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The objective of this visit is to facilitate the process of ensuring availability of essential supplies, 
organization of labor room (LR), onsite capacity building of health workers on knowledge and skill-based 
practices and record keeping, and follow-up for completion of activities as planned in the action plan of 
previous visit.

Prepare

• Inform the facility/medical officer in-charge (MOI/c) at least one day in advance about the visit. 
Request time to have all relevant staff at one place for on-site training session. 

• Ensure complete MSV 3 package and previous action plan is available on the day of visit.
• Carry mama and neo natalie along for onsite capacity building.
• Meet the facility in-charge after reaching the facility and then proceed to LR.

DELIVERABLES OF MSV 3

Visit the labor room (LR) and complete the MSV sheet: 

DESCRIPTION OF ACTIVITIES

Observe 

1. Physically verify the availability of 26 items as per Dakshata guidelines. Note any missing supplies and 
the level of bottleneck. 

2. Observe whether the reorganization of LR done in previous visit is maintained. Also observe whether 
medicines and drugs are kept as per the guidance provided during previous visit.

3. Observe the availability and use of personal protective equipment (PPE) by concerned staff. 
4. Observe whether the facility follows any protocol for entry of various people in LR. 
5. Review case records and the safe childbirth checklist (SCC) and labor room register to assess the 

status of completeness.
6. Observe care on any available client and assess: 
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a. Management of severe pre-eclampsia and eclampsia (PE/E),
b. Appropriate use of antibiotics and safe birth practices,
c. PV examination technique including procedure for hand hygiene, and
d. Allowing and empowering birth companion during labor and delivery process.

Meet with the MOI/c, LR in-charge, and central store keeper to facilitate the following:

Facilitate 

1. Availability of any remaining supplies from the 26 items list as per the Dakshata guidelines. 
2. Help them prepare action plan for the remaining supplies in the 61 item list as per Dakshata 

protocols.
3. Facilitate re-organization of the labor room according to the plan prepared during the last visit, if not 

already done by the facility staff themselves. In case they have organized as per previous plan, 
review the appropriateness of placement of equipment to ensure efficient care provision. Help them 
plan for remaining activities for standardization of labor rooms (Annexure I).

4. Facilitate provision for birth companion’s presence during labor, delivery and postpartum period 
(such as placing stools near each labor table, buffer area before entry to the labor room—can be 
used for wearing PPE).

5. Share the protocol for entry of personnel into the labor room and help them plan the way for 
implementing these protocols (Annexure II).

6. Availability of standardized case sheets, SCC and LR register. Inform them of the need to complete 
these documents in a timely manner. 

Conduct an onsite training session to orient the labor room and other concerned staff 
on the following (using job-aids attached as annexures): 

Train

1. Protocols for cleaning the LR (Annexure III).
2. Organizing the drugs and supplies in relevant trays for optimizing utility (Annexure IV).
3. Introduce the staff to the LR register. Conduct onsite orientation on the various sections of the 

register. 
4. Resolve any remaining issues related to the use of the case sheet and the SCC.
5. Train staff on essential practices

• Management of cases with severe PE/E- through monitoring of blood pressure (BP) and urine 
proteins, timely identification for danger signs and appropriate treatment using injection 
magnesium sulfate and antihypertensive drugs (Annexure V).

• Appropriate use of antibiotics and adhering to safe birth practices- rational use of antibiotics for 
curative and prophylactic purpose, maintaining six-cleans of delivery, limiting the number of 
internal examinations, etc. (Annexure VI).

• Technique of performing PV examination including hand hygiene- washing hands before and after 
any procedure (Annexure VII and VIII). Demonstrate PV technique on mama natalie. 

• Benefits of empowering birth companion during labor and delivery process (Annexure IX).

