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[INTRODUCTION|

World Health Organization (WHO) defines Maternal Mortality Ratio (MMR) as annual number of female
deaths from any cause related to or aggravated by pregnancy or its management (excluding accidental or
incidental causes) during pregnancy and childbirth or within 42 days of termination of pregnancy, irrespective
of the duration and site of the pregnancy. )

The major complications that account for nearly 75% of all maternal deaths are severe bleeding (mostly
bleeding after childbirth), infections (usually after childbirth), high blood pressure during pregnancy (pre-
eclampsia and eclampsia), complications from delivery and unsafe abortion. The remainder are caused by or
associated with infections such as malaria or related to chronic conditions like cardiac diseases or diabetes. )

Maternal mortality is a big challenge globally - in 2020, the global MMR was 152 deaths per 100,000 live
births, up from 151 deaths per 100,000 live births in 2019. This trajectory projects 133 deaths per 100,000 live
births in 2030, nearly double the Sustainable Developmental Goal (SDG) target. MMR in South-east Asia was
62 per 100,000 live births @

As per SRS report released in March 2022, with reference year of 2017- 19; India has an MMR of 103 per
100,000 live births. There are wide state differentials with Assam topping the list with the highest MMR.
Madhya Pradesh being one of the states with a high burden (MMR of 163). > WHO statistics suggests that
25% of maternal deaths are due to PPH. In India, PPH accounts for 38% of maternal deaths: ©)

As per NHP (National Health Policy) 2017, the target for MMR was to achieve 100 per 1,00,000 live births
by 2020. India has committed itself to the latest United Nations (UN) target for the SDGs for MMR at 70 per
1,00,000 live births by the year 2030. @)

p: (PPH) is defined as blood loss of 500 ml or more within 24 hours after
birth, while severe PPH is defined as a blood loss of 1000 ml or more within the same timeframe according to
World Health Organization (WHO). Every year about 14 million women around the world suffer from PPH.
The incidence of PPH is reported as 2% - 4% after vaginal delivery and 6% after ¢ — section. The most frequent
cause of PPH is uterine atony in about 50% cases. ®

Government of India (Gol) adopted the Reproductive, Maternal, New-bom, Child and Adolescent Health
(RMNCH+A) framework in 2013. It essentially aims to address the major causes of mortality and morbidity
among women and children. Gol has launched multiple programs to address different causes of MMR directly
and indirectly like the Janani Suraksha Yojana (JSY), Janani Shishu Suraksha Karyakaram (JSSK), Pradhan
Mantri Surakshit Matritva Abhiyan (PMSMA), Intensified National Iron Plus Initiative (INIPI) and Labour
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room Quality improvement Initiative (LaQshya). For the training of service providers Skill Birth Attendant
(SBA) and, DAKSHATA training was introduced by the Gol in the last decade. ©

There are different strategies for management of PPH but one of the most effective methdos is Active
Management of Third Stage of Labour (AMTSL) has been defined in various ways and current international
definition comprises three components: administration of uterotonic drug (Injection Oxytocin-10 1U, IM or
Tab Misoprostol-600mcg, oral), Controlled cord traction (CCT) and Uterine massage. AMTSL helps in
expulsion of placenta and reduction in blood loss to mother © Approximately 66% cases of PPH can be
prevented if AMTSL is done in all cases after delivery. The AMTSL guidelines were introduced in 2003,
modified in 2006™ In India it AMSTL was introduced in national guidelines in the year _.

According to WHO prophylactic management by provision of uterotonics provided by the SBA during
AMTSL is a lifesaving procedure. Uterotonics have a critical role in obstetrics, notably for prevention and
treatment of PPH. Prophylactic use of uterotonics especially oxytocin is the accepted standard of care globally.
3 The issues with usage of Oxytocin are to maintain a proper supply chain. However, due to its susceptibility
to degradation from exposure to heat leads to its reduced effectiveness in preventing PPH from uterine atony.
In low resource setting where generally electrical appliance (refrigerator) to maintain cold chain is not
available and hence the efficacy of Oxytocin is challenged.

[This led to the initiation of the research question Mhlch was a joint collaborative project of IPE Global and
IIHMR Delhi. This study is part of the Systems Approach for MNCH focusing on Vulnerable Geographies
(SAMVEG) project. USAID India awarded the SAMVEG project to IPE Global led consortium with project
partners DIMAGI Inc., World Health Partners (WHP) and John Snow India (JSI) Private Limited through a
Cooperative Agreement for a period of four years beginning from July 27, 2021. The project will fill critical
gaps in health systems, encourage innovations, scale-up and sustain interventions and help India progress
towards ‘self-reliance’ in MNCH. The overarching goal of SAMVEG is to accelerate efforts to improve
maternal, newborn and child health outcomes in identified vulnerable geographies of India. The objective of
SAMVEG is to ‘accelerate efforts to reduce maternal, neonatal, and infant mortality in 3 states and 25
Aspirational Districts through several catalytic and innovative interventions. The project will work closely
with governments in Jharkhand, Madhya Pradesh, and L and focus on 25 irati Districts in
Jharkhand (19), Uttarakhand (2), Punjab (2), Haryana (1) and Himachal Pradesh (1). SAMVEG will work on
critical MNCH issues across the continuum of care. The project activities will be distributed across the MNCH

priority periods of pregnancy, care at birth, post-natal care, newborn care & child health and cross cutting
systemic issues.

IIHMR- Delhi is part of the Society for Indian Institute of Health Management Research (IIHMR), which was
established in 1984 under the Societies Registration Act 1958. It was setup in 2008 with a focus on national
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and international health to cater to the growing needs of the country and the Asia-Pacific region. We undertake
capacity building of health professionals through different short term management development programs,
skill building workshops, and executive training programs. We also conduct locally relevant research to meet
the requirements of the national health program and policies.

RATIONALE OF THE STUDY

Existing knowledge was there that primary prevention of PPH can be done through AMTSL (Active
Management of Third Stage of Labour) and Oxytocin was i as the ication of

choice for PPH prevention in vaginal deliveries. There are certain gaps in the knowledge regarding
availability, storage, supply chain of ics and AMTSL i ion practices. These

gaps in existing knowledge lead to the initiation of our research question.
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REVIEW OF LITERATURE

AAn intervention study published by Tsu Vivien D et al in the year 2006 on reducing PPH in
Vietnam in 3607 participants; AMTSL was associated with reduced risks for prolonged third
stage beyond 30 min, supplemental oxytocin and bimanual compression and AMTSL was
associated with a 34% reduction in PPH. ©

A study published by Guerra G V et al. in the year 2009 on factors and outcomes associated
with the induction of labour in Latin America it was found that out of the total deliveries, 11.4%
were induced and induced labour is, however, associated with poorer maternal and perinatal
outcomes than spontaneous labour. ©)

A systematic review published by Gizzo S et al in the year 2013 on which uterotonic is better
to prevent PPH — it was found that Oxytocin is the first choice for PPH prophylaxis, Ergot
alkaloids, syntometrine, and ins are second- line ic agents, Mi: is

not effective as oxytocin but it may be used when the latter is not available and Carbetocin
should be used instead of continuous oxytocin infusion in elective caesarean sections for PPH
prevention and to decrease the need for therapeutic uterotonics. 1%

A qualitative study published by Mannheimer SS et al on experiencing challenges when
implementing AMTSL, in 12 midwives in Ghana; it was found that uterine massage was not
implemented and there is need for delegating certain steps of AMTSL to other health care staff,
i.e., task shifting. 42

A cohort study published by Anne G et al in the year 2014 on the benefits of cord blood
collection (CBC) in the prevention of PPH; 25% vaginal deliveries were benefited from CBC
and CBC was found to be protective factor of PPH. (12

Astudy published by Joshua DD et al in the year 2015 on Prevention and management of PPH:
a comparison of 4 national guidelines, all organizations, (except the American College of

Obstetrician and Gynaecologists), recommended AMTSL for primary prevention of PPH in all

vaginal deliveries and Oxytocin was ji Ily as the ication of choice for

PPH prevention in vaginal deliveries. ¥

A study published by Begley CM et al in the year 2015 on the Active versus expectant
management for women in third stage of labour; it was reported that women at mixed levels of
risk of bleeding, active management showed a reduction in the average risk of maternal primary
haemorrhage at time of birth. 4
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A cross sectional study published by Felarmine M et al in the year 2016 on 431 facility factors
influencing utilization of AMTSL among skilled birth attendants in Kenya; they commented
that AMTSL was utilized by 31.5% of the birth attendants. Controlled cord traction (96.5%)
was the most utilized and utilization was higher in facilities with a fridge and in facilities with
standards documents in the labour ward. **

A study published by Priyankur R et al in the year 2016 on the Placental Blood Drainage as a
Part of AMTSL after Spontaneous Vaginal Delivery; they commented that the incidence of
PPH was 1% in study group and 9 % in control group and the mean drop in Hb % level was
0.6 gm/dl in study group and 1.1 gm/dl in control group. *®

A study published by Wattar BHA et al in the year 2017 on the management of obstetric PPH:
a national service evaluation of current practice in the UK; they commented that 50%of cases
were minor PPH and the remaining were moderate PPH and severe PPH. The majority of
women received AMTSL most commonly with Syntometrine IM and there was poor
invol of icians and ists in managing PPH cases, which was
more prevalent when managing major PPH. 47)

