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Executive summary

Pakistan has one of  the highest incidence of  maternal mortality globally, and 
continues to have the highest maternal mortality rate in the South Asian region. The 
current maternal mortality rate (MMR) is 178 per 100,000 live births, out of  which 
27% occur due to the leading cause of  Postpartum Haemorrhage (PPH), the loss of  
excessive blood after delivery. 

This high incidence of  PPH can be attributed to four main causes: 
1) Births take place at home with a traditional birth attendant (TBA)
2) Lack of  essential obstetric facilities at the community level 
3) Lack of  access to primary and secondary healthcare facilities 
4) Local socio-economic constraints 

Due to the aforementioned factors, the role of  frontline health workers is critical, as 
they live and serve in their communities, access hard to reach rural areas, and are the 
rst point of  contact for healthcare access and delivery. Therefore, the Safe Delivery 
Safe Mother (SDSM) initiative aims to reduce the leading cause of  PPH through 
training and equipping frontline health workers as they provide antenatal check-ups 
(ANCs) and conduct deliveries both at home and in their clinics at the community 
level. 

SDSM worked with 400 government deployed community midwives (CMWs), lady 
health workers (LHWs), lady health visitors (LHVs), and lady health supervisors 
(LHSs) of  the Sheikhupura district in Central Punjab. Awareness sessions were 
conducted with CMWs, LHWs, LHVs, and LHSs on PPH, its causes, and preventive 
measures. The focus was for all health workers to raise awareness on PPH and 
prevention, and to collaboratively ensure that women sought regular ANCs and 
delivered with a skilled birth attendant (SBA).

Specically, CMWs were trained on how to address PPH, its causes, warnings signs, 
and the dangers, with a focus on a cost-effective preventive method; administering 
misoprostol tablets after delivery which prevent the onset of  PPH. They were also 
trained on counselling pregnant women and their families to overcome socio-
economic constraints, such as, local customs and beliefs which prevent access to 
skilled healthcare altogether. 

The SDSM trainings were highly interactive and used audio-visual aids, such as 
roleplays, videos, and pictorial images which simulated the issues and realities that 
CMWs faced in their daily practice. They were trained to raise awareness on PPH 
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prevention, and to enable pregnant women and their families to overcome socio-
economic constraints by preparing for delivery in advance through saving money, 
arranging for transport, and identifying healthcare facilities for potential 
complications. 

Over an 8-month period the SDSM team applied the following tools and techniques 
for monitoring progress of  project interventions; specically, pre and post training 
assessment, tracker tool, clinics and clients spot checklists, focus group discussions, 
knowledge, attitude and practices (KAP) survey, and monthly refresher sessions.

1) Pre and post training assessment – evaluated the improvement in knowledge 
on PPH, its causes, dangers, warning signs, and prevention with misoprostol 
tablets through a multiple-choice questionnaire. The questionnaire provided 
useful insight on the specic knowledge areas where CMWs required 
additional reiteration and guidance. 

2) Tracker tool – a user-friendly tool provided to the trained CMWs for 
recording the monthly number of  home and clinic visits, the number of  
pregnant women clients, deliveries conducted, misoprostol tablets 
administered, PPH cases, and referrals over a 6-month period from 
December, 2017 – May, 2018. This tracker tool provided a strong follow-up 
basis through which the SDSM team provided feedback, assessed the quality 
of  data recording and reporting, and gauged the outreach of  the CMWs 
through their client base. 

3) Clinics and clients spot checklists – effective tools to analyze the overall 
condition of  the clinics, availability of  essential items, number of  clients, 
CMWs' outreach and client satisfaction. The SDSM team conducted eld 
visits to 33 randomly selected clinics from the total trained service providers. 
The team assessed the uptake and usage of  the SDSM provided tools, 
specically the Misocard and the M-checklist for raising awareness on PPH 
and prevention. The Misocard was designed to assist CMWs and their clients 
to purchase misoprostol from their local pharmacies, and the M-checklist was 
a pictorial leaet that provided awareness on PPH, and a step-by-step use of  
misoprostol for prevention after delivery. Additionally, the eld visits checked 
the availability of  essential items including misoprostol, and corroborated the 
tracker tool data with the monthly registers where CMWs record data for 
government reporting. Furthermore, a sample of  46 clients were interviewed 
through a client spot checklist that acquired insight on whether they had been 
told by CMWs about PPH, its dangers, the use of  misoprostol for prevention, 
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and how to overcome socio-economic constraints that prevent maternal 
healthcare access. 

4) Focus group discussions (FGDs) – acquired further insight into the socio-
economic constraints and community perceptions that prevent maternal 
healthcare access, the challenges faced by CMWs and how they were 
overcoming them. Furthermore, the efficacy, uptake, and community 
acceptance of  the SDSM provided tools, specically the use of  the Misocard 
and M-checklist were ascertained. 

5) Knowledge attitudes and practices (KAP) survey – assessed the CMWs' 
knowledge retention, and the positive impact on their beliefs and practices 
regarding PPH and misoprostol for prevention. The knowledge retention was 
very high, which could be attributed to the strong follow-up by the SDSM 
team and the monthly refresher trainings. On beliefs and practices, majority of  
the CMWs reported the need to overcome local customs and 
misconceptions that prevent access. This trend was generally more prevalent 
among younger and more educated CMWs. 

6) Monthly refresher sessions – focused on strengthening CMWs' knowledge 
and skills retention and to address areas of  improvement. These sessions 
enabled them to clarify concerns or questions about PPH and prevention that 
they faced in their clinical practice, and to exchange stories and lessons learnt. 
The use of  the Misocard and M-checklist was reiterated during refresher 
trainings with the aim to assist CMWs to successfully integrate them into their 
clinical practice. Furthermore, the SDSM team provided a supply of  
misoprostol for six months to the trained CMWs at the initiation of  the 
project and distributed a 1000 safe delivery kits containing essential delivery 
items including misoprostol at the nal session. 

Through comprehensive analysis of  all the monitoring tools, the SDSM team 
observed that CMWs had successfully integrated the acquired knowledge and skills 
into their clinical practice and were effectively counselling pregnant women and 
their families by using the M-checklist and Misocard tools to raise awareness on PPH 
and prevention. 

The 100 trained CMWs followed the protocols and procedures learnt at training, 
while conducting 1557 deliveries and administered misoprostol to these women as 
a preventive measure, with 82 reported cases of  PPH, and 59 hospital referrals due 
to extreme serious cases of  PPH over the 6-month observed period. Positive 



synergies were also observed between CMWs and LHWs at the community level, 
with both working to raise awareness on PPH, to ensure that women delivered with 
an SBA, and to positively change beliefs and practices by counselling pregnant 
women and their families. To ensure high knowledge and skills retention, periodic 
refreshers sessions are proposed for the trained CMWs. One possibility is to 
integrate the SDSM training module on PPH into the regular government provided 
refresher trainings.  

SDSM aims to scale up this initiative and to train 10,000 SBAs over the next 5 years 
with an initial focus on the Punjab province. As per the project ndings, this would 
positively impact approximately 300,000 pregnancies per year. The aim is to reach 
areas with more poverty, higher illiteracy, and limited access; where community 
health workers have the potential to be more visible, active, and to serve a 
substantial number of  women in their communities. 

To successfully scale-up, SDSM would require adequate technical and nancial 
support from government departments, organizations doing similar work, and 
national and international donor agencies. The team successfully raised funds for 
1000 safe delivery kits by tapping an extensive network of  national and international 
donors. Lastly, the SDSM team received instrumental support from the Integrated 
Reproductive Maternal Newborn Child Health and Nutrition program (IRMNCH & 
NP) of  Punjab, which was critical for the success of  the project.
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The clinical component of  the trainings covered the key aspects of  primary and 
secondary PPH and the four causes; atonic uterus, genital trauma, tissue retention 
and thrombin. The prevention of  PPH was emphasized through regular ANCs that 
monitor key indicators, high- risk pregnancy factors, and the active management of  
the third stage of  labor. The CMWs were taught a preventive method; the protocol 
for misoprostol usage with accurate dosage, timing, warning signs, precautions, side 
effects and follow-up visits. Additionally, the CMWs were trained on how to prevent 
infection during and after delivery by implementing clean and hygienic delivery 
practices. 

The SDSM team conducted trainings and awareness 
sessions for government deployed CMWs, LHWs, 
LHVs, and LHSs in the Sheikhupura district on 
prevent ion and treatment of  Postpar tum 
Haemorrhage (PPH) at the community level. The 
trainings equipped CMWs on the clinical skills 
required to successfully prevent and treat PPH after 
delivery, and on overcoming socio-economic 
constraints by counselling pregnant women and their 
families. The awareness sessions covered all mid-
level service providers with a focus on raising 
awareness on PPH and prevention, while ensuring 
that all women delivered with an SBA whether at 
home or a healthcare facility.   

1

Section 1

The trainings equipped 
CMWs on the clinical 

skills required to 
successfully prevent and 
treat PPH after delivery, 

and on overcoming 
socio-economic 
constraints by 

counselling pregnant 
women and their 

families.

“

“

Introduction

To assist the trained CMWs for 
raising awareness on PPH and 
administering misoprostol after 
delivery with the appropriate 
dosage, timing and method, the 
SDSM team provided a pictorial 
M-checklist tool. (Figure 1)

 Figure 1

““The SDSM team 
provided a pictorial 
M-checklist and a 

Misocard tool.



This tool was an informative pamphlet 
through which CMWs could counsel 
pregnant women and their families, 
while following the step-by-step 
instructions to successfully administer 
misoprostol after delivery. Further-
more, to ensure that CMWs were not 
hindered from accessing misoprostol 
tablets, the SDSM team provided a 
Misocard tool with all the brand names 
under which misoprostol was available 
at their local pharmacies . The (Figure 2)
purpose of  this tool was two-fold; to 
assist CMWs in purchasing misoprostol 
even if  their brand of  choice was not 
available, and to provide the Misocard 
to their clients for purchasing directly. 

The behavioral component trained 
CMWs on overcoming prevalent socio-
economic constraints that prevent 
pregnant women from seeking access  

2

Figure 2

pregnant women from seeking access to skilled maternal healthcare. They were also 
taught on how to raise awareness on PPH and the use of  misoprostol for 
prevention. The training curriculum used a highly effective pictorial format which 
highlighted the socio-economic problems, their solutions, and the specic role that 
CMWs could play to counsel pregnant women and their families. The key topics 
entailed the importance of  ensuring regular ANCs, overcoming local customs and 
beliefs that prevent safe deliveries, convincing pregnant women to take misoprostol 
for prevention of  PPH, and ensuring that pregnant women and their families save 
money, arrange for transport, and identify a healthcare facility in advance of  delivery. 

The trainings for both the clinical and behavioral components were highly 
interactive, and used audio-visual aids, such as roleplays, videos, and storytelling, to 
simulate real problems and constraints faced by CMWs at the community level. The 
aim was to provide CMWs with concrete and actionable steps to successfully 
counsel pregnant women and their families. 



