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SURAKSHIT MATRITVA AASHWASAN (SUMAN)

DIGNITY, RESPECT AND SUPPORT TO SERVICE
PROVIDERS

Any effort towards provision of respectful maternity care which is free, cashless and delivered
with dignity will not succeed unless there is full support and willingness on the part of the
service providers (doctors, nurses and support staff). Ensuring this support remains a major
challenge;however,evidence suggests that if the system is providing care and dignity to their
own staff and if they are satisfied, the same sentiment spontaneously radiates to the people and
beneficiaries who come to avail the services at the Public health facilities.

Hence, it is imperative that every state and district should be proactive in providing some of the
initiatives and services indicated below:
1. Improving ambience and work environment.

2. Creating an enabling environment so that the providers feel joy in rendering quality RMC
services

3. Ensuring availability of adequate drugs, equipment and infrastructure.

4. Provision of faculty/staff room, seminar halls, library, pantry, tea/coffee, drinking water,
clean restrooms and washrooms for the staff.

5. Provision of dress, uniform and apron as per the policy, name badge,etc.reflecting a
professional attitude and behavior of the institute and staff.

6. Asystem of recognition, award and reward to appreciate performers and generate healthy
competition to perform better.

Grant duty leave and support to attend seminars, workshops and conferences to those who are
performers and have delivered services as per the defined parameters.

I — . Y



S \»\EALI/Y

WAT/O %

sty W e

|

2
\>

NO

ANNEXURE - A

SERVICE PACKAGES UNDER ANTE NATAL CARE

Assessment of All Pregnant Women (PW)

ANC (minimum 4 ANC)

Routine investigations for all pregnant women
Prophylaxis and preventive measures

Counseling

Danger sign identification and management of HRP

Referral services

¢ Minimum 4 ANC -
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Physical Examination: Physical examination of all pregnant women will be performed
by a trained service provider during all ANC visits. All vitals should be checked and
recorded especially height, weight, BP, pulse, temperature, per abdomen examination
should be perfumed every time and recorded in MCP card. Examination of the breast to
be conducted during ANC visits in 3rd trimester for diagnosis and management of difficult
breast conditions (Inverted/Cracked nipples).

Screening of Pregnant women- All pregnant women should be screened for possible
conditions (Viz anemia, Hypertensive disorder, GDM, RTI/STDs, Hepatitis B etc) during
pregnancy to identify high risk pregnancies and their timely referral and management

Management of common physiological conditions during pregnancy- Common
condition during pregnancy like Nausea and vomiting, heartburn, constipation varicose
veins and edema, palpitations, fainting, dyspnea, low back and pelvic pain leg cramps
should be identified and treated accordingly in order to ensure positive pregnancy
experiences.

Recording and Reporting- All pregnancies should be registered with in 1st trimester
and all pregnant women should be provided MCP card. The pregnant women should be
counseled to carry her card during all ANC visits and delivery. Other reporting formats like
RCH Register, ANMOL, RCH Portal, HMIS and PMSMA portal formats should be updated on
time to time basis.

* Routine Investigations-

Hemoglobin estimation for identification of anemia and urine albumin and sugar should be
performed during each ANC visit. Blood group-ABO Rh, HIV, HBs-Ag, VDRL/RPR, Ultrasonography
(USG) (18-20 weeks) and OGTT (Repeat 24-28 weeks, if negative) should be performed once during
pregnancy. In malaria endemic area all pregnant women should be screened using thick/thin
smear/RDT- malaria.
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« Prophylaxis and Preventive Measures-

All pregnant women should be provided supplementation of Folic Acid during 1st trimester for
prevention of neural tube defects, Iron-folic acid (IFA)and Calcium during 2nd and 3rd trimester,
Injection Tetanus Toxoid & Diphtheria (Td). Promotion of consumption of iodized salt daily during
entire pregnancy to prevent lodine deficiency/goiter. In malaria endemic areas Insecticide Treated
Bed Nets (ITN) should be provided.

