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25 million
births / year

=

1/5th

of the world’s births

https://www.unicef.org/india/key-data

67,385
births / day



INDIA :
Impact of National Flagship Programmes on MMR 
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Based on SRS 2018 data

For Women, Stillbirths, Newborns,
The Time of Highest Risk is the Same

Birth is the time of 
greatest risk of 

death and disability



Birthing women in India are cared for by 

Doctors and Nurses



Jun
2017

13th December 2018

Ministry of Health 
and Family Welfare, 
Government of India

launched 

GUIDELINES ON 
MIDWIFERY SERVICES 

IN INDIA

2018



“Midwifery is a vital solution to the 
challenges of providing high-quality 

maternal and newborn care 
for all women and newborn infants, 

in all countries”



Woman’s 
Perspective on 
Birthing

ZERO harm 

ZERO errors



Safety and Quality are 
Different

Quality is 
improving 

positive outcome

Safety is 
PREVENTING 

negative outcome 
- Harm



How do we make it safer?



Eight tools for improving obstetric patient 
safety and unit performance

TOOL 1: CONTINUING EDUCATION

TOOL 2: SIMULATION PROGRAMS

TOOL 3: INTERNAL AUDITS

TOOL 4: BEST PRACTICE PROTOCOLS

TOOL 5: SAFETY CHECKLISTS

TOOL 6: COMPLETE DOCUMENTATION

TOOL 7: SMART MEDICAL RECORDS

TOOL 8: MATERNITY UNIT ON-SITE CONSULTATIONS Henry M. Lerner,
OBG Manag. 2014 March;26(3):38-45



Tool 1  Continuing Education

BREECH BIRTHS
 19TH 

AUGUST, 
2018 

(8.30 am  
to  

5.00 pm)

Contact : Department of Academics, Fernandez Hospital, Bogulkunta, Hyderabad - 500001.   

Tel. : 040-40222309 /  427   •   Mobile : 8008552503   

Email :  academics@fernandezhospital.com /  nagamani_n@fernandezhospital.com

   Website : www.fernandezhospital.com   •   www.facebook.com/fernandezhospital   •   www.fhfoundation.co.in

LIMITED TO FIRST 100 PARTICIPANTS ONLY !
Venue : Auditorium, Stork Home, Banjara Hills, Hyderabad 

WORKSHOP HIGHLIGHTS

 Thorough theoretical and hands-on 
explanations of how breech babies 
journey through the maternal pelvis 
in a completely spontaneous birth 
(the breech mechanisms).

 Distinguishuing between normal 
progress and dystocia.

 Hands-on simulation of complicated 
breech births and resolutions. 

 Use of narratives and videos of real 
breech complications, to enable you 
to practice problem-solving in real 
time.

t o  t he w ork shop on

Dr. SHAWN WALKER is a UK midwife who researches how professionals learn skills to 

safely facilitate breech births. Clinically, she has worked in all midwifery settings – labour 

wards, freestanding and alongside birth centres, and home births. Her research focuses 

on breech birth as part of a wider interest in complex normality – working with obstetric 

colleagues to enable women at moderate and high risk to birth and bond physiologically 

where possible. She currently works as a Teaching Fellow at Kings College London. Her 

blog and publications can be found at breechbirth.org.uk

CONDUCTED BY DR. SHAWN WALKER, RM, PhD

SCIENTIFIC PROGRAMME

	Mechanisms of Normal Breech Birth

  Research & Counselling Update

  Resolving Complications/Scenarios 

  Developing Local Expertise/Sustainability

  Questions & Feedback

Invite all Obstetricians, Postgraduates, Midwives and Nurses

REGISTRATION

ONLINE REGN. : https://www.fhfoundation.co.in/workshopdetails/Breech-Births-Workshop

&

Practitioners: Rs.2000/ -   Postgraduates: Rs.1000/ -

Midwives/ Nurses: Rs.800/ -

Payment by Cash or Demand Drafts to be drawn on 
“Fernandez Hospital Educational and Research Foundation” payable at Hyderabad.

Electronic Transfer: HDFC Bank, A/c. No. : 50200020957941,
Lakdikapul Branch, IFS Code: HDFC0000021



Collaborative Training
Australia, UK (K2 and GAP)



5 major 
causes of 

death

TOOL 2
Simulation 
Programmes





Multidisciplinary Obstetrics Maternity Skills (MOMs) 
Faculty: Midwives – 8, Doctors – 3, UK Midwives – 2 

Delegates – 42 



What is OUR 
Decision to 

Delivery 
Interval? 