1.1 Pre and post training assessment 

The SDSM team assessed the improvement in knowledge of  the CMWs on PPH, its 
causes, dangers, warning signs, and the use of  misoprostol for prevention and 
treatment through a multiple-choice questionnaire (refer in appendix) which was 
administered before and after the training sessions. Overall, the CMWs had 
adequate understanding of  PPH and the related details in both the pre and post 
training assessments. 90% of  the CMWs responded correctly to 10 out of  the 12 
questions before training, which increased to 98% after training with the minimum 
score increasing from 7.5 to 9.75. (Refer tables 1.1, 1.2). Furthermore, there was a 
reduction in the standard deviation of  the scores from 0.9 to 0.5 after training, which 
highlighted an increased common understanding of  PPH and the use of  misoprostol 
for prevention. (Refer table 1.3)

Specically, there was an increase in the accuracy of  responses for administering 
misoprostol both orally and through the rectum with the correct response rate 
increasing from 66% to 91% of  the CMWs after training (Refer table 1.4). When 
asked about the ways to prevent PPH, the CMWs were provided with four correct 
options, out of  which, 14% of  CMWs selected all the correct options post training. 
However, 96% of  the CMWs reported administering misoprostol to prevent PPH 
after training. (Refer table 1.4)  

The SDSM team supported the CMWs on successfully integrating the use of  the 
Misocard and M-checklist in their daily practice and reiterated the applicability of  

1.2 REFRESHER TRAININGS 

The SDSM team conducted 8 monthly 
refresher trainings during the entire project 
period with the purpose of  reiterating the 
knowledge and skills acquired through the 
training sessions, and addressed the 
concerns and issues faced by the CMWs in 
their daily practice. The areas of  improve-
ment identied through the pre and post 
training assessment were also emphasized 
to address the CMWs' misconceptions. 
Lastly, the SDSM team regularly reviewed 
the CMWs' tracker tools to ensure quality 
and accuracy of  data reporting. 
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The CMWs shared the responses of  their 
clients during refresher training sessions 
which was particularly useful, as the SDSM 
team provided guidance on how to 
respond when convincing pregnant 
women and their families to use miso-
prostol. The more established and 
practicing CMWs shared their experiences 
and lessons learnt which was extremely 
benecial for younger and less experienced 
CMWs.   

The SDSM team distributed a 1000 safe 
delivery kits containing misoprostol tablets 
to the CMWs at the nal refresher session 
of  the project.  

these tools to counsel pregnant women and their families on PPH awareness and 
prevention. 

The SDSM team 
distributed a 1000 safe 
delivery kits containing 

misoprostol tablets 
to the CMWs.

“

“



The SDSM team provided the CMWs a tracker tool after training for recording their 
total monthly clients, pregnant women clients, number of  deliveries and 
misoprostol administered, PPH cases and hospital referrals, and use of  the Misocard 
and M-checklist to raise awareness on PPH and to enable the use of  misoprostol. A 
total of  70 out of  100 (70%) enrolled CMWs submitted their completed tracker 
tools at the end of  the project with data tracked from December, 2017 to May, 2018 
for the aforementioned key indicators. 

2.1      Age, experience, marital status and localities of CMWs  

67% of  the CMWs were 25 years of  age or older with an average age of  25 years. 
61% of  the CMWs had 1-5 years of  experience with the average being 1 year, and a 
maximum of  17 years of  experience. 57% were currently married and 39% were 
single. Lastly, the localities of  the clinics were distributed between rural (40%), urban 
(31%), and semi-urban (29%) areas. (Refer table 2.1)

2.2       Monthly client summary reported
 by CMWs to the Government 

The following data was reported by CMWs 
to the government through the online 
portal of  the Integrated Reproductive 
Maternal Newborn, Child Health & 
Nutrition Program (IRMNCH & NP) from 
December, 2017 to May, 2018. The data 
was captured for the same CMWs who 
participated in the SDSM training. 
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Section 2

TRACKER TOOL

The average number of  monthly registered pregnant women clients and ANCs 
were reported at 10. 83% of  the CMWs reported between 1-50 pregnant women 
clients per month, with a maximum number of  750 clients. 87% of  the CMWs 
reported between 1-5 ANC visits in a month, with a maximum number of  650 ANC 
visits. CMWs reported an average of  2 deliveries per month, with a maximum 
number of  56 monthly deliveries, and 58% reported between 1-5 deliveries per 
month. 90% reported no referrals for maternal healthcare in a month, and 99% 
reported no maternal deaths out of  the registered pregnant women. This 
highlighted that CMWs were successfully providing skilled maternal healthcare at 
the community level. (Refer table 2.2)
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2.3 Monthly tracking of cases 

An average of  10 women were visited by CMWs at their homes, while on average 
20 women and 10 pregnant women visited CMWs' clinics in a month, and 67% 
reported between 1-50 women visiting their clinics in a month. The average number 
of  deliveries was 2, with a maximum of  56 reported deliveries, and 56% conducted 
between 1-5 deliveries per month. 87% of  the CMWs did not report any PPH cases 
from their monthly deliveries, whereas, 9% reported 1-2 cases of  PPH, and 4% 
reported more than 2 monthly PPH cases. 

CMWs on average administered misoprostol to 2 women per month, with a 
maximum of  56 women being given the medicine. 67% reported giving misoprostol 
for PPH to 1-10 women per month, with 1 reported death from PPH over the 6-
month period. Additionally, 91% of  monthly reports stated that women could 
afford to buy misoprostol. (Refer table 2.3)
 

CMWs were proactively administering misoprostol 
as a preventive for PPH after delivery.

Based on the data, it was assessed that CMWs on average had a high clientele, with 
the more established CMWs having higher delivery numbers. Furthermore, CMWs 
were proactively administering misoprostol as a preventive for PPH after delivery, 
with the reported PPH cases and complications being low. 

2.4 Tracking of clients referred on monthly basis

64% of  the reports stated no monthly referrals with a maximum number of  26 
referrals, and 33% reported between 1-5 monthly referrals. 37% of  the referrals 

CMWs reported an
 average of 2

 deliveries per month, 
with a maximum 

number of 56 
monthly deliveries.

“

“

Monthly data recorded by CMWs 
in tracker tool :  

“ “
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were sent to the government Distr ict 
Headquarter Hospital (DHQ), and 20% to the 
government Basic Health Unit (BHU) or Rural 
Health Centre (RHC) with an average time of  30 
minutes to reach a healthcare facility. The most 
common reasons for referrals were high blood 
pressure, C- section, prolonged/premature 
labour/no labour pains and anaemia. Overall, 
referrals due to PPH were low, with the average 
referral rate being 0, and a maximum reported 
number of  8 PPH referral cases. (Refer table 2.4)

The average (mean) number of  women shown 
the M-checklist while being given misoprostol by 
CMWs was 10, with a maximum number of  101 
women, and 86% of  the CMWs reported 
showing the M-checklist to between 1-50 
women. The average (mean) number of  women 
shown the Misocard was 5, with a maximum of  
100 women in a month, and 46% showed the 
Misocard to between 1-50 women in a month. 
(Refer table 2.5)

This highlighted that the CMWs were proactively showing the M-checklist to raise 
awareness on PPH and misoprostol as a preventive measure. The usage of  the 
Misocard was lower as the CMWs had a six-month supply of  misoprostol provided 
through the SDSM training, and in some instances, by the government as well. 
Therefore, they did not need to buy the tablets or advise pregnant women to buy 
before delivery.

The SDSM team acquired data on other trainings received by CMWs, out of  which 
98% reported receiving no other trainings, while 2% reported receiving clinical/ 

Referrals due to 
PPH were low, with the 

average referral rate being 
0, and a maximum reported

 number of 8 PPH 
referral cases.

“

“

The low referral rate for PPH highlighted that CMWs were able to successfully 
provide antenatal care and conduct safe deliveries for their clients, and when 
referring, preferred government healthcare facilities.  

2.5    Tracking of clients shown Misocard and M-Checklist on monthly basis

2.6     Tracking of Trainings/ Refreshers received by CMWs on monthly basis

“ “

86% of the CMWs 
reported showing 
the M-checklist to 

between 1-50 women.
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The CMWs of  25 years or above had a higher clientele which could be assessed 
through a higher percentage reporting more home and clinic visits, as compared 
with CMWs less than 25 years of  age. While younger CMWs reported more 
monthly visits by pregnant women, the older CMWs had more monthly deliveries 
which indicated that more women got their ANCs and deliveries from older CMWs. 
Consequently, older CMWs administered misoprostol to more women as 
compared with their younger counterparts. Furthermore, over 84% of  CMWs from 
both age categories did not report any case of  PPH or related complications, with 1 
reported death from PPH by a CMW in the younger age category. This highlighted 
the low incidence of  PPH across both categories. 

The CMWs were assessed across three 
experience categories, specically, less than 1 
year, 1-5 years, and more than 5 years of  
experience, out of  which, the most experienced 
CMWs had a higher clientele for both home and 
clinic visits, with more pregnant women visiting 

Overall, referral rates were low across both age 
categories, with younger CMWs having referred 
more women due to PPH. Specically, 12% of  
the younger CMWs referred more than 2 PPH 
cases per month, compared with 12% older 
CMWs referring 1-2 monthly PPH cases. The 
usage of  the M-checklist was high across both 
categories, with 84% of  younger CMWs and 87% 
of  older CMWs reported showing to between 1-
50 women. Lastly, the usage of  the Misocard was 
high across both age categories. (Refer table 2.7)

84% of CMWs from both 
age categories did not report 
any case of PPH or related 

complications.

“ “

2.7      Percentage distribution of age of CMW and monthly tracking of cases, 
            clients referred and showing Misocard and M-checklist to clients on
            monthly basis

2.8     Percentage distribution of experience of CMW and monthly tracking of 
           cases, clients referred and showing Misocard and M-checklist to clients 
           on monthly basis

“

“

The most experienced 
CMWs had a higher clientele 

for both home and clinic visits, 
with more pregnant women 

visiting their clinics.

refresher trainings during the reporting period. (Refer table 2.6)
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their clinics. The highest number of  pregnant women clients and deliveries were 
reported by the most experienced CMWs, as 70% reported between 1-50 monthly 
pregnant women visits and 23% reported between 51-100 visits, with 52% reporting 
more than 5 monthly deliveries. This indicates that the most experienced CMWs 
are well established in their communities, and consequently, only 11% of  them had 
not administered misoprostol to women. Overall, the reported incidence of  PPH 
and related complications were low across all three categories, with 12% most 
experienced CMWs reporting 2 or more monthly cases, 4% of  CMWs with 1-5 
years of  experience, and 8% of  least experienced CMWs reporting for the same. 
Therefore, the most experienced CMWs reported the highest percentage of  cases, 
which could be the result of  conducting a higher number of  deliveries. Furthermore, 
the 1 reported case of  death from PPH, was in the least experienced category with 
CMWs having less than 1 year of  experience. 

Overall, the reported referrals due to PPH were low across all three experience 
categories, with 10% of  the most experienced CMWs reporting 1 case, and 15% 
reporting more than 2 cases, which were higher than their less experienced 
counterparts. 

A higher percentage of  married, divorced and widowed CMWs reported home and 
clinic visits, compared with single CMWs, with a similar trend for monthly visits by 
pregnant women. Married and widowed CMWs reported more deliveries, 

The usage of  the M-checklist was high among all 
three experience categories, with 95% of  the 
least experienced CMWs having shown to 
between 1-25 women, compared with 74% of  
CMWs with 1-5 years of  experience, and 78% of  
the most experienced CMWs reporting for the 
same. Additionally, the Misocard usage was 
relatively similar across all three experience 
categories, with the most experienced CMWs 
reaching more women through their higher 
clientele numbers. Therefore, the uptake and 
applicability of  the SDSM tools was high among 
all experience categories. (Refer table 2.8)

The usage of 
the M-checklist was 
high among all three 

experience categories. 