Astudy published by Elise EN et al in the year 2018 on the Physiologic childbirth and AMTSL:
A latent class model of risk for PPH; they commented that A four- class solution best fit the
data; each class was clinically distinct. The two largest Classes (A and B) represented women
with term births and lower average parity, with higher rates of null parity in Class B. Class A
women had more physiologic birth elements and less labour induction or labour dysfunction
compared with Class B. PPH and AMTSL use was higher in Class B. In Class B, AMTSL
lowered risk for PPH. However, in Class A, AMTSL was associated with higher risk for PPH

and delayed placental delivery (>30 minutes). @

A study published by Bishanga DR et al in the year 2018 on the Improvement in the AMTSL
for the prevention of PPH in Tanzania; they commented that the proportion of deliveries
receiving all three AMTSL steps improved significantly by 19 percentage point. “%

A secondary analysis published by Chikkamath SB et al. in the year 2021 on the duration of
third stage labour and postpartum blood; they commented that blood loss rose steeply with
third stage duration in the first 10 min, but more slowly after 10 min and this trend was observed
for both Oxytocin and heat stable carbetocin and the difference in the trends for both drugs was

statistically insignificant. @2
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A retrospective Review of Time to Uterotonic Administration and Maternal Outcomes After
Postpartum Hemorrhage by Knoll William et al. in the year 2021; commented that Each 5-
minute delay in uterotonic treatment was associated with 26% higher odds of hypotension
following delivery of any type. For vaginal deliveries, each 5-minute delay was associated with
319% and 34% higher odds of ion and i ively @

A study published by Muyanga D et al. in the year 2022 on the knowledge and skills on
AMSTL for prevention of PPH among health care providers in Tanzania; commented that of
all HCPs (Health Care Providers), 171 (50.3%) had adequate knowledge whereas 153 (45.0%)
had adequate skills on AMTSL. 2

Table 1 provides summary on the studies done on AMTSL.

Table A: Review of Literature

Title Author, Methodology Sample | Results
Journal, size
Year of
publication
Reducing Tsu Vivien D | Quasi experimental 3607 e AMTSL was
postpartum etal. study: AMTSL was associated with
haemorrhage in | 2006 introduced for all reduced risks
Vietnam: births attended by for prolonged
assessing the govt midwives in one third stage
effectiveness of district while standard beyond 30 min
active practice without * AMTSL was
management  of AMTSL was associated with
third-stage labor continued in three a 34% reduction
neighbouring districts in PPH
Oxytocin (10 IU) was
administered.
Factors and | Guerra G V | Bivariate and 120 o Outof the total
outcomes etal. multivariate analyses. deliveries
associated  with | 2009 Analysis of the 2005 11.4% were
the induction of WHO global survey induced.
database.
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labour in  Latin

* Some adverse

America perinatal
outcomes were
also higher: low
5-minute Apgar
score, very low
birthweight,
admission to
neonatal ICU
and delayed
initiation of
breastfeeding.

Which Salvatore Systemetic Review - Oxytocin is the first

uterotonic is Gizzoetal. choice for PPH

better to prevent | 2013 prophylaxis.

PPH Latest news

in terms of

clinical efficacy,

side effects, and

contraindications

Experiencing Schack Stina | lin- depth interviews | 12 e Uterine

challenges when | Mannheimer | labour ward of massage, was

implementing etal. midwives who all had not

AMTSL with 2014 previous training in implemented.

midwives in AMTSL. e Need for

Accra, Ghana delegating
certain steps of
AMTSL to
other health care
staff,

Benefits of cord | Guillaume Retrospective cohort | 7810 e 25% NVD were

blood collection | Anne et al. benefited from

(CBC) inthe 2014 CBCasitisa
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prevention of

protective factor

PPH: a cohort for PPH.
study
Preventionand | Dahlke Descriptive analysis of | 4 o All
management of | Joshua D et | guidelines from organizations,
PPH: a al. American College of (except ACOG,
comparison of 4 | 2015 Obstetrician and recommended
national Gynaecologists AMTSL for
guidelines (ACOG), Royal primary
Australian and New prevention  of
Zealand College of PPH in all
Obstetricians and vaginal delivery
Gynaecologists, Royal e Oxytocin  was
College of recommended
Obstetrician and universally  as
Gynaecologists the medication
(RCOG), and Society of choice for
of Obstetricians and PPH prevention
Gynaecologists of in vaginal
Canada on PPH deliveries
Facility factors | Muiruri Cross sectional study | 431 e AMTSL was
influencing Felarmine et | among 431 skilled utilized by
utilization of al. birth attendants in 52 31.5% of the
AMTSL among | 2016 health facilities. birth attendants.
skilled birth e« Controlled cord

attendants in
Kiambu county,
Kenya

traction (96.5%)
was the most
utilized.
Utilization was
higher in
facilities with a
fridge and in
facilities with
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standards
documents in
the labour ward.

Placental Blood
Drainage as a
Part of AMTSL
after
Spontaneous
Vaginal
Delivery

Roy
Priyankur et
al.

2016

Pregnant patients with
37 or more weeks of
gestation, who had
spontaneous vaginal
delivery were studied.
Patients were
randomized equally

into two groups.

200

Incidence of
PPH was 1% in
study group and
9 % in control
group

Mean drop in
Hb % level was
0.6 gm/dl in
study group and
1.1gm/dlin
control group.
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Management of | Bassel H Al | National multicentre | 98 e 50% of cases
obstetric PPH : a | Wattar etal. | prospective service obstetric were minor PPH
national service | 2017 evaluation study was | units o Majority of
evaluation of done over one women received
current practice calendar month and AMTSL most
inthe UK current performance commonly with
was compared to Syntometrine
national standards for IM.
managing PPH.
Physiologic Erickson Outcomes of 2322 2322 The two largest
childbirth and Elise N etal. | vaginal births from a Classes (A and B)
AMTSL: A 2018 hospital midwifery represented women
latent class service in the US to with term births and

model of risk for
PPH.

examine risks for PPH
and effectiveness of
AMTSL. A four-class
solution best fit the
data; each class was

clinically distinct.

lower average

parity, with higher

rates of null parity
in Class B. Class A

women had more

physiologic birth

elements and less

labour induction or

labour dysfunction

compared with
Class B. PPH and
AMTSL use was

higher in Class B.
In Class B, AMTSL
lowered risk for

PPH. However, in
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Class A, AMTSL
was associated with
higher risk for PPH
and delayed
placental delivery
(>30 minutes)

Improvement in | Dunstan R Cross-sectional study | 2010- Proportion of
the AMTSL for | Bishangaet | was conducted in 52 489 deliveries receiving
the prevention of | al. health facilities pre 2012- all three AMTSL
PPH in 2018 and post training 558 steps improved
Tanzania: a intervention significantly by 19
cross-sectional percentage points
study after training
Duration of third | Chikkamath | Secondary data 10,040 |« Blood loss rose
stage labour and | SBetal. analysis of WHO steeply with
postpartum 2021 CHAMPION trial third stage
blood loss: a Reproductive | conducted in twenty- duration in the
secondary Health three sites in ten first 10 min, but
analysis of the Journal countries. more slowly
WHO after 10 min.
CHAMPION * Both Oxytocin
trial data and Heat Stable
carbetocin are
equally
effective in
controlling PPH
Retrospective Knoll Reviewed all cases of | 128 e« Each 5-minute
Review of Time | William et PPH that occurred at delay in
to Uterotonic al. an academic centre uterotonic
Administration | 2021 between June 2015 treatment was
and Maternal and September 2017. associated with

Outcomes After

26% higher
odds of

24|Page




Postpartum

Hemorrhage

hypotension
following
delivery of any
type.

For vaginal
deliveries (n =
86), each 5-
minute delay
was associated
with 31% and
34% higher
odds of
hypotension and
transfusion,
respectively.

Knowledge and
skills on
AMTSL

for PPH
prevention of
PPH, Tanzania

Muyanga D
etal.

2022 Feb 11,
BMC
Women’s
Health

Cross- sectional
analytical hospital-
based study

340

171 (50.3%)
had adequate
knowledge
153 (45.0%)
had adequate
skills on
AMTSL
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1. Assess AMTSL implementation practices in all levels of public health facilities.
2. Assess capacity needs for AMTSL.
3. Assess availability, storage and supply chain management of key uterotonics
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METHODOLOGY.
A. Study design:
Quantitative Cross- Sectional study

The Situational Analysis included:

|| Record review Labour Room (LR) and store documents: delivery load,
PPH deaths, ing factors etc.
Il | Interview of Providers at | Prevailing practices for AMTSL
LR & Drug Store

111 | Interview of beneficiaries | Assess perception

IV | Observation Facility readiness in terms of IEC, drugs, storage/ stocks.,
cold chain equipment

B. Study Setting

The situational analysis was done in 15 delivery points of Dewas District of Madhya Pradesh.
The reasons behind selecting district Dewas was that it has facilities with significant number
of deliveries conducted, from DH to SHCs. There is a total of 31 delivery points in Dewas but
only 15 are identified as delivery points based on the inclusion criteria.

Map: Dewas District of Madhya Pradesh
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The district gets its name from the district headquarters town, Dewas which is said to have been
derived on the basis of two traditions. One is that Dewas lies on the foot of a conical hill, known
as Chamunda hill about 300 ft. above the ground level on top of which the shrine of Chamunda
is located. The image of the Goddess is cut in rocky wall of a cave. It is, therefore, known as
Devi Vashini or the Goddess’s residence. From this the name Dewas (dev-vas) seems to have
been derived. The other view of the probable origin is from the name of the founder of the
village Dewasa Bania.