TOOL 3 – Internal Audits







AUGUST 2021

Robsons Group 1 Caesarean Section Data 
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TOOL 4
Internal 
audits

 
 

BASIC DATA COLLECTION – Obstetrics 
Time period from 01/08/2021 to 31/08/2021 

 

ACTIVITY RELATED, WORKLOAD 
Unit 1 BG Unit 2 HG Unit 5 SH 

Nos. % Nos. % Nos. % 

Total Bookings (% of all booking (All 5 
units)  

490/1434 34.2 392/1434 27.3 338/1434 23.6 

Unit 4 HG OP 
90/1434 6.3 

Miyapur OP 
124/1434 

8.6   

Total Obstetric OP (% of Total OBS OP 
(All 5 units)  

3444/10334 33.3 2644/10334 25.6 2396/10334 23.2 

Unit 4 HG OP 
779/10334 7.5 

Miyapur OP 
1071/10334 

10.4   

Midwifery OP 285   No OP   224 43 (MP) 

Childbirth classes attended (from OP) 120   63   84 68 (MP) 

Total Obstetric IP admission 447/1180 37.9 404/1180 34.2 329/1180 27.9 

Average length of stay VB (Admn dt to 
Discharge) in days 

2.2 N/A 2.7 N/A 2.3 N/A 

Average duration of stay CS (Admn dt 
to Discharge) in days 

3.0 N/A 3.5 N/A 3.3 N/A 

Average length of stay VB (Del dt to 
Discharge) in days 

1.2 N/A 1.5 N/A 1.4 N/A 

Average duration of stay CS (Del dt to 
Discharge) in days 

2.3 N/A 2.6 N/A 2.4 N/A 

Total Births (% of all units) 356/867 41.1 271/867 31.3 240/867 27.7 

Total Babies Born (% of all units) 357/902 39.6 293/902 32.5 252/902 27.9 

Total Spontaneous VB (SVB) (% of unit 
births) 

154/356 43.3 105/271 38.7 88/240 36.7 

Total Assisted vaginal del (AVB) (% of 
unit births) 

49/356 13.8 15/271 5.5 39/240 16.3 

Total breech (% of unit births) 0 0.0 1/271 0.4 2/240 0.8 

Total CS (% of unit births) 153/356 43.0 150/271 55.4 111/240 46.3 

Total referrals / un-booked (% of unit 
births) 

7/356 2.0 12/271 4.4 3/240 1.3 

Multi-fetal pregnancies (% of unit 
births) 

1/356 0.3 20/271 7.4 11/240 4.6 

INTERVENTION RATES 

Induction of labour rates (% of unit 
births) 

145/356 40.7 95/271 35.1 91/240 37.9 

Robsons Group 1CSR (% of total Group 1 
births) 

11/64 17.2 7/26 26.9 8/49 16.3 

Elective CS rates (% of unit births) 62/356 17.4 57/271 21.0 41/240 17.1 

Epidural rate (% of labour patients) 102/266 38.3 88/159 55.3 99/182 54.4 

Episiotomy rates (SVB) (% of unit SVB) 26/154 16.9 27/105 25.7 12/88 13.6 

Episiotomy rates (AVB) (% of unit AVB) 42/49 85.7 15/15 100.0 38/39 97.4 

Episiotomy rates (Doctors) (% of unit 
Doctors SVB) 

22/53 41.5 27/105 25.7 8/19 42.1 

Episiotomy rates (Midwife / PMET) (% 
of unit PMET SVB) 

4/101 4.0 0 0.0 4/69 5.8 

Oxytocin rates (% of unit labour births) 83/266 31.2 57/159 35.8 69/182 37.9 

Forceps births (% of unit births) 5/356 1.4 7/271 2.6 32/240 13.3 

Vaccum births (% of unit births) 40/356 11.2 8/271 3.0 7/240 2.9 

Sequential (% of unit births) 5/356 1.4 0 0.0 0 0.0 

Failed Instrumental (% of unit births) 0 0.0 0 0.0 2/240 0.8 

TOLAC / VBAC 

TOLAC  15   8   11   

VBAC  (% Of TOLAC) 10/15 66.7 6/8 75.0 4/11 36.4 

MATERNAL MORBIDITY 

PPH rates in VD (% of unit VD) 25/203 12.3 13/121 10.7 13/129 10.1 

PPH rates in CS (% of unit LSCS) 9/153 5.9 14/150 9.3 16/111 14.4 

OASI rates (% of all delivery) 1/356 0.3 0 0.0 1/240 0.4 

OASI rates (% of vaginal births) 1/203 0.5 0 0.0 1/129 0.8 

Eclampsia (% of unit births) 0 0.0 2/271 0.7 1/240 0.4 

ICU admissions (% of unit births) 0 0.0 0 0.0 0 0.0 

Total transfers to other hospitals (% of 
unit births) 

