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1 Introduction

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
hasled 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.

2 Objectives

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.

Action Research and Training for Health, Udaipur, 2014.
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3  Who can use this toolkit?

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.

4 Standards and criteria used in the Parijaat
quality improvement toolkit

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 / orinterventions 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:

Nineteen Evidence Based Care Practices
FirstStage of labour

1.  Encourage the woman to move about
2. Avoidroutine 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 augmentlabour

4.  Alwaysmonitorlabour usingapartograph

5. Restrictpelvicexaminationsto oncein 4 hoursunless delivery isimminent

Second Stage of labour

6. Encourage upright positions such as sitting or squatting

7. Avoidroutine episiotomy for primigravidas

Action Research and Training for Health, Udaipur, 2014.




® Quality Improvement Toolkit 3

Do notapply abdominal pressure to push the baby out

If fetal heart sounds (FHS) are normal, do not rush to complete the second stage
oflabour within 1 hour

10. Always wash handsbefore handlingwoman or newborn

Third Stage of labour

11. Practice “Active Management of Third Stage of Labour” (AMTSL) including IM
oxytocin injection, controlled cord traction and uterine massage

Cutthe cord after it stops pulsating (unless the mother is RH negative or the baby
needs resuscitation)

Avoid packing the vagina

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

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

Postpartum care before discharge

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

Initiate breast feeding as early as possible, within an hour of birth
Wrap the baby and keep close to mother

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

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 projectentitled, “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.

Action Research and Training for Health, Udaipur, 2014.
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5 Establish a quality improvement team

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
improvementand reportresults 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 itis 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).

Action Research and Training for Health, Udaipur, 2014.
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Tentative session plan for training of Implementation Team members

Time

09.00 - 09.30 am
09.30 - 10.00 am

10.00am - 12.30 pm

1230 - 01.30 pm
01.30 - 330 pm
0330 - 05.00 pm

09.00-10.00 am
10.00-11.00 am
11.00-11.30am
11.30-12.30pm
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

09.00-10.15am

10.15-12.00 pm

12.00-12.45pm

01.45-02.30 pm

02.30-04.00 pm

04.00-04.45pm

04.45-05.15pm

Subject
DEVA

Introduction and expectations
Projectintroduction and objectives

Maternal and neonatal mortality

Lunch

Evidence based maternal and neonatal care
Current status of quality of delivery care in India

Day 2

Firststage oflabour

Partograph

Second stage of labour

Third stage oflabour

Lunch

Preparation for birth of newborn
Immediate care of the newborn
Examination of newborn baby
Asphyxia management

DEVAR]

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

Presentations on

» Positionduringdelivery

» Effectofaugmentation onlabour

» 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:
» Facilityassessment checklist
* Deliveryobservation checklist
» Checklists forinterview with postpartum women
* Recordsreview

Ethical issues in quality assessment, including delivery
observation

Briefing for field visit

Duration

30 min.
30 min.
2.30 hrs.
1hr

2 hrs.
1.30hrs.

1.15 hrs.

1.45hrs.

Action Research and Training for Health, Udaipur, 2014.
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Time Subject Duration

Day 4

09.00am - 05.00 pm | Field visit to community health centres and district |8hrs.
hospitals in 4 groups (facilitators to demonstrate the use of
each checklist, and other aspects e.g. demonstrate
identification of equipmentand suppliesinlabour rooms)

DEVAS)

09.00- Debriefing and discussion on field visit

11.00 am - 05.00 pm Field visit to community health centres and district hospitals
in 4 groups (facilitator to demonstrate use of checklists)

DEVAS

09.00 - 10.30am Feedback on field visit
e Share findings of assessment and identify
differences
» Review facility data and discuss how to use for
improvement
10.30-11.30 am Scoringsheet
* Overview
» Howtofill the scoring sheet
* Tracking the pattern of improvement in scores
over time
11.30 am - 12.30 pm | Conductingorientation-training of providers atsites
12.30-01.30 pm Lunch
01.30-02.15 pm Providing feedback and taking action on field visit
» Howto give feedbackto providers
» Howtofacilitate action at the facility level
02.15-03.00 pm Providing feedback and developing an action plan with
district officials
* Preparingafacility reportcard
» Developing an action plan for facility
improvement
Ensuring involvement of government officials in
quality improvement
03.00-05.00 pm Closure and next steps 2hrs.

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
oftheimplementation 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
onon-goingissues as they emerge.

Action Research and Training for Health, Udaipur, 2014.
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6 Quality Improvement Framework

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

e Assessment
e Feedback

e Training and
e 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, certainactions are suggested or needed in
order to move forward. The following guideline provides support for the same.

Operationalising Tool Kit Implementation

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

Develop a plan forimplementing use of tool kit

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

Constitute the team and establish a time line forimplementation of the programme based on
workload, divide team responsibility and areas to be covered

Make required copies of information / guidance materials, checklists etc.
Train the implementation team

Explain plan and operational strategy to district level Health Officer (Joint Director and/or
ChiefMedical & Health Officer)

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

Selection of Facility

The projectimplementing 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.

Action Research and Training for Health, Udaipur, 2014.
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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 1to6):

1. Facilityassessment
Delivery observation
Interview with two women in the postpartum ward
Review of staff deploymentand training records

Monthly MIS report

The QI team member should first visitthe labour room. Ifawomanisinlabour,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
thats/he canrespond to queries. The checklistis howeverbased on actual observation of items, and
noton 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 vigilantand 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 oris
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

Action Research and Training for Health, Udaipur, 2014.
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providers. If it is possible to observe only some practices, then only these should be checked. Some
times, ateam member mightreach 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 visitat 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 needsto be conducted inalow 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.