“ “

2.9      Percentage distribution of marital status of CMW and monthly tracking of 
           cases, clients referred and showing Misocard and M-checklist to clients 
           on monthly basis
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83% of  divorced CMWs had the most monthly referrals with 1-5 referred women, 
which was signicantly higher than the other three categories. However, none of  
their referrals was due to PPH, in which case, 50% of  widowed CMWs reported 1 
monthly case, 9% of  married CMWs, and 3% of  single CMWs reported for the 
same.  

The usage of  the M-checklist was high among all categories, with 92% of  divorced 
CMWs, 80% married, and 75% single CMWs having shown to between 1-25 
women. Conversely, the usage of  the Misocard was low for single, married, and 
widowed CMWs as 61%, 48%, and 92% respectively, reported not having used it. 
Interestingly, 100% of  widowed CMWs showed to between 1-25 women per 
month. (Refer table 2.9)

compared with their single and divorced 
counterparts, with the administration of  
misoprostol showing the same pattern. Overall, 
the incidence of  PPH and related complications 
was low across all four marital status categories. 
The highest incidence was in the widowed 
category with 33% of  CMWs reporting 1 case, 
and 17% reporting 2 cases, whereas, the 1 death 
due to PPH was reported by a CMW in the 
single category. 

86% of  the CMWs located in semi-urban locations, 83% from rural areas, and 78% 
from urban clinics reported home visits to between 1-25 women. For monthly clinic 
visits, 71% from rural clinics, 67% from semi-urban clinics, and 64% from urban clinics 
reported between 1-50 women. Therefore, the semi-urban and rural clinics had a 
higher clientele. Interestingly, 83% from rural clinics reported between 1-50 
monthly pregnant women visits, which was higher than the other two locations. 
However, 61% of  CMWs from semi-urban clinics, followed by 54% each from urban 
and rural clinics reported between 1-5 monthly deliveries, with the administration 
of  misoprostol for the three locations showing a similar pattern. 

93% of  the CMWs from rural clinics reported no incidence of  PPH and related 
complications, which was higher than the other two locations, with 1 reported death 

2.10     Percentage distribution of location of clinic of CMW and monthly tracking
              of cases, clients referred and showing Misocard and M-checklist to clients 
              on monthly basis

“

“

Married and widowed 
CMWs reported 
more deliveries, 

with the administration 
of misoprostol showing

 the same pattern.
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in a semi-urban clinic. 

Overall, the referrals were low across all three locations, with the highest referrals 
from rural clinics, as 38% of  CMWs reported referring between 1-5 women. For 
referring due to PPH, 20% of  CMWs from semi-urban locations reported referring 
1 monthly case, and 9% referred 2 monthly cases, which was signicantly higher than 
the other two locations.

The uptake of  the M-checklist was high with 80% 
of  CMWs from rural clinics, 77% from urban 
clinics, and 74% from semi-urban clinics 
reported having shown to between 1-25 women 
per month. Conversely, the Misocard usage was 
limited with approximately 50% CMWs from 
each category not having used the tool, which 
could be attributed to the available supply of  
misoprostol at their clinics provided by the 
SDSM training. (Refer table 2.10)

Over the 6-month period, it was observed 
that the number of  women visiting CMWs' 
clinics, had increased from an average 
(mean) of  51 to 61 women, with the 
maximum number of  visits also increasing 
from 500 to 700 women. Similarly, the 
number of  pregnant women visiting 
CMWs clinics increased from an average 
(mean) of  20 to 28 women, with the 
maximum number also increasing from 95 
to 125 pregnant women. Furthermore, the 
number of  women with PPH after delivery 
also decreased within this period from 6 
cases in December, 2017 to 2 and 3 cases in 
January, February and April, 2018.

The usage and applicability of  the SDSM tools, the M-checklist and Misocard had 
almost doubled. For the M-checklist, the average (mean) monthly number of  

The uptake of 
the M-checklist was 

high with 80% of CMWs 
from rural clinics, 77% 

from urban clinics, 
and 74% from semi-urban 

clinics reported having 
shown to between 1-25 

women per month. 

“

“

2.11      Month wise statistics of case tracking, clients referred and showing 
               Misocard and M-checklist to clients
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women shown to, increased from 7 to 13 
women, with the maximum also increasing from 
52 women in December, 2017 to a range of  70 
to 101 women per month from January to May, 
2018. 

Additionally, the Misocard showed a similar 
trend with the average (mean) increasing from 3 
to 5 women, and the maximum increasing from 
28 in December, 2017 to a range of  46 to 100 
women per month in the remaining 5 months. 
(Refer table 2.11)

“

“

The usage and 
applicability of 

the SDSM tools, 
the M-checklist 

and Misocard had 
almost doubled.
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Overall, the CMWs had established networks within their communities, with wide 
outreach and a high clientele which signicantly benetted from their enhanced skill 
set to prevent and treat PPH at the community level. The data from the tracker tool 
highlighted that older, married, and more experienced CMWs based in urban and 
semi-urban areas had a higher clientele with more pregnant women visiting their 
clinics and carrying out more monthly deliveries. The CMWs proactively 
administered misoprostol as a preventive medicine, and reported very low 
incidence of  PPH, which was further corroborated by the low referral rates due to 
PPH. 

Older, married, and more experienced CMWs 
based in urban and semi-urban areas had a 

higher clientele with more pregnant women 
visiting their clinics and carrying out more 

monthly deliveries. 

The M-checklist and Misocard tools provided by the SDSM training were also 
successfully used by the CMWs, with their uptake increasing over the 6-month 
assessment period. Furthermore, younger CMWs were more willing to adopt new 
tools and practices in their clinics, whereas, there is a need to raise more awareness 
in rural areas as CMWs serve uneducated clients who resist new practices and 
medicines for delivery. Lastly, the limited usage of  the Misocard could be attributed 
to the existing supply of  misoprostol provided through the SDSM training, due to 
which CMWs and their clients did not need to purchase the medicine. 

Conclusion

“

“



The SDSM team conducted eld visits after 6 months of  training to assess and 
observe if  the CMWs were utilizing the provided M-checklist and Misocard tools 
and were accurately recording the responses on the program tracker tool from their 
monthly reporting registers, as it was necessary to verify and corroborate the data 
source. Additionally, the physical condition of  the clinics and the presence of  
itemized delivery kits with misoprostol were also observed.  

The clinic visits covered 33 (34%) of  the 
1sample size of  96  clinics of  trained CMWs 

in the Sheikhupura district. The clinics were 
selected through random sampling and 

2covered four tehsils ; Sheikhupura (21), 
Sharaqpur Sharif  (5), Muridke (5) and 
Ferozwala (2). As the number of  trained 
CMWs was higher in the Sheikhupura 
tehsil, consequently, there was a higher 
representation of  this tehsil in the sample. 
25 CMWs were dropped during the clinic 
visits, as 11 were not at their clinics when 
the SDSM team visited, 5 did not respond 
to the team's call, 6 had shifted clinics, and 3 clinics were not functional. In these 
cases, CMWs from the selected sample were replaced through randomly selecting 
another CMW clinic from the same tehsil. The clinics covered rural, semi-urban and 
urban locations to ensure a representative sample. (Refer table 3.1)

3.2 Age and experience of visited CMWs  

The CMWs were classied into two age categories; less than 25 years, and, 25 years 
or above, with 73% being in the latter category. Similarly, the experience of  the 
CMWs varied and was classied as less than 1 year (3%), 1-5 years (67%), and more 
than 5 years (30%). age (22-44 years) The sample selection captured the variation in 
and (0-8 years) (Refer table 3.2)years of  experience of  the respondents. 
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Section 3
Clinics Spot Checklist

3.1     Tehsil and localities of visited clinics 

1 Out of  the 98 trained CMWs, 2 had yet to clear their government exam and, hence, did not have a functional clinic setup
2 Tehsils are the administrative divisions within a district 
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3.3 Monthly client summary of visited CMW clinics   

The monthly client data was captured with 67% of  the CMWs reporting less than 50 
clients per month, while 24% reported between 50-100 clients, and 9% reported 
more than 100 monthly clients. Overall, the average (median) clientele was 35 
monthly clients at the visited clinics. “70% of  the CMWs reported between 1-5 
monthly deliveries, while 24% reported 6 or above deliveries,” and 6% had no 
deliveries. Overall, the average (median) deliveries conducted were 2 at the visited 
clinics.

58% of  the CMWs had 1-50 registered 
women, 27% had 51-100 registered 
women, and 6% reported more than 100 
registered women. The monthly average 
(median) number of  registered women 
was 38. 46% reported 1-20 registered 
pregnant women, 27% reported 21-40 
clients, and 15% reported more than 40 
clients. The monthly average (median) 
number of  registered pregnant women 
was 20. 

Out of  the number of  pregnant women 
delivered by CMWs, 42% reported 
between 1-5 monthly deliveries, 9% 
reported 6 or above, and 49% had not 
performed any deliveries during the 
reported period. 46% of  the CMWs 
reported administrating misoprostol to 
between 1-5 women, 12% reported 6 or 
more women, and 42% reported not 
administering misoprostol. Overall, the 
monthly average (median) number of  
women administered misoprostol by 
CMWs was 2. Lastly, only 1 case of  PPH 
was reported. (Refer table 3.3)

The monthly average 
(median) number of 
registered pregnant 

women was 20. 

“ “
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3.4 Daily data recording by CMWs

82% of  the CMWs had the government provided 'Antenatal Consultations and 
Deliveries Register' for recording monthly pregnancies, deliveries and referrals at 
their clinics. The SDSM team observed the quality of  the recorded data along three 

53 4indicators of  completeness , correctness , and being updated . 46% had recorded 
complete information with all the required variables in the register, while 55% of  the 
CMWs had recorded correct and updated data. Lastly, 52% of  the CMWs were 
using referral slips for their clients. The CMWs who did not record data according to 
the aforementioned indicators were primarily using notebooks, paper scraps, and 
memory recall for reporting monthly data. (Refer table 3.4)

3.5 Availability of items in delivery kits

The majority of  the delivery kits had the 
necessary items required for safe and clean 
deliveries. 97% of  the CMWs had a disinfectant 
soap, unused gloves, plastic sheet, cord clamp, 
and a sterilized surgical blade in their kits. 94% 
had clean cotton and gauze, 91% had a sterilized 
thread, and 76% had a sanitary napkin included. 
The delivery kits had either been provided by the 
government or were self-assembled by the CMWs and did not include three tablets 
of  misoprostol. However, the SDSM provided misoprostol tablets were available 
and accessible at the CMWs clinics. Additionally, it was assessed that CMWs were 
cognizant of  the need to ensure hygiene and cleanliness during delivery to prevent 
infections. (Refer table 3.5)

3.6 Availability of SDSM provided training tools ( M-checklist, Misocard and
 tracker tool )

The M-checklist was pasted on the clinic wall or desk by 39% of  the CMWs. 61% of  
the clinics reported missing visibility of  the M-checklist, in which case, it was kept in 
the SDSM provided folder and utilized as needed, or the CMWs had shifted clinics 
and misplaced their M-checklists. Only 24% reported utilization of  the Misocard as 
CMWs still had an available stock of  misoprostol so clients did not need to purchase 
the medicine. The other CMWs reported that some clients preferred verbal 

The majority of the 
delivery kits had the 

necessary items 
required for safe 

and clean deliveries.

“

“

3 Completeness – contained no missing variables
4 Correctness – observed accuracy of  the variables
5 Updated – dated at least one day prior to clinic visit by SDSM team
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communication as opposed to being shown the Misocard, and some clients' families 
resisted taking any medicine related to delivery. The increased usage and acceptance 
of  the M-checklist and Misocard will require sustained and long-term commitment 
by the CMWs. 

