                                               Responsible person

Signature ----------------------                             Signature ----------------------                     Signature --------------------

Post -----------------------------        Post -----------------------------                     Post --------------------------

Name  --------------------------        Name  --------------------------                     Name  ------------------------

(ARTH/Govt.)                (ARTH/Govt.)                (ARTH/Govt.)

Annexure 7

Facility Feedback Forms

"Parijaat"

Action Research and Training for Health, Udaipur, 2014. Action Research and Training for Health, Udaipur, 2014.

Annexure 8 a

Poster on evidence based practices to be displayed  in labour room 



34 Quality Improvement Toolkit 

Action Research and Training for Health, Udaipur, 2014.

Annexure 8 b

Poster on evidence based practices to be displayed  in labour room (English)
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Brochure on evidence-based practices for ASHAS 
and Community Health Worker 
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Brochure on evidence-based practices for ASHAS 
and Community Health Worker 
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izlo ihM+k ds nkSjku ns[kHkky
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izlo o uotkr f'k'kq ns[kHkky dh xq.koRrk lq/kkjuk  

ftyk fjiksVZ dkMZ 

I  i`"BHkwfe

jk"Vªh; xzkeh.k LokLF; fe'ku ds vUrxZr ekr` o uotkr f'k'kq e`R;q esa deh ykus ds fy;s dbZ ;kstuk,a lapkfyr dh tk jgh gSaA 
ftlesa lqjf{kr laLFkkxr izlo dks c<kok nsuk eq[; gSA blds QyLo:i laLFkkxr izloksa esa 42 izfr'kr o`f+) gqbZ gS] mnkgj.k 
ds rkSj ij lu~ 2005&06 esa ;g nj 28 izfr'kr Fkh tks lu~ 2011&12 esa 70 izfr'kr rd gks xbZA

,d laLFkkxr izlo rc lqjf{kr dgykrk gS tc izlo ds nkSjku o izloksijkUr os lHkh vko';d dk;Z fd;s tk;s tks efgyk ;k 
uotkr f'k'kq dks izlo tfur xaHkhj leL;k gksus ls cpk ldas] o ;fn eka vkSj cPps esa dksbZ leL;k gks tkrh gS rks mls rqjUr 
igpku dj mldk mipkj fd;k tk ldsA jktLFkku esa fd;s x;s 'kks/k ls ;g Kkr gqvk gS fd laLFkkuksa ij izlo ds nkSjku dqN 
,slh izfØ;k,a viukbZ tk jgh gSa tks mi;qDr ugh gS mnkgj.k ds rkSj ij izlo ihMk ds nkSjku nnZ c<kus ds bUtsD'ku nokbZ;ka o 
tSy dk iz;ksx] isV ij /kDdk yxkuk] izlo ds le; phjk yxkuk] ,fifl;ksVkWeh nsuk vkfnA

laLFkkxr izlo dh xq.koRrk dks lq/kkjus ds fy;s funs'kky; fpfdRlk LokLF; ,oa ifjokj dY;k.k foHkkx jktLFkku ljdkj] 
la;qDr jk"Vª tula[;k dks"k ,oa vFkZ }kjk ikfjtkr dk;ZØe ds vUrxZr izlo o uotkr f'k'kq ns[kHkky dh xq.koRrk esa o`f) gsrq 
igy dj ekr` ,oa f'k'kq e`R;q nj esa deh ykus dh fn'kk esa iz;kl fd;k gSA bl dk;ZØe esa LokLF; foHkkx jktLFkku ljdkj ds 
lq>ko ls Hkjriqj o mn;iqj laHkkx ds lHkh ftyksa ¼Hkjriqj] /kkSyiqj] djkSyh] lokbzZek/kksiqj] mn;iqj] ckalokM+k] izrkix<+] 
fpRrkSMx<+] jktleUn] Mwaxjiqj½ esa dk;Z fd;k x;kA  

II  mn~ns';  

1- LokLF; laLFkkuksa ij izlo ds nkSjku ,oa izlo ds ckn ekr` ,oa f'k'kq ns[kHkky dh xq.koRrk lq/kkjuk

2- LokLF; laLFkkuksa ij dk;Zjr lsok iznkrkvksa dks xq.koRrk ;qDr ns[kHkky ij izf'k{k.k  

III ftys esa LokLF; laLFkkuksa dh p;u izfØ;k

ftys esa ihlhVh,l vkadMs 2011 ds vuqlkj 900 ls vf/kd okf"kZd izlo Hkkj okys LokLF; laLFkkuksa ij bl dk;ZØe dk 
lapkyu fd;k x;kA

IV eq[; xfrfof/k;k¡

LokLF; laLFkku ij fu;fer ¼nks rhu ekg esa ,d ckj½ foftV fd;s x;s rFkk fuEu pj.kksa ds ek/;e ls xq.koRrk lq/kkj gsrq iz;kl 
fd;s x;sA

?LokLF; laLFkkuksa dk vkadyu (Assessment)

?vkadyu ls izkIr ifj.kkeksa dh tkudkjh nsuk (Feedback)

?xq.koRrk lq/kkj gsrq lsok iznkrkvksa dks de le; dk eYVhehfM;k izzf'k{k.k (Training)

?laLFkku ij dfe;ksa dks nwj djus ds fy;s mfpr dne (Action)  