« Counseling

All pregnant women should be provided counselling on-

v" Adequate rest and exercise and keeping physically active,

v" Healthy eating & supplementation (Dietary diversity, Essential nutrients, IFA & calcium
supplementation, consumption of iodized salt and deworming),

Birth preparedness and complication readiness.
v Encourage father’s (male)involvement in ANC.

v Importance of early initiation of and exclusive breastfeeding and its beNefits for mother
and baby

- Danger sign identification and management of HRP- Identify pregnant women at risk for
developing complications or those having onset of complications during their pregnancy.
All pregnant women and their family members should be informed about danger signs
during pregnancies. Timely identification of High risk pregnancies, line listing of HRPS, timely
management and appropriate birth preparedness plan

« Referral services- Each pregnant woman and her ASHA worker should be provided with
contact details of the call center/ relevant transport provider and an additional list of escalation/
alternative transport option to reach out in case the primary transport provider doesn’t
respond.

SERVICE PACKAGE UNDER INTRAPARTUM CARE

Services including normal delivery, assisted delivery, C-Section delivery and management of
complication at appropriate level of facility including essential newborn care.

SERVICE PACKAGE UNDER POST NATAL CARE

«  Postnatal check-ups- Four PNC visits should be provided at 1st (within 24 hrs.), 3rd, 7th day and
6 weeks after delivery. There should be three additional visits in case of babies with low birth
weight on day 14th, 21th & 28th (as per the Integrated Management of Neonatal & Childhood
lliness (IMNCI) guidelines). The first 48 hours following delivery are the most critical in the entire
postpartum period check mothers for bleeding, temperature, signs of infection and provide
breastfeeding counselling.
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Look for the following in the PNC check-ups-

o  Relevant History: Ask for the history of any complications during delivery e.g.
excessive bleeding, convulsions etc. Ask for any present complaints like- ongoing
heavy bleeding, abdominal pain, pain in legs, foul smelling discharge PV, difficulty
in passing urine or stools etc.

o Physical Examination- Check for Pulse, BP, Temperature, Pallor & RR of the mother.
Do abdominal examination to check for adequate involution of uterus and to rule
out any uterine tenderness.

o  Timely Identification & Management of Complications both in the mother & the
new born

o Breast feeding- Ask if the mother has started breast feeding or if there is any
difficulty in initiation of the same such as breast tenderness etc. Explain the correct
position, attachment& frequency of breast feeding especially during night hours.
Also emphasise if requires any support in skill of breast milk expression, using palladi
for feeding,upon the need of Exclusive Breast Feeding for first 6 months of birth.

o  Care of New Born- Explain about the new born care, importance of rooming in,
how to bathe the new born etc. to the mother. Also to inform danger signs to the
mothers. Ask for any history of illness in the child e.g. not feeding, fever etc.

o  Counseling of the mother on Hygiene, Full Immunization, Contraception, Birth
registration, Danger signs in mother & child both, Diet & Rest etc.

o  Issuing IFA & Calcium tablets & ensuring compliance.

0.
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ANNEXURE -B

Services package for Newborn

Facility Based Newborn Care (FBNC) along with Home Based Newborn Care(HBNC) establishes a
continuum of newborn care to ensure that every newborn receives essential care right from the
time of birth and first 48 hours at the health facility and then at home during the first 42 days of life.

Overview of services at different levels of newborn care
1. For all newborn - essential newborn care will be provides at all levels.
2. Forsick and small newborns-
a. ldentification and prompt referral of ‘at risk’/ sick and small newborns.

b. Stabilization of newborns presenting with emergency signs and management of sick
newborns (as per the guideline)

c. Comprehensive care to all sick and small newborns (except for ventilator support* and
surgery)

Details of the services for the newborn provided at each level.
1. Essential care for all newborns including resuscitation, when required.
Prevention of infection

Provision of warmth (skin to skin contact)

Resuscitation (when required)

Early initiation of breastfeeding

Weighing

D N N N N NN

Vitamin K administration

v"Injection Vitamin K administration within one hour of birth

2. ldentification & prompt referral of ‘at risk’ and sick newborns to appropriate level of care.
3. Stabilization of newborns presenting to FRU/NBSU with emergency signs.
4. Management of newborns with emergency signs:

Apnoea (Not breathing at all) or gasping respiration

Severe respiratory distress (RR>70/min, Grunting, moderate retractions)
Central Cyanosis

Shock

Convulsions/ Unconsciousness

D N N N N NN

Hypothermia (Temp.<35.5degree C)
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Service Package under Post Natal Care

Facility follow up of SNCU discharge child: Five scheduled visits on SNCU .First visit during day 8
after discharge and later on as per prescription of doctor.

Home based Newborn Care (HBNC) - Six scheduled incentivized visits on Day 3, 7, 14, 21, 28
and 42 days .In case of Home Delivery visit on Day 1 is mandatory. In case of LBW babies /sick baby
additional visits may be conducted.