Action Plan Review
Review the action plan to see the status of activities since the last visit. Discuss timelines for pending 
activities and record timelines for new proposed activities.
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Annexures

I.Protocol for labor room standardization
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The placement of labor tables should be as per specification below:
• Distance from side wall- at least 3 feet
• Distance from  head end wall- at least 2 feet
• Distance between two labor tables- at least 6 feet

Overall specifications for the general environment of labor room:
• No broken window or door panes
• No dampness, cracks, cobwebs, etc. in the walls
• Walls and floors made of white vitrified anti-skid tiles

There should be provision for privacy of clients such as:
• Frosted window and door glass panes
• Curtains/ screens on window and doors
• Screen on three sides for each labor table

Newborn care area should be placed in a way so that it is:
• Accessible within labor room for shifting of newborn within 5 seconds if 

resuscitation is needed
• Open from 3 sides for ease of movement

LR complex should have provision for adequate lighting:
• LED lights on the ceiling
• One focus light/shadow-less lamp for each labor table

Provision for adequate ventilation in the LR should be as per specification below:
• AC in the labor room/ Air handling unit as per standardization guidelines
• Fan for each labor table

The handwashing station should have:
• Elbow operating tap
• Surgical sink
• 24 hour running water 
• Soap

Specification for creating a buffer area:
• Buffer area before entry into the labor room
• Can have provision for changing shoes and wearing PPE by birth companions

LR complex should have provision for birth companions as below:
• Stool next to each labor table
• Storage lockers near labor room
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Recommendation for number of labor tables per health facility based on the delivery
load is as follows:

Criteria No. of labor tables 

< 20 deliveries/month
  

  

  

  

 
 

 
 

20-99 deliveries/month

100-199 deliveries/month

200-499 deliveries/month

> 500 deliveries/month

FRU CHCs/ AH/SDH/DH

1

2

4*

6*

To be calculated as per the given formula for LDR and 
Conventional Labor Room concept

To be calculated as per the given formula for LDR and 
Conventional Labor Room concept
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*The number given is for conventional labor rooms. Even for these facilities, if LDR concept is being 
used, number of beds should be calculated using the formula given below

Formula to calculate the number of beds for LDR units:
No. of LDR beds = {(Projected LDR events in a year)*(Average length of stay)}/{(365)*(Occupancy 
rate)}

Calculation:
• Step 1: Determine the number of LDR events in a year, i.e. the number of vaginal births per annum

(projected number of births per annum plus the projected number of unplanned C-section births).
• Step 2: Take 0.67 days or 16 hours (12 hours for labor and delivery, 4 hours recovery, including the 

roomclean-up) as the average length of stay.
• Step 3: 75% or 0.75 is the recommended occupancy rate for health facilities.
• Step 4: Insert the numbers attained in the above steps, in the formula, and calculate the number of 

LDR beds required.
 
Formula to calculate the number of labor beds/tables for conventional labor rooms
No. of labor beds = {(Projected labor events in a year)*(Average length of stay)}/
{(365)*(Occupancy rate)}

Calculation:
• Step 1: Determine the number of labor and delivery events in a year, i.e. the number of vaginal births 

perannum (projected number of births per annum plus the projected number of unplanned C-section
births).

• Step 2: Take 0.33 days or 8 hours (4 hours for pre-delivery preparations and delivery, and 4 hours for
recovery and labor room cleaning) as the average length of stay.

• Step 3: 75% or 0.75 is the recommended occupancy rate for health facilities.
• Step 4: Insert the numbers attained in the above steps, in the formula, and calculate the number of 
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II.Protocol for labor room entry

• Entry to the labor room should not be direct. Ideally a buffer zone needs to be created if possible 
for changing of shoes, wearing of mask and cap before entering the labor room. 

• Entry to the labor room should be restricted to the pregnant woman, her birth companion, doctor, 
nurse/ANM on duty, cleaning staff periodic entry as per the SOP and protocols of cleaning. 

• Before entering the labor room, slippers, cap and mask should be worn by all visitors including 
birth companion. 

• Any visits of people other than on-duty staff, pregnant women, and birth companion to the labor 
room should be short and timed to the task (such as cleaning etc.)

• Entry of male staff should be strictly restricted to those who are on duty or have been called for 
any accessories and fittings. They should be polite and respectful to the dignity and privacy of the 
women.