V ifj.kke

izlo izfØ;kvksa ds vH;kl esa lq/kkj ,oa izlo d{k esa midj.kksa dh miyC/krk dh izxfr dks tkuus ds fy, Ldksj i)fr dks 
viuk;kA blds ,d Ldksj pSdfyLV rS;kj dh xbZA bl Ldksj pSdfyLV ds vuqlkj izR;sd foftV esa laLFkku ds izlo 
izfØ;kvksa ds vH;kl esa lq/kkj ,oa izlo d{k esa midj.kksa dh miyC/krk dk Ldksj iznku fd;kA ftlds ifj.kkeksa dk fooj.k bl 
izdkj gSA

Sample facility report card for district officers 

"Parijaat"

Annexure 10

Action Research and Training for Health, Udaipur, 2014.
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2- foftV ds vuqlkj izlo izfØz;kvksa esa cnyko o izlo d{k esa midj.k o vU; lkexzh dh miyC/krk  dh fLFkfr

  izlo izfØ;kvksa ds vH;kl dk Ldksj

'kq:vkrh DokVjksa esa izlo izfØ;kvksa ds vH;kl dkQh csgrj gq, ftlds dkj.k izlo d{k ds uflZax LVkWQ dk ,lch, izf'k{k.k 
ysus ds ckn bUgksaus vius vH;kl esa cnyko fd;kA foftV Vhe ds lq>koksa dk vuqlj.k fd;kA DokVj 5 ls 6 ds e/; ds eghuksa 
esa laLFkku ij dksbZ foftV ughaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa gqbZ ftlds ifj.kkeLo:i izlo vH;kl dh xq.koRrk esa deh vk;hA DokVj 9 esa izlo d{k ds 
LVkWQ dh M~;wVh cny tkus ds dkj.k ,d ckj fQj Ldksj de gq,A

izlo d{k esa midj.k o vU; lkeku dh miyC/krk dk Ldksj

VI fu"d"kZ

LokLF; laLFkkuksa esa tks cnyko gks lds

v½ izlo izfØ;kvksa esa tks cnyko gq,
?nnZ c<kus ds fy, mi;ksx esa fy;s tk jgh nokbZ;ksa dk vfu;fU=r mi;ksx de gqvkA
?izlo dh rhljh voLFkk ds lØh; izcU/ku ds :i esa izlo ds rqjUr ckn vkWDlhVksflu bUtsD'ku dk mi;ksx gksus 

yxkA
?izR;sd izlo ds fy, LVjykbZTM XyOt dk mi;ksx gqvk gSA 
?f'k'kq tUe ds ,d ?kUVs ds vUnj mls ekW dk nw/k fiykus dh 'kq:vkr lqfUk'pr gksus yxhA
?izlo ds nkSjku efgyk ds isV ij /kDdk yxkuk cUn gqvk gSA
?izR;sd efgyk dks izlo ls iwoZ yxk;k tk jgk ,Sfuek cUn gqvkA
?vf/kdrj laLFkkuksa ij otkbZuy iSfdax cUn gqbZ gSA

Action Research and Training for Health, Udaipur, 2014.

1- Ikzlo izfØ;kvksa ds izFke o vfUre vkadyu dk Ldksj

izR;sd laLFkku dks izfØ;kvksa ds vk/kkj ij Ldksj fn;k x;k ftldk fooj.k fuEukuqlkj gSA

izlo izfØ;kvksa dk vH;kl dk Ldksj

laLFkkuksa ij izlo izfØ;kvksa ds vH;kl esa lq/kkj ykus ds fy, AFTA j.kuhfr dks viuk;kA ftlds ifj.kkeLo:i laLFkkuksa esa 
lq/kkj gqvkA LokLF; laLFkkuksa ij yxkrkj foftV] ljdkjh izfrfuf/k;ksa ds lkFk la;qDr foftV] izlo d{k LVkWQ o laLFkk izHkkjh 
dks le;&le; ij QhMCkSd] MkWDVj dk;Z'kkyk rFkk uflZaxdfeZ;ksa dks eYVhehfM;k izTksUVs'ku vkfn xfrfof/k;ksa dh laLFkkuksa ds 
Ldksj o`f) dh eq[; Hkwfedk esa jgh gSA lHkh laLFkkuksa ij izlo izfØ;kvksa ds vH;kl Ldksj dh rqyuk ¼izFke o vfUre Ldksj½ ls 
djsa rks lHkh laLFkkuksa ds Ldksj esa o`f) gqbZ gSA

izlo d{k midj.k o vU; lkeku dh miyC/krk dk Ldksj

laLFkkuksa ds izlo d{k esa vkadyu lwph ds vuqlkj vko';d lHkh midj.k o lgk;d lkexzh dh miyC/krk ughaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa FkhA ftls 
DokfyVh bEizwoesUV Vhe ds lg;ksxkRed lqijfotu o laLFkk izHkkjh vkSj izlod{k izHkkjh ds }kjk mBk;s dneksa ls bl deh dks 
iwjk fd;k x;kA orZeku esa vkadyu pSdfyLV ds vuqlkj vko';d midj.k o lgk;d lkexzh dh miyC/krk dk Ldksj 92 
izfr'kr rd iw.kZ gqvk gSA
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2- foftV ds vuqlkj izlo izfØz;kvksa esa cnyko o izlo d{k esa midj.k o vU; lkexzh dh miyC/krk  dh fLFkfr