Action Research and Training for Health, Udaipur, 2014.
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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 askif 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
hasbeen observed then clientinterviews serve as reassurance that whathas 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,
gynecologistand pediatrician.

How many of the nurses are SBA trained, and whether the doctors are trained in
evidence based delivery care.

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
includesinformation 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.

Action Research and Training for Health, Udaipur, 2014.
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A monthly facility report should be filled with information gathered from the labour room register.
This report gives idea of following indicators:

* Workloadinterms ofdeliveries

 Stillbirthrate

* Neonatal mortality rate (esp. pre discharge)

¢ (Caesareansectionrate

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
practiceslike frequentaugmentation or fundal pressure being applied. Any such indication should
be broughtto 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 inputindicators.

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
correctpractice.

Practice score: Practice score hasbeen developed on the basis of the following:
» Deliveryobservation checklist

e C(Clientinterview 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.

Action Research and Training for Health, Udaipur, 2014.
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Input score: The second part of the score sheet covers input indicators. This has been developed
on thebasis of the facility checklistand 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 sheetincorporates 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.

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

8 a. On-the-spot feedback to facilities: This can be given by the QI team member to the facility in-
charge (e.g., Principal Medical Officer/Medical Officer in charge, the nurse in-charge of the labour
room) by writing areportrecording 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
feedbackis 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 canbe 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 notin 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
feedbackand report card asattached as Annexure 7.

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

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 brieftraining usingaudio 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 fetusand 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 atthe sametime.
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Four videos are available with this tool kit on topics such as the harmful effects of augmentation of
labour, episiotomy, management of eclampsia, PPH, etc. One or more of these videos can be shown
duringthe training session. Abriefdescription ofthe videosis given below.

e 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.

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. Itis 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.

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
hasbeen developed for doctors and districtlevel 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
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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
Annexure9.

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 seethem. See annexure 10

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. Seeannexure 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.Gapsrelated 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
hasrevealed thatattime 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 alsolooking 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
systemin place for regular cleaning of the labour room, labour table and all equipment.
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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
forasample discharge card.

10.2.Districtlevel actions

During facility visits, the team member might come across some issues, in which the facility staffis
unable to resolve the problem. Such issues need to be discussed with district CMHO for his/her
action.

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 districtauthority.

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 islower.

. 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 firsthand, take steps to fill the gaps, and give necessary
feedbackand instructions to facility level staff.

Training of nurses in skilled attendance: In those facilities where a large
proportion of nurses are not trained in skilled attendance (SBA), itis 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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10.3.Zonal or state level actions

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 inannexure 14.
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11 Conclusion

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 onits purpose and how the results will be used. For example, itshould be keptin mind
that this toolkit only serves to assess and improve the quality of routine childbirth and has notbeen
developed for emergency obstetricand 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
improvementand will continue to evolve as needs of public health facilities change over time.
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Annexures
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Annexure 1

Observation of Delivery Checklist

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

Name of Observer

Name of District

Name of Block

Name of facility

Date

Time

Sr. No Practices I observation II observation

Mother's Mother's

Name/Husband's |Name/Husband's
name/Address of |name/Address of
deliveries observe |deliveries observe

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?

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

Was episiotomy given ?
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Was fundal pressure applied to push the baby out?

I observation
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Il observation

After delivery, was the cord cut after a minute or did they wait
tillthe heartbeat 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
notexistinthe womb?

Did the nurse massage the mother's abdomen (uterus )
after delivery?

Yes/No

Yes/No

Was the mother's vagina packed after delivery?

Yes/No

Yes/No

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

Yes/No

Yes/No

If suction was done, which instrument was used for
suction?

Mucus sucker/
Electrical suction

Mucus sucker/
Electrical suction

Was the breastfeeding started within an hour of the
delivery?

Yes/No

Yes/No

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

Yes/No

Yes/No

After delivery, was the mother’s pulse checked inside the
labour room?

Yes/No

Yes/No
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Annexure 2

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- 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
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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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Annexure 3

Checklist for Client Interview in postnatal ward

S.N.

Name of mother/husband/Address

Woman 1

Woman 2

What was the time of delivery?
(For coding only) Hours after delivery?

Place-
Date-
Time-

Were you given an enema before delivery?

Yes/No

Yes/No

Was your pubic hair shaved before delivery?

Yes/No

Yes/No

Was your baby's heart beat checked during labour pain?

Yes/No

Yes/No

Was your BP and pulse checked during labour pain?

Yes/No

Yes/No

Were you administered any injection or medicines before
delivery to increase labour pain?

Yes/No

Yes/No

Was episiotomy done? Primi / multi

Yes/ No

Yes/ No

Was abdominal pressure done to push the baby out?

Yes/ No

Yes/ No

Under what position/ condition was delivery conducted?

Lithotomy/ sitting

Lithotomy/ sitting

Were you given any injection immediately after delivery?

Yes/ No

Yes/ No

How many hours after delivery did you feed your child?

Within half hour/
Between1-4 Hrs
Between 4-12 Hrs
Not yet

Within half hour/
Between1-4 Hrs
Between 4-12 Hrs
Not yet

Within 12 hours of the delivery, how many times did the
nurse check BP?

Yes/ No

Yes/ No

Did the nurse check the baby after delivery?

Yes/ No

Yes/ No

After delivery, was a pad kept on the vegina?

Yes/ No

Yes/ No

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
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Annexure 4

Progress of Staff Deployment

Progress in Staff Deployment and Training

District SBA Trained or Not Trained- T/ NT
Facility [ Visit I1 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)
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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
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Practices indicators

Score
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Annexure 6

Scoring Sheet

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

N=0

Facility assess.