The present Dewas district broadly corresponds to the twin treaty States in Malwa Political
charge of the Central India Agency, divided into a Senior and a Junior branch of the early
twentieth century with some adjustments of other territories. There were two district chief ships
with separate administrations, acting independently in most matters, sharing the same capital
town of Dewas. Consequent upon the merger of princely States and the formation of Madhya
Bharat State in 1948 there was reconstitution of boundaries and thus the district in the present
form was constituted. The reconstituted district was, however, formed by merging 242 villages
of the two tahsils of Dewas of the former Senior and Junior State, 452 villages of Sonkatch
tahsil and of 99 villages of Ujjain tahsil of former Gwalior state, 99 villages of Nimanpur tahsil
of former Dhar state, one village of Jawar tahsil of former Bhopal State, and then the existing
tahsils of Kannod and Khategaon of former Holkar State. With the reorganization of States on
linguistic basis on 1st November 1956, Madhya Bharat, with other territories got merged to
form the new state of Madhya Pradesh and thus Dewas continues to be one of the districts in
it.

The district is now divided in to 9 tehsils viz. Sonkatch, Dewas, Bagli, Kannod, Tonk-Khurd,
Khategaon, Satwas, Hatpipliya and Udainagar. Dewas tehsil is situated on the north-western
part of the district, Sonkatch on the north-eastern part, Bagli on the south, Kannod on the south-
central part and Khategaon on the South-east. Weather road connects all the tahsil headquarters.
The Head-quarters of Dewas tehsil, which is also the district headquarters, is situated on The
Bombay-Agra National Highway No.3 and is also connected by broad-gauge railway line of
western Railway. ™

C. Study participants

a. Service providers at delivery points: specialists, Medical [Officers kMO), staff
nurses, ANM.
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b. Store in-charge in district, block and delivery point facilities
c. Women (mothers) during immediate post-partum period at Post Natal Care (PNC)
wards

Eligibility Criteria:

Inclusion Eriteriﬁ: All service providers, post partum females and store in charge of the selected

facilities.

Exclusion Ci

* Any postpartum female who was clinically unstable to be part of the study

* Any person who refused to provide consent

D. Sample size
n=2Z%q/ d®
n = sample size required in each group
Z: for 5% this is 1.96, Confidence = 95%
n=4%92*8/5*5=113
«Final sample size for post-partum females = 113 + 6 = 119

We took institutional delivery rate as the outcome variable, which is 92% as per NFHS

5 fact sheet
Accounting for drop- in response rate of 5%

E. Sampling:
« Convenient Sampling was done to select the facilities based on the criteria.
The criteria for selection of delivery points as per the financial year data (2020-
21) were:

1. Facility has a minimum caseload of deliveries (SHC, PHC, non-FRU CHC)

e SHC/HWC: 2 or more deliveries per month

e PHC: 25 or more deliveries per month
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e Non-FRU CHC: 75 or more deliveries per month
2. Availability of Comprehensive services

* FRU CHC/ SDH: availability of CEMONC
« District Hospital: availability of CEmMONC

« Out of 31 delivery points, 15 facilities fitting into the selection criteria were

selected for the study.

Participants were planned to be interviewed in every facility based on convenient

sampling
Subjects to be interviewed Total
Level
1 Service Providers [staff nurses, medical | 35

officers, ANM store keepers/ in-charge) (2subcentre + 8 *2in PHC + 4 *
(1 in subcentre, 2 in PHC each, 3 in CHC | 3in CHC + 5 * 1 DH)
each and 5 per DH)

2 PNC Mothers (2 in subcenter, 5 in PHC |[119]
each, 12 in CHC each and 40 in DH) (2 sub centre + 5 * 8 in PHC each
+12*4in CHC each + 40 * 1 DH)

Total 154

F. Study Variables
Exposure variables- This is not an interventional study so there is no exposure variable.

Outcome variables — An understanding was developed on knowledge and practices of

providers on:

a. AMTSL
b.  Supply chain management including availability of cold chain
c. Perceptions of mothers on quality of care

G. Data collection —

30|Page




Primary data was collected by conducting interviews using semi structured pre tested
questionnaires in local language (Hindi). For the purpose of data collection following 3

different questionnaires were used:

. Situation Analysis Tool Questionnaire for providers including store in-charge
. Situation Analysis Tool Questionnaire for Mothers
. Situation Analysis Tool Questionnaire for Facility readiness

Physical orientation on the tools was completed in 2 days followed by the field assessment.
There were 3 teams (X, Y and Z) comprising of 2 members each required for this i.e., 6
interviewers in total. The data collection and compilation were completed in 4 days by the
teams (additional reserve 1 day for data compilation). A total of 7 working days was utilized

for completing the assessment and data collection.
The details of the field plan followed are mentioned in the Annexure 1.

H. Data management:
a) Data collection — Data was collected on hardcopy and then entered on excel sheet. For

quality check a discussion was done and quality parameters were met.

e

Data validation — Data collected was cross checked by the state SAMVEG team. Code
validation was done for the codes assigned to the participants. Data was checked for

completeness and accuracy.

o

Data analysis - The data was analyzed and presented as a descriptive study. Dummy

tables were made for each quantitative variable. Freq y and p were
calculated of each variable and checked for normal distribution. Mean and standard
deviation were calculated. Each of and practices by providers

was presented as proportion (%). We correlated the knowledge with practices to gain a
deeper understanding of the situation.

I. Ethical consideration:

Privacy and identiality were maintail the study. Informed consent was taken

from the participants. There was voluntary icipation by the potential icil and
everything was explained to them regarding the interview in local language. Anonymity was
maintained by assigning codes. There was no potential harm to the participants from the study.
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Data was kept password protected. Approval was taken by Student Review Board (SRB).
Consent was taken from the district Chief Medical Officer (CMO) to conduct the study.
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RESULTS
We could not achieve the desired number of respondents from each of the targeted facilities (SHCs,

PHCs and CHCs) and thus we have taken remaining respondents from District Hospital (DH).

All 134 (100%) female respondents delivered in the hospital facility, out of which 85 (63%)
women had undergone normal vaginal delivery (NVD) and 49 (37%) had undergone lower
segment caesarean section (LSCS) delivery. Out of total respondents|[103 (77%) deliveries
were conducted at DH with 49 of them (48%) being LSCS. (Table 1)

Table 1: Facility wise Distribution of Respondents

Number of Respondents] Frequency
Hospital Delivery | 134 100%
DH 103 7%
* DHNVD 54 52%
e DHLSCsS 49 48%
CHC 29 22%
PHC 2 1%
Subcentre 0 0

Figl 1

NO. OF RESPONDENTS AND TYPE OF DELIVERY
FACILITY WISE

mDH WCHC mPHC

DH (77%) [ NVD (52%)
+15Cs (48%)]
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Out of total of 134 females, 116 (86%) of the women were informed about the procedures/
practices i.e., administration of drugs, induction/ augmentation of labour) being carried out

(Table 2)

Table 2: Information about Procedures/ Practices

Informed consent taken about the | Frequency | Percentage
procedures/  practices (ie.,
administration of drugs,
induction/  augmentation  of

labour)

Yes 116 86%
No 17 13%
Do not remember 1 1%

N 134 100%

Only 21 females (16%) received uterotonics for induction of labour. All of these 21 females

knew that they were being administered uterotonics. (Table 3)

Table 3: Usage of Uterotonics for Induction of Labour

Did you receive any drug(s) | Frequency | Percentage
(uterotonics) for induction of

labour?

Yes 21 16%

No 110 82%

Do not remember 3 2%

N 134 100%
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women received uterotonics for
induction.of, labour

remember

ves
2% | 16%

o
a2
myes WTS' mdo not remember
Fig 1.2

Only 21 (16%) females know about drug(s) that can induce/ augment labour. Out of these 21,
2 females had requested for administration of the drug. (Table 4)

Table 4: Knowledge about Drug Inducing/ Augmenting Labour

Know about drug(s) that can | Frequency | Percentage
induce/ augment labour?

Yes 21 16%
No 113 84%
N 134 100%

66 (49%) women were aware that there is danger of excess bleeding after delivery and out of
which 18 (27%) were aware that there are drug(s) that can prevent and treat such bleeding.
(Table 5)

Table 5: Awareness about Post- Partum hemorrhage

Are you aware that there is | Frequency | Percentage

danger of excess bleeding after

delivery?

Yes 66 49%
No 68 51%
N 134 100%
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Out of the 85 females who had undergone NVD, 81% (69) of the women were given uterine
massage after delivery of baby. (Table 6)

Table 6: Usage of Uterine Massage after delivery of Baby

Uterine massage after delivery of | Frequency | Percentage
baby

Yes 69 81%

No 14 17%

Do not remember 2 2%

n les] 100%

Fig13

Uterine massage given after delivery of
baby

No Do not remember

17% 2%

Yes
81%

mYes ENo Do notremember

Only [104 k?B%) women were encouraged to start early breastfeeding (EBF) (within an hour of
childbirth). (Table 7) 63 (47%) women started breastfeeding their baby within an hour of birth,
32% women started after an hour of birth and 21% women did not even start at the time of

interview (i.e., more than 2 hours after birth).

Table 7: Encouragement for EBF

Encouragement to start early | Frequency | Percentage
breastfeeding (within an hour of

childbirth)?