  izlo izfØ;kvksa ds vH;kl dk Ldksj

'kq:vkrh DokVjksa esa izlo izfØ;kvksa ds vH;kl dkQh csgrj gq, ftlds dkj.k izlo d{k ds uflZax LVkWQ dk ,lch, izf'k{k.k 
ysus ds ckn bUgksaus vius vH;kl esa cnyko fd;kA foftV Vhe ds lq>koksa dk vuqlj.k fd;kA DokVj 5 ls 6 ds e/; ds eghuksa 
esa laLFkku ij dksbZ foftV ughaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa gqbZ ftlds ifj.kkeLo:i izlo vH;kl dh xq.koRrk esa deh vk;hA DokVj 9 esa izlo d{k ds 
LVkWQ dh M~;wVh cny tkus ds dkj.k ,d ckj fQj Ldksj de gq,A

izlo d{k esa midj.k o vU; lkeku dh miyC/krk dk Ldksj

VI fu"d"kZ

LokLF; laLFkkuksa esa tks cnyko gks lds

v½ izlo izfØ;kvksa esa tks cnyko gq,
?nnZ c<kus ds fy, mi;ksx esa fy;s tk jgh nokbZ;ksa dk vfu;fU=r mi;ksx de gqvkA
?izlo dh rhljh voLFkk ds lØh; izcU/ku ds :i esa izlo ds rqjUr ckn vkWDlhVksflu bUtsD'ku dk mi;ksx gksus 

yxkA
?izR;sd izlo ds fy, LVjykbZTM XyOt dk mi;ksx gqvk gSA 
?f'k'kq tUe ds ,d ?kUVs ds vUnj mls ekW dk nw/k fiykus dh 'kq:vkr lqfUk'pr gksus yxhA
?izlo ds nkSjku efgyk ds isV ij /kDdk yxkuk cUn gqvk gSA
?izR;sd efgyk dks izlo ls iwoZ yxk;k tk jgk ,Sfuek cUn gqvkA
?vf/kdrj laLFkkuksa ij otkbZuy iSfdax cUn gqbZ gSA

Action Research and Training for Health, Udaipur, 2014.

1- Ikzlo izfØ;kvksa ds izFke o vfUre vkadyu dk Ldksj

izR;sd laLFkku dks izfØ;kvksa ds vk/kkj ij Ldksj fn;k x;k ftldk fooj.k fuEukuqlkj gSA

izlo izfØ;kvksa dk vH;kl dk Ldksj

laLFkkuksa ij izlo izfØ;kvksa ds vH;kl esa lq/kkj ykus ds fy, AFTA j.kuhfr dks viuk;kA ftlds ifj.kkeLo:i laLFkkuksa esa 
lq/kkj gqvkA LokLF; laLFkkuksa ij yxkrkj foftV] ljdkjh izfrfuf/k;ksa ds lkFk la;qDr foftV] izlo d{k LVkWQ o laLFkk izHkkjh 
dks le;&le; ij QhMCkSd] MkWDVj dk;Z'kkyk rFkk uflZaxdfeZ;ksa dks eYVhehfM;k izTksUVs'ku vkfn xfrfof/k;ksa dh laLFkkuksa ds 
Ldksj o`f) dh eq[; Hkwfedk esa jgh gSA lHkh laLFkkuksa ij izlo izfØ;kvksa ds vH;kl Ldksj dh rqyuk ¼izFke o vfUre Ldksj½ ls 
djsa rks lHkh laLFkkuksa ds Ldksj esa o`f) gqbZ gSA

izlo d{k midj.k o vU; lkeku dh miyC/krk dk Ldksj

laLFkkuksa ds izlo d{k esa vkadyu lwph ds vuqlkj vko';d lHkh midj.k o lgk;d lkexzh dh miyC/krk ughaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa FkhA ftls 
DokfyVh bEizwoesUV Vhe ds lg;ksxkRed lqijfotu o laLFkk izHkkjh vkSj izlod{k izHkkjh ds }kjk mBk;s dneksa ls bl deh dks 
iwjk fd;k x;kA orZeku esa vkadyu pSdfyLV ds vuqlkj vko';d midj.k o lgk;d lkexzh dh miyC/krk dk Ldksj 92 
izfr'kr rd iw.kZ gqvk gSA
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 c½ izlo d{k esa midj.k o vko';d lkeku dh miyC/krk
?laLFkkuksa ds izlo d{k esa de ls de rhu izlo fdV dh miyC/krk lqfuf'pr gqbZ gSA
?izlo d{k esa chih bLVwesUV] LVsFkksLdksi] vEcw cSx] E;wdl ldj dh miyC/krk gqbZ gSA
?izlo d{k esa vkWVksDys Mªe] LVhe LVjykbZts'ku dh miyC/krkA
?lHkh laLFkkuksa ij ubZ izlo Vsfcyksa dh miyC/krkA
?izR;sd laLFkku ij izlo gsrq LVjykbZt XyOt dh miyC/krkA

    