BP Instru+stheto ready in LR

N=0

Facility assess.

Washbasin and running water in LR

N=0

Facility assess.

Autoclave present in working condition

N=0

Facility assess.

Labour room clean

N=0

Facility assess.

Labour room condition

Has blood
stuck=0

Oxytocin available in LR

N=0

Facility assess.

Staff in LR SBA trained

Half=1

Facility assess.

Doctors (who conduct delivery) oriented on EBC

Half=1

Facility assess.

IEC material (chart) on evi based practices
displayed in LR

No=0

Facility assess.

Total Score for this facility

12

Total score possible

% score for practices
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Facility Feedback Forms

"Parijaat”

Date:

Time:

Annexure 7

-(government officer)

Today a joint visit was undertaken by

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

During this visit, following suggestions here made -

Major suggestions

Responsible person

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

(ARTH/Govt.)
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Annexure 8 a

Poster on evidence based practices to be displayed in labour room
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Annexure 8 b

Poster on evidence based practices to be displayed in labour room (English)

Safe Institutional Delivery
Implementing evidence-based maternal—newborn care practices
First stage

Encourage the woman to move about
. Avoid routine enema and shaving of pubic hair

. Where facilities for caesarean section are not
available, do notinduce or augment labour. Never
use IM oxytocin to augment labour

. Always monitor labour using a partograph

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

Second stage

Encourage upright positions such as sitting or
squatting
Avoid routine episiotomy for primigravidas
Do not apply abdominal pressure to push the
baby out
If fetal heart sounds (FHS) are normal, do not
rush to complete the 2nd stage

. Always wash hands before handling woman or
newborn

Third stage and immediately after

Practice active management of third stage of
labour: IM oxytocin injection, controlled cord
traction, uterine massage

Cut the cord after it stops pulsating (unless the
mother is Rh negative or the baby needs resuscitation)
Avoid packing of the vagina

Dry and wrap the baby immediately after birth,
coverand place it on the mother's abdomen
Avoid routine nasopharyngeal suction (unless
liquor is meconium stained or baby is asphyxiated). If
suction is needed, use mucus sucker instead of
electrical suction machine.

After Delivery

Monitor maternal bleeding and vital signs every
minutes in the 1st hour, every 1 hour from
1-4 hour and every 4 hours till 24 hours

Initiate breastfeeding as early as possible

Wrap the baby and keep close to mother
Discharge only after 24 hours. If mother or baby
have a problem, then delay discharge for a few
more days

Adapted from evidence based guidelines in WHO Reproductive Health Library (R L) and other documents

ik ARTH o @ unicef &

Direcirsse of Medcal Health and Family Servicess, Rajasthan Government Action Research & Training for Health United Nations Population Fund United Nations Children's Fund
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Annexure 9

Brochure on evidence-based practices for ASHAS
and Community Health Worker
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Weg W Weg o, U S ¥ Aol & ReGQR, 99T SudTel eI Ml g 8 €, Jifs e
fOrRTERY 9 9o &1 T & T IRaR dTel i1 370+ B ST 370+ HTH PR A & |
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T T g § FoR WHE o WoH ST € Ty o e i o i wied qieh Yo woo W= &t 6eh |

yrier T T § o g et § ol age | - WA=y gt skt srafy
1 ST ST YT & Wehell &, o1 0 o & Hehe & | o YU yEA T 12-24 42
2 wfeen st aeerert Wit | faege ® we oft wehdt €1 o TRAATART 8182

gafery vom =R ¥ fel ff UoR @ < 9eM @ A (Sorae SR, RS, Sidt onfe)
& WA T ST 1o Sid yEd o1 Wl 9gd €R 8l W8l 8 9T el H R RieiNad
STV 1 GfaeT & |

wrerfien T thg, U TS thg & UU 0 U SHeRT ol SEHTel Ta ahiT wiied |

3, foret T & eIl o <2 sIgT i gangat & i ehdl & 7

U R Tel Uid & fordl iTuvere &1 gfaen &1 a1 9ed & fddl @1 98@ JR—aAR o & forg wie
AR H HEIel THaHd| U 81 | I 98 W1 79 B 919 Afecn I 4¥d die] W ¥U H el 37 @ 8l |
URER ATl I e AT T4 TR 38 96 P Sa18Al &1 @ fordl Tal Pl anfed |

4. 1 YHE o IV UTEet ol Te T&T il ¢ 2

STETAR JRUATAl 3 UNd & SR1F Higdl @l dieTdR Wad ¢ qifd 9o I8 & o afgar ofe & 3 Sarel
YR TECl &, T Bl ) g7 Bl S g H AT AT §IRT A e H ST W B |

TG VT § AT = § o e AfEent 36 e 4, WS TEAT 91 9ol UHe U 8, S99 uieel vl W §
Aol Tedl &, a s i oft hig Tohu TEl aiar g |
‘mzmﬁmﬁmuﬁwaﬁmﬁmﬁfwﬁrﬁiﬁémmﬂ%ﬂmaﬁm
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5. WHa UTST & ST HIEE ohl o W1 AT ?