3.7 Physical condition of CMWs clinics 

91% of  the clinics, including the delivery and waiting area were clean and hygienic. 
82% of  the clinics had a delivery table/space available, whereas others were using a 
“charpai” or ordinary tables for delivery. 76% of  the clinics had a clean and hygienic 
space for delivery, and 70% had a clean and adequate supply of  water. For the 30% 
of  the clinics that did not have a supply of  water, the CMWs brought water from 
their homes which were in close proximity to their clinics. Lastly, a designated 
waiting area with adequate space and chairs were available in 91% of  the clinics. 
(Refer table 3.7)

3.8 Facilities and equipment available in CMWs clinics

The majority of  the clinics had the essential items in functional condition. 91% of  the 
CMWs had a BP machine and stethoscope, 82% had a weighing machine, and 76% 
had a thermometer. About 79% had proper waste disposal buckets, whereas, 21% 
were disposing waste in their clinic dustbins without following infection prevention 
protocols. Lastly, 55% of  the CMWs had 10 or more delivery kits, which were 
packaged in a plastic bag. (Refer table 3.8)

3.9 Percentage distribution of age of CMW and client summary

77% of  the less than 25 years old CMWs reported less than 50 average number of  
monthly clients, while 63% of  the older CMWs of  25 or above age reported for the 
same. 89% of  the younger CMWs reported between 1-5 average monthly 

91% of  the CMWs had the tracker tool and were 
us ing i t  to record monthl y del i ver ies, 
misoprostol administered for PPH prevention, 
and referral cases, while, 9% of  the CMWs 
reported losing their tracker tools. Lastly, 94% of  
the CMWs had the misoprostol tablets provided 
by the SDSM team,  which they were 
administering as a standard protocol after 
delivery for prevention of  PPH. (Refer table 3.6)

The increased usage 
and acceptance of the 

M-checklist and Misocard 
will require sustained and 
long-term commitment 

by the CMWs.

“

“
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56% of  the younger CMWs and 38% of  the older 
CMWs reported not administering misoprostol, 
while 44% of  the younger CMWs, and 46% of  
the older CMWs reported administering 
misoprostol to between 1-5 women. 17% of  the 
o lder  CMWs repor ted  admin i s te r ing 
misoprostol to more than 5 women compared 
with none by younger CMWs. Finally, there was 
only 1 reported case of  PPH from the older 
CMWs category. 

This highlighted that the older CMWs had more registered clients and pregnant 
women, with consequently, a higher number of  deliveries and misoprostol 
administered. (Refer table 3.9)

73% of  CMWs with more than 5 years of  
experience and 67% of  the CMWs with 1-5 
years of  experience reported less than 50 
monthly clients, while 100% of  the CMWs with 

deliveries, whereas, 63% of  the older CMWs reported for the same, and 33% 
reported 6 or more monthly deliveries.

44% of  the younger CMWs and 63% of  the older CMWs reported between 1-50 
registered women. 22% of  the younger CMWs did not have any registered clients, 
compared with only 4% for older CMWs in the same category. Similarly, no younger 
CMWs reported more than 100 clients, compared with 8% of  their older 
counterparts. Interestingly, 33% of  the younger CMWs reported between 51-100 
registered women, while 25% of  the older CMWs reported the same within this 
range. The number of  registered pregnant women followed a similar pattern with 
33% of  the younger CMWs, and 50% of  the older CMWs reporting between 1-20 
clients. For the younger CMWs, 33% did not have any registered pregnant women, 
as compared with only 4% of  the older CMWs reporting the same. 

For the numbers delivered, 67% of  the younger CMWs and 42% of  the older CMWs 
reported no deliveries per month. 33% of  the younger and 46% of  the older CMWs 
reported between 1-5 deliveries. Furthermore, 13% of  the older CMWs reported 
more than 5 deliveries compared with none by their younger counterparts.

Older CMWs had 
more registered clients
and pregnant women, 

with consequently, 
a higher number of 

deliveries and misoprostol 
administered.

“

“

3.10     Percentage distribution of experience of CMW and client summary

81% of the CMWs 
with 1-5 years of experience 

reported between 1-5 average 
monthly deliveries.

“ “
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less than 1 year of  experience reported between 50-100 monthly clients. 
Furthermore, 18% of  the most experienced CMWs reported more than 100 
monthly clients, compared with 5% of CMWs with 1-5 years of  experience 
reporting for the same. 81% of  the CMWs with 1-5 years of  experience reported 
between 1-5 average monthly deliveries, compared with 46% of  the most 
experienced CMWs reporting for the same. 55% of  the most experienced CMWs 
reported 6 or more monthly deliveries, compared with 10% of  CMWs with 1-5 
years of  experience reporting for the same. 

73% most experienced and 48% of  less 
experienced CMWs, reported between 1-50 
registered women. Interestingly, 43% of  the less 
experienced CMWs reported over 51 
registered women, compared with 18% from the 
most experienced CMWs category. Further-
more, 48% and 24% of  the less experienced 
CMWs reported 1-20 and 21-40 registered 
pregnant women respectively, with 46% and 
36% each from the most experienced CMWs 
reporting within these ranges. 100% of  the least 
experienced CMWs reported no registered 
pregnant women or delivery cases. 

57% of  the less experienced and 27% of  the most experienced CMWs reported no 
deliveries, while, 38% of  the less experienced and 55% of  the most experienced 
CMWs conducted between 1-5 monthly deliveries. Additionally, 18% of  the most 
experienced CMWs reported more than 5 deliveries per month compared with 
only 5% less experienced CMWs reporting for the same range. 

52% of  the CMWs with 1-5 years of  experience had not administered misoprostol, 
whereas, 55% of  the most experienced CMWs reported administering misoprostol 
to between 1-5 women per month. Furthermore, 27% of  the most experienced 
CMWs reported administering misoprostol to more than 5 women compared with 
only 5% for less experienced CMWs. 

Lastly, only 1 case of  PPH was reported from the 
most experienced CMW category. Therefore, 
the most experienced CMWs had more 
deliveries and had administered misoprostol to 
more women when compared with their less 
experienced counterparts. (Refer table 3.10)

55% of the most 
experienced CMWs 
reported 6 or more 
monthly deliveries.

“ “

“

“

The most experienced 
CMWs had more 
deliveries and had 

administered misoprostol 
to more women.
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3.11 Percentage distribution of clinic location of CMW and client summary 

78% of  the CMWs from urban clinics, 71% from rural clinics, and 50% from semi-
urban clinics, reported less than 50 average monthly clients, while 71% from rural 
clinics, 70% from semi-urban clinics, and 67% of  CMWs from urban clinics, reported 
an average number of  1-5 deliveries per month. 

44% of  the CMWs from urban clinics reported between 51-100 registered women, 
whereas, for rural and semi-urban clinics, 71% and 60%, respectively reported 
between 1-50 registered women. For the number of  registered pregnant women, 
33% of  the CMWs from urban clinics respectively reported between 1-20 women 
and more than 40 women. In the semi-urban and rural clinics, 50% of  CMWs from 
both locations reported between 1-20 pregnant women. 

50% of  the CMWs in semi-urban clinics, 44% in 
urban clinics, and 36% in rural clinics reported 
performing between 1-5 deliveries. In rural 
clinics, 57% of  the CMWs, and 50% in semi-
urban clinics reported not performing any 
delivery. 56% of  the CMWs in urban clinics, 50% 
in semi-urban clinics, and 36% in rural clinics 
administered misoprostol to between 1-5 
women. In rural and semi-urban clinics, 50% 
reported not administering misoprostol at all.  
100% in semi-urban and rural clinics did not 
report any case of  PPH, compared with 89% of  
the CMWs in urban clinics, where one PPH case 
was reported. (Refer table 3.11)

56% of the CMWs 
in urban clinics, 50% 
in semi-urban clinics, 

and 36% in rural clinics
administered misoprostol 
to between 1-5 women.

“
“
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The clinic visits assessed that the average number of  monthly clients, deliveries 
performed, registered pregnant women, and administration of  misoprostol tablets 
for PPH varied according to the age, experience and clinic locations of  the CMWs. 
The older and more experienced CMWs had a higher and more consistent clientele. 
Consequently, they had more registered pregnant women, higher deliveries, and 
had administered more misoprostol as compared with their younger and less 
experienced counterparts. This could be attributed to pregnant women and their 
families trusting older married CMWs, compared with younger unmarried CMWs 
for pregnancy and delivery services. Some well-established CMWs reported very 
high numbers of  registered pregnant women and monthly deliveries. 

The older and more experienced CMWs had 
a higher and more consistent clientele.

Additionally, clinics in the rural areas had less registered pregnant women, and less 
deliveries performed by CMWs as compared with urban and semi-urban locations. 
Therefore, the number of  women who delivered with an SBA was lower in the rural 
areas, and consequently, the administration of  misoprostol after delivery. This could 
be attributed to a higher level of  education and awareness in the urban areas with 
multiple service providers other than family dais (TBAs) who are trusted by families 
across generations in rural areas. 

The number of women who delivered with an SBA 
was lower in the rural areas, and consequently, 
the administration of misoprostol after delivery.

The majority of  CMWs had a functional clinic setup with the basic requirements of  
clean and hygienic delivery spaces, availability of  delivery kits, necessary items such 
as stethoscope, etc. Overall, the facilities, hygiene, and cleanliness of  semi-urban 
and urban clinics was better than the rural clinics. The delivery kits provided by the 
government did not include misoprostol, and hence, were not intentionally 
excluded by the CMWs. The misoprostol tablets provided by the SDSM team were 
available and being used in the clinics. 

The SDSM team observed that about half  of  the CMWs were recording data in the 
government provided registers, while others were recording in notebooks, paper 
scraps and recalling from memory. However, almost all the CMWs were recording 
data in some written form. 

Conclusion

“

“
“

“
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The CMWs reported using the M-checklist to educate and counsel pregnant women 
and their families during ANCs and at the time of  delivery. Some CMWs reported 
not using the M-checklist either due to CMWs not adopting new practices, or 
pregnant women and their families not being receptive to the use of  pictorial 
pamphlets, in which case they relied on verbal communication. Similarly, the usage 
of  the Misocard was low due to the available stock of  misoprostol provided by the 
SDSM team, therefore, not requiring an additional supply. The usage of  the SDSM 
provided monthly tracker tool for record keeping of  deliveries, reporting PPH 
cases, administering misoprostol, and referrals was high.

The CMWs reported using the M-checklist to educate
 and counsel pregnant women and their families during 

ANCs and at the time of delivery.

“ “



The SDSM team conducted client interviews to assess whether CMWs had advised 
pregnant women to get regular ANCs, raised awareness on PPH and misoprostol 
for prevention, had successfully administered misoprostol after delivery, and 
counselled pregnant women and their families to overcome socio-economic 
constraints. Interviews were conducted at randomly selected CMWs clinics, by 
identifying pregnant women whom the CMWs had provided ANCs and/or 
conducted deliveries after receiving the SDSM training on PPH prevention and 
treatment. 

A total of  46 clients from 24 clinics with 1 client each from 3 clinics, 2 clients each 
from 20 clinics, and 3 clients from 1 clinic were interviewed. Out of  these 46 
randomly selected pregnant women, 7 had ANCs, 37 got their ANCs and deliveries 
from the same CMW, and 2 women had their deliveries from another CMW. 