LokLF; laLFkkuksa ij tks cnyko de gks lds 

v½ izlo ns[kHkky lEcfU/kr izfØ;kvksa gsrq
l

ftldks dqN leL;k gqbZ gSA izHkkjh lHkh efgykvksa ds chih dh tk¡p ughaaaaa gksus dk dkj.k LVkWQ dh deh crkrs gSA 
lizlo nnZ ds xHkZLFk f'k'kq ds ân;xfr ¼,Q,p,l½ tk¡p lHkh efgykvksa dh ughaaaaa gksrh gSA uflZax LVkWQ dk ekuuk gS 

fd vko';drk gksrh gS rks ns[k ysrs gS] ckj ckj ns[kuk t:jh ughaaaaaa gSA  
likVksZxzkQ dk mi;ksx LVkWQ crkrk gS fd gekjs ikl ts,lokbZ dk bruk fyf[kr dk;Z gksrk gS] og gh iwjk ughaaaaa gks 

ikrk rks ikVksZxzkQ dSls HkjsaA
lizzlo nnZ c<kus okyh nokbZsa ds vfu;fU=r iz;ksxA blesa fo'ksdj xkksdkWyksftLV dk ekuuk gS fd laLFkku ij izlo 

dk Hkkj vf/kd gS rks tYnh izlo djkdj fuiVkuk gksrk gSA blds vykok efgyk ds lkFk okys tYnh izlo djkus ds 
fy, ncko Mkyrs gaS rks bUtsD'ku yxkdj ,fifl;ksVkseh nsdj izlo djkrs gSA  

lcSBh fLFkfr esa izlo djok tkukA LVkWQ dks bl rjg izlo djkus dk vuqHko ughaaaaa gksus ls vkRe fo'okl ughaaaaa gSA
lizlo djkus ls iwoZ ulZ }kjk vius gkFk ughaaaaa /kksukA bldk dkj.k LVkWQ dks bldh vknr ughaaaaa gSs ,oa bl vksj /;ku 

ughaaaaa nsrs gSA  
lizlo ds ckn eka o f'k'kq dh t:jh tk¡p ughaaaa gksrh gSA blesa Hkh dkj.k LVkWQ dh vksj ls /;ku ughaaaa nsuk gSA budk 

ekuuk gS fd leL;k gksxh rks yksx [kqn vkdj crk;sxsaA 
c½ izlo dh O;oLFkkvksa gsrq

?izlo d{k o izlo Vsfcyksa dh ges'kk lQkbZ O;oLFkkA bldk dkj.k lQkbZdehZs dh deh ,oa dgha dgha lQkbZdehZ 
d s }kjk dk; Z ugh aa a a djuk vkfn dkj.k n[s k s x; s gAS  ilz o Vfs cyk as ij le;&le; ij edS UkVklW  dk cnyko ugh a gkrs k gAaS

?izlo lEcfU/kr lkeku dk lgh rjhds ls LVjykbZt'ksu ughaaaa gksrk gSA bl fLFkfr dk Li"V dkj.k LVkWQ dk bl 
vksj /;ku ughaaaa nsuk gSA 

?izlo d{k esa f'k'kq dks ikSNus ds Vkoy o yisVus ds fy, dacy dh miyC/krk ughaaaa gSA
?Cyhfpax dk fu;fer ?kksy ughaaaa curk gSA 

izlo ds ckn eka o f'k'kq ns[kHkky dh xq.koRrk dks csgrj cukus esa izHkkoh dk;Z 
?aLFkkuksa dk fu;fer vkadyu 
?uflZx LVkWQ dk ,lch, ij izf'k{k.k o eYVhehfM;k ds }kjk laLFkku ij izlo izfØ;kvksa ij LVkWQ dk izf'k{k.k
?ftyk Lrjh; vf/kdkjhs dks laLFkku dh fLFkfr dh tkudkjh muds lkFk laLFkku ij la;qDr foftV ,oa ehfVax

mijksDr dne laLFkkuksa ij cnyko ykus esa lcls izHkkoh jgs gSaA ftlds ek/;e ls lsok iznkrkvksa dh dqyrkvksa esa o`f) 
gqbZ gS vkSj izlo ,oa f'k'kq ns[kHkky dh xq.koRrk dks csgrj cuk;k x;k gSA

izR;sd efgyk ds izlo ls igys o izlo ckn chih dh tk¡p ughaaaaa gksrh gSA chih mlh efgyk dk fy;k tkrk gS 

Action Research and Training for Health, Udaipur, 2014.

?nnZ c<kus ds fy, mi;ksx esa fy;s tk jgh nokbZ;ksa dk  
vfu;fU=r mi;ksx de gqvkA 

?izlo dh rhljh voLFkk ds lØh; izcU/ku ds :i esa 
izlo ds rqjUr ckn vkWDlhVksflu bUtsD'ku dk mi;ksx 
gksus yxkA

?fdlh fdlh laLFkku esa ;fn efgyk lger gS rks cSBh 
fLFkfr esa izlo djok;k tkuk yxk gSA 