3T TRV I & o 99d & SIRI ARl Bl 0 ) e G 7181 a1y, s e # qor 9gd 9 syl
W WIS $ @M § GO @R el QA1 ST §, U= W ¥ Ul Il & o A 9a & SR Afgell 3 )
U<T} 7 Bodh WINT o W IS IR Te] eIl dfods o 21 21T & | Mo o aTen Afgernatt # arer It
&l 8 8k A et Al ¥ ued Uit He e a) Hahd) ¢ |

6. T UIEEAT o W1 Yo el ° fepdt sht Tg= =feu ?

P ATl ¥ yg UIeT & SR ARl BT UdheH STl ¥l
ST 8 | U & s 9R Afee § a91d 81 O & 9 SHD 799G B
W FH B W & |

vite g v e § i W o W ahen e w airE,
o ferelt wafem ot Afge & w19 T2 2 = |

g Afdd Afel @1 AFNS Haal & ARI— 912 W UH H 7eg &) Gl &, T afS Afecl 31 P18 ¥l dhellh
81 Tl R 9 AT ey B 4 Jell FehelT £ |

7. ST WHE & W R ( uffadiedt ) et ?

RITETCR SRS H YT Ta # 71 F a- g 3+ Frafid w9 3 e v <y (cfifRviresd) e smar
i

3T TRV I & o AieT (UfiRraedl) o & feciad s & el 2 |

Tt sht g gt mutawa ot o T o forg diet 3
oft 1TrartererT o ST SR STU A ST e ehaTs oft |

TG T €2 IT6 21 At SNaTet 31 U  3TAre o T
AT HTAT & Fea SFaret = 38 =T oTra 3 et st
AT X EHAT | ST % A 36 el i <8 &rar o 3T a8
3T Ufe o UTH ST H g STHE o e ga s ot |
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Iier B v = ¢ foR =T o | ufgen st
o Foft woft =it & arfren TaTETa T W HWTET R E |
o Zieht § HeRWUT kT el TgdT &, 74T
o TfEeAT it AT | A U o AWT 2 31T WHHe aa W@ g |

STdfer =IRT 8] SR A ded Dl DIy JbAl T8l SIdl 8, AT HZell & A1d B AGURRAT SUTET wWRe &l
& | 3T T AfRe & IRT (TRRied) 78 e anfed 9 sravadaraR 8 eI S At |

TEE % U A8 e@HTA
8. WHE o T ATG, ToRTEATd T ST oh feTT & R amfe ?

I ¥ T I & b U9 @ 918 Xaaed 8 B TE
R & TR BT HFHad FH 811 | 7 & gra a8 3R
AT e ¥ Ugd AfIeIRA Soide & W 9
e 37l TRE A Wapad 8l o &, fore sareRT
R B BT ¢ | YS AIG GG b A AH YA
I &, e wfRaell &1 Ta &) o 7 0 garaT g |

31a: Wty & T oG et aht TT9Ta Hepar o fefu
sttt R T R |

9. T WHA h &S AT shi UTeRaT sht=T =fEy ?

qgd 9 erudrel # yaferd $f € ywe @ 9 A # Uo (U o1 w3) W 9ron aE § fF ia
URRRIEHT /4R IR ST €419 9910 X & foras b e 4 idT &, g9fet 1—2 °¢ & forg i
G H BIS B T2 2 |

IR W | Udl el & b Al UHa @ 916 Aiwel S SAiSid Yo WAd 81 (T 1) MR Al & 3R Yo w@n
1 A1 U & BRI G 3G 2l 3G O] BIT &1 & AR Al AT IHD! S@HTS B dlell T4 DI SHBT gal
W 781 gorar | FH-H sad Afen @ gred frg wad) 8 | $8 aR W Yad e g i O g,
TRy Hemor YT BT 2 |

STCTU Y h TS S8 W07 Y g ar e =i faanet, 2= o tes =i v et |

10. 3T 5 % T TG St Bl TEeA wMiey 2

TRV BRI ¥ G 3RUATAl g2 B T o1 & qud d1& I gl (& Sl &, |id I8 W&l [ 9o &
YRR IR Sl € URT &G & S AT SRl ATfed | 9 I Ul Il & o areet aht w1+ & &Ile, 91d fa ek
TE TR A1eT | 95 & INR & Ghg IRd 99 Sl USH ¥ FaN &, gfeIY o & 915 92 &I fawh T
FEERERE EEIEUIE CERER RECE IRl
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11. TarsTr FoT9] ol F@TT & TioAT ol s & 7

ST & G g2 el B €, 3R I% @ 59 el # ovR 9 e eie faa 9, GRe ST T 9 A e
H ZaT 377 T2 B A1 ST YRR A U S8 US UHdl & | 581 U F RIY] & 7 ) F9a 98 Il g |
gafer 78 STl € fh 971 @ R 918 a9 1 @ ol 3R R e wueT g tE g #us 9
AT I |

S & g 9IS 9% Bl ¢ o W SHE! IRIRE drgEr MR tedr @ 9un 9= @l avsT ugd &l Wavl
$H B W1 2 | 928 & O & 918 & 6—12 U=C db I9P ovsl U B Hav e dHa- 2iedi € |

ooel ol TH 1@ & Wih

Rrg] @1 A ®1 @ & GUD H @A AIRY, Fifs Al Bl
maEe | Ry #1 wiRe aromm i e 2| Rig @l
S & 918 Al DI BT O TG AMeY AT A7 F a2 {141 Bl
TE T4 BUS AT HHo § aF o1 A1ey, 9o & R Bl gdmT
JET TN 2 |

12.WW$ISWHTT=ITFEQ?