65% of  the interviewed pregnant women 
were 25 years or above, while the remain-
ing 35% were less than 25 years of  age. The 
average age of  the interviewed pregnant 
women was 25 years. (Refer table 4.1)

39% of  the pregnant women were referred 
by a community member, while 26% were 
referred by relatives, and 11% of  the clients 
were referred by LHWs and dais (TBAs) 
co l l ec t i ve l y.  Th i s  h i gh l i gh ted  the 
acceptance of  the existence of  CMWs by 
other community level  healthcare 
providers. (Refer table 4.2)

98% of  the pregnant women reported that CMWs advised them to get at least 4 
ANCs, and that all the CMWs checked their blood pressure during their ANC visits. 
33% of  the pregnant women were informed about PPH and its causes, 28% 
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Section 4

Clients Spot Checklist

4.1      Age of client 

4.2     Client referred to CMW by 

4.3     Interaction of CMW and client before delivery (during pregnancy)



72% of  the pregnant women were 
unaware about the usage of  misoprostol to 
prevent PPH after delivery. One of  the key 
reasons cited by CMWs was that pregnant 
women and their families resisted to know 
about PPH and misoprostol. Only 4% of  
the pregnant women reported being 
advised to buy and store misoprostol 
tablets before delivery, while only 2% were 
informed of  its price. The CMWs reported 
an available stock of  misoprostol at their 
clinics, due to which they did not advise 
their clients to buy misoprostol. 

About 26% of  the pregnant women had seen the M-checklist for counselling on 
PPH, while only 4% of  the pregnant women were aware that misoprostol should not 
be taken before delivery. (Refer table 4.3)

83% of  the women reported that their 
CMWs wore gloves during delivery and 
kept them under observation for one hour 
after delivery, while 76% reported being 
given 3 tablets of  misoprostol after 
delivery and that their CMW had advised 
them for a follow-up visit after delivery. 
Lastly, 46% of  the pregnant women had 
knowledge about the possible minor side 
effects of  misoprostol. (Refer table 4.4)

reported that their CMWs mentioned about the occurrence and dangers of  PPH, 
and 37% stated that CMWs had asked about their previous history related to PPH. 
While probing for the potential reasons, CMWs stated that pregnant women and 
their families were not receptive to knowing about the potential possibility of  PPH 
and taking misoprostol for prevention. In 
that case, CMWs focused on providing 
information about general maternal health 
and wellbeing.
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98% of the pregnant 
women reported that 

CMWs advised them to 
get at least 4 ANCs.

“ “

4.4     Interaction of CMW and client after delivery

76% of the CMWs 
reported being 

given 3 tablets of 
misoprostol after 

delivery.

“

“



4.5     Behaviour change advice to clients by CMWs 

98% of  the pregnant women responded that CMWs informed them of  the 
importance of  ANCs for a safe pregnancy and delivery, while 72% reported that 
CMWs told them about the importance of  an SBA being present during and after 
delivery.

The SDSM team trained CMWs on how to successfully overcome socio-economic 
constraints that prevent access to skilled maternal healthcare. 59% of  the pregnant 
women reported that CMWs had told them about the importance of  saving money 
for delivery during pregnancy, while, 26% reported that CMWs recommended 
them to save Rs. 10 ($0.07) per day during pregnancy. 57% of  the pregnant women 
reported that CMWs advised them to arrange transport for delivery in advance, and 
also volunteered to personally assist them to the hospital if  needed. Lastly, 54% 
responded that CMWs advised them to identify a 24/7 hospital during pregnancy in 
case of  any potential complications. (Refer table 4.5)

100% of  the clients reported that they 
would recommend their CMW to other 
women for ANCs and delivery. Out of  
these, 80% stated that they were very 
satised with the services provided by their 
CMW. 61% of  the deliveries took place at 
the CMWs clinics, while 24% were 
performed at home. Lastly, 59% of  the 
CMWs performed deliveries without any 
assistance, while, 26% sought assistance 
from either a relative or hired an assistant. 
(Refer table 4.6)

Overall, both young and old clients were 
very satised with the CMWs services. For 
the young clients under 25 years, 94% 
reported being 'very satised', as compared with 73% older clients of  25 years or 
above reporting the same level of  satisfaction. (Refer table 4.7)
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4.6     Client satisfaction and perception about CMW

4.7     Percentage distribution of age of 
           client and satisfaction from CMW

100% of the clients reported 
that they would recommend 
their CMW to other women 

for ANCs and delivery.

“ “
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The majority of  clients were referred to the CMW by a community member, 
relative or neighbour, were very satised with their CMW, and mostly delivered at 
their clinics. Almost all the CMWs advised pregnant women for regular ANC visits, 
however, clients' awareness of  PPH, its causes, and dangers was not raised to an 
adequate level. The clients who were not conversant with the M-checklist could be 
attributed to their lack of  education, inexible mindsets, and their families' 
unwillingness to take misoprostol for a potential complication. When the 
aforementioned constraints persisted, CMWs reported administering misoprostol 
for prevention without being able to provide the clients with sufficient information 
on PPH and prevention. 

The clients who were fully aware of  PPH, and the use of  misoprostol for prevention 
expressed their satisfaction with the information provided by their CMW. 
Therefore, the CMWs were aware of  the importance of  misoprostol for preventing 
PPH and were successfully administering it to the majority of  their clients regardless 
of  their level of  education and acceptance. Additionally, clients reported that 
CMWs were extremely supportive in assisting them and their families to prepare for 
delivery in advance, such as, advising on saving money and personally arranging 
transport for delivery if  needed. Thus, CMWs were proactively overcoming socio-
economic constraints, and would need to continue this practice to ensure 
sustainable and long-term behaviour change in their clients.

The clients who were fully aware of PPH, and the 
use of misoprostol for prevention expressed their satisfaction 

with the information provided by their CMW.

Conclusion

“ “



The focus group discussions (FGDs) were held with government deployed CMWs 
who received SDSM's training in the Sheikhupura district. A total of  24 participants 
were engaged in two FGD sessions and were selected to ensure representation of  
the trained CMWs along age, years of  experience, and rural vs urban location of  the 
clinics. The age range was from 22-44 years, and the experience ranged from 1-8 
years after deployment with an equal representation from rural, semi-urban and 
urban areas. The FGDs were held in the Nursing School, DHQ in Sheikhupura at the 
end of  the project, and were structured in the form of  an open-ended discussion 
with guiding themes and questions. 

The purpose of  the focus group discussions was three-fold:
Ø To acquire insight into the socio-economic constraints that prevent pregnant 

women and their families from accessing essential maternal healthcare at the 
community level, and the role of  CMWs to overcome these constraints for 
ensuring ANCs and safe deliveries. 

Ø To assess the efficacy, usage and acceptance of  the M-checklist and Misocard  
tools for preventing and treating PPH and how uptake of  misoprostol can be 
increased. 

Ø To collect CMWs' reviews on the content, learning, and overall experience 
of  the training provided by SDSM.

The rst theme pertained to acquiring insight on the prevalent socio-economic 
constraints that prevent pregnant women and their families from accessing essential 
skilled antenatal, delivery, and postnatal care, and how CMWs strive to overcome 
these constraints. 

At the community level, the dais (TBAs) were trusted and respected because they 
live in the communities they serve. They have strong social ties, are deeply 
integrated into the family tradition of  home deliveries and offer affordable services 
that allow pregnant women to pay in instalments or with material items. Due to their 
older age and perceived wisdom, families trust and prefer them over younger 
unmarried CMWs, which creates signicant friction between the two mid-level 
service providers. In some instances, dais (TBAs) received nancial incentives from 
doctors to refer women to hospitals for a Caesarean section as it was more 
expensive than a normal delivery. Lastly, some CMWs reported that due to the 
grave social implications of  not getting their delivery from the family dai (TBA), 
women did not seek their services, or would do so discreetly. 
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Section 5

Focus Group Discussions

5.1      Socio-economic constraints



As shared by Farzana from Poorab village, 
“people prefer dais (TBAs) as they believe 
they have more experience and have more 
contacts in the community”. 

The lack of  awareness and archaic social customs prevent pregnant women and 
their families from seeking antenatal care and skilled delivery services from CMWs. 
In most households, the mother-in-law is the primary decision maker, and is 
resistant to seeking the services of  CMWs, taking medicines at the time of  delivery, 
and allowing ANCs at home or a clinic. They are not aware of  or willing to know 
about PPH, its causes, dangers, and the use of  misoprostol for prevention. Often, 
the comparison is with their own times when such 'problems' did not exist and there 
was no need for any medicine after delivery. “Their mother-in-law said that we have 
also given birth and never used any medicine, but now girls can't give birth without 
medicine.” (Umme Rubab - Sheikhupura city). Similarly, religious restrictions prevent 
access as most women do pardah (cover themselves in front of  men) and are not 
allowed to leave their homes. 

The lack of  sufficient nancial resources 
prevented pregnant women from seeking 
the services of  a skilled service provider as 
they could not afford check-ups, medicines 
and tests. Due to this, women were 
deprived of  essential care, and delivered at 
home with the family dai (TBA), who was 
not equipped or skilled to handle excessive 
bleeding that leads to PPH. 

One of  the CMWs shared her experience, “mostly people who come to visit us belong 
to lower classes so whenever we recommend any test for check-up, they refuse by saying 
they can't afford it” (Munazza - Ferozwala). Furthermore, pregnant women rely on 
LHWs for receiving free or subsidized health facilities, such as assisting with 
transport by accessing the government provided ambulance service.
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Some CMWs reported 
that due to the grave social 
implications of not getting 

their delivery from the family
dai (TBA), women did not 

seek their services, or would 
do so discreetly.

“

“
“

“

The lack of sufficient 
financial resources prevented 
pregnant women from seeking 

the services of a skilled 
service provider.



At the community level, the lack of  awareness and understanding of  PPH and its 
dangers, coupled with rigid mindsets makes it imperative to focus on counselling 
families and engaging with them in an effective way. In most cases, the mother-in-law 
and husband are the key decision makers, so it is critical to counsel them on the need 
to prepare for delivery and prevention of  PPH by administering misoprostol. This 
was easier among educated pregnant women, and those living in a semi-urban 
setting as they were more receptive and understood the importance of  having an 
SBA to prevent PPH and its complications. For these pregnant women, CMWs had 
sessions with their families and told them about misoprostol, its benets during 
ANC visits, and encouraged them to prepare in advance for this cost-effective 
solution. 

However, it was also discussed that pregnant women and their mothers-in-law were 
sceptical of  CMWs' work. In that case, the approach used to counsel families was of  
particular importance and giving relatable examples within the local context was 
very effective. For instance, one CMW reported engaging with the village dai (TBA) 
and garnering her support, while another engaged the older respected women of  
her community to raise awareness on PPH, and to ensure that pregnant women 
sought skilled maternal healthcare. As shared,“whenever I want to convey any message 
to pregnant women and their families, I arrange a meeting with the elderly and sensible 
women from the community and make them responsible to convey it further” (Kishwar- 
Khanpur).

The CMWs successfully overcame the 
physical access constraint by conduc�ng 
regular home visits for women who were 
not allowed to leave their house and 
counselled their families. 

As one CMW aptly stated, “most of  the 
mothers-in-law have the mindset that the nal 
decision will be taken by them at the time of  
delivery and they usually prefer dais (TBAs). 
That's why it is important to counsel the 
mother-in-law to get treatment from us” 
(Farzana - Poorab Village).
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Approaches to overcome socio-economic constraints

The mother-in-law and 
husband are the key decision 

makers, so it is critical to 
counsel them on the need 
to prepare for delivery and 

prevention of PPH by 
administering misoprostol.

“

“

“

“

The CMWs conducted 
regular home visits for women 
who were not allowed to leave 

their house and counselled 
their families.