?izFke izlo okyh lHkh efgykvksa dks ,fifl;ksVkWeh fn;k 
tkuk cUn gqvk gSA 

?izR;sd efgyk dks izlo ls iwoZ yxk;k tk jgk 
,sfuek cUn gqvkA

?vf/kdrj laLFkkuksa ij cStkbZuy iSfdax cUn gqbZ gSA
?izlo ds nkSjku efgyk ds isV ij /kDdk yxkuk 

cUn gqvk gSA

gkfudkjd izfØ;k,a tks cUn gqbZ                 YkkHknk;d izfØ;k,a tks 'kq: gqbZ 

1-1 ftyk vLirky&

laLFkku ij vFkZ LVkWQ }kjk fofTkV dh xbZA ftlds vUrXkZr midj.kksa dh miyC/krk] izlo izfØ;k voyksdu] uo izlwrkvksa ds 
lk{kkRdkj rFkk izlo d{k ds ekfld vkadMksa dk ,d=hdj.k dj laLFkku dk vkadyu fd;k x;kA

bu vkadyuksa ds vUkqlkj fUkEu izfØ;kvksa esa lq/kkj dh vko';drk gS &

1- ,sihfl;ksVeh& laLFkku ij vf/kdka'k izFke izloksa esa ,sihfl;ksVeh yxkbZ tk jgh gSA efgyk dh izlo ds ckn oStkbZuy 
iSfdax dh tkrh gSA 

2- ikVksZxzkQ dk mi;ksx& laLFkku ij izlo  fuxjkuh ds fy, ikVksZxzkQ dk mi;ksx ughaa fd;k tk jgk gSA

3- izlo ls igys efgyk ds ch ih dh tk¡ap& laLFkku ij T;knkrj efgykvksa dh izlo ls igys chih dh tk¡p ughaaa dh tk 
jgh gSA

4- ih ,u lh pSd vi& laLFkku ij izlo ds ckn vf/kdka'k efgykvksa dks ih,ulh okMZ esa f'k¶V djus ds ckn ughaa ns[kk tkrk 
gSA

4- izlo ds nkSjku efgyk dh fLFkfr&izlo ds nkSjku ykHkdkjh fLFkrh ¼cSBh voLFkk½ esa izlo ughaa djk;k tkrk gSA 

midj.k o lkexzh dh vko';drk%&

1- eSfduVkWl %& izlo d{k esa izlo Vsfcyksa ij eSfduVkWl ughaaa fcNk;k tkrk gSA 

2- XyOt%& Lohijksa ds fy, vkStkj] izlo d{k o izlo Vsfcyksa dh lQkbZ ds fy, yksax jcM XyOTk ughaa gSaA

 

2010  1
2011  2
2012 3
twu 2013 6
dqy 12 

vkadyu o"kZ laLFkku ij foftV la[;k

 izR;sd vLirky@LokLF; dsUnz dk fjiksVZ dkMZ 
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 c½ izlo d{k esa midj.k o vko';d lkeku dh miyC/krk
?laLFkkuksa ds izlo d{k esa de ls de rhu izlo fdV dh miyC/krk lqfuf'pr gqbZ gSA
?izlo d{k esa chih bLVwesUV] LVsFkksLdksi] vEcw cSx] E;wdl ldj dh miyC/krk gqbZ gSA
?izlo d{k esa vkWVksDys Mªe] LVhe LVjykbZts'ku dh miyC/krkA
?lHkh laLFkkuksa ij ubZ izlo Vsfcyksa dh miyC/krkA
?izR;sd laLFkku ij izlo gsrq LVjykbZt XyOt dh miyC/krkA

    

LokLF; laLFkkuksa ij tks cnyko de gks lds 

v½ izlo ns[kHkky lEcfU/kr izfØ;kvksa gsrq
l

ftldks dqN leL;k gqbZ gSA izHkkjh lHkh efgykvksa ds chih dh tk¡p ughaaaaa gksus dk dkj.k LVkWQ dh deh crkrs gSA 
lizlo nnZ ds xHkZLFk f'k'kq ds ân;xfr ¼,Q,p,l½ tk¡p lHkh efgykvksa dh ughaaaaa gksrh gSA uflZax LVkWQ dk ekuuk gS 

fd vko';drk gksrh gS rks ns[k ysrs gS] ckj ckj ns[kuk t:jh ughaaaaaa gSA  
likVksZxzkQ dk mi;ksx LVkWQ crkrk gS fd gekjs ikl ts,lokbZ dk bruk fyf[kr dk;Z gksrk gS] og gh iwjk ughaaaaa gks 

ikrk rks ikVksZxzkQ dSls HkjsaA
lizzlo nnZ c<kus okyh nokbZsa ds vfu;fU=r iz;ksxA blesa fo'ksdj xkksdkWyksftLV dk ekuuk gS fd laLFkku ij izlo 

dk Hkkj vf/kd gS rks tYnh izlo djkdj fuiVkuk gksrk gSA blds vykok efgyk ds lkFk okys tYnh izlo djkus ds 
fy, ncko Mkyrs gaS rks bUtsD'ku yxkdj ,fifl;ksVkseh nsdj izlo djkrs gSA  

lcSBh fLFkfr esa izlo djok tkukA LVkWQ dks bl rjg izlo djkus dk vuqHko ughaaaaa gksus ls vkRe fo'okl ughaaaaa gSA
lizlo djkus ls iwoZ ulZ }kjk vius gkFk ughaaaaa /kksukA bldk dkj.k LVkWQ dks bldh vknr ughaaaaa gSs ,oa bl vksj /;ku 

ughaaaaa nsrs gSA  
lizlo ds ckn eka o f'k'kq dh t:jh tk¡p ughaaaa gksrh gSA blesa Hkh dkj.k LVkWQ dh vksj ls /;ku ughaaaa nsuk gSA budk 

ekuuk gS fd leL;k gksxh rks yksx [kqn vkdj crk;sxsaA 
c½ izlo dh O;oLFkkvksa gsrq