TTAIOT &3 ¥ IE AT ST € fd o & <4 & @ A
&1 Y eI 37T, SAIIY Y& & (el H geel BT wWdT
1 YA I |

9T ¥ 9T FoAaT 8 foh o A & R 918 W d o et
qrert drer o @ Rrg] o fafi= yar @1 dRat
{ YRET B 8, R YG TR B Pl & 9 Al Dl A
B TRIATORIT TS W gaar e |

I yEa & T ag (frdft g d twm a2 &
35T ) &l ohl T Y& i aT oAl alfe oTfds A 3iR
AT SF1 @R T2 | BIg A1 G TRl Usrd 9= Bl
el U ST =Ry |
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13. Y6E & 91E Uge fo UX Aget st o srn S@Tet g1t wimed ?
T o 91G & 24 ©C I8 AT9d 81 & 59 AR AT G 20 I G — §HG IR Srd 8 arfed:

i w " forgy it wifer
o TSI & ToRTETg hT WS o WEH MG o RS
o TEIEATE i AT o T o e § e
o TR

o JEH1TZH-T 15 fafved
¢ 1THATRH-WITSH
o IHAL-T3-4T=2H

gd & a1g B B ARl Bl agd el
G ST & 3R ! T Y e efar | gad
oy ey 31y §Y <l @1 <@ anfey f& A
feberer T XeT & Al ST G S @1 E
TR 4 A1 S H Gfod 8 | T Rerfay A
AT W AR & soo fhar S @Ry,
3rerT Al ol 7eg i & WHd 2 |

14, WETa @ ATE 3TEUATe @ et ohd i =R ?

950 9 IRYATS! H T99 S J-9R GUC 918 8 YR B Geel § & 9l © | 9% U o IR I8 B fh
TRTg A TET BT AT 8 6T YA H W Bl Svke el &, BRaTel 39+ B SThR 8) & BT Bl T et
2, U1 U9 B forg oTE T2 1Y B ST R aF ST Tel USdl & |
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o] T Tl & <t T2 o7 | 36 5 <iTd & 9 y7& gu at
TIER o T S0 Weh ST H U & STEqaTel & 71T |

TET SIUET Ueh & Sih | SHhT ST & 74T 37 9114 & Ueh
U2 A1E e i BEET &1 TS | e 9 9 g =i il 3Heh sgd
TATET G & o1 31T 38 ekt 3 o7t |

AT A HEThE gt Sid geTg, 3T 38 5fa | Sreret
STEATE & 7T | U AT W BT o]l T 81 7S |

T e o HTAN THS & UEet 48 I HT 9 Feet o foTw et @k ot |wd gran 8, Fifer 39 wwe 3 e
HfETATT AT HeRel1 & ¢ O SATGT YA USHI, T2 Bl SIeb A A 781 ol Teal Bl G v 8l oI | TNe T8
Y gl & o ST 40 wfcrerd Ry wey veet 24 B H A XA £ |

3T UHE T 48 S 1S £ UG ot STUTel § Gl g1 =gy |

el 8 | Ugel Al gz B qX ofid el AR | b3 HiSelsl § uwd & 418 A S BHI &1 offdl €, Faferg
Tfe TEe & STE Wi oh EIHTTeT e shi wire &, a1 98 STYeRrl € | Ged! & 9 AR 6l 3R a1 Mot
& ARy | gl 9 use Ry @1 ff O Sifa B afey | sfireter srewaral # ged) | usd Ry @1 i3

it iferal 3R Eesfew d1. & S A Rar Siar 2| 3T B9 aoa &1 Ry 2, @ 99 oftw fiT 9%
AT § AT =R |

frreand: -

Ud ARl @ Sita @1 9gd 81 Hecaqvl UfhdT & | 3c: SHST GRIE BT A1 dddl Al & o) dfod Taoid &
forg off 98T ST € | SURTERT UThATaI &1 STIHThR B9 B UNd I GRIATT a1 |l & e HeIFTT g &
a1 URIR e TaRel AT 9 ¥awef fRIg] &l oy o Sl 9 |
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Annexure 10

Sample facility report card for district officers

"Parijaat”

9yHd 9 AqolTd R3] @I D [ordedT YERAT
forer Raid a1e

I gss¥fA

T YT TR A @ I HIG T Aauid RIg] 91 § HH o & fordl og AISTIG Hanford &Y oI <& E |
SR RIS I U¥rd &1 Fe1aT &A1 93 © | S99 holva<ay eI Uwdl 7 42 Ufrerd 4fE g8 8, Sarevol
% AR TR ¥ 2005—06 H TE I 28 Ufererd oY i W 2011—12 H 70 Ufererd aab &1 78 |

Teh TR U¥7d T4 GRIET BBl & 5 UHd & SR d TR J |1 3Taeae w6 S S Afger ar
Taoita RIg] &I 46d ST TR 9T 89 | 991 9o, 9 AfQ A iR 990 § $IS GART 81 9l © Al 99 g
TEAT ) IHHT STAR {57 ST e | Iroreer # {1 T3 2e 9 38 91d 837 © o Ryl R Uwd & SR 38
T UfhATY STUATS W7 XET € S SUYA T8 € SRR & AR IR UNd UIST & SR G 90T & grolde qarsdi g
SISl BT AT, € UR €aaT ST, THd & FHI AIRT oW1, YRARre l <7 onfs |

LRI UG 1 U Bl GER & ol Freermery fRfdhear w@med vd yRar demr fIqeT IGRI WO,
Y T ST DY Ue 3fef §RT YIRS DBIRIHH & IT=iic U=1d g T 131 STl ! orded H gieg 8q
U R AR Ud g 7Y &R H B oA Bl {3 W AT AT € | 39 BRI H WRey 3T ISR WRBR B
gSTd H WRAYR g ISAYR GUIT b T f7ell (RAR, €Iy, BRIl FarAEIYR, SSIYR, qdrs], Yariie,
RIS e, IoTaA=s, SIRYR) H B o 1 |