“People who belong to my area are strict. They don't allow their women to go out for check-
ups or allow anyone to come at their homes for check-up. That's why the maternal 
mortality rate is high in this area. After I came to know about PPH through this training, I 
started home visits to counsel people.” (Yasmin - Khanpur).

The CMWs reported that once pregnant women observed them successfully 
conducting safe deliveries, it built trust and they came back to them, and also 
convinced others in the village to seek their services. Lastly, in some instances, 
pregnant women did not seek antenatal and delivery services from younger 
unmarried CMWs as they did not feel comfortable or were dismissive as those 
CMWs lacked experience. To overcome this issue, CMWs had to win their clients' 
trust by showing their skills and expertise in conducting deliveries and preventing 
complications. 

One CMW shared,“a woman came to my clinic; she was in her third month of  
pregnancy and suddenly the bleeding started. Her mother-in-law strongly believed in dais 
(TBAs). But when I treated her daughter-in-law and she recovered then she started 
trusting me. After her recovery, I discussed about PPH and misoprostol through the M-
checklist and Misocard. Now her daughter-in-law comes regularly at my clinic for ANCs” 
(Humaira - Sheikhupura city). 

The CMWs encouraged women to save 
money on a daily basis during pregnancy, 
which would provide nancial security at 
the time of  delivery. For those women who 
faced resistance from their husbands 
regarding saving, CMWs encouraged them 
to save privately and utilize if  needed. 
Lastly, CMWs also assisted with arranging 
transport for pregnant women from their 
own resources if  they could not afford. 

Due to the lack of  nancial resources, the majority of  CMWs reported treating and 
administering misoprostol for free if  the women could not afford treatment. They 
also made pregnant women aware of  the cost-effectiveness of  misoprostol by 
highlighting that one tablet costed Rs. 10 ($0.07) only. They emphasized to the 
families that prevention after delivery was affordable, whereas treatment of  PPH in 
hospitals was very expensive. One CMW stated, “I always recommend pregnant 
women who come to my clinic to save money on a daily basis, either 5 or 10 rupees” 
(Umme Kulsoom - Sheikhupura city).
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The CMWs encouraged 
women to save money 
on a daily basis during 

pregnancy, which would 
provide financial security 
at the time of delivery. 

“

“



5.2     Misocard and M-Checklist

The second theme pertained to the Misocard and M-checklist tools provided by the 
SDSM training to CMWs to enhance their skills and to provide a comprehensive 
resource for counselling on PPH and prevention through misoprostol in their 
communities. The SDSM team acquired feedback on the efficacy, usage and 
acceptance of  the Misocard and the M-checklist by CMWs for preventing and 
treating PPH. 

A. Misocard  

The purpose of  the Misocard was two-fold; rstly, for CMWs' reference of  the 
brand names under which it was available and could be purchased from the local 
pharmacy, and secondly, CMWs reported that it was useful to show the Misocard to 
pregnant women for them to learn about misoprostol and its usage before taking 
the medicine, and also for purchasing it. However, a few CMWs mentioned that 
some pregnant women were not receptive to receiving information about 
misoprostol through the Misocard. In which case, they provided the Misocard for 
them to directly conrm the availability of  misoprostol from the local pharmacy 
which made them comfortable with the medicine. 

“Some clients use the Misocard to verify 
misoprostol's brand names from their local 
pharmacy and then willingly purchase the 
tablets” (Nabila - Safdarabad). 

Several CMWs had an available stock of  misoprostol in their clinics provided by the 
SDSM team, so they had not yet used the Misocard to purchase misoprostol or 
assisted pregnant women to purchase it. Some CMWs used the Misocard for their 
own reference, without showing to clients while verbally discussing its usage. 
Interestingly, some pregnant women were uncomfortable when shown the  
Misocard, whereas if  the CMW wrote the same medicine on a prescription pad they 
were satised.

B. M-Checklist

Several CMWs reported using the M-checklist to successfully raise awareness on 
PPH and the use of  misoprostol for prevention. It was more effective when used 
during ANCs as that enabled pregnant women and their families to prepare in 
advance for taking misoprostol after delivery. Some CMWs reported putting the   
M-checklist on their clinic walls or tables for clear visibility and used it to counsel 
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CMWs reported that it 
was useful to show the 

Misocard to pregnant women 
for them to learn about 

misoprostol and its usage.

“

“



pregnant women with pertinent examples. 
Interestingly, one CMW stated, “it was 
easier to convince the pregnant woman's 
husband to use misoprostol, in which case the 
CMW focused on him as he was the key 
decision maker of  the household”. 

Several instances were reported where pregnant women and their mothers-in-law  
were not receptive to CMWs using the M-checklist while counselling. In some cases, 
pregnant women did not revisit the CMWs if  they did not believe in misoprostol 
usage. “The mothers-in-law intervene and say that we have given birth before but never  
used such tablets, and now you young girls will teach us lessons” (Sonia-Sheikhupura city).  

Overal l ,  CMWs reported that the           
M-checklist was an effective counselling 
tool, and in most cases, they had 
successfully used it to convince pregnant 
women and the i r  f ami l ies  to  use 
misoprostol. They reported that repeated 
emphasis on the benets of  misoprostol 
coupled with relatable examples enabled 
them to increase acceptance and usage of  
the medicine. 

As shared by one CMW, “when pregnant 
women visit us, it is important to make them 
understand. If  you use misoprostol without 
telling them they resist from using it. They 
perceive that it is to stop pregnancy. To make 
them understand I use the M-checklist” 
(Umme Kulsoom - Sheikhupura city). 

In addition to the discussion on the M-checklist and Misocard, CMWs further 
elaborated that some pregnant women believed that misoprostol was only used for 
abortions, in which case they claried this misconception, and assured them that the 
medicine was not harmful for the baby when taken after delivery. In some instances, 
CMWs reported that the village dai (TBA) encouraged the use of  misoprostol for 
abortion and charged money for assisting. Several CMWs reported collaborating 
with the village dai (TBA)and the LHW to spread awareness on PPH and 
misoprostol for prevention, however, the responsiveness of  the dai (TBA) and 
LHW varied across communities. 
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One CMW shared, “I coordinated with our village LHW and discussed about the use of  
misoprostol and asked them to convey this message to all those they meet” (Umme 
Kulsoom - Sheikhupura city). Therefore, CMWs were actively raising awareness and 
counselling pregnant women and their families on PPH, the use of  misoprostol, and 
addressing socio-economic constraints either on their own or with the help of  other 
service providers.

As stated by one CMW, “I have learnt a lot 
about PPH through this training and now I can 
deal with PPH cases more condently” 
(Aasma - Sheikhupura city).  

The SDSM team received general reviews 
about the training from respondents who 
highlighted that the course material was 
extremely well organized and easy to 
understand, with the CMWs being able to 
apply what they had learnt in their daily 
practice. The use of  audio-visual aids, such 
as pictures and videos were appreciated as 
they made the trainings more effective and 
engaging. The delivery of  the trainer was 
quite friendly and interactive with each 
topic explained in easily understandable 
steps. Furthermore, one respondent said, 
“I had never performed any delivery before 
this training, but after acquiring the skills 
through this session I have condently 
performed 11 deliveries in the last 3 months” 
(Kaneez - Sheikhupura city).

Through the third theme, the CMWs provided very positive feedback on the 
trainings delivered by the SDSM team and were satised with the learning and 
overall experience. The majority of  respondents stated that previously they 
referred PPH cases to the DHQ in Sheikhupura, but after training, the knowledge 
and acquired skills enabled them to condently handle PPH cases themselves. They 
had actively participated in the training sessions and were very receptive to the 
sessions which entailed a mix of  classroom delivery and skill-based practice through 
interactive sessions.
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5.3     Training reviews

The majority of respondents 
stated that after training, 

the knowledge and acquired 
skills enabled them to 

confidently handle PPH 
cases themselves.
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Most of  the CMWs conrmed that they were effectively using the Misocard and the 
M-checklist tools for raising awareness on PPH, and the use of  misoprostol as a 
preventive measure. However, the usage and responsiveness to the Misocard and 
M-checklist for increasing awareness and acceptance of  misoprostol varied as it was 
inuenced by socio-economic constraints in the community, and whether CMWs 
were able to successfully overcome or circumvent them. 

Conclusion



A total of  64 out of  100 (64%) trained CMWs completed the Knowledge, Attitudes 
thand Practices (KAP) survey at the end of  the project on 30  June, 2018 at the 

Nursing School in the DHQ of  Sheikhupura. The KAP survey focused on capturing 
6 7 8 9the status of  CMWs' knowledge , beliefs , attitudes , and practices  at the end of  the 

project.

100% of  the CMWs reported knowing how to prevent PPH, with 97% correctly 
reporting the use of  three tablets of  misoprostol for PPH prevention with no 
dangerous side effects. 92% correctly reported the price of  a misoprostol tablet 
with all the CMWs knowing at least one pharmacy brand name of  misoprostol. 81% 
of  the CMWs correctly identied that 500 ml of  blood loss results in PPH, and 41% 
reported that blood loss could occur before or after the delivery of  the placenta. 
86% of  the CMWs accurately identied 
that misoprostol should be administered 
when PPH was caused by uterine atony, 
and 84% reported that excessive blood 
loss occurs when two sanitary napkins get 
soaked within 2 hours. Furthermore, 64% 
of  the CMWs accurately reported that 
misoprostol could be given both orally and 

28% of  the CMWs were less than 25 years 
of  age, and 72% were 25 years or above 
with an average (median) age of  26.5 years. 
67% reported between 1-5 years of  
experience, while 33% reported more than 
5 years of  experience. On education 

10qualication, 34% were matriculation  
11pass, 41% had intermediate degrees , 19% 

had an undergraduate, and 6% had 
graduate degrees. (Refer table 5.1)
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Section 6

Knowledge Attitudes and Practices Survey

6.1      Age, experience and qualification of CMWs 

6.2      Knowledge

100% of the CMWs 
reported knowing how 
to prevent PPH, with 

97% correctly reporting 
the use of three tablets 
of misoprostol for PPH 

prevention with no 
dangerous side effects.

“

“

6 Knowledge – skills and knowledge retention after training that CMWs use in their daily practice  
7 Beliefs – believing or accepting views which have no evidence or logical reasoning    
8 Attitudes – emotional and motivational perspectives that positively or negatively inuence CMWs' behaviours or practice 
9 Practices – observable actions of  CMWs that inuence their and consequently, pregnant women's access and uptake of  misoprostol 
10 Matriculation – local equivalent of  GCE O level qualication 
11 Intermediate – local equivalent of  GCE A level qualication



100% of  the CMWs reported that the right 
quantity of  misoprostol at the right time 
could save a mother's life. Three questions 
were framed differently with the purpose 
of  cross validating the CMWs' responses 
regarding prevention of  PPH through 
misoprostol. Interestingly, 98% of  the 
CMWs responded positively when asked if  
misoprostol could prevent the dangers of  
PPH, 86% correctly identied the need to give misoprostol for PPH prevention, and 
84% reported that misoprostol prevented the onset of  PPH. It was evident that the 
difference in responses was due to the framing of  the questions. 