?izlo d{k o izlo Vsfcyksa dh ges'kk lQkbZ O;oLFkkA bldk dkj.k lQkbZdehZs dh deh ,oa dgha dgha lQkbZdehZ 
d s }kjk dk; Z ugh aa a a djuk vkfn dkj.k n[s k s x; s gAS  ilz o Vfs cyk as ij le;&le; ij edS UkVklW  dk cnyko ugh a gkrs k gAaS

?izlo lEcfU/kr lkeku dk lgh rjhds ls LVjykbZt'ksu ughaaaa gksrk gSA bl fLFkfr dk Li"V dkj.k LVkWQ dk bl 
vksj /;ku ughaaaa nsuk gSA 

?izlo d{k esa f'k'kq dks ikSNus ds Vkoy o yisVus ds fy, dacy dh miyC/krk ughaaaa gSA
?Cyhfpax dk fu;fer ?kksy ughaaaa curk gSA 

izlo ds ckn eka o f'k'kq ns[kHkky dh xq.koRrk dks csgrj cukus esa izHkkoh dk;Z 
?aLFkkuksa dk fu;fer vkadyu 
?uflZx LVkWQ dk ,lch, ij izf'k{k.k o eYVhehfM;k ds }kjk laLFkku ij izlo izfØ;kvksa ij LVkWQ dk izf'k{k.k
?ftyk Lrjh; vf/kdkjhs dks laLFkku dh fLFkfr dh tkudkjh muds lkFk laLFkku ij la;qDr foftV ,oa ehfVax

mijksDr dne laLFkkuksa ij cnyko ykus esa lcls izHkkoh jgs gSaA ftlds ek/;e ls lsok iznkrkvksa dh dqyrkvksa esa o`f) 
gqbZ gS vkSj izlo ,oa f'k'kq ns[kHkky dh xq.koRrk dks csgrj cuk;k x;k gSA

izR;sd efgyk ds izlo ls igys o izlo ckn chih dh tk¡p ughaaaaa gksrh gSA chih mlh efgyk dk fy;k tkrk gS 

Action Research and Training for Health, Udaipur, 2014.

?nnZ c<kus ds fy, mi;ksx esa fy;s tk jgh nokbZ;ksa dk  
vfu;fU=r mi;ksx de gqvkA 

?izlo dh rhljh voLFkk ds lØh; izcU/ku ds :i esa 
izlo ds rqjUr ckn vkWDlhVksflu bUtsD'ku dk mi;ksx 
gksus yxkA

?fdlh fdlh laLFkku esa ;fn efgyk lger gS rks cSBh 
fLFkfr esa izlo djok;k tkuk yxk gSA 

?izFke izlo okyh lHkh efgykvksa dks ,fifl;ksVkWeh fn;k 
tkuk cUn gqvk gSA 

?izR;sd efgyk dks izlo ls iwoZ yxk;k tk jgk 
,sfuek cUn gqvkA

?vf/kdrj laLFkkuksa ij cStkbZuy iSfdax cUn gqbZ gSA
?izlo ds nkSjku efgyk ds isV ij /kDdk yxkuk 

cUn gqvk gSA

gkfudkjd izfØ;k,a tks cUn gqbZ                 YkkHknk;d izfØ;k,a tks 'kq: gqbZ 

1-1 ftyk vLirky&

laLFkku ij vFkZ LVkWQ }kjk fofTkV dh xbZA ftlds vUrXkZr midj.kksa dh miyC/krk] izlo izfØ;k voyksdu] uo izlwrkvksa ds 
lk{kkRdkj rFkk izlo d{k ds ekfld vkadMksa dk ,d=hdj.k dj laLFkku dk vkadyu fd;k x;kA

bu vkadyuksa ds vUkqlkj fUkEu izfØ;kvksa esa lq/kkj dh vko';drk gS &

1- ,sihfl;ksVeh& laLFkku ij vf/kdka'k izFke izloksa esa ,sihfl;ksVeh yxkbZ tk jgh gSA efgyk dh izlo ds ckn oStkbZuy 
iSfdax dh tkrh gSA 

2- ikVksZxzkQ dk mi;ksx& laLFkku ij izlo  fuxjkuh ds fy, ikVksZxzkQ dk mi;ksx ughaa fd;k tk jgk gSA

3- izlo ls igys efgyk ds ch ih dh tk¡ap& laLFkku ij T;knkrj efgykvksa dh izlo ls igys chih dh tk¡p ughaaa dh tk 
jgh gSA

4- ih ,u lh pSd vi& laLFkku ij izlo ds ckn vf/kdka'k efgykvksa dks ih,ulh okMZ esa f'k¶V djus ds ckn ughaa ns[kk tkrk 
gSA

4- izlo ds nkSjku efgyk dh fLFkfr&izlo ds nkSjku ykHkdkjh fLFkrh ¼cSBh voLFkk½ esa izlo ughaa djk;k tkrk gSA 

midj.k o lkexzh dh vko';drk%&
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2010  1
2011  2
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twu 2013 6
dqy 12 

vkadyu o"kZ laLFkku ij foftV la[;k

 izR;sd vLirky@LokLF; dsUnz dk fjiksVZ dkMZ 

Action Research and Training for Health, Udaipur, 2014.



Action Research and Training for Health, Udaipur, 2014.