Follow up of SNCU discharges and LBW at community- ASHA to continue the same schedule
of HBNC in SNCU discharge babies considering the day of discharge as day of birth. After 42 days
quarterly visits starting from 3rd month to be conducted till one year of age.

Home Based Care of Young Child (HBYC)- All children beyond 42 days will be visited by ASHA
every quarter starting from 3rd month onwards till 15 months of age. The program will be rolled
out in aspirational districts to begin with.

An overview of the package for PNC is provided below:

Preventive care

. Details at birth to be documented- Time of birth, weight at birth, Sex at birth
. Cord dry and clean

. Exclusive breast feeding and breast feeding support

. Kangaroo Mother Care for Stable LBW babies

. Vaccinations at birth - Oral polio, Inj Hep B, BCG

. Injection Vitamin K

. Oral Supplements Vit D

. Calcium supplements

. Iron supplements

. Multivitamin

Counselling care

. Keeping the newborn warm —specially covering the head and feet
. Hand washing

. Exclusive breast feeding

. Delayed bathing

. Danger sign

. Mastitis Neonatorum

. stool pattern

. Vaginal Bleeding / Thick discharge
. crying

. Tongue tie

. umbilical hernia

. Non retractable prepuce

. Hymena tags
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Investigations

—_

Normal healthy newborn- Blood group-ABO./Rh, Random blood sugar ,Liver Profile : Serum
bilirubin total & direct.

N

Sick newborns- list of investigations as per FBNC training package like complete haemogram,
kidney profile, X-Ray etc.

Services package for Infant
Facility Based Infant Care-

«  Allthe infants coming will be provided with OPD & Emergency, Triage and Treatment (ETAT) at
all facilities providing 24*7 facilities PHC(HWC) onwards.

Service package under Post natal care -

Follow up of SNCU discharges and LBW

+  Home based Newborn Care (HBNC) by ASHA up to 42 days and

+  Home Based Care of Young Child (HBYC)

Preventive Measures

Oral Supplements Vit D, Calcium ,Iron, Multivitamin,
Prophylactic ORS distribution ORS
Nebulization facilities should be available

Sick Infant
1. OPD - drugs for management of childhood illness as per IMNCI Guidelines — Paracetamol,
oral amoxicillin, Zinc tablets, Antimalarials as per NMEP guidelines etc

2. ETAT, HDU & IPD management : Treatment specially of ARI/Bronchitis Asthmatic,
Diarrhoeal Diseases, Severe acute malnutrition, vitamin deficiencies and micronutrient
deficiencies, Pyrexia of unknown origin, Haematological Disorders & Diseases of Bones
and Joints etc. and others

Essential Lab Tests

Haemogram with peripheral smear, Blood grouping & cross matching
Routine microscopy urine

Rapid diagnostic test for malaria

Blood glucose

Test for typhoid

Serum bilirubin
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Preventive care

Play and communication with child
«  Use of MCP card for tracking development of child

Regular growth monitoring at nearest AWC
« Awareness about danger signs and accessing free referral and services under JSSK
+ Age appropriate Vaccinations

«  Prevent accidents and injuries by keeping sharps and dangerous items away from the reach
of child . Never leave them unattended near fire/water/road

«  Continue treatment and return to facility for follow up as advised by the service provider

Counselling care

«  Keeping the infant warm —specially covering the head and feet

« Hand washing
Exclusive breast feeding till 6months

«  Age appropriate and adequate complementary feeding with continued breast feeding
Continue feeding during illness

« Keep the children away from people with infectious diseases and report for screening
specially in case of TV/HIV in the family

« Use insecticide treated bednets in the malaria infested area and follow all personal protective
measures to avoid vector borne diseases

Management of common physiological conditions during infancy

Infants may have physiological anemia at 2-3 months of age.
Pain in abdomen/Colic

Growing pains

P g
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Overview of services at different levels of infant care

Paediatric OPD Early diagnosis & curative services for common childhood ailments
Screening for admission to hospital

Follow up care & care after discharge

Preventive healthcare services through provision of immunisation,
screening, counselling

Promotion of overall growth & development by health & nutrition
counselling

ETAT Assessment of children for emergency signs

Triage by qualified health professional

Management of emergency conditions e.g. for convulsions, shock,
respiratory distress

Stabilization before transfer to inpatient ward/onward referral

High Dependency Unit Provision of close observation, monitoring of children who are
physiologically unstable Management- oxygen therapy, cardio
respiratory monitoring , ionotropic support etc.