III.Protocol for labor room cleaning

Cleaning and 
disinfection of
labor room

• The labor room along with all equipment and all surfaces should be cleaned 
every morning and all equipment and surfaces used should be cleaned after 
every delivery

• Labor table should be cleaned in each shift and after each delivery with (a) 
cloth soaked in clean water (and soap water if required) (b) cloth soaked in 
chlorine solution

• Cheatles forceps should not be kept in antiseptic, and should be autoclaved 
daily and kept in autoclaved bottle with the date and time labelled each day

• Toilet should be cleaned with phenyl or lysol at start of each shift and after 
each delivery

• The overhead tank supplying water to the labor room should be cleaned at 
least once a week

Daily at the 
beginning of the 
day

• The floor and sinks should be cleaned with detergent (soap water) or 
chlorine solution daily in the morning and thereafter every three hours. The 
floor should be kept dry 

• All the table tops and other surfaces such as lamp shades, almirah, lockers, 
trollies, etc. should be cleaned with low level disinfectant (2% carbolic acid) 

• Monitor machines should be cleaned with 70% alcohol

After each delivery • Table tops should be cleaned thoroughly with chlorine solution or 
disinfectant (2% carbolic acid)

• Disposable absorbent sheet placed on the labor table should be changed
• Any spillage of blood or body fluids on the floor should be soaked with 

chlorine solution for 10 minutes. Should be absorbed in a newspaper and 
then mopped. The newspaper should be discarded in appropriate plastic bin
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Procedure for 
mopping

• Prepare 3 buckets with clear water. Put phenyl or lysol or bleaching solution 
in one of the buckets. (So that you have two buckets of clean water and one 
bucket containing disinfectant)

• The clean water buckets should be labelled as 1st, 2nd and 3rd bucket. The 
3rd bucket will be containing disinfectant  

• The cleaning begins on the floor starting from inside to outside. Towards the 
end, all corners and groves have to be cleaned

• After each sweep of the floor, the mop should be dipped first in the 1st 
bucket then in the 2nd bucket and lastly in the 3rd bucket containing 
disinfectant

• Mops should be cleaned in the dirty utility area and put in the stand under 
the sun with the mop head upward and tilted, not straight 

• Mopping of floors should be done at least thrice a day and in-between 
whenever required

• Mopping of floors should be done with water with detergent and 
disinfectant (phenolic based) in Negative Pressure Isolation rooms

• In case of visible blood/body-fluids spills, the protocol of managing spills 
should be followed

• All soiled mops should be treated as soiled linen and transported likewise in 
a covered (lid) container

• At the end of each shift & a cleaning schedule for an area, all soiled mops 
should be sent through lift, in a hamper, to the laundry for washing

• Mops should be visibly clean before starting cleaning of an area
• Mops should be replaced after interim cleaning is done, as and when called 

for and mops kept in the wringer trolley should be well squeezed and out of 
the solution

• Mops should be changed routinely and immediately following the cleaning 
of blood, body-fluids secretions and excretions, after cleaning contaminated 
areas, operation theatres or isolation rooms

• Mops should not be left wet
• Store mops dry in a designated well demarcated area away from the clean 

area
• Mops should be washed in a laundry in a cycle dedicated for mops washing 

only with 1% Hypochlorite. This should be followed by a non-load 
disinfectant cycle with 1% Hypochlorite giving an exposure of 20 minutes at 
least 

• Personnel carrying out the cleaning and transporting the soiled mops should 
wear adequate PPE (gloves, mask, gown)

• Trolleys transporting mops would be cleaned as per schedule with detergent 
followed by 1% hypochlorite / 70% isopropyl alcohol –as per compatibility 
according to manufacturer’s instructions

• Hand-mops mounted on wipers should be used for the bathroom mopping 
after putting on gloves
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IV.Trays to be kept in labor room
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Trays to be kept in Labor Room
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Facilitate availability of adequate number of delivery trays, PPIUCD trays as per delivery load (as 
mentioned in Annexure), and other trays as per need

Organize the equipment and supplies into different functional areas, such as
• Important equipment for mother
• Important equipment for baby
• Important medicines for mother
• Important medicines for baby
• Storage area for sterilized items
• Storage area for other supplies, such as IV fluids, cannulas etc.