Annexure 11

Discharge Card 

1- uCt] jDrpki o rkieku lkekU; gS\

2- gheksXyksfcu 7 xzke ls vf/kd gS\

3- ek¡ LoLFk eglwl dj jgh gS\

4- Lru lkekU; gS\

¼dksbZ yykbZ ;k lwtu ugha gSa]

fuiy piVk ;k vUnj /kals ugha gSa½

5- isV eas nnZ gS\

6- xHkkZ’k; dM+d ¼ladqfpr½ gS\

7- isjhfu;e esa lwtu] nnZ ;k 

 cncwnkj L=ko gS\
8- vU; dksbZ [krjs ds y{k.k gSa\

1- f'k'kq dh Ropk dk jax lkekU; gS\

2- f’k’kq Bhd ls jks jgk gS\

3- f'k'kq dh lkal dh xfr 60 izfr fefuV ls vf/kd gS] lkal esa 
vkokt gS ;k Nkrh vanj /kal jgh gSA

4- f'k'kq dk rkieku lkekU; gS o Bhd ls yisVk gqvk gS\

5- f'k'kq dh uky ds fljs ls dksbZ [kwu ;k eokn vk jgk gS\

6- f'k'kq lkekU; :i ls Lruiku dj jgk gS\

7- f’k’kq dks ihfy;k gS\

8- f'k'kq dk otu 2 fdyksxzke ;k blls vf/kd  gS\

9- f'k'kq Bhd ls VV~Vh&is’kkc dj jgk gS\

10- vU; dksbZ [krjs ds y{k.k ¼tSls csgks’kh] mYVh] isV Qwyuk½ gSa\

vLirky@LokLF; dsUnz dk uke----------------------------------------------------------------

uke --------------------------------------------------------------------------------------  

iwjk irk-----------------------------------------------------------------------------------------------------------------------------------------------------------

izlo dh fnukad--------------------

izlo fdl izdkj gqvk\ 1-

¼xksyk yxk,¡ ½

@ifr  dk -xszfoMk---------------------isjk---------------------- 

izlo dk le;----------- izlo dh la[;k ---------------NqV~Vh dh fnukad -----------------

 lkekU; ;ksfu izlo 2- QkWjlsIl@ oSD;we ls izlo

3- mYVk cPpk ;ksfu }kjk izlo 4- fltsfj;u

ts-,l-okbZ- psd la[;k-----------------------------------------------------------    jkf'k----------------------------------------------------

uksV & bl dkMZ dk igyk ist+ LokLF; dsUnz ds ulZ@MkWDVj ds }kjk Hkjk tk,A ist+ 2&4 ds ek/;e ls NqV~Vh ds le; ifjokj dks LokLF; f'k{kk nsaA

NqV~Vh ds le; ek¡ dh fLFkfr

ek¡ dh fLFkfr

cPps dks tUe ds le; fn;k x;k Vhdkdj.kNqV~Vh ds le; ek¡ dks nh x;h nokbZ;k¡ %

NqV~Vh ds le; f’k’kq dh fLFkfr

f’k’kq dh fLFkfr

(a)

(b)

izloksijkUr ek¡ dk gheksXyksfcu f’k’kq dh fLFkfr

tUe ds le; otu fdyks xzke
fyax
fdrus cPpksa dk tUe gqvk ,d@tqM+ok@vU; 

· · 

· 
(still Birth)e`r tUe

NqV~Vh ds le; LoLFk

thfor iSnk gqvk ijarq NqV~Vh ls igys e`R;q (Neo natal death)dksbZ vU; leL;k

xzke

1---------------------------------------------

2---------------------------------------------

3---------------------------------------------

4--------------------------------------------

5--------------------------------------------

1- ch lh th  3- fgIisVkbfVl2- vks ih oh 

1---------------------------------------------
2--------------------------------------------
3--------------------------------------------

gLrk{kj --------------------

(c)

(d)

(a)

(b)

çzlo fMLpktZ dkMZZ

NqV~Vh ds le; f’k’kq dks nh x;h nokbZ;k¡ %

lhy@jftLVªs'ku ua-

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ughagk¡        

ugha          gk¡        

ugha          gk¡        

ugha          gk¡        

ughagk¡        

ek¡ o uotkr f'k'kq dh 'kkjhfjd fLFkfr ns[kus ds fy, uhps nh x;h psdfyLV HkjsaA 
gk¡@ugh ij xksyk yxk;saA ;fn lHkh tokc gjs ckWDl esa gks rks NqV~Vh ds ;ksX; gS  

Action Research and Training for Health
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Hospital check list as annexure to facility report card  

Facility :

Date of first visit Score Desirable 
scores

Practices

Shaving of pubic hair y=0, n=1 n=1 1

Routine Enema y=0, n=1 n=1 1

Partograph  chart used y=1, n=0 y=1

FHS heard during labour y=1, n=0 y=1 1

Position of delivery lithotomy=0, sitting=1 sitting=1 0

Augmentation of labour y=0, n=3 n=3 3

Episiotomy for primis y=0, n=2 n=2 0

Abdominal pressure y=0, n=1 n=1 1

IM oxytocin after delivery y=3, n=0 y=3 3

Vaginal packing y=0, n=1 n=1 0

Proper drying and wrapping of newborn y=1,  n=0 y-1

Routine suction of all newborn y=0, n=1 n=1

Initiation of breast feeding within 1 hr n=0, y=2 y=2 2

Timing of discharge <12 hr=0, >24 hr=2 >24hr=2 2

Sterile gloves used for deli. y=1, n=0 y=1

Hand washing before conducting deli. y=1, n=0 y=1

Postpartum checkup in ward Y=2, n=0 y=2 2

Total Score for this facility 16

Toral score possible 20

% score for practices                               80.00%

Equipment and supply

Ambubag kept ready in LR y=1, n=0 y=1 1

BP instru+stetho ready in LR y=1, n=0 y=1
1Washbasin and running water in LR y=1, n=0 y=1 1