1 35
1. TRy WM IR YHd & SR Td YT B 18 A1 Td 73] <91l bl I[oTared] G
2. TRRY HRMI WR HRIRG a1 YRTAT3T DT JOTael G Sxg¥Tel UR UfRieqor
111 foret o Ty A &) a3+ ufshar
Tt # dRIEITH aridrs 2011 & IFAR 900 W 31eH a1 UHT VR dTel W WRIMI R 59 HRIDHH Bl
REICEAERIREIN
IV 34 wfafaferar

TRy FYIH WR e (|1 19 |18 H Us aR) fAfSTe {2 1 dorr e =Ron & Aregd | T[orae GuR &g T
EREER

o YARRY AR BT 3Tfdhar (Assessment)
o 3fTdHer A UT YRUTHT &I SITFHRI T (Feedback)
o TUET YR B Wl USTARIT Bl HH THI BT Ace MIFSdT UfRIEToT (Training)
o WM W SHAT B T B & ford AT HH (Action)
V uRemH

UAd UThATell & I H PR UG UG Bl H SUDRVN Bl IUSALIAT B WA BT S & [old ThR UGhT Pl
U | $HD U TR AHioRE TR DI 75 | T TR IdhfoRe & IJAR IS fAfste # Hwee & uda
gfehaTell & M-I # GUR Td Ud BT H SUBRVI & SUSARTAT BT ThR U1 o | foraa gRemar &1 faaxor g1
THR T |
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1. 994 yfhara @ y2H g 3f~aq 3o o1 I
TR AT DI UThATAT & R IR TR &1 11 Rrent faavor FrgarR 2 |
g¥Iq 9fharsn &1 =T 1 IR

Delivery Practices score %

8534
B0% B5%

c M
B 15twvisit: July 2011 W Last visit © Jun 2013

Rl IR g9 Ufhaneli & onar § guR & @ oy AFTA Roifa a1 sroeman | s gRomieseyd dverm=i
IR GAT | TR AR UR AR fAfSTe, TRebRY ufafAiferi & A1y Gyad fafsie, uad de Wit @ AT G9!
BT FAI—TTI IR BISddh, SIACI BRITTEAT TAT ARTTH AT BT Ao HITSAT Fole e i Tffaferf @ el &

TR gl B G fADT H 8 © | 91 W1 IR 99 UfhaArsi & T WhR B gl (92H T A9 TR) A
N AT T I & whR H g gE B |

UHd $& SYHRT 9 =T R b1 SUTEIAT BT IDIX

Equipment and supply score %

02%

Ml

W 15t wisit: July 2011 B Last wisit - Jun 2013

HRIFl & UHd HeT H Mol Gl & AR ATTeIH Tl IUBRYT T T ATl dl Iuererdr a1 off | o
FATFICT HEAT S & FEANTIHS FURIAoI g |l YHRT 1R Ud@el UM & §RT So1R Sl | 599 HHI Bl

ORT BT T | IA H AT ddhiere B ATAR AaIDH IUDBRYT G FER-IDH AR Bl IUSAIAT BT ThIR 92
yfcreTd d% gof g 2 |
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2. fafSie & IgaR yaa ufarel § 9ada 9 y9a $& H IUDHROT 9 I A1 B Suderdr o) Rerfa
g4 YAl & AT BT THIX

Delivery practies

a8 010 Q11

Quaterly score

YRR FATCR H YT UlhATST & 31ATH BIH] J8aR 8T TS BIRVT YAT el & AT Tt Bl THTY Ufereror
S & dT] g i 37U I H gaard o | fafSte S & geimdl & JIgaRVT a7 | gaTey 5 6 6 & 7el & Aol
# e R o1E fAfste 27 88 e aRumRawy U7 IRIRT &1 [uraedT H HHT 1Y | adTex 9 § U9 &el &
TIh BT SYLT g&el Sl & DRI VS IR R TR 64 8 |

JHd $& H IUGIT G =T AHH D SUASTAT BT DI
Equipment and suply

Q-1 Q-2 0-3 Iy E F: [ -8 o2 Q-1 O-11

Y

VI foses
Ry A ¥ o 9adlld gl db
a)uwuﬁﬁmsﬁﬁvﬁwgq

TS T B folU STIRT H ford ST IET garsal of i~ Suam THEA |
URIG 1 AR TARAT & A1 YT & ©U H UHd & R 91 AU SvolaR Bl STANT &

of T |

URAd T & Ty TS oS Tofes] o1 SUANT §TT ¢ |

1Y) T & U &C & 2R I A1 BT Y Ul B YRalTd GHead g ol |
NI & SR AR & UT UR LqhT T 978 G 2 |

UAH Al BT UFd 9 d SR S &7 Y 9 gar |

SIHAR RN TR qoTeel AT 9% g8 2|
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9) 99d B&T A SUBRYT 9 TTTIdH AT b SuAEdm

A & U9d FeT H B A HH o9 y9q fhe &) Suarerar ghfkad g8 2|

Ud HeT H ) SIS, TARDIY, 3R T, RIHH FhY Bl Ul g8 ¢ |

Uq PHeT H Sffcidel $H, WH eXgole| & Syl |

T R R S Ua Sl @) Sueterd |

U I UR UHd B IeRellsol ool &I U |

B R® ufharg &t 9< 83 RIS Ufharg Sl Iw 83
YD AR BT UG ¥ Gd ST ST VET T€ g3 @ oIy SN ¥ for) ST /€T qargal &1
T IV gar | AT SUANT B4 BT |
ferpeR <Rl TR SITgAS BT T g% ¢ | T BT TR ARAT b DI UG & 0 H
UHd & SR ARl & US R gD T T & R 97 STRAICHRIT Fo1aRIT o1 Sudn