Help better organize the medicines by ensuring the following:
• Different medicines are stored in clearly labelled containers/partitioned areas in the medicine 

tray with date of expiry
• There should be some space/good partition between different medicine containers/storage 

areas to avoid mixing of drugs

Guidance for applicability to facility
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V.Management of eclampsia and pre-eclampsia
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Guidance for applicability to facility
• Emphasize on the safety of MgSO4 to all care providers (including doctors and nurses)
• Facilitate approval of the use of MgSO4 by staff nurses (the initial IM dose of 5 gm in each 

buttock) in cases of severe Pre-eclampsia and Eclampsia
• Consider the facility specific protocol for management with injection MgSO4; for example, at 

non-FRU level recommend at least the initial dose before referral 
• Use antihypertensive drugs only when diastolic blood pressure is > 100 mmHg. Review the 

choice of antihypertensive used in the facility in line with the guidelines
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VI.Appropriate use of antibiotics

A.Indications for antibiotic use in mother and newborn

Indications for mother Indications for newborn 

• Fever (Temperature above 38°C/100.5°F)
• Foul smelling vaginal discharge 
• Prolonged labor lasting more than 24 

hours
• Obstructed labor
• Planned Cesarean section
• Lower abdominal tenderness after 

delivery
• Manual removal of placenta
• Preterm Pre-labor rupture of membranes 

(before 37 weeks)
• Prolonged rupture of membranes:

o More than 12 hours without labor 
 pain

o More than 18 hours with labor pain

Therapeutic- clinical signs of neonatal sepsis:
• Baby has very fast breathing (>60 per 

minute) or very slow breathing of 
newborn (<30 per minute) chest in 
drawing, grunting

• Convulsions
• Sick looking baby
• Baby has stopped breastfeeding
• Excessive crying or lethargic baby
• Fever (Temperature above 38°C)
• Hypothermic baby, not responding to 

warmth (Temperature below 36°C)
• Umbilical redness extending to skin or 

draining pus
Prophylactic- mother had uterine infection 
during intrapartum period and upto 3 days 
after delivery

B.Recommended antibiotics for mother

Not very sick mother Very sick mother  

Ampicillin 1 gm - 6 hourly Oral
Metronidazole 400mg - 8 hourly Oral
Gentamycin 80mg - BD Intramuscularly 

Ampicillin 1 gm - 6hrly Intravenous
Metronidazole 500mg - 8 hourly Intravenous
Gentamycin 80 mg - BD Intramuscularly

D.Recommended antibiotics for newborn (if FBNC is not available)

Weight Dose of injection gentamicin Dose of syrup amoxicillin

To be referred to higher facilityLess than 1.5 kg

Above 1.5 kg – upto 2.0 kg

Above 2.0 kg – upto 3.0 kg

Above 3.0 kg – upto 4.0 kg

Route of administration

Dosage

0.2 mL

0.3 mL

0.4 mL

Intramuscular

5 mg/kg/dose
Once a day

2 mL

2.5 mL

3 mL

Oral

25mg/kg/dose
Twice a day
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Guidance for applicability at facility

• Conditions mentioned for use of antibiotics is not the exhaustive list, but most critical for care 
   during labor and delivery
• Discourage routine use of antibiotics
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VII.Technique for PV examination 

Steps for PV examination

1 GETTING READY

a. Keeps the following equipment ready:

• Sterile/HLD surgical gloves
• Plastic apron
• Sterile swabs in a bowl
• Povidone Iodine, Chlorhexidine
• 0.5% chlorine solution for decontamination

Tells the woman and her support person what is going to be done and encourages them 
to ask questions

Listens to what the woman and her support person have to say

Asks the woman to pass urine and lie down on the examination table with her knees 
flexed and legs apart