Furthermore, 98% of  the CMWs reported that it was easier to prescribe 
misoprostol in their villages as compared with oxytocin. Lastly, on local customs and 
beliefs, 19% of  the CMWs reported that the loss of  blood after delivery puried a 
mother's body, and 11% reported that they should get more money for the delivery 
of  a boy. To overcome archaic local customs and beliefs, the SDSM team is 
committed to providing long-term and sustained support to CMWs. (Refer table 5.3)

66% of  the CMWs reported the need to learn new ways to assist pregnant women, 
while 42% each were always and mostly able to convince pregnant women to take 
misoprostol to prevent PPH. 41% reported successfully advising pregnant women 
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6.3      Beliefs

6.4     Attitudes

through the rectum, while 27% reported 
oral administration only. Lastly, two 
differently framed questions were asked 
on  when  m i sopros to l  shou ld  be 
administered to cross validate knowledge 
retention, with 98% of  the CMWs 
reporting accurately for the rst question, 
and 64% correct responses for the second 
question. This highlighted that CMWs 
require continued reiteration and support 
to acquire clar ity and to improve 
knowledge retention. (Refer table 5.2)

100% of the CMWs 
reported that the right 
quantity of misoprostol 
at the right time could 

save a mother's life.

“
“
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97% of the CMWs 
reported that misoprostol 
could be administered at 

the community level.

“ “

and their families to save money, arrange 
for transport, and to identify a healthcare 
facility in advance during pregnancy. Lastly, 
97% of  the CMWs reported that 
misoprostol could be administered at the 
community level, and 98% reported that 
women should be referred to the hospital immediately if  bleeding was not 
controlled. There is a need for CMWs to continue counselling pregnant women and 
their families, as sustained counselling will increase community uptake and 
acceptance of  misoprostol. (Refer table 5.4)

100% of  the CMWs reported educating pregnant women and their families on the 
dangers of  PPH, and the use of  misoprostol as a cost-effective method for 
prevention and treatment. Furthermore, 98% of  them raised awareness among 
pregnant women and their families on the socio-economic constraints that 
negatively impacted the prevention and treatment of  PPH. (Refer table 5.5)

100% of  the CMWs from both age categories reported knowing how to prevent 
PPH, with 94% of  the younger CMWs less than 25 years of  age citing misoprostol as 
a preventive method, and accurately reporting when it should be administered. 98% 
of  the CMWs of  25 years or above cited misoprostol as a preventive method, with 
100% accurately reporting the timing of  its administration. 100% of  the younger 
CMWs accurately reported that three tablets of  misoprostol should be 
administered after delivery, whereas, 96% of  the older CMWs reported for the 
same. 67% of  younger CMWs and 63% of  older CMWs reported that misoprostol 
could be administered both orally and through the rectum, with the rest reporting 
either oral or rectal administration. 83% of  
the older CMWs accurately reported 500 
ml of  blood loss resulting in PPH, while 
87% accurately reported how to assess 
blood loss through sanitary napkins, with 
78% of  their younger counterparts 
reporting correctly for the same.  

Conversely, 72% of  the younger CMWs 
accurately reported 8gms/dl haemoglobin 

6.5     Practices

6.6     Percentage distribution of age of CMWs and their knowledge

“

“

100% of the younger 
CMWs accurately 

reported that three 
tablets of misoprostol 
should be administered 

after delivery.
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as indicative of  a high-risk pregnancy, with 44% of  their older counterparts reporting 
for the same. Furthermore, 89% correctly reported administering misoprostol 
before delivery of  the placenta, as compared with 54% of  their older counterparts. 
Lastly, 83% of  the younger CMWs and 87% of  older CMWs reported that mis-
oprostol should be administered in the case of  atonic uterus only. It was ascertained 
that knowledge retention and understanding was mixed across both age groups with 
both requiring further support to increase their knowledge base, especially for when 
and how misoprostol should be administered after delivery. (Refer table 5.6)

100% of  the CMWs from both age  catego-
ries reported that the right quantity of  
misoprostol given at the right time could 
save a mother's life. On the use of  mis-
oprostol to prevent the onset of  PPH, 94% 
of  younger CMWs and 80% of  older 
CMWs reported affirmatively. When the 
same question was asked differently, 98% 
of  younger CMWs and 100% of  older 
CMWs responded positively. Interestingly, 
when stated that there was no the need to 
administer misoprostol for prevention of  
PPH, 89% of  the older CMWs and 78% of  
the younger CMWs disagreed. Therefore, 
the purpose was to cross validate the 
CMWs' responses, which were evidently 
inuenced by the framing of  the questions.

Interestingly, 22% of  the younger CMWs 
reported that the loss of  blood puried a 
woman's body after delivery, with 17% of  
their older counterparts affirming the 
same. 13% of  the older CMWs reported 
that they should receive more money on 
the delivery of  a boy, compared with 6% of  
their younger counterparts. Lastly, above 
97% from both categories reported that it was easier to prescribe misoprostol in 
their village as compared to oxytocin. Due to this mixed response, there is a need to 
target both age groups for overcoming archaic cultural beliefs. (Refer table 5.7)

6.7     Percentage distribution of age of CMWs and their beliefs

22% of the younger 
CMWs reported that 

the loss of blood purified 
a woman's body after 
delivery, with 17% of 

their older counterparts 
affirming the same.

“

“



39

39% of  the older CMWs reported not needing to learn new methods to help 
pregnant women, while 22% of  their younger counterparts reported for the same. 
37% of  the older CMWs reported always successfully convincing pregnant women 
to use misoprostol, compared with 56% of  younger CMWs reporting for the same. 
Furthermore, 48% of  older CMWs reported that pregnant women and their 
families always followed their advice on arranging transport, saving money, and 
identifying a healthcare facility prior to delivery, with 22% of  their younger 
counterparts reporting affirmatively. This highlighted that older CMWs were well 
established and inuential in their communities with a strong client base. Overall, 
younger CMWs were more receptive to learning new methods to help pregnant 
women and had convinced them to use misoprostol as a preventive measure. 
(Refer table 5.8)

100% of  the CMWs from both age categories reported positive practices except for 
one older CMW who reported not raising awareness among pregnant women and 
their families about the socio-economic constraints that negatively impacted PPH 
prevention and treatment.

100% of  the CMWs from both experience categories reported knowing how to 
prevent PPH, with 98% of  the CMWs with 1-5 years of  experience reporting 
misoprostol as a preventive method, and 95% of  CMWs with more than 5 years of  
experience stating the same. 100% of  the more experienced CMWs and 98% of  the 
less experienced CMWs accurately reported when misoprostol should be 
administrated. When the same question was asked differently, 65% of  the less 
experienced CMWs, and 62% of  the more experienced CMWs accurately reported 
that misoprostol should be given before the delivery of  the placenta. Therefore, 
both categories reported a lower number when the questions were framed 
differently. 

71% of  the more experienced CMWs 
accurately reported that misoprostol 
could be administered orally and through 
the rectum, while 61% of  their less 
experienced counterparts reported for the 
same. 95% of  the more experienced 

6.8     Percentage distribution of age of CMWs and their attitudes

6.9     Percentage distribution of age of CMWs and their practices 

6.10     Percentage distribution of experience of CMWs and their knowledge

95% of the more experienced
CMWs, and 90% of the less

experienced CMWs accurately 
reported the price of a 
misoprostol tablet being 

Rs. 10 ($0.07).

“
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CMWs, and 90% of  the less experienced CMWs accurately reported the price of  a 
misoprostol tablet being Rs. 10 ($0.07). 48% of  the more experienced CMWs 
identied that blood loss could occur due to PPH before and after the delivery of  the 
placenta, while 37% of  their less experienced counterparts reported affirmatively. 
57% of  the more experienced CMWs accurately reported that 8 gms/dl 
haemoglobin level was classied as a high-risk pregnancy, with 49% of  the less 
experienced CMWs reporting for the same. Furthermore, 86% of  the CMWs from 
both categories correctly identied that misoprostol should be given for uterine 
atony only. While there is a need to increase overall knowledge in both categories, 
the more experienced CMWs reported higher knowledge retention and 
understanding when compared with their less experienced counterparts. (Refer 
table 5.9)

91% of  the less experienced CMWs 
reported that misoprostol prevents the 
onset of  PPH, compared with 71% of  the 
more experienced CMWs reporting for 
the same. However, when asked if  
misoprostol could prevent the dangers of  
PPH, 100% of  the less experienced CMWs, 
and 95% of  the more experienced CMWs 
responded positively. Therefore, the 
framing of  the questions led to the varying 
responses. 

On local customs, 19% of  the CMWs from both experience categories reported 
that blood loss after delivery puried a woman's body. Furthermore, 19% of  the 
more experienced CMWs agreed that they should get more money for delivering a 
boy as opposed to 7% by their less experienced counterparts. While there is a need 
to positively change archaic beliefs for both experience categories, the more 
experienced CMWs had more community inuence and were deeply assimilated 
into the local belief  system. (Refer table 5.10)

67% of  the more experienced CMWs, and 65% of  the less experienced CMWs 
reported a need to learn new ways for helping pregnant women. 52% of  the more 
experienced CMWs reported that they had successfully advised pregnant women 
to use misoprostol, and 57% reported advising pregnant women and their families 

6.11     Percentage distribution of experience of CMWs and their beliefs 

6.12     Percentage distribution of experience of CMWs and their attitudes
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to save money, arrange for transport, and to identify a healthcare facility in advance, 
while 37% and 33% of  the less experienced CMWs, respectively reported for the 
same. Therefore, the more experienced CMWs counselled more pregnant women 
and their families, and successfully convinced women to take misoprostol. (Refer 
table 5.11)

100% of  the CMWs mentioned positive practices except for one CMW with 
experience of  1-5 years reporting not telling pregnant women and their families 
about the socio-economic constraints that negatively impacted the prevention and 
treatment of  PPH.

100% of  the CMWs from all education 
categories reported knowing how to 
prevent PPH, and cited misoprostol as a 
preventive method, with the exception of  
92% of  CMWs with an intermediate 
degree reporting the same on misoprostol 
use for prevention. 100% of  the CMWs 
from three education categories accurately 
reported that misoprostol should be 
administered before the placenta comes out, with 96% of  CMWs with an 
intermediate degree reporting for the same. When framed differently, 73% of  
CMWs with intermediate degrees, 59% with a matriculation qualication, 58% with 
an undergraduate, and 50% with graduate degrees accurately reported that 
misoprostol tablets should be given before the delivery of  the placenta. The varying 
responses could be attributed to the framing of  the questions, but interestingly, also 
highlighted that the less educated CMWs had a higher accurate response rate for 
this question. 

100% of  the CMWs with a graduate qualication and 83% with an undergraduate 
qualication accurately reported that misoprostol could be administered both orally 
and through the rectum, compared with 62% of  CMWs with an intermediate 
qualication and 50% with a matriculation qualication reporting for the same. 
Additionally, 100% of  the CMWs from the higher education categories and 91% of  
CMWs with a matriculation qualication correctly identied that three tablets of  
misoprostol could prevent the onset of  PPH.

6.13     Percentage distribution of experience of CMWs and their practices

6.14     Percentage distribution of qualification of CMWs and their knowledge
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100% of  the CMWs with a graduate degree, 89% with an intermediate degree, 82% 
with a matriculation degree, and 58% with an undergraduate degree accurately 
reported that 500 ml of  blood loss resulted in PPH. 100% of  graduate CMWs, 91% 
with a matriculation qualication, 83% of  undergraduate CMWs, and 77% with an 
intermediate qualication, accurately reported on assessing excessive blood loss 
through sanitary napkins. Furthermore, 75% of  graduate CMWs, 46% with a 
matriculation degree, 39% with an intermediate degree, and 25% of  undergraduate 
CMWs accurately reported that blood loss could happen before or after the 
delivery of  the placenta. This highlighted that for some knowledge aspects, the 
retention was highest among graduate CMWs, and interestingly, lowest for CMWs 
with an undergraduate qualication.