Yes in NVD cases 76 57%

Yes in LSCS cases 28 21%

No 29 21%

Do not remember 1 1%

N 134 100%
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1. Situational Analysis of facility readiness

[Out of 15 facilities, AMTSL posters were displayed in 5 facilities in the labour room, in 2
facilities in the patient waiting area, in 2 facilities in the nursing area and in 2 facilities posters
were displayed in areas other than these. kTahIe 1 & Table 2)

Table 1: Availability of AMTSL poster

Protocol for preventing PPH — AMTSL poster is | Frequency | Percentage
available in health facility? (By observation)

Yes 9 60%
No 6 40%
N 15 100%

Table 2: Places where AMTSL poster were displayed

Places where the AMTSL poster is displayed in your facility? | Frequency
(observe) Multiple answers
In Emergency receiving area

In Labor Room

Patient waiting area

Nursing area
[Any other place| (Medical Officer cahin)
N

of r[ v v ol o

Out of 35 interviews of service providers in 15 facilities, 17 maintain the record of the
ini ion of ive doses of ic in case sheet, 20 maintain the record in register

while 6 do not maintain any record at all. (Table 3)

Table 3: Record maintenance of uterotonics
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Where record of the administration of preventive doses of uterotonic is | Frequency
maintained? Multiple Answers (Multiple Response) (interview & record

review)

Case Sheet 17
Register 20

Others 0

No records 6

N 15

Out of total of 15 facilities, only 4(27%) facilities maintain the record of time of administration
of uterotonics.

Out of total of 35 interviews of service providers in 15 facilities, PPH tray was available in
only 9 (60%) facilities.

In case of requirement of emergency referral, from 4 facilities it takes up to 30 minutes, from
5 facilities it takes 31 minutes to 60 minutes and from 6 facilities it takes more than 60 minutes

to reach the nearby referral facility. (Table 4)

[Table 4: Time required to reach nearby referral facility\

In case of requirement of emergency referral, how much | Frequency | Percentage
time it generally takes to reach nearby referral (BEmONC/
CEmONC) facility? (interview)

Up to 30 minutes 4 21%

31 minutes to 60 minutes 5 33%

More than 60 minutes 6 40%

N 15 100%
Fig 1.1
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mUp to 30 minutes W31 minutes to 60 minutes @ More than 60 minutes

TIME REQUIRED TO REACH NEARBY
REFERRAL FACILITY

Out of 35 interviews of service providers, 6 service providers have undergone SBA training

alone , 2 has undergone DAKSHATA training alone, 2 have undergone training other than

these, 13 service providers have undergone SBA, DAKSHATA and other trainings and 12

have not undergone any training.

J

]

Table 5: Training on LR practices

Have you undergone any training on LR practices inc. PPH | Frequency

prevention and management? Multiple Answers (interview)

SBA 19

DAKSHATA 1

[others] 5 e ted [BS16]: Would be great if we can specify.
No training 2 h [Cpmmenled [NS17R16]: we cant because majority of the.

answers are others only nothing specified
N 8
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1. Situational Analysis of Service Providers

In all 15 facilities according to the previous year record (01 April 2021 to 31t March 2022)
total number of deliveries was 16,895. Out of these 16,895, 14,468 were normal vaginal
deliveries (NVD) and 2,427 were lower segment caesarean section (LSCS). LSCS was done in
district hospital (DH) only. Number of PPH cases in the same year were 45, 10 PPH cases were
referred out and total maternal deaths were 3. Out of these 3, maternal death due to PPH were
2. (Table 1). Annexure 2 provides facility wise details of delivery.

Table 1: Number of deliveries in all facilities

Total number of Deliveries 16895
Vaginal Deliveries 14468
Assisted Deliveries 0
Caesarean Deliveries 2427

Number of PPH Cases in last 1 year | 45

Number of maternal deaths 3

Number of maternal deaths due to PPH | 2

Number of PPH cases referred out 10

Total maternal deaths due to PPH according to the previous year records were only 2. Out of
these 2, anaemia and grand multipara were the risk factors in both cases. Additional history of
uterine surgery was the risk factor in 1 and previous C- section was the risk factor in 1 kaseL

(commented [AN19]: Any detals about uterine surgery?

(Table 2). C ited [NS20R19]: sunita do
this on Friday as she didn't came dewas yet

Table 2: Risk factors in died cases

Risk factors in cases who died due to PPH (01 April 2021 to 315t March | Frequency
22) (There were multiple responses) Number of maternal deaths due to
PPH=2,s0n=2

Anaemia

Past H/o uterine surgery
C-Section

Grand Multipara

o b k| k|~

Induction of labour, Primipara, No AMTSL, Preterm Birth, Genital Tract
Injury, IUFD, Other
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Out of 36 providers, 31 (86%) providers assess risk for PPH in all cases while 2 (6%) providers
assess risk in some cases. From these 33 providers, we got multiple answers 25 document it in
register, 9 document it in case sheet and 3 document it in other than these. In 3 facilities record
is maintained in more than 1 place i.e. register, case sheet and other (Table 3).

Table 3: Risk assessment for PPH and documentation

(a) Do you assess risk for PPH in all cases coming in labour? | Frequency | PERCENTAGE
Yes, in all cases 31 86%

Yes, in some cases 2 6%

No, don’t assess 3 8%

N 36 100%

\(b) If yes, where do you document this? Multiple answers (n=36 as per table 3(a)) | Frequency
Register 25
Case-sheet 9

Other 3

Only 9 providers ini ics routinely for ion of labour. From these 9

providers, we got multiple answers, 9 uses injection oxytocin while 5 uses tablet misoprostol
whereas none use Inj. Ergometrine / Methylergometrine or Inj. 15-Methyl Prostaglandin F2a.

All 36 service providers practice AMTSL to prevent PPH for all women routinely. From these
36 providers we got multiple answers, all 36 providers were using Injection Oxytocin, 16
providers were using Tab. Misoprostol and 3 providers were using Inj. 15-Methyl
Prostaglandin F2a. Out of these 36, 33 providers know all three steps of AMTSL (Table 4).

Table 4: Practice of AMTSL for PPH prevention

Routinely practice Steps of AMTSL (Multiple Responses) n=36 | Frequency
Use of Uterotonic 36
Controlled Cord Traction 34
Uterine Massage 34

None 0
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Know all three steps l 33‘—’_

Commented [BS22]: As per previous analysis this was 29.
Please check again.

Commented [AN23R22]: Can this be 33 if everyone (36)
practice uterotonic & 34 each practice CCT and UM?

[
\
[

Drugs used for AMTSL. (Multiple answer) n'=36 as per table 5(a) Frequency Commented [NS24R22]: | cross checked it with the latest ]
Injection Oxytocin 36 Kooy
Tab. Misoprostol 16
Inj. Ergometrine/Methylergometrine 0
Inj. 15-Methyl Prostaglandin F2a. 3
N 36
Out of 36 providers ,34(94%) providers ini ic under AMTSL i i after

birth of baby and 2(6%) providers administer 5 minutes after the birth of baby (Table 5).

Table 5: Time of administration of uterotonic under AMTSL.

Time for inistering uterotonic under AMTSL. Frequency | PERCENTAGE
Immediately after birth of baby 34 94%

5 minutes after the birth of baby 2 6%

10 minutes after the birth of baby 0 0

N 36 100%

Out of total of 36 providers, 34(94%) providers inform the women prior to administering the

uterotonic.( Table 6)

Table 6: Whether women is informed prior to administrating uterotonic

Do you inform the women prior to administering the | Frequency | PERCENTAGE

uterotonic?

YES 34 94%
NO 2 6%
N 36 100%

Out of total 36 providers, according to 23 (64%) providers there are women who require
additional uterotonics even after routine preventive dose under AMTSL, 20 (87%) providers
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document such additional doses. The documentation is reported to be done in case sheet and

register. (Table 7).

Table 7: Does women require additional uterotonics even after routine preventive dose

under AMTSL and their documentation.

(a) Are there women who require additional uterotonics | Frequency

PERCENTAGE
even after routine preventive dose under AMTSL?
YES 23 64%
NO 13 36%
N 36 100%
(b) Do you document such additional dose(s)? n=23 as per | frequency | PERCENTAGE
table 8(a)
YES 20 87%
NO 3 13%
N 23 100%

(c) Where do you document such additional dose(s)? Multiple answers n=20

Frequency
as per table 8(a)
Register 10
Case-sheet 13
Other 2
N 20

From 36 providers we got multiple answers with maximum response of monitoring blood loss

and maternal vitals in the immediate post-partum period (Table 8).

Table 8: Parameters monitored in the immediate post-partum period

What all parameters do you monitor in the immediate postpartum period? | Frequency

Multiple answers
Uterine tonus 18
Blood loss 32
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Maternal vitals 32
Emptying of bladder 19
Uterine height 11
Others 1

From 36 providers we got multiple answers, 31 providers diagnose PPH with loss of 500 ml or
more of blood, 13 consider blood loss sufficient to cause signs and symptoms of hypovolemia
is PPH and according to 20 providers woman who soaks 1 pad or cloth in <5 min are diagnosed
with PPH. Out of 36 providers,16(44%) providers classify PPH cases into mild, moderate and
severe (Table 9).

Table 9: Diagnosis of PPH

Identification/ diagnosis of PPH (till 24 hours postpartum) multiple answers Frequency
Loss of 500 ml or more of  blood 31

Blood loss sufficient to cause signs and symptoms of hypovolemia 13
‘Woman soaks 1 pad or cloth in <5 min 20

None of the above 2

(b) Do you classify PPH cases? Frequency PERCENTAGE
YES 16 44.%

NO 20 56%

N 36 100%

(c) If yes, what classification terminology you use? Multiple answers | Frequency
n=16 as per table 11(b)

Mild 16
Moderate 16
Severe (blood loss >1000 ml) 16

From 36 providers we got multiple answers, 36 (100%) providers store Injection Oxytocin, 2
providers store Tab. Misoprostol and 5 providers store Inj. 15-Methyl Prostaglandin F2a in
refrigerator.

aalpage




Out of total 15 facilities, refrigerator was available for storage of uterotonic at LR in 14 (93%)
facilities. Out of 13 drug stores, refrigerator was available in 7 drug stores and ILR was
available in 1 drug store. At OT of district hospital there was no cold chain equipment (Table
10.