Autoclave present in working condition y=1, n=0 y=1 1

Labour room clean y=1, n=0 y=1 1

Labour table condition Clean =1, Has blood Clean=1 1
stuck=0

Oxytocin available in LR y=1, n=0 y=1 1

Staff in LR SBA trained all =2 Half =1 All=2 1

Doctors (who conduct delivery) oriented on EBC all =2, Half =1 All=2 2

IEC material (chart ) on evi based practices 

displayed in LR Y=1, N=0 y=1 1

12 11

Input score for this facility 12

% score for inputs  92.00%

31/5/13

48 Sample facility report card for district officers 
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Annexure 11

Discharge Card 
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?Purpose of the discharge card: Normally families are not acquainted with the health related 
complications that might arise for the mother and the child after the delivery of a new born. 
Thus, they are not aware of the complications that might arise after child birth leading to harmful 
consequences and a cause of maternal and child mortality.  Since the majority of the deliveries 
have become institutionalized, it has grown to be even more important to orient the families 
with the mother and childcare practices as well as danger signs.  Thus, a discharge card was 
developed where all the information regarding the mother and child’s health has been included 
along with information regarding danger signs they should look out for. While getting 
discharged from the hospital, if the scores of health check ups undergone by the women is 
mentioned in the discharge card, then accurate information regarding their health can be 
documented.  

?When to use the discharge card: During the time of discharge the discharge card is filled in 
with the relevant information of mother and child. This can be done by the nursing staff as 
general information has to be filled in and may not specifically require a doctor. Secondly, after 
the mother is discharged from the hospital, the family members can use the discharge card to 
identify danger signs in the mother and immediately bring her to the hospital to avoid 
complications.

?How to use the discharge card and by whom: The discharge card is made of four different 
colored pages. In the first page general information such as name and address of the mother and 
child to be discharged is given.  Additional  information includes: that of admission and 
discharge, information regarding the state of the mother and child (in terms of their health) such 
as hemoglobin of mother post partum and other danger signs and the skin color of the child, its 
respiratory rate, temperature, etc. is written. In the lower half of the page, an information 
column regarding the medicines given to the mother and child during discharge along with the 
vaccination to be given (such as BCG, OPV, hepatitis, etc.) are noted. This page is filled in by the 
nursing staff or the doctor.

While handing over the discharge card to the mother or the family members it is the responsibility 
of the nursing staff to explain to them how to use the discharge card and its purpose in detail. 

On the second page, instructions regarding the regular care of mother post delivery, such as having 
nutritious food and an adequate amount of rest and sleep, etc are given.  Also, information regarding 
danger signs for mothers accompanied by its pictorial representations is given so that the family 
and mother can easily identify them and avoid any complications by contacting the doctor in time.

In the lower half of the third page, information regarding newborn care is given, such as keeping the 
neonate warm and wrapped up in a clean cloth, keeping it near its mother on the same bed, not to 
apply anything on its belly button, exclusive breast feeding till six months, etc.

On the last page, the danger signs for the neonate are conveyed through pictorial representations. 
By looking at the pictures, the family members can easily understand the danger signs in the 
neonate. In the lower half of the page, information regarding how to contact a nurse or ASHA or 
other government services, such as 104/108 ambulance services, if complications arise are given. 
This can be used by the families when needed. 

Action Research and Training for Health, Udaipur, 2014.
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Objectives: 

To build consensus among senior doctors, facility in charges and district officials on best delivery & 
newborn practices in the context of institutional deliveries in Rajasthan.

To plan strategies for improving quality of delivery and newborn care within health facilities.

Agenda

Time  Session

9.30-10.00 am Registration and tea

10.00-10.15 am Welcome and introduction

10.15-10.35 am Perspective from Government of India

10.35- 11.00 am Janani Shishu Suraksha Yojana and situation of               
institutional delivery in Rajasthan

11.00- 11.15 am Objectives of the project

11.15-12.05 pm Evidence based delivery care

12.05 noon 12.20 pm Tea break

12.20-1.20 pm Evidence based newborn care                                                               
(50 min presentation  followed by 10 min discussion)

1.20- 2.00 pm Lunch

2.00-2.30 pm Assessment and improvements in quality  of                      
childbirth  services in 6 districts of Bharatpur zone

2.30- 2.50 pm Discharge card

2.50- 3.45 pm Group work: Planning to improve delivery -                                  
newborn care services in districts

3.45-4.45 pm Plenary discussion : Planning to improve delivery-               
newborn care services in districts

4.45- 5.15 pm The way ahead

5.15-5.30 pm Vote of thanks and closure

Annexure 12

Sample session plan for orientation program for medical officers 
on safer institutional delivery 
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