While the more educated CMWs had higher knowledge retention across some key 
aspects, the responses were mixed, especially for CMWs with an undergraduate 
degree, and hence, a positive correlation between education and knowledge 
retention could not be determined for all responses. Therefore, there is a need to 
focus on increasing knowledge retention across all education categories. (Refer table 
5.12)

100% of  the CMWs from all education categories reported that the right quantity of  
misoprostol at the right time could prevent the onset of  PPH. 100% of  the CMWs 
from three education categories, and 96% with an intermediate degree accurately 
reported that misoprostol could prevent the dangers of  PPH. When asked 
differently, 92% with an intermediate degree, 83% of  undergraduate CMWs, 77% 

Conversely, 75% of  CMWs with a 
graduate qualication correctly reported 
the time it took to lose blood from a 
woman's body after delivery, and 25% 
identied that 8 gms/dl of  haemoglobin 
was classied as a high-risk pregnancy 
which was lower than the other three 
education categories for both questions. 
Lastly, 91% of  CMWs with a matriculation 
qualication, 89% with an intermediate 
qualication, and 75% of  undergraduate 
and graduate CMWs each correctly 
identied that misoprostol should be 
administered for an atonic uterus only.

6.15     Percentage distribution of qualification of CMWs and their beliefs
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with a matriculation degree, and 75% of  graduate CMWs, accurately reported that 
misoprostol prevents the onset of  PPH. This highlighted that the framing of  
questions could lead to varying responses and served as a useful cross validation.

On local customs, 25% of  CMWs with a 
graduate degree, 19% of  CMWs with an 
intermediate degree, 18% of  CMWs with a 
matriculation qualication, and 17% with 
an undergraduate degree reported that 
the loss of  blood puried a woman's body 
after delivery. Furthermore, 100% of  the 
CMWs from both undergraduate and 
graduate categories reported that they 
should not get more money for delivering  
a boy, compared with 92% from the 
intermediate category, and 77% with a matriculation degree. While the more 
educated CMWs reported accurately on certain customs, the trend was reversed in 
another instance. Therefore, there is a need to focus on raising awareness and 
educating all CMWs on the need to overcome archaic community beliefs. (Refer 
table 5.13)

75% of  the CMWs with a graduate qualication reported that there was a need to 
learn new methods to help pregnant women, followed by 68% with a matriculation 
qualication, 67% with an undergraduate degree, and 62% with an intermediate 
degree reporting for the same. Interestingly, 59% of  the CMWs with a matriculation 
qualication, and 39% with an intermediate degree reported that they successfully 
convinced pregnant women to use misoprostol, whereas, 58% with an 
undergraduate, and 50% with a graduate degree reported mostly being able to 
convince pregnant women to use misoprostol. 

While all the CMWs from the three higher qualication categories reported that 
misoprostol could be administered in a community setting, 9% of  matriculation 
qualied CMWs inaccurately reported that misoprostol could only be 
administered in a hospital. Lastly, 55% of  the CMWs with a matriculation degree, 
and 50% with a graduate qualication reported that they always advised pregnant 
women and their families to save money, arrange for transport, and to identify a 
healthcare facility in advance. Thus, while the most educated CMWs were keen 
to learn new methods of  helping pregnant women, there is a need to focus on all 
education categories, as the responses were mixed. (Refer table 5.14)

6.16     Percentage distribution of qualification of CMWs and their attitudes
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100% of  the CMWs reported positive practices except for one CMW with an 
intermediate degree who reported not telling pregnant women and their families 
about the socio-economic constraints that negatively impacted the prevention and 
treatment of  PPH.

On counselling for PPH and prevention, 
CMWs reported using a friendly approach 
tailored to their clients' level of  education 
and receptivity. They gained trust by listen-
ing to pregnant women and addressed 

The CMWs reported on the community level resistance they faced on raising 
awareness on PPH and prevention, and their approach for counselling pregnant 
women and their families. The CMWs cited the following beliefs and 
misconceptions as the main reasons for resistance towards PPH awareness and 
misoprostol for prevention:

Ÿ Lack of  knowledge and awareness on PPH and prevention, especially in the 
rural areas with low literacy rates. 

Ÿ Fear of  knowing about PPH due to its perceived dangers, refusal to 
recognize the existence of  PPH, or not being interested to know about it 
during pregnancy.  

Ÿ Belief  that PPH is a normal condition, as women bleed for 40 days after 
delivery.  

Ÿ Belief  that SBAs or doctors are supposed to know about PPH and 
misoprostol as they have to conduct delivery. 

Ÿ Belief  that CMWs nancially benet by informing about a potentially 
dangerous condition and unnecessarily advise medication, or assume that 
misoprostol is expensive and unaffordable.  

Ÿ Reliance and trust in the family dai (TBA) for delivery.   
Ÿ Resistance from mothers-in-law who compared with when they gave birth 

and never had excessive blood loss or used tablets.  
Ÿ Perception that misoprostol has serious health side effects, and could harm 

the mother and the baby, or the misconception that the use of  misoprostol 
was only for abortions.

6.17     Percentage distribution of qualification of CMWs and their practices
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their problems through guidance and guidance and realistic examples, while directly 
engaging with the mothers-in-law who were the key decision makers. Additionally, 
the CMWs reported conducting group sessions as they had been highly effective, 
while some conducted home visits for women who could not visit their clinics.

The CMWs reported receiving mixed 
responses from pregnant women and their 
families when they used the M-checklist to 
raise awareness on PPH and misoprostol 
for prevention. While some families 
resisted due to the aforementioned 
reasons, in other cases, the M-checklist 
was successfully being used for preparing 
and counselling pregnant women in 
advance, with high efficacy due to the 
pictorial format. Similarly, the Misocard 
was used by CMWs and their clients to 
purchase misoprostol tablets from the 
local pharmacy, while also serving as a 
reminder of  all the available brand names.

6.19     Acceptance of M-Checklist and Misocard at community level 
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The knowledge retention was high among all categories of  CMWs, across age, 
experience and education, with the majority accurately identifying the onset of  PPH, 
preventive methods, use of  misoprostol, its dosage, price, and timing. A higher 
number of  the more experienced and educated CMWs accurately reported on the 
onset of  PPH, the timing and methods of  administering misoprostol. In some 
instances, this trend was reversed with the less experienced and less qualied 
CMWs reporting accurately, such as on how to assess blood loss through sanitary 
napkins. 

A higher number of the more 
experienced and educated CMWs
 accurately reported on the onset 
of PPH, the timing and methods of

administering misoprostol.

On local customs, older, more experienced and less educated CMWs reported that 
they should receive more money for delivering a boy. Whereas, there was no 
distinctive trend across age, experience and education, on the loss of  blood purifying 
a woman's body after delivery as some CMWs reported affirmatively from each 
category. Furthermore, a higher number of  younger and more educated CMWs 
reported the need to learn new ways for helping pregnant women and had 
successfully advised them to use misoprostol. While, the more experienced CMWs 
had also advised pregnant women on the aforementioned, they had also successfully 
convinced pregnant women to save money, arrange for transport, and to identify a 
healthcare facility in advance. 

Younger CMWs were more 
open to learning new methods 

to assist pregnant women.

Therefore, it was ascertained that younger CMWs were more open to learning new 
methods to assist pregnant women, while, the older, less educated and more 
experienced CMWs endorsed archaic community customs. Furthermore, the older 
and more experienced CMWs were the most well established and inuential in their 
communities with a higher clientele through which they could successfully convince 
pregnant women and their families to overcome socio-economic constraints and to 
address the various misconceptions about PPH and the use of  misoprostol for 
prevention.

Conclusion

“

“
“

“



The SDSM team proposes the following recommendations in light of  the ndings 
and insights acquired through monitoring progress of  the project interventions: 

Ÿ The acquired skills and knowledge 
retention on PPH awareness and 
prevention from misoprostol was high, 
and further strengthened by regular 
refresher sessions by the SDSM team. 
To ensure sustained knowledge reten-
tion and applicability, and to create long-
term behaviour change, it is imperative 
to continue these sessions with the 
same group of  trained CMWs. 
One suggestion is to incorporate the 
SDSM training module on PPH into the 
government refresher sessions.

Ÿ The CMWs proactively integrated the M-checklist and Misocard tools into their 
daily practice. The pictorial format was effective in counselling pregnant women 
and their families on the use of  misoprostol for prevention, and to assist them in 
purchasing the medicine. However, the awareness and acceptance of  
misoprostol varied across communities as it was inuenced by socio-economic 

Ÿ The awareness sessions with LHWs, LHVs, LHSs, and CMWs were highly 
effective in raising awareness on PPH, misoprostol for prevention, and the 
signicance of  having an SBA present at the time of  delivery. The SDSM team 

constraints. Therefore, regular follow-
up visits are required to monitor the 
CMWs' behaviour changes and pract-
ices, and the usage of  the acquired skills 
in their clinical practice. To monitor the 
CMWs' performance, the SDSM team 
would require nancial resources and 
support from the IRMNCH & NP 
program, and local and international 
development partners, otherwise, at 
least the DoH should continue monitor-
ing the same CMWs.
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Section 7

Recommendations

One suggestion is 
to incorporate the SDSM 
training module on PPH 

into the government 
refresher sessions.
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observed the positive impact of  these sessions as all the trained health workers 
focused on ensuring that pregnant women deliver with an SBA at the time of  
delivery. There is a need to further strengthen community level synergies by 
collaborating and partnering with organizations doing similar work. 
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Ÿ The SDSM team provided a half  year supply of  misoprostol to the trained CMWs 
to prevent access constraints. To ensure sustained usage, there is a need to 
provide a consistent supply of  misoprostol, which can be done by the 
government to the deployed CMWs. 

Ÿ The protocol for misoprostol use should be standardized for all health workers 
who conduct home and clinic deliveries as it will directly reduce the incidence of  
PPH at the community level. Therefore, in addition to CMWs, government 
deployed LHVs should also be targeted for enhancing outreach and achieving high 
impact.

Ÿ There is a dire need to build an effective 
referral system that would enable 
CMWs to refer their PPH cases for 
skilled healthcare in a timely and cost-
effective manner. An established 
referral system linking the CMWs to 
government provided healthcare 
facilities will enable them to assist their 
clients in identifying the nearest facility in 
advance for potential emergency 
situations during and after delivery. 

There is a dire need 
to build an effective 

referral system.

“ “
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Ÿ The impact of  training CMWs to 
prevent PPH through administering 
misoprostol at the community level was 
high, hence, there is a need to scale up 
the SDSM initiative in district Sheikhu-
pura, as well as to expand in other distri-
cts of  the Punjab province, and across 
Pakistan. This is even more imperatively 
needed in remote areas with limited 
access to skilled maternal healthcare 
due to the strong dependence on family 
dais (TBAs), or the absence of  SBAs.

The impact of training 
CMWs to prevent PPH 
through administering 

misoprostol at the 
community level was high, 
hence, there is a need to 

scale up the SDSM 
initiative across Pakistan.
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The correct response(s) for each question are marked.

1.  What is Postpartum Haemorrhage (PPH)? 
Ÿ Placenta does not come out after 30 minutes                           
Ÿ Heavy bleeding after delivery (correct)  
Ÿ Maternal mortality due to delivery   

2.  What are the consequences of  PPH? 
Ÿ Death of  the mother (correct)            
Ÿ Placenta does not come after 30 minutes                       
Ÿ Death of  the baby 

3.  What is the purpose of  Misoprostol tablets? 
Ÿ Prevents or reduces chances of  bleeding after childbirth (correct)                 
Ÿ