Table 10: Availability of cold chain equipment for uterotonic storage

Cold Chain Equipment for Storage of Uterotonic
Labour Room
Frequency | PERCENTAGE
REFRIGERATOR | 14 93%
NOT AVAILABLE | 1 %
N 15 100%
oT

REFRIGERATOR |0 0
NOT AVAILABLE | 2 100%
n (CEmOC) 2

[PRUG STORE|
REFRIGERATOR | 7 54%
ILR 1 8%
NOT AVAILABLE | 5 38%
N 13 100%

All 36 providers store oxytocin in refrigerator but not in Ice compartment, 5 providers store
Inj. 15-Methyl Prostaglandin F2 a in refrigerator but not in Ice compartment and 1 provider
store it other than these.

Out of 13 store personnel, 7 (54%) store personnel maintain cold chain while delivering
Oxytocin from store to next level facilities.

Out of 13 store personnel, 11 (86%) indent uterotonics monthly at facility store, 1 (7%) indents
quarterly and 1 (7%) indent it for unspecified time interval. (Table 11). Out of 13 store
personnel 12(92%) maintain buffer stock at store.

Table 11: Frequency of indenting uterotonics at store
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Frequency of Frequency PERCENTAGE

indenting uterotonics
at facility

Monthly 11 86%
Quarterly 1 7%
Weekly 0 0
Unspecified 1 7%
N 13 100%

Out of 15 facilities, 11 indent uterotonics monthly at LR, 1 indent weekly, 1 indent quarterly

and 2 indent uterotonics for an unspecified time interval (Table 12).

Table 12: Frequency of indenting uterotonics at LR

q y of indenting atLR? q y PERCENTAGE
Monthly 11 73%
Weekly 1 7%
Quarterly 1 7%
Unspecified 2 13%
N 15

Out of 13 stores , oxytocin was stock out at 1 store and misoprostol was stock out at 1 store.

All 13 store personnel, have provision of local purchase in case of stock-out situation.

Out of total 15 facilities, 1 facility had stock-out of uterotonic in last 6 months at LR of

carboprostol.
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DISCUSSION

1. Situational Analysis of Mothers

Labour was induced in slightly more than 10% of deliveries and females were being informed
before administration of the drugs. Similar findings were observed in the study on factors and
outcomes associated with the induction of labour in Latin America where 11.4% were
induced and induced labour is, however, associated with poorer maternal and perinatal
outcomes than spontaneous labour ©. Therefore, labour induction should only be done in
complicated cases where natural birth is not possible.

81% (69) of the women were given uterine massage after delivery of the baby.

A qualitative study published by Mannheimer SS et al on experiencing challenges when
implementing AMTSL, in 12 midwives in Ghana; it was found that uterine massage was not
implemented and there is need for delegating certain steps of AMTSL to other health care staff,
i.e., task shifting - The difference could be due to the small sample size in the study done in
Ghana and in the current study majority of the respondents were from DH who would be
trained.

Il Situational Analysis of facility readiness

Almost all the facilities maintain the record of the administration of preventive doses of
uterotonic in register, case sheet and others. The record of appropriate time of administration
of uterotonics was maintained in only 4 facilities.

According to a retrospective review of Time to Uterotonic Administration and Maternal
Outcomes After Postpartum Haemorrhage by Knoll William et al. in the year 2021; commented
that Each 5-minute delay in uterotonic treatment was associated with 26% higher odds of
hypotension following delivery of any type. For vaginal deliveries, each 5-minute delay was
associated with 31% and 34% higher odds of ion and i pectively @Y The

difference is because they are not aware of the imps of time of
and they do not consider it worth mentioning.

Out of 35, 23 (66%) service providers have undergone training on LR practices including PPH
prevention and management like SBA, DAKSHATA and others. 34% service providers have
not undergone any training. The Ministry of Health and Family Welfare (MoHFW), Gol, has
developed an initiative termed ‘Dakshata’ (means adroitness) to improve the quality of care at

the delivery points .The initiative is strategic in nature as it ultimately tries to build capacity of
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the providers to prevent and manage complications that are major causes of maternal and new
born mortality during and after childbirth. Gol policy initiative to empower the ANM, LHV,
SN and Multipurpose Health Worker — Female (MPHW-F) for undertaking certain life saving
measures to make them competent. ® The gap is due to the lack of awareness and availability
of such trainings. All the service providers must have awareness about the LR practices and its
need, each facility must ensure that every provider is trained for LR practices including PPH
prevention and management.

1. Situational Analysis of Service Providers

Few providers administer uterotonics routinely for augmentation of labour and oxytocin was
used more than any other uterotonics like — tablet misoprostol or Inj. 15-Methyl Prostaglandin
F2a. A study published by Guerra G V et al.in the year 2009 on factors and outcomes associated
with the induction of labour in Latin America among all women who gave birth during the
study period in 120 participating institutions., it was found that out of the total deliveries, 11.4%
were induced and induced labour is, however, associated with poorer maternal and perinatal
outcomes than spontaneous labour. © Use of uterotonic for routine augmentation of labour
should be discontinued and done only in complicated cases or where natural birth is not
possible.

All the service providers practice AMTSL to prevent PPH for all women routinely and few of
them do not remember all three steps of AMTSL. A study published by Bishanga DR et al in
the year 2018 on the Improvement in the AMTSL for the prevention of PPH in Tanzania; they
commented that the proportion of deliveries receiving all three AMTSL steps improved
significantly by 19 percentage point. The quality of PPH prevention increase substantially in
facilities that implemented competency-based training and quality improvement interventions
(19)- The quality of care can be improved by promoting use of up-to-date guidelines and ensuring
regular training and mentoring for health care providers so that they adhere to the guidelines

for care of women during labour. These measures can reduce maternal and new born mortality.

Almost all providers were administrating uterotonic under AMTSL immediately after birth of
baby and few out of them administer 5 minutes after the birth of baby. According to a
retrospective Review of Time to Uterotonic Administration and Maternal Outcomes After
Postpartum Haemorrhage by Knoll William et al. in the year 2021; commented that Each 5-
minute delay in uterotonic treatment was associated with 26% higher odds of hypotension
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following delivery of any type. For vaginal deliveries, each 5-minute delay was associated with
319% and 34% higher odds of hyp ion and i @

According to 64% providers there were women who require additional uterotonics even after
routine preventive dose under AMTSL and documentation is reported to be done in case sheet
and register of such cases.

All the providers store Inj. Oxytocin in refrigerator but not in Ice compartment, only some out
of them store Tab. Misoprostol and Inj. 15-Methyl Prostaglandin F2a in refrigerator but not in
Ice compartment. Refrigerator was available for storage of uterotonic at LR in 14 facilities
only. Out of 13 drug stores, refrigerator was available in only 7 drug stores and ILR was
available in 1 drug store. At OT of district hospital there was no cold chain equipment. They
used to keep uterotonics at labour room refrigerator which is close to OT. Cold chain while

delivering Oxytocin from store to next level facilities was maintained in only 7 drug stores.
The issues with usage of Oxytocin are to maintain a proper supply chain. However, due to its
susceptibility to degradation from exposure to heat leads to its reduced effectiveness in
preventing PPH from uterine atony. © Oxytocin has been shown to be a heat-sensitive product
that requires refrigeration during transport, distribution, and storage at all points in the supply
chain @, According to this existing literature cold chain equipment must be there at all
facill

in order to maintain the efficacy of uterotonics.

Usually uterotonics are indented monthly at facility store and labour room. Only 12 store
personnel maintain buffer stock at store. Out of 13 stores, oxytocin was stock out at 1 store and

Recommendation

-

. Availability of service providers in the facility and all service providers must have
undergone training on LR practices including PPH prevention and management like -SBA,
DAKSHATA and others. Providers must remember all the three steps of AMTSL and

must be ini i i after the birth of baby.

~

Use of uterotonics routinely for the induction/ augmentation of labour should be
discontinued.

w

. The record of time of inistration of ics must be maintained in all facilities.

IS

. Cold chain equipment must be available in all the facilities at Labour Room and drug stores.

o

. Cold chain while delivering Oxytocin from store to next level facilities must be maintained.
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6. Buffer stock must be maintained in labour room and by store personnel at store in all

facilities.

Limitation

e« Convenient sampling
e Change from initial plan of data collection as required participants could not be

achieved.

Conclusion

ding to WHO propl i by provision of ics provided by the SBA
during AMTSL is a lifesaving procedure. Uterotonics have a critical role in obstetrics, notably
for prevention and treatment of PPH.
Unavailability of gynaecologist in CHC Bagli which is a CeMONC facility and no LSCS were
conducted in the past one year.

In slightly more than 10% deliveries, uterotonics were being used for induction of labour.
Although females were being informed prior to the administration of such drug(s). Out of 35,
23 (66%) providers were inistratil ics routinely for ion of labour and
oxytocin is used more than any other uterotonics

The record of time of i of is i in only 4
facil

34% service providers have not undergone training on LR practices including PPH prevention
and management like SBA, DAKSHATA and others.

3 (9%) service providers do not remember all the three steps of AMTSL .Few of them were
administrating uterotonics 5 minutes after the birth of baby.

Refrigerator was not available for storage of uterotonic at LR in 1 facility. Out of 13 drug
stores, cold chain equipment was available in only 8 drug stores. Cold chain while delivering
Oxytocin from store to next level facilities was not maintained in 6 drug stores.