T g B | & o |
foelt forell weere # af Afgen wewa & @ 34

Rerfer & gaa BT ST T 2 |
Y UNIT aTell |4l Afgarelt ®f viuRmrer fear
ST 978 §aT & |

TR XAl WX il d<olld & 8l b

3) yHd é@nﬂa wafaa ufsamsil 2
TP Al & UNId | Ugel 9 YN 918 41T &f Sifg el 8ial ® | 1 S Afger &1 forar S g
W@W@%W@ﬁqﬁwﬁ%@ﬁaﬁmﬁsﬁmwmﬁwﬁwﬁ%l
U¥Id &4 & TR Y] & BRI (ThUags) Sifd 941 AfRarsii & 121 81l & | AR Tt &l 7191 &
o amazadar 8K € A1 < ofd §, IR IR ST STo)! 78] ¢ |
AT BT SUANT ¥t qd1aT 2 f &R U SiuHarg &7 g+ forRad &1 8iar 2, a8 &1 X1 =181 &
ITaT AT UTETITE S N |
UNId T daT dTcll SdTs & STf-af==Id AT | 94 fa9Iex MIdhTalfoTee &l AFT & b EReme IR g9d
BT AR 37D & AT STea] TG BRIG (IS BT & | $9d 3TTaT AT & AT dTel STeal THd BRI &
foTU <91 STerd € d S=oTae eV TdhR TR SR UNId BRI ¢ |
3T ReIfar # U9 a1 ST | % DI $9 8 UHd BRI BT AT el 84 3 37 [Iear 21 & |
Eﬁégﬁﬁﬂjﬂﬁmamﬁmaﬂﬁaﬁmlww PHIROT T DI 3HD! AT 61 & Ud 59 AR &4
|
* UWd & 91 A1 9 g &) ST g T Bl 2 | gHH Y BROT W Bl 3R W €T T QAT ° | gHT
AT 2 fob 9T BT T AT g SR IR |
9) UHd &) IR 2
o U9q H& g UAT AT DI THIAT APHTS AT | FABT BRU ABISHHT BT BHI Ud Pal del ABIShHT
P R B & BRAT A BRUT W T & | T el IR FHI—TH R N1 BT geelid T8l eIdr 8 |
UNIq TR AT BT Tl diib A eXATSSe el 81T & | 339 R &1 We $Ro1 e &l 39
MR T &l T & |
o UNd ®e ¥ RIY B Ui+ & T/ad g ducH & o hadl &I IucTeEd el o |
<N &1 fafid et =8 sar 2 |
uw%mmaﬁr&léwaﬁgwﬁéwaﬂﬁﬁuﬂmﬁm
« I} BT i rfde
o IRIT 1% BT THA R YFRET0T g Ao MIfSAT & gIRT A UR U9d Ufoharsil tR Tt &1 ufreror
o [STel SR SIABRI B WA o Rl B TSGR I A1 I R Agad fafsie va e
SR B Gl WR galld o H qad Jardl %8 8 | foraes Aregd 3 a1 araisil &1 gl o gy
g% ¢ ok U9a U4 Ry] <@™Ie &1 oA &I 98aR a1 T 2 |
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IS IWdled / E@ReY b+ &I Ruld &rs

1.1 ST 3rudre—

HI IR 31ef it g7 fafsie &1 773 | {1 1= Td SUBRUI &1 SUSTIdT, U¥Ia UfehdT 3aciidhd, 1a Il &
TETTchTR T URAd el & HIRTD bS] BT ThThRUT B AR BT bl fbdT 71T |

bl a8 ¥ R fafosre gwr
2010
2011
2012

ST 2013
e 12

3 3APpadl & JFUR 1 ufpare § IR 3T ragaaddar & —

1. VAR e— W W Sifdwier yorm gddl § THRIEICH oIS ST ¥E © | dfgell & U9d @ 418 duils ol
YT B ST R |

2. TS UT® BT SYAT— TIH WR y0d SR & {70 UIeiiTd &f SuIRT F8! fhar ST RET 2 |

3. 99d 9 Ugol Afcl @ o Ul &l SiTd— AR IR SITGTAR AfRS & Ud W Ugel ddl &) Sird 81 &l off
I

4. N 9 WY AP U— A W YT B 915 IIfABIIT Afaerrail &l Gu=il ar$ § fR¥de == & 918 F8) <xar Sirdl

2|
4. 99d & S AfgaT & Rerfa—waa & SR aaR) Rereht (S31 sraxer) # uvra &l & Sar 2 |

JIBROT T TR BT ST HdT—

1. Bfp=1era — Uaa heT ¥ g9 faeli R Hfp1era 71 feorar Sar g |
2. Tofest— TNIRI & U SiISIR, U9d ®e&l d Uad fadll &1 AHIE & for oivT Ya Toles] 718 & |
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Hospital check list as annexure to facility report card

Facility :