Paediatric ward Investigation and treatment of admitted sick children as per national
standard (F-IMNCI)

Supportive care for sick children

Identification & referral of children requiring care at tertiary facilities
PICU Allthereferrals from HDU/ETAT directly with danger signs, ventilatory
support

Diarrhoea treatment units | Assessment of dehydration

Management according to degree of dehydration
Rational use of drugs in children with
diarrhoea/dysentery

Demonstration of ORS preparation

Counselling on feeding, danger signs,

prevention of diarrhoea

Isolation room Segregation and management of children
with infectious diseases (source isolation)
Prevent susceptible paediatric patients
from being infected (protective isolation)

ANCILLARY & AUXILIARY SERVICES

Kitchen, Family Centred Care : basic amenities for family members
Play area, Laboratory Kitchen : equipped to provide diet for children of different age
groups

Child friendly care : Play area for recreation of children during
convalescence

I — P
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ANNEXURE - C

ROLES AND RESPONSIBILITIES OF CENTERS OF
EXCELLENCE

These Centres of Excellence (CoE) will act as a resource center for: -

i. Technical, programmatic and monitoring support to public health facilities for implementation
of the SUMAN.

ii. Orientation, training and supporting service providers for creating a mother-friendly
environment at facilities to provide safe delivery and respectful maternity care.

iii. Creating an ideal demonstration model for training and counselling the center to train all the
service providers on quality ANC, PNC, Safe delivery and Respectful maternity care.

iv. Guiding and conducting training for provision of quality infant care including complication
management.

v. ldentifying State Trainers and Supervisors to monitor these activities, in collaboration with the
State Committee,

vi. Creating a pool of Master Trainers to train service providers on highlighting the connection
between human rights language and key program issues relevant to safe maternity care.

vii. Ensuring that each and every maternal death is reported and investigated as per the GOl MDSR
guidelines.

viii. Conducting regularreferral audit of all unnecessary referral cases or refusal to admit complicated
pregnancies at PHC, CHC, FRU, district hospitals and other medical colleges.

ix. To establish a CoE, the respective medical college will get all necessary budgetary support
through State PIP.

X. CoE will meet on a monthly basis with State Committee to update, discuss the progress or any
implementation challenges,so as to get necessary support from State.

xi. Generate actions to support changes in provider behavior, clinical environments and health
systems to ensure that all women have access to respectful, competent and caring maternity
health care services. This can include social support through a companion of choice, mobility,
access to food and fluids, confidentiality, privacy, informed choice, information for women
on their rights, mechanisms for redress following violations, and ensuring high professional
standards of clinical care.
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ANNEXURE -D

LINKAGES WITH EXISTING PROGRAMS

Janani Suraksha Yojna (JSY)

JSYis a demand promotion scheme which provides conditional cash transfer of incentives to
pregnant women coming into the institutional fold for delivery. It ensures timely antenatal care
(ANC), institutional delivery and postnatal care (PNC).

Under this program, the facility in-charge and program officers will ensure that all entitled
beneficiaries get the payment through DBT (direct benefit transfer) at the time of discharge from
the hospital.

Janani Shishu Suraksha Karyakram (JSSK)

JSSKis operational in the entire country from the year 2011. It provides free and cashless maternity
services and infant care in all government healthcare institutions including diet, so that no out-
of-pocket expenditure is incurred by the beneficiary on drugs, disposables, diagnostics, blood
transfusion, referral transport and drop back facility. Under this program, it is the responsibility of
the facility in-charge from tertiary to primary care center to ensure provision of all entitlements so
that there is zero expense by the beneficiaries on care during pregnancy, childbirth and post-natal
period, including infants.

Pradhan Mantri Surkashit Matritva Abhiyan (PMSMA)

PMSMA has been launched to provide quality antenatal services to women in the 2nd and 3rd
trimesters of pregnancy on the 9th day of every month across the country by the Medical Officer/
OBGY specialists. These doctors (volunteers) can also be from private health facilities. The program
has a focus for identification and line listing of HRPs so that assured care can be provided to the
identified HRPs.

Under this program it will be the responsibility of program officers at all levels to ensure that every
pregnant woman receives ANC/PNC and in case she is identified as HRP, her line listing and delivery
plan is prepared and executed.