Buffer stock was not maintained by one store personnel at store. Out of 13 stores, oxytocin was
stock out at 1 store and misoprostol was stock out at 1 store. Out of total 15 facilities, 1 facility
had stock-out of uterotonic in last 6 months at LR of carboprostol.

The study indicates need for AMTSL implementation practices in all levels of public health
facilities, capacity needs for AMTSL and proper availability, storage and supply chain
management of key uterotonics.
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ollowed Commented [AN26]: Mic

S. No | Facility Team X Team Y | Team Z
1 DH Dewas Day1,2and 3 Day 4
2 CHC Bagli Day 2

3 CHC Khategaon Day 1
4 CHC Sonkatch Day 1

5 PHC Udainagar Day 2

6 CHC Satwas Day 2

7 PHC Baijakwada | Day 3

8 PHC Kamlapur Day 3

9 PHC Kusmaniya | Day 3

10 PHC Kantaphod Day 2
11 PHC Harangaon Day 1
12 PHC Bawdikheda | Day 3

13 PHC Pipalranwa Day 1

14 SHC Karnavad Day 3
15 SHC Sannod Day 3
Total | 15 5 5 5
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Facility Wise Delivery Status

Annexure 2

PHC Kantaphod 385

Facility Number Number of | Number No. of Number of
of PPH Cases in of maternal | PPH cases
deliveries* | last1year |maternal | deathsdue | refereed
deaths to PPH out
DH 8275 15 2
CHC Satwas 948 1 - -
PHC Kusmania 445 - - - -
PHC Bawdikheda - - - -
CHC Sonkach 468 17 - - 1
CHC Bagli 268 9 1 - 5
| PHC Kamlapur 4 1 - - 1
PHC Pipalranwa - - - -
PHC Udainagar 044 1 - - 1
CHC Khategaon 1263 1 - - -

SHC Sannod 1 - - -
PHC Harangaon 451 - - - -
PHC Baijakwada | 390 - - - -
SHC Karnavat 208 - - - -

Total

e« Out of the 8275 deliveries in DH; 5848 (71%) were NVD and 2427 (29%) LSCS were

conducted; no facility of LSCS in any of the other facility
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Annexure 3

1 Participant Information Sheet- Provider

Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Kindly read this information sheet carefully. You are free to clarify any queries regarding the
mentioned study. You are requested to participate in this study being carried out by the
investigator (Dr. Anil Nagendra).

Aim of Study: The purpose of Situation Analysis is to understand the current practices of
service providers for PPH prevention particularly AMTSL, availability, storage and supply
chain of ics etc. and of mothers at various levels of public
health facilities

Method of Study: If you agree to take part in this study, you will be interviewed using an
interview schedule. Questions will be asked and your responses shall be documented.

Expected Benefits from This Study: Situation Analysis of 15 facilities in district Dewas,
Madhya Pradesh for preventive practices for PPH. An understanding shall be developed on
knowledge and practices of providers, delivery loads, incidence of PPH, risk factors for PPH,
supply chain management including availability of cold chain and perceptions of mothers on
quality of care.

Risks Associated with the Study: There is no risk associated with this study.

Right to Withdraw from the Study: Your participation in this study is voluntary. You have
right to refuse to participate, discontinue participation, or skip any questions you don’t wish to
answer at any time without penalty or loss of the benefits to which you are otherwise entitled.
You will not be asked any reason for your withdrawal & you won’t be forced to continue your

Issue of Confidentiality: If you agree to participate in this study, the information obtained will
be kept confidential. At the time of publication of this study, no personal identifying
information will be disclosed. Consent form will not be attached with the questionnaire.

Clarification of Queries: Questions about this research study can be directed to me, the
primary investigator Dr. Anil Nagendra (phone number 8989123104).

This interview would take 15- 20 minutes
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Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Protocol/Study Number

Participant identification Number

Name of Principle Investigator : Dr Anil Nagendra

Contact No. of Principle Investigator : 08989123104

The content of the i ion sheet dated. (Version). that was provided

have been read carefully by me /explained to me, in a language that I comprehend, and | have
fully understood the content. | conform that | have had the opportunity to ask questions
regarding this study.

The nature and purpose of the study and risks related to the study and its potential risks/benefits
and expected duration of the study, and other relevant details of the study have been explained
to me in detail. | understood that my participation is voluntary and that 1 am free to withdraw
at any time, without giving any reason, without my legal right being affected.

| understand that the information collected about me from my participation in this study may
be looked at by responsible authority and my identity will be kept confidential. I give
permission for these individuals to have access to my records.

| agree to take part in the above study

(Signature/left thumb impression)

Name of the participant...

Address of participant..

This is to certify that above consent has been obtained in my presence.

Signature of the principle investigator/ team lead
1) Witness-1 2) witness-11

Signature Signature
NAME NAME
ADDRESS ADDRESS
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} Assessment Tool for service providers
Assessment of Active Management of Thi ge o AM or vention

Practices
Name of Date  of
Assessor Assessment
State: District:
Facility Facility
Name:  __ Type —
(BEMONC
!

CEMONC)

Section A: Service Statistics of previous year (April 2021 to March 2022) (through Record

Review)

Al | Total number of Deliveries (see records)
AL | Vaginal Deliveries

1

ALl | Assisted Deliveries

2

ALl | Cesarean Deliveries

3

A2 | Number of PPH Cases in last 1 year (see records)
A2. | Number of maternal deaths

1
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A2. | Number of maternal deaths due to PPH

A2. | Number of PPH cases refereed out

A3 | Risk factors in died cases because of PPH (review available
records from April 2021 to March 22)

Yes (count all yes and put before each risk factor)
Sr.
No | Risk Factors

specific
fagtor/

with
risk
total

deaths dug to

PPH*100

1 | Anemia

Past  H/o  uterine
surgery

3 | Primipara

4 | Grand Multipara

5 | Induction of labor

6 | No AMTSL

7 | Preterm Birth

8 | Genital Tract Injury

9 | C-Section
10 | IUFD
11 | Other
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Section B: PPH Prevention related practices (Interview with respondents)

O Uterine Massage

O None

Sr. | Question Response Skip
No. Pattern
Bl | Do you assess risk for PPH in all | O Yes, in all cases If NO,
- ) .
cases coming in labour? O Yes, in some cases skip to
B3
O No, Do not assess
B2 | If yes, where do you document this? | O Register
O Case-sheet
O Other......oooiiiiiiiis
B3 | Do you routinely augment labor by | O Yes If No,
[ o .
administration of Uterotonics? ONo skip to
B5
B4 | If yes, which uterotonic(s) do you | O Injection Oxytocin
2
use? O Tab. Misoprostol
a Inj.
Ergometrine/Methylergometrine
O Inj. 15-Methyl Prostaglandin F2a
B5 | Do you routinely practice Active | O Yes If No,
Management of Third stage of ONo skip to
labour (AMTSL) to prevent PPH for B9
all women?
B6 | If yes, what all AMTSL steps you | O Use of Uterotonic If No,
o " .
practice? (Multiple Responses) O Controlled Cord Traction skip to
B13
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in the immediate postpartum period?

O Blood loss

Sr. | Question Response Skip
No. Pattern
B7 | If yes, which drugs do you use for | O Injection Oxytocin
AMTSL O Tab. Misoprostol
a Inj.
Ergometrine/Methylergometrine
O Inj. 15-Methyl Prostaglandin F2a
B8 | When do you administer uterotonic | O Immediately after birth of baby
under AMTSL? O 5 minutes after the birth of baby
0 10 minutes after the birth of baby
B9 | Do you inform the women prior to | O Yes
administering the uterotonic? ONo
B10 | Are there women who require | O Yes
additional uterotonics even after ONo
routine preventive dose under
AMTSL?
B11| Do you document such additional | O Yes
dose(s)? ONo
B12 | Where do you document such | O Register
additional dose(s)? O Case-sheet
O Other...
B13| Do  you routinely initiate | O Yes
breastfeeding within one hour of ONo
childbirth?
B14 | What all parameters do you monitor | O Uterine tonus
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No.

Question

Response

Skip
Pattern

O Maternal vitals
O Emptying of bladder

O Uterine height

B:

2

5

How do you identify/ diagnose PPH
(till 24 hours postpartum)

O Loss of 500 ml or more of
blood

O Blood loss sufficient to cause
signs and symptoms of hypovolemia
O Woman soaks 1 pad or cloth in <5
min

O None of the above

B:

2

6

Do you classify PPH cases?

O Yes

O No

If  No,
skip to
C1

B17

If yes, what classification

terminology you use?

O Mild
0O Moderate
O Severe (blood loss >1000 ml)

a Any other

(specify)

Section C: Storage and Supply chain related practices

CL

Which uterotonic do you store in

refrigerator? (interview)

O Injection Oxytocin

0 Tab. Misoprostol
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o Inj.
Ergometrine/Methylergometrine

O Inj. 15-Methyl Prostaglandin
F2a

C2 | What cold-chain equipment is/ are
available at your facility for storage of
uterotonic? (interview)
C2.1 | At Labor Room
C22 | AtOT
C23| At Drug Store (interview store
personnel)
C3 | Where is Oxytocin stored in this | O Delivery Tray
.
fecility? O Labour Table
o Refrigerator in Ice
(Multiple Response) (observation) compartment
O Refrigerator but not in Ice
compartment
O Other.......coovvviiiiii
C4 | Where is Inj. Ergometrine/ | O Delivery Tray
Methylergometrine  stored in  this

facility?