Date of first visit

Desirable
scores

31/5/13

Practices

Shaving of pubic hair

y=0,n=1

n=1

Routine Enema

y=0,n=1

n=1

Partograph chart used

y=1,n=0

y=1

FHS heard during labour

y=1,n=0

y=1

Position of delivery

lithotomy=0, sitting=1

sitting=1

Augmentation of labour

y=0, n=3

n=3

Episiotomy for primis

y=0, n=2

n=2

Abdominal pressure

y=0,n=1

n=1

IM oxytocin after delivery

y=3,n=0

y=3

Vaginal packing

y=0,n=1

n=1

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

Timing of discharge

<12 hr=0, >24 hr=2

>24hr=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

BP instru+stetho ready in LR

y=1,n=0

1Washbasin and running water in LR

y=1,n=0

Autoclave present in working condition

y=1,n=0

Labour room clean

y=1,n=0

Labour table condition

Clean =1, Has blood
stuck=0

Oxytocin available in LR

y=1,n=0

Staff in LR SBA trained

all =2 Half =1

Doctors (who conduct delivery) oriented on EBC

all =2, Half =1

IEC material (chart ) on evi based practices

displayed in LR

Y=1,N=0

1

11

Input score for this facility

12

% score for inputs

92.00%
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Annexure 11

Discharge Card

g @ Jag Rrg o Reafr

(a) foryg ot Refer
e B B FAT TWA

*  GSifad Vet g3t El?_g’ g?\,a Jq usH g (Neo natal death)
e g ofer  (still Birth)

(b) TSleH B FHAT dolel ... e, BT TH
(c) f&for ..
(d) Tpaer @l BT Sl g3 TH/SSAT/I ...

@t 7 dgora g @& giRe Rafa do@ @ e dfiY § o AweRe R
s/ad TR oo cEmE | At Wit s & dew #F & O g D 9y @

At 9 ey forgg @& Rafy
1. ofeSl, JRTETT @ dIgeTe AT @ ? 1. Ry @ @ @1 Yo A R

. EAoeie 7 IH A e § 2 2. Rigdw F A

L . g & @i & afy eo ol fifee J ot 7, A
27:]@2]3]3?1\21 ?
- s A @ 91 il 3T 6 2 B

. e AT B ?

(@E @ag a1 Jo a2t F,
Rruer auar a1 s 62 ad D) . Rig @ aer & R A HIE I A F@E 3 @ B2

e Fd e . Rig Aees B A TeuE $2 @ B
. oroAferT P (AgRid) & 2 . Prg @ difter 3e
. Wiftew #F o, & A 8. Ry & doe 2 Reciand @ = e B2
TEER A & ? 9. Ry 8% ¥ ced-duma B @ B2
Gl ] T G 10, s @ @R B o (R A, e, de o) ¥

g » FAT Af B & o= garEt ¢

Rrg] &1 U AR & T P A aver gam B ?

(THIHT
sRRENAE &

)
3
:
!
i
g
§

1. & A s 2. 3 dF & 3. RFaesiea
g & FAg fag @ & ori gaEar ¢

@
,.',—_,;. / Action Research and Training for Health
(1)
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THAIURIe ferder

ot @ R mear|

. Toft yeR @ Giftes oiiorer s wET F TR O @1, e, g, s, afoEf, s anfR)
. gt 3R g dffe &

. 3 WA e ulaiee 3mERe @t onferi of
. Ol do Udferad & g &, A AUD of e

P

L —
HiE AEN # Giftes e B R Bl I E 2 R i
#F 3 F 7 Ra & s oig w@rt

IR A B T A DS M TR B, A A e TAGR B, AT AT WRH Pow IR
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| R oy B W ot AT ot TR du o

. N

.V
SN = ASTEN
: X

L3

XAl H Yolel, ciells,
¢ o1 g &1 oA

1. forg @t ot W, & wew sust F oewr W, R o oft e A B Ty v & fer wr drerdt
2. forg ot ot & RN W B @ T T TG HUS A &bl Wil T W UG A d, o Bis agdl comd|
3. forg Rer or w3, 5@ oft &9, 3J & & gg Mo forg & 0 g ar ueh & smea adt B

UH B 6 AE dPb g B [Ah Idedre & B |
4. 7 B 3 R ae & Fead| galaa 3 @t Fead Fe e gowr et g urElt IEwRET 8

TEAS B AT G aE = B FINU, BUS UsA q 30GT BT T |

Action Research and Training for Health, Udaipur, 2014.




52 Discharge Card @

| R R P Reefeiya e @, @ gia amw ot @ a B gt

wGRwEr & o |

. wHsnem ¥ 2-3 RBe wE suer @ By B AWeUH Een IMdeNe &1 A IuS B fod el oar smenm
FE S 3MTID B SR |

#if @ oy @ Swener & 1w Faren Remmor o el anen @ die e, wad e, 143 Ra, 219 Rer, 28 Rer a 423 Ra
U3 39S °Y 3T @ fore FerdfRa fear 31

it 28 Re @ seaz & a1 Ry & @1 G & a Wa & U 104 =7 108 R YT Wiel BB aige geird | 98 giaer
forgres Iuem &1

o &\ a1 g & @1 THE 9@ &, 9 8 FE ae Sirdst /AT der U deid & U ad 3 @ @ # 9E @
3raeT & |
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« Purpose ofthe discharge card: Normally families are notacquainted with the health related
complications that might arise for the mother and the child after the delivery of a new born.
Thus, they are notaware 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
ofthe 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 restand sleep, etcare 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.
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Annexure 12

Sample session plan for orientation program for medical officers

on safer institutional delivery

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

10.00-10.15am

Welcome and introduction

10.15-10.35am

Perspective from Government of India

10.35-11.00 am

Janani Shishu Suraksha Yojana and situation of
institutional delivery in Rajasthan

11.00-11.15am

Objectives of the project

11.15-12.05 pm

Evidencebased delivery care

12.05noon12.20 pm

Teabreak

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

4.45-5.15pm

The way ahead

5.15-5.30 pm

Vote of thanks and closure
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