Puts on a clean plastic apron

Uncovers her genital area and covers or drapes her to maintain privacy

Washes her hands thoroughly with soap and water, air dries them

Wears HLD/sterile gloves on both hands

I. Checks the vulva for the presence of:

• Mucus discharge
• Excessive watery discharge
• Foul-smelling discharge

Cleans the vulva from above downwards with one gloved hand (not the examining hand), 
using a swab dipped in an antiseptic solution (povidone iodine/chlorhexidine)

2 EXAMINING THE VAGINA

Cleans the vulva from above downwards with one gloved hand (not the examining hand), 
using a swab dipped in an antiseptic solution (povidone iodine/chlorhexidine)

Gently inserts the index and middle fingers of the examining hand into the vagina. (Once 
your fingers are inserted, do not take them out till the examination is complete)

Examining the cervix and deciding the stage of labor

b.

c.

d.

e.

f.

g.

h.

j.

a.

b.

c.
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labor, it will be far posterior (backwards)
iii.Feels the cervix. It should be soft and elastic, and closely applied to the presenting part
iv.Measures the dilatation of the cervical os by inserting the middle and index fingers into 

the open cervix and gently opening the fingers to reach the cervical rim (distance in 
centimeters between the outer aspect of both examining fingers)
• 0 cm indicates a closed external cervical os
• 10 cm indicates full dilatation

Deciding the stage of labor:
• 1st stage of labor: This is the period from the onset of labor pain to the full dilatation 

of the cervix, i.e. 10 cm
• 2nd stage of labor: This is the period from full dilatation of the cervix to the delivery of 

the baby
v. Feels the application of the cervix to the presenting part:

• If the cervix is well applied to the presenting part, it is a favorable sign
• If the cervix is not well applied to the presenting part, you have to be alert

vi.Feels the membranes:
• Intact  membranes  can  be  felt  as  a  bulging  balloon  during  a contraction through 

the dilating os
• Feels for the umbilical cord. If it is felt, it is a case of cord presentation and requires 

urgent referral to an FRU
• If the membranes have ruptured, checks whether the amniotic fluid is clear or 

meconium-stained
vii.Identifies the presenting part:

• Tries and judges if it is hard round and smooth. If so, it is the head
• In a breech presentation, the buttocks or legs are felt at the cervix. Refers the woman 

to the FRU
• In a transverse lie, an arm or shoulder is felt at the cervix. Refers the woman  to the 

FRU
viii.Assesses the pelvis

• Tries to reach the sacral promontory if the head is not engaged. If the sacral 
promontory is felt, the pelvis is contracted. Refers the woman to the FRU for expert 
care

• If the sacral promontory is not felt, traces downwards and feels for the sacral hollow. 
a well-curved sacrum is favorable

• Spreads two fingers to feel for the ischial spines. If both ischial spines can be felt at 
the same time, the pelvic cavity is contracted

• Takes out fingers & keeps them in pubic angle. If 2 fingers easily accommodate, means 
anteriorly outlet is adequate. Now, tries to accommodate 4 knuckles in between 2 
ischial tuberosity. If they fit easily, means posteriorly outlet is adequate.

ix.Removes the gloves by turning them inside out
• If disposing off the gloves, places them in a leak-proof container or plastic bag
• If the surgical gloves are to be re-used, submerges them in 0.5% chlorine solution for 

10 minutes to decontaminate them
x. Washes hands thoroughly with soap and water and air dries them
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Informs the woman about the findings and reassures her

Records all findings of the vaginal examination on the partograph. If the woman is in active 
labor (cervix dilated 4 cm or more and at least 2 uterine contractions per 10 minutes, each 
of 20 seconds duration), starts noting the findings on the partograph. If she is not in active 
labor, notes down the findings in the client’s case record

d.

e.
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VII.Technique for handwashing
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Guidance for applicability at facility

• Discuss with the MOI/c, labor room in-charge and staff the importance of allowing birth 
companion with each laboring woman

• Birth companion is someone who will be with laboring woman during and immediately after 
delivery, such as- any family member, ASHA, AWW etc

• Consider the cultural sensitivity while allowing birth companion, especially if the birth companion 
is a male
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IX.Empowering birth companion
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