(Multiple Response) (interview)

O Labour Table
o Refrigerator  in  Ice

compartment

O Refrigerator but not in Ice
compartment
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O Not applicable

C5 | Where is Inj. 15-Methyl Prostaglandin | O Delivery Tray
P,
F2a generally stored in this facility? O Labour Table
[m] Refrigerator in Ice
(Multiple Response) (interview) compartment
O Refrigerator but not in Ice
compartment
[m]
Other.....ooooiiiiiiiiiiiieen
O Not applicable
C6 | Whether cold chain is maintained while | O Yes
delivering Oxytocin from your store to ONo
next level facilities?
O Not applicable
(Applicable for Drug Store Only)
(interview store personnel)
C7 | What is the frequency of indenting | O Monthly
. - 5 (intorvi
uterotonics at facility store? (interview O Quarterly
store personnel)
O Fortnightly
O Unspecified
C8 | Do you maintain buffer stock at store? | O Yes
(interview) (interview store personnel) ONo
C9 | What is the frequency of indenting | O Monthly
. o (i
uterotonics at LR? (interview) O Quarterly

O Fortnightly

O Unspecified
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C10 | Whether any stock-out of uterotonic in | O Yes If No,

last 6 months at store? (see records) ONo skip
(interview store personnel) to
C12

C11 | If “Yes’, please mention the names of

uterotonic

C12 | Do you have provision of local purchase | O Yes

in case of stock-out situation? (interview

ONo
store personnel)

C13 | Whether any stock-out of uterotonic in | O Yes If No,
last ths at LR? Kil
ast 6 months at (see record or ONo skip
interview if record is not available) to D1

C14 | If “Yes’, please mention the names of

uterotonic

Key Information for Assessor

* Basic Emergency Obstetrics and Newborn Care (BEmONC) Provider is a Level 2 Public or
Private health facility or Hospital capable of performing emergency obstetric functions: (1)
parenteral administration of oxytocin in the third stage of labor; (2) parenteral administration
of loading dose of anti Isant; (3) parenteral ini ion of initial dose of antibiotics;

(4) performance of assisted deliveries in imminent breech; (5) removal of retained placental
products ; and (6) manual removal of retained placenta. (7) Performs basic neonatal
resuscitation (e.g. with bag and mask)

The CEmONC level of healthcare facility is Level 3 Public or Private healthcare facility or
hospital capable of providing all BEmONC services in addition to providing C-section facilities
and blood transfusion.

Convey thanks for all the information and for time given towards this project. Please inform,
in case of any further query, the person will be contacted either through email or call on above

details.

67|Page




didieg AU F e weayyl T 3 Gl s S GHT TeEE (QUEETETE) B

BT

SR HTAH: b Eal faf:
I4: fore:
ST T AH: AT TSR (BEMONC / CEMONC):

AR A: a7 Bt Jar Fiferet 3 2021 3 A 2022) (KT Teiten & aram
/)

Al | Fodiadl 1 o S (RATE 39

AL | TifFTd T
1

Al | 3RS g8
2

AL | Ryoife feefiadt
3

A2 | food 1 ad & didiea amal Bt G (ReTs od)

A2. | A1 T 1 He
1

68|FPage




A2. | didiea & SR A T B S

A2, | Yo o e didiee A ) S

A3 | T & BRI g & ATHGT A WiTQH SRS (31 2021 &

22 T A Sudey Rele o weften vY)
EZ B (@0 81 T 3R U i@ | farRig FRS aTdl A /
¥ | i eRe PRE F U5 W) T & HRU G A * 100
ke
1| adreddn
) fga mifm T
Pl gfaer
3 | PR
4 | Fenedur
5 [TmaSRg
. P T
kel
7 | srufwe s
FEEEERETEE
EEE G
10 | smEgEme
e

69| Page




Jawr B: fifiwa Ay o ufeedw @wamarst & ary garer)

D | UH IR [5al
et
Bl [T oMU U¥d & GRM oM ard @i | O gl welt Al & e
A # didieg & SfEw BT snee O oA 7, @
FAY? B3 W
O e, 3iTdher 7 B -
B2 |7, o o 39 Tt AIc P 82 EREEH
O Fu-fe
[ S
B3 | o0 gAed » Sudm gri | O ar
Frafd U3 AR T RTFA 82 o= &, @
B5 W
iy
B4 [ofe gl @ o v geRicie (3ff) &1 | O o Sffaiiei
ST 0 ¥ e
O 39 wiRs
frurgasiafe

70|Page




IS | UH IR Reu |
et
=R AR TE T o
TREFAIEH F2a
B5 |1 o wft Afgenslf & e fidtwar &1 | O &t e
57 F fog vwa F AW w0 o &,
(HdTETE) & Wea uEed @1 B9 W
Frafed wu & snamifFed $33 @ ki
B6 | fe §, it emd fp it qumdivad | O g @ drewn | i
WU T oenaN WRT w2 O Prif S e T, @
[CcaIRER GiER19) - B13
O iz &) Afer W
oK Te
B7 e &1, @l ST AMTSL & fog T | O Solax Sffadter
AT ST E? 0 ¥ede P
o 39 wiks
Frrersifafe
o 39 15w
TRETAEH F2a
B8 | 31U QUACIUNTA & e GeRICD P | O 9 & S o qed aG
T TR O & A& 5 e g
09 & 99 & 10 firfe
Ll

T|Page




LE

B9

1 ¥ Afeaell @1 uterotonic BT
ERIRCEREER I Eokankd

B10

1 Tt Afged € R vuwdiead &
dgd Fafid faRe @ & a1 o
faRed geReam Bt sraRawd
BftEe

Bil | omu W ofafed e 1| OFl
GEIASAEHROY A HA 32 o
B12 [ Ut ofdRad Qe &l | OIRR
A0 Fe el A 82 .
[m I SO
B13 |1 30 9= $ 9 & U U< & HieR | O 7
Fraftd Fu & W SR 82 o
Bl4 | qepTal WARR ofafy # oy fed wift | O mifRm et em
TSt &) FRE F=a 82 o A
O w1 stas
O TR &1 @Telt g1
0 i B O

72|Page




LE

B15

ST A e Y g/ e S v
(24 98 F ¢ TP)

O 500 felt a1 oife <t
FrEF

o T B A
FRUGIRRT & & IR
0T T R  forg e
g

O Afger 1 98 a1 HUsT <5
fre . % R @

O SWRIFd ¥ HIE Te¥

B16

1 3 didtea HHeR @1 F*ffpd B
®

o
o8

€, @

Cl W

B17

T &, @l S b arifep=ur earacht
1T A 2

]
a1

O R (g7 1 FH 1000

[ C: WSROI 3R SMYfef sjReren Wit Hew

73|Page




C1 | 3y Xfhorex # B AT Gl ©R | O SO SATaieer
T @) 0 ade v
O 9. wiRd
frugasiafea
O 39 15fpmEa
TRETASH F2a.
C2 | R F SR o fQ SfTues Jraen
& P q Pres-37 U Iua FR?
(WETHTR)
C2l|dR=ad
c22|adt. o
C23 | FTER W (WHTHR €R G4
C3 |39 Sruara § SRR $el Sverd | O foaiad ¢
foraT e 22 O3
O fire 6 & ey
@ O fipw AT s &
o3 7 ¥
(eI C A
C4 (3@ oA # 39wk /| OfSdade
FrurEeTafe sl Taeid ferar s 82 N
O e ot & e
(TapTTRp wfafan) (&)

74| Page




C5

39 oA H 39 39 15-fuRA
TRETAEH F20 FET TUEI foram e 22

(TaTTR wfafan) (@)

O fire & b & ot

O fpe AT o &
ISEEEG]

C6

1 SRR 1 3D TR J T TR

EJESERISINED Hgdlﬂ HHI &[S 4 §-11Y o

G182

(F99 3T ER F g A1) (@WATHR €R
Hifi & )

Oar el

c7

SR & ©R R G ST B
SR T 37 (WETHR TR B

O A
mEEIRE
O urfées
O iy

c8

T AU TR R IR WS @
(WETHR) (TETHR TR B

o
o8

75|Page




C9 | vid &l H uterotonics ®I S8¢ HRA B | O ARG
TRy T B2 (&P R) O 3R
O uiféres
O 3y
Cl0 | 1 %R W fIsd 6 AR # eIl &1 | O &l e T,
ﬁs‘w“mm‘dgan%uhafréaﬁ)mﬁ dclew
(VTR ©R B g
Cil | af gf, df HUa1 uterotonic & AT T
JeerE HY
C12 |1 31U Urg Wi 313< 81 @l (A § | O &l
Ryt TG o I 22 (FIATPR ©R o
il
C13 | Ao def 3 @l 6 HeiT A gediele | O &l e T,
P B TP 3H3e g 32 (Repie 3 ar o df D1 W
Rt Jueras e T TR FAThR) Eud

C14

afe =t @ PUTT uterotonic F A Bl
EEuckad

3R & Ry wewaqol g
* G SMUTawTe WM SR Tawid aHTe (FSTHNTRR) TeTdT U@ dad 2 BT
TS a1 ol TTRa GiawT a1 ST § St STATdebTel- Ui Bl B By F T
2 (1) 7a & dR R F AR 1 Rt I, (2) V&7 it A @
H1 IR-RA IUANT,(3) TR arsht YRR GRS 1 R ST, (4) Froper
ot 7 eI THd BT G, (5) SRR SORT ITCl Bl g, 3R (6) SRAR @iel Bl
AT U Y geHT (7) I TaTd Geliar R 8 (O §7T 3R A1 & aY)

76| Page




TR YA BT CEMONC WR & RTdTe dfad 3 & Widwiies a1 ot ware gfaen ar
ST § S R-Hr G R Yt S UG A F Sferrar g BEmONC Farg
WG SR A e 1

T BT TR F R iR 39 uRdieH F frg e e g & R y=iare sad a3
P G F, B IR qpde & A §, 39 Afe 3 a1 9 S99 & mrem § gud
T ST a1 IRYeR faRor R e fosar e

77 Page




Il Participant Information Sheet - Facility Readiness
Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Kindly read this information sheet carefully. You are free to clarify any queries regarding the
mentioned study. You are requested to participate in this study being carried out by the
investigator (Dr. Anil Nagendra).