LaQshya

Access to care alone does not guarantee a positive outcome. Care for pregnant women must be of
high quality and delivered with respect and dignity. Highly trained doctors, nurses, and other health
workers, who adhere to quality standards mandated by the government, are critical to minimizing
risk of pregnancy complications and stillbirths.

In view of this Government of India launched “LaQshya program” to improve quality of care in
labour room and Maternity OTs in public health facilities.
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The LaQshya program is an evidence based approach to improve
quality of maternal and newborn care and provide respectful care,
particularly during the intrapartum and postpartum periods, which
are the most vulnerable periods for a woman and contribute to a
significant proportion of maternal deaths.

Its implementation involves improving Infrastructure upgradation, ensuring availability of
essential equipment, providing adequate human resources, capacity building of health care
workers, adherence to clinical guidelines and improving quality processes in labour room
and maternity OT. One of the key interventions in LaQshya program is six focused Quality
Improvement cycles of two month each in all LaQshya facilities.

The Quality Improvement in labour room and maternity OT will be assessed through NQAS
(National Quality Assurance Standards). Every facility achieving 70% score on NQAS will be certified
as LaQshya certified facility. Furthermore, branding of LaQshya certified facilities will be done as per
the NQAS score. Facilities scoring more than 90%, 80% and 70% will be given Platinum, Gold and
Silver badge accordingly. Facilities achieving NQAS certification and defined quality indicators and
80% satisfied beneficiaries will be provided incentive of Rs 6 lakh, Rs 3 lakh and Rs 2 lakh for Medical
College Hospital, District Hospital and FRUs respectively.

Assessment Improvement Enablers Outcome
Dimensions

Labour Room
Standardisation

Structural
Improvement
- Human Resource Labour Room
Baseline Strengthing Certification
Assessment
(using Guidelines for

LR Standardisation, Improved
MNH Toolkit & N Maternal health

NQAS) Quality Gircles Stillbirth &
Newborn Health

Indicators

Process

Improvement Rapid

Improvement
Cycles-Campaign

Interventions under LaQshya

«  Ensuring availability of optimal and skilled human resources as per case-load and prevalent
norms through rational deployment and skill upgradation.

«  Ensuring skill assessment of all staff of LR & Maternal OT through OSCE.
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«  Sensitizing care-providers for delivery of respectful maternity care and close monitoring of
language, behaviour and conduct of the labour room, OT & HDU Staff.

«  Creating an enabling environment for natural birthing process.

« Implementation of Clinical Guidelines, Labour Room Clinical Pathways, Referral Protocols, safe
birth checklist (in labour room and Obstetric OT) and surgical safety check-list.

«  Ensuring round the clock availability of Blood transfusion services, diagnostic services, drugs &
consumabiles.

«  Ensuring availability of triage area and functional newborn care area.

«  Ensuring systematic facility-level review of all cases of maternal/neonatal deaths, stillbirth,
and maternal near miss etc. including with their mentor teams through clinical discussions,
peer reviews in teaching institutes, Videoconference, or other distance mode mechanisms for
continuous improvement and learning.

«  Operationalisation of ‘C’ Section audit and corrective & preventive actions for ensuring that ‘C’
Sections are undertaken judiciously in those cases having robust clinical indications.

« Instituting an ongoing system of capturing of beneficiaries’ independent feedback through
mechanism ‘Mera- Aspataal’ or manual recording, or Grievance Redressal Help Desk and
take action to address concerns, for continual enhancement in their satisfaction.

- Ensuring availability of essential support services such as 24x7 running water, electricity,
housekeeping, linen and laundry, security, equipment maintenance, laboratory services,
dietary services, BMW management, etc.

«  Use of digital technology for record keeping & monitoring for maternity wing (MIS), including
use of E partograph.

« Use aggressive IEC, user friendly training material and IT-enabled tools.

«  Rapid Improvement Events - Six cycles of two months each as defined below will need to be
rigorously supervised and ensured.

I— Y
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Determinantsimpacting healthand well-being of mothers & newborns during theintrapartum
& immediate post-partum period.