0 0.0 0 0.0 0 0.0 

Blood transfusion rates (% of unit births) 3/356 0.8 3/271 1.1 0 0.0 

Post CS swab (% of unit CS) 12/153 7.8 10/150 6.7 8/111 7.2 

Infection rates (SSI) (% of unit CS) 4/153 2.6 2/150 1.3 2/111 1.8 

Post VB swab (% of unit Episiotomy) 6/68 8.8 3/42 7.1 2/50 4.0 

Episiotomy infection rates (% of unit 
Episiotomy) 

1/68 1.5 0 0.0 0 0.0 

Postnatal admissions (% of all OBS IP 
admission) 

6/447 1.3 3/404 0.7 2/329 0.6 

Obstetric hysterectomy rates (% of unit 
births) 

0 0.0 0 0.0 0 0.0 

Unplanned hysterectomy (% of unit 
births) 

0 0.0 0 0.0 0 0.0 

Maternal deaths (% of unit births) 0 0.0 0 0.0 0 0.0 

FETAL MORBIDITY  

Presumed Fetal Compromise (% of unit 
births) 

71/356 19.9 35/271 12.9 46/240 19.2 

Fetal Scalp Electrode (% of unit births) 74/356 20.8 17/271 6.3 33/240 13.8 

Fetal Blood Sampling (% of unit births) 9/356 2.5 0 0.0 1/240 0.4 

NEONATAL MORBIDITY 

Stillbirth > 24 weeks (% of babies born > 
24 weeks) 

4/357 1.1 6/293 2.0 3/252 1.2 

Stillbirths> 28 weeks (% of babies born 
>28 weeks) 

3/355 0.8 4/289 1.4 2/249 0.8 

Intrapartum stillbirths 0 0.0 0 0.0 0 0.0 

Low Apgar rates (≤ 6) (5min) (% of live 
babies born) 

3/353 0.8 6/287 2.1 2/249 0.8 

Term Low Apgar rates (≤ 6) (5min) (% 
of term live babies born) 

1/324 0.3 1/209 0.5 0 0.0 

Total NICU admissions (% of all live 
babies born) 

11/353 3.1 48/287 16.7 15/249 6.0 





TOOL 4 
Best Practice 
Protocols



Obstetric Protocols
Fernandez Hospital Pvt. Ltd., Hyderabad
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O b st e t r i c  

La b o u r  Wa r d  

Pr o t o co l s

Depa r t m en t  o f

Obst et r i cs



Designing for Safety



Triaging

	
Figure	3:	Triage	complex	at	Fernandez	Hospital	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

Table	6:	Triage	at	Fernandez	Hospital	
	
	

	 RED	-	Emergency	 YELLOW	-	Urgent	 GREEN	–	Non	Urgent	

1	 No	fetal	movement	
Contractions	every	2	
minutes	and	appears	
uncomfortable	

Nausea/	Vomiting/	
Diarrhea	

2	 Eclampsia	
Multipara	in	active	
labour	

Urinary	complaints	

3	
Active	bleeding/	heavy	
bleeding	

Decreased	fetal	
movements	

Stable	Gestational	
Hypertension	

4	 Urge	to	push	 Abdominal	pain	
Upper	respiratory	tract	
infection	

5	
Severe	Hypertension/	
Imminent	eclampsia	

Preterm	labour	
Vaginal	discharge	/	
Vaginitis	

6	
Diabetic	coma/	Diabetic	
keto-acidosis	

Rule	out	rupture	of	
membranes	

Injections,	Lab	draws	

7	
Other	life-threatening	
conditions	of	mother	or	
fetus	

Wound	infection	
postnatal	

Reports	

8	 SOB	in	pregnancy	 	 	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	





TOOL 5: Checklists





TOOL 6 
Complete 
Documentation





Tool 7 - SMART Electronic Medical Records





Tool 8: On-site consultation 24x7

• Triage

• Labourist

• C Sections

• Second opinion-fresh eyes



Caring for 
care 

providers



Dr Tedros :
World 
Patient 
Safety Day
2021

1 in 10 experience an adverse event in 
hospital

If it is not safe it is not care

Keep health workers safe

Exposed to stress, stigma, burn-out, 
violence

Duty to offer safe working conditions, train, 
salary, respect they deserve



WE ALL WANT

excellent service to our patients 

good quality care 

operational excellence 

retaining employees 

Patient 
needs 

Vs 
Staffing 

needs



Systems Failure
Poor standardization, Unclear Policies

Communication failures, Staffing shortages

Complacency, Absence of training

Punitive, Hierarchical

Poor technology, documentation

MISHAP

Patient is 
Harmed 

when 
Systems Fail



Just Culture



Core Principle of Patient Safety



Safety in the 
Labour and 
Birthing 
Room



Collaborative Care