Aim of Study: The purpose of Situation Analysis is to understand the current practices of
service providers for PPH prevention particularly AMTSL, availability, storage and supply

chain of ics etc. and of mothers at various levels of public
health facilities.

Method of Study: If you agree to take part in this study, you will be interviewed using an
interview schedule. Questions will be asked and your responses shall be documented

Expected Benefits from This Study: An shall be on and

practices of providers, delivery loads, incidence of PPH, risk factors for PPH, supply chain
management including availability of cold chain and perceptions of mothers on quality of care.

Risks Associated with the Study: There is no risk associated with this study.
Right to Withdraw from the Study: Your participation in this study is voluntary. You have
right to refuse to participate, discontinue participation, or skip any questions you don’t wish to

answer at any time without penalty or loss of the benefits to which you are otherwise entitled.

You will not be asked any reason for your withdrawal & you won’t be forced to continue your

Issue of Confidentiality: If you agree to participate in this study, the information obtained will
be kept confidential. At the time of publication of this study, no personal identifying
information will be disclosed. Consent form will not be attached with the questionnaire.

Clarification of Queries: Questions about this research study can be directed to me, the
primary investigator Dr. Anil Nagendra (phone number 8989123104).

This interview would take 15- 20 minutes
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Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Protocol/Study Number

Participant identification Number

Name of Principle Investigator : Dr Anil Nagendra
Contact No. of Principle Investigator : 08989123104
The content of the i ion sheet dated. (Version). that was provided

have been read carefully by me /explained to me, in a language that | comprehend, and | have
fully understood the content. | conform that | have had the opportunity to ask questions
regarding this study.

The nature and purpose of the study and risks related to the study and its potential risks/benefits
and expected duration of the study, and other relevant details of the study have been explained
to me in detail. | understood that my participation is voluntary and that | am free to withdraw
at any time, without giving any reason, without my legal right being affected.

| understand that the information collected about me from my participation in this study may
be looked at by responsible authority and my identity will be kept confidential. I give
permission for these individuals to have access to my records.

| agree to take part in the above study

(Signature/left thumb impres Place....

Name of the participant...

Address of participant.......

This is to certify that above consent has been obtained in my presence.

Signature of the principle investigator/ team lead

1) Witness-1 2) witness-11

Signature Signature
NAME NAME
ADDRESS ADDRESS
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ituation Analvsis Tool

Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention

Practices
Name of Date of
Assessor _ Assessment
State: District:
Facility Facility
Name:  __ Type —
(BEmONC
!
CEmONC)
Facility Readiness
Sr. | Question Response Skip
No. Pattern
D1 | Protocol for preventing PPH — AMTSL | O Yes If “No’,
poster is available in health facility? skip to D3

(observe)

O No

is displayed in your facility? (observe)

D2 | Observe the places where the AMTSL poster | O In Emergency

receiving area
O In Labour Room
O Patient waiting Area

O Nursing Area

D3 | Where record of the administration of

pi ive doses of iC is.

review)

(Multiple Response) (interview & record

O Case Sheet
O Register
O Other Specify ...

(e.g. within 1 min etc.) (record review)

D4 | Is the time of administration is recorded?

O Yes
O No
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Sr. | Question Response Skip
No. Pattern

D5 | Whether PPH tray is available at LR? O Yes

(interview) O No

D6 | In case of requirement of emergency referral, | O Up to 30 minutes
how much time it generally takes to reach
nearby referral (BEmONC/ CEmMONC)
facility? (interview)

O 31 minutes to 60
minutes

O More than 60 minutes

D7 | Have you undergone any training on LR | O SBA
practices inc. PPH prevention and
management?

O DAKSHATA

O Other Specify

(Multiple Response) (interview)

Key Information for Assessor

* Basic Emergency Obstetrics and Newborn Care (BEmONC) Provider is a Level 2 Public or
Private health facility or Hospital capable of performing emergency obstetric functions: (1)
parenteral administration of oxytocin in the third stage of labor; (2) parenteral administration
of loading dose of anti: Isant; (3) parenteral inistration of initial dose of antibiotics;
(4) performance of assisted deliveries in imminent breech; (5) removal of retained placental
products ; and (6) manual removal of retained placenta. (7) Performs basic neonatal
resuscitation (e.g. with bag and mask)

The CEmMONC level of healthcare facility is Level 3 Public or Private healthcare facility or
hospital capable of providing all BEmONC services in addition to providing C-section facilities
and blood transfusion.

Convey thanks for all the information and for time given towards this project. Please inform,
in case of any further query, the person will be contacted either through email or call on above
details.
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111 Participant Information Sheet -Mothers

Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Kindly read this information sheet carefully. You are free to clarify any queries regarding the
mentioned study. You are requested to participate in this study being carried out by the
investigator (Dr. Anil Nagendra).

Aim of Study: The purpose of Situation Analysis is to understand the current practices of

service providers for PPH prevention particularly AMTSL, availability, storage and supply

chain of ics etc. and of mothers at various levels of public
health facilities

Method of Study: If you agree to take part in this study, you will be interviewed using an
interview schedule. Questions will be asked and your responses shall be documented.

Expected Benefits from This Study: Perceptions of mothers on quality of care shall be

understood. Apart from this an ing shall be ped on and practices
of providers, delivery loads, incidence of PPH, risk factors for PPH, supply chain management

including availability of cold chain.
Risks Associated with the Study: There is no risk associated with this study.

Right to Withdraw from the Study: Your participation in this study is voluntary. You have
right to refuse to participate, discontinue participation, or skip any questions you don’t wish to
answer at any time without penalty or loss of the benefits to which you are otherwise entitled.
You will not be asked any reason for your withdrawal & you won’t be forced to continue your
participation

Issue of Confidentiality: If you agree to participate in this study, the information obtained will
be kept confidential. At the time of publication of this study, no personal identifying
information will be disclosed. Consent form will not be attached with the questionnaire.

Clarification of Queries: Questions about this research study can be directed to me, the
primary investigator Dr. Anil Nagendra (phone number 8989123104).

This interview would take 15- 20 minutes
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Assessment of Active Management of Third Stage of Labor (AMTSL) for PPH Prevention
Practices

Protocol/Study Number

Participant identification Number

Name of Principle Investigator : Dr Anil Nagendra

Contact No. of Principle Investigator H 08989123104

The content of the i ion sheet dated. (Version), that was provided

have been read carefully by me /explained to me, in a language that | comprehend, and | have
fully understood the content. | conform that | have had the opportunity to ask questions
regarding this study.

The nature and purpose of the study and risks related to the study and its potential risks/benefits
and expected duration of the study, and other relevant details of the study have been explained
to me in detail. | understood that my participation is voluntary and that | am free to withdraw
at any time, without giving any reason, without my legal right being affected.

| understand that the information collected about me from my participation in this study may
be looked at by responsible authority and my identity will be kept confidential. | give
permission for these individuals to have access to my records.

| agree to take part in the above study

(Signature/left thumb impression) Place....

Name of the participant...

Address of participant.......

This is to certify that above consent has been obtained in my presence.

Signature of the principle investigator/ team lead

1) Witness-1 2) witness-11
Signature Signature
NAME NAME
ADDRESS ADDRESS
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1] Assessmel

ool: Ouestionnaire for Mothers

Assessment of perceptions of women for care provided around childbirth

Name of Date of
Assessor Assessment
State: District:
Facility
Name: _
Name of mother. Unique
ID.
Age
Educatios
Questions Response Skip pattern
1. Have you delivered in this facility? | O Yes If  No, stop
ONo interview
2. Was it a normal or caesarian | O Normal
delivery? . "
ivery O Caesarian delivery
3. Whether you have been informed/ | O Yes
consent  taken  about the ONo
procedures/ practices (ie
administration of drugs, induction/ | I D0 not remember
augmentation of labor)
4. Did you receive any drug(s) | O Yes If No, skipto 6
(uterotonics) for induction of ONo
labor?
O Do not remember
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5.

If yes, were you informed about

the drug(s) (uterotonic)?

O Yes
O No

0 Do not remember

o

. Do you know about drug(s) that

can induce/ augment labor? (in
other words: do you know about
drugs that can increase labor
pain?)

O Yes

O No

If No, skipto 8

~

. If yes, did you request for

administration of such drug(s)

O Yes

O No

0 Do not remember

®

. Are you aware that there is danger

of excess bleeding after delivery?

O Yes

O No

If No, skip to 10

©

. If yes, are you aware, there are

drug(s) that can prevent and treat
such bleeding?

O Yes

O No

=

. Were you given uterine massage

after delivery of baby?

O Yes

O No

O Do not remember

-

. Were you encouraged to start early

breastfeeding (within an hour of
childbirth)?

O Yes

O No

O Do not remember

12. When did you start breastfeeding

your newborn?

O Within an hour of birth
O After an hour of birth

O Not started yet
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* The cohort will be recently delivered mothers in PNC ward
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