Promoting Respectful Maternity Care & Cognitive Development of Baby

Comfortable Birth Avoiding
Position during Birthing Companion Stress

Encourage mothers to Walk
Move around and Change |~ Educating Birth |
position during Labur companio

Avoid Direct Pushing |—-> Coordinating Care

Let mother choose position > Prever}ting 2ty
of comfort for birthing SYERRINYIEMIT

Timely arrival to avoid
emergency stress [~

Positive interaction
with the care provider

Proper Triaging
on arrival

Emotional
Modern Birthing ~ |—— )\ motional Support Assuring Mother that
Furniture Assisting mother Birth is a Natural Process
Adequate circulation for personal needs Avoiding Stress
A > ) ) —
area for movin e t ¢
e Helping in Early riggering terms
Washing Hands Initiation of breast { ) Sensitizing LR team
and Drinking Water feeding to Respect the Natural »
Process of Labour
Orientation of Care Helping shifting of > -
Providers regarding [ >\| Mother & baby Avoid Frequent
Birthing Position \ Vaginal Examination
& R Promotes cognitive
" 4| development of babies
Do not separate mother Avoid Induction
) — — —
and baby for routine care / of Labour LDR Concept
No use of radiant Awoid Augmentation . . .
: —> —> —_—
warmer for routine care of Labour Fale) Bl Hlefiis
No Uneccassary refrerral f———p Avoid Epidural and f———p Avoid Noise —
to SNCU/NBSU Painkillers
: - Avoid unneccessary
Keeping the baby on the f———p Use of Safe Birth | Movement of [
mothers abdomen Checklist Caregivers
Delayed Cord Clamping |——p Use of Partograph | Cleanliness &
Hygiene
Early initiationof L hel Wresese) I Soothing colours  |—»
breast feeding C-Section and Music
Allow healthy pregnancy
Shifting Mother & Child |, to continue till at N ; ;
together towards/SNCU least 39 Weeks Visual Privacy
Bonding of Natural Progression Care Environment
Mother and Child of Labour

Pradhan Mantri Matritva Vandana Yojna (PMMVY)

Malnourishment is highest among poor pregnant women and newborn babies. In a bid to do away
with this gravethreat, PMMVY has been launched in 2017.This is a financial assistance scheme from
central government for expecting and lactating mothers. PMMVY offers Rs. 5,000 to all eligible
applicants. This financial assistance will help candidates to procurenutritious food and obtain
medical help as and when needed. The cash shall be transferred directly to the beneficiary’s account
amounting to Rs. 1,000/- on registration, Rs. 2,000/- on first ANC, and Rs. 2,000/- after delivery and
1st round of vaccination.

Under this program, it will be the responsibility of AWW and ICDS supervisors at district and block
level to create awareness and help the entitled beneficiaries in getting the amount transferred to

their account.
e, T
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Provisions under Operationalization of FRUs

Under NHM, states have been given flexibility to ensure availability of blood banks/blood storage
centres, hiring of HR on differential salary/incentives, placing requisite equipmentand infrastructure,
so that all the designated first referral units are functional round the clock.

Under this program, it will be the responsibility of the district RCH (Reproductive and Child
Health)officers and program managers to operationalize all the FRUs in their district, and clearly
defined onward and upward linkages of health facilities below the FRU. The ambulance network
operational in the district should have knowledge about operational FRUs to avoid any high risk
cases (pregnant women and infants) from beings hunted from one facility to another.

National Ambulance Services (NAS)

In the country, more than 26,000 ambulances are running with a state level centralized call center.
Besides this, additional ambulances are running under JSSK exclusively for pregnant women and
infants. This vast network of ambulances transports both normal and complicated cases for delivery,
and serves as a medium in case of emergency complication management.

Under this program, the state and district program officer is responsible for adequate sensitization
training of call center executives, EMTs (emergency medical technicians) and pilots regarding the
importance of timely transportation to an appropriate health facility, which is functional as FRU.

Other Maternal and Infant Health Care Guidelines

Guidelines pertaining to MNH Toolkit, labour room, Obstetric HDU, OT, IPHS, MCH, SBA, Dakshata,
Skill Labs, NSSK, FBNC (Operational guidelines & training package), ETAT, IMNCI, F-IMNCI, HBNC/
HBYC, MAA etc. will help the program officers at all levels in utilizing the provisions and norms for
creating infrastructure, recruiting qualified and experienced Human resource, logistics including
procurement processes for equipment and capacity building of service providers, so that good
quality care can be given.

Midwifery-led Care

Skilled and motivated nurse midwives play a key role in achieving positive health outcomes for
mothers and children.

According to the Lancet series on midwifery, safe and effective
midwifery care (which includes family planning) can avert 83% of all
maternal deaths, stillbirths and newborn deaths. 24% of pre-term
births can be prevented through a model of midwife-led continuity
of care, where there is a well-functioning midwifery program.

The'Midwifery Services Initiative’aims to create a cadre of Nurse Practitioners in Midwifery who are
skilled in accordance to competencies prescribed by the International Confederation of Midwives
(ICM) and are knowledgeable and capable of providing compassionate women-centered,
reproductive, maternal and newborn health care services.
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Bringing midwifery practices at central stage will further improve the quality of care around birth
and decongest higher levels of facilities. A strong midwifery cadre will not only provide quality
childbirth care to mothers and newborns, it will also ensure care with dignity and compassion and
promote a positive child birthing experience.

Qualified and certified Nurse Practitioners in Midwifery would be posted at Midwifery Led Care
Units that would be established at all high caseload public health facilities. Under this Midwifery
Led Care Unit Model, normal deliveries are expected to be handled by professional midwives and
complicated deliveries are expected to be handled by specialists.

Approximately 85% of pregnancies and births do not require specialized obstetric interventions.
Midwifery led care can play a critical role in promoting physiological births, and reducing over
medicalization.

Recognizing the critical role of skilled midwives, the Government of India developed the Guideline
on Midwifery Services (2018) and aims to strengthen the midwifery services of the country to ensure
quality care for every mother and newborn. . Introduction of midwifery led care will promote the
following objectives-

« To provide access to quality maternal and newborn health services and promote natural
birthing by promoting positive child birthing experience.

«  To promote respectful maternity care throughout pregnancy and child birth

- Toidentify, manage, stabilize and/or refer as needed, women and their newborns experiencing
complications

- To decongest higher level of healthcare facilities

- To expand access to quality maternal and neonatal services in remote areas including pockets
of high home delivery rates and urban slums

B,
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1.
2.

4.

ANNEXURE - E

SOME OF THE SUGGESTED INDICATORS FOR
MEASURING QUALITY MATERNAL CARE SERVICES.

ANTENATAL INDICATORS

% of ANC registered within first trimester against the total ANC registrations.

% of pregnant women receiving four or more antenatal care check-ups against total ANC

registrations.

% of Pregnant women having severe anemia treated against total number of PW having

severe anemia tested cases.

% of Institutional Deliveries out of total estimated deliveries

LABOR ROOM INDICATORS

1.
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% of deliveries attended by birth companion.

% of deliveries conducted at night.

% of obstetric complication cases managed.

% of deliveries conducted using real time Partograph.
% of deliveries conducted using safe birth checklist.
Proportion of episiotomies done against all deliveries.
Proportion of elective caesarean section.

% of cases referred to OT.

% of newborn required resuscitation out of total live births.

. % of newborn breastfeed within 1 hour of birth.

. No of cases of neonatal asphyxia and neonatal sepsis.

. No of cases of maternal death related to eclampsia/PIH.
. No of cases of maternal death related to APH/PPH.

. % of newborn referred out of those detected with danger signs
. Number of fresh stillbirths

. Number of cases of neonatal sepsis

. Number of cases of birth asphyxia

. Number of neonatal deaths and proportion reported

. % of LBW babies receiving KMC

. % of mothers of LBW supported for breast feeding

. Proportion of newborn received birth dose immunization
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POST NATAL INDICATORS
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% of PPIUCD inserted against total number of normal delivery.

2. Women discharged under 48 hrs of delivery in public institutions to total no. of deliveries
in public institutions.

3. Newborns visited within 24 hrs of home delivery to total reported home deliveries.

4. % of mothers received postnatal care from trained health personnel within 7 days of
delivery (post-partum sepsis)

5. Percentage of mothers received postnatal care from a trained community worker within 3
days of delivery.

6. % of newborns received post natal care from a trained community worker within 3 days of
delivery.

7. % of registered pregnancies for which the mother received mother and child e-card.
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SURAKSHIT MATRITVA AASHWASAN (SUMAN)

ANNEXURE - F

PROGRAM OFFICER’S RESPONSIBILITIES AT
DIFFERENT LEVELS

te Level

To be taken up as a citizen guarantee under Public Service Guarantee Act for providing timely
and hassle-free delivery of services to the citizens.

The state program officer should have an update onimplementation status from all the districts.

iii. Awareness generation and encouraging community participation.

Sensitization and orientation of state and district service providers and program officers on the
existing initiatives.

Ensuring all identified EmOC and BEmOC delivery points are fully functional as per GOl guidelines.
The facilities are geared up to provide care to the low birth weight and sick infant.

Provision of adequate resources to ensure strengthening of various public health facilities and
also cashless care to the beneficiaries.

Monitoring implementation of the initiative and timely redressal of grievances.
Organizing meetings of the state level committees and implementing the decisions taken.
Prioritizing implementation of ‘Mera Aspatal’initiative at all DHs.

Reviewing 100% reporting and implementation of MDSR in all districts.

To work towards ensuring that there are adequate number of CEmONC facilities/ First Referral
Units that are so geographically distributed that they can be accessed within an hour from all
health care facilities in line with the time to care approach.

To ensure 100% registration of all maternal deaths and ensuring systematic maternal death
review (facility and community based) are undertaken as per the Guidelines for Maternal Death
Surveillance and Response and corrective measures undertaken to address the systemic gaps.

To ensure that all delivery points above CHCs have Lagshya Certification, preferably by 2021-22

In collaboration with the State Committee and CoE, prepare a road map for operationalization
of designated health facilities including medical colleges.

Adequate funding support to medical colleges for effective implementation of this initiative.

Timely recruitment and provision of necessary HR, other logistics and financial support for
implementing this activity at facilities identified to provide the services under this initiative as
a guarantee to the beneficiary.

trict Level

The district program officer will have a line listing of all HRPs and their expected place of delivery.
Expected newborn services should also be ensured and team should be well informed and well
prepapred.

A comprehensive referral plan should be in position.
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iii. Sensitization and orientation of service providers on the existing initiatives.
iv. Ensuringallidentified EmOCand BEmOC delivery points are fully functional as per GOI guidelines.

v. Toensure 100% registration of all maternal and child deaths and ensuring systematic maternal
death review (facility and community based) are undertaken as per the Guidelines for Maternal Death
Surveillance and Response and corrective measures undertaken to address the systemic gaps.

vi. To ensure that all delivery points above CHCs have Lagshya Certification, preferably by 2021-22

vii. District hospitals to be strengthened as per the GOI guidelines for strengthening pediatric care
at DH and regularly report as per the reporting format.

viii. Provision of adequate resources to ensure cashless care.
ix. Monitoring implementation of the initiative and timely redressal of grievances.

X. Organizing meetings of district level committees and implementing the decisions taken.

Block Level

i.  Ensuring all concerned staff are oriented about this scheme.

ii. Capacity building of doctors/nurses providing maternity care.

iii. Preparing line listing of beneficiaries as per the JSY/JSSK/PMSMA list.

iv. Similar line listing to be done in urban areas under the supervision of Public Health Manager.
v. Ensuring availability of drugs and diagnostics as per the PMSMA list.

vi. Ensuring all relevant IEC/BCC material is printed in the local language and prominently
displayed at vantage points at the facilities.

vii. Organizing regular meetings with Women'’s group and PRI Leaders to engage and sensitize
them about this initiative.

viii. Ensuring all maternal and infant deaths are reported and reviewed and all pregnancies are
registered.

ix. Ensuring none of the identified HRPs are without proper plan for delivery and follow up.
X. Assisting State team or CoE for notification as well as investigation of maternal deaths.
xi. Ensuring mother and child -friendly environment at facility and receiving regular feedback.

xii. Assisting in timely treatment at facilities as well as timely referral of clients at higher centres by
making transportation arrangement.

xiii. Ensuring and coordinating with relevant stakeholders so that all HRPs, small and sick newborn
will get free treatment and transportation at all facilities.

xiv. Raising a flag to the District, State committee or CoE for meeting any challenges and extending
necessary support which may be required for safe delivery and respectful maternity care.

xv. Incase home delivery is imminent, even then the nodal officer will be responsible for ensuring
that the delivery is conducted by SBA/midwives and referral is ensured in case it is required.

The MO in-charge of the block PHC/UPHC will identify the nurse/ANM/ASHA/volunteer who will be
nodal to coordinate and ensure safe and cashless delivery at the public health facilities.

O,






WEAL Thy

\
N Z
@

©)
<

<
Zz

I ey five

Ministry of Health and Family Welfare
Government of India

Design & Layout : Paromita Advertising Agency Pvt. Ltd. (www.paromita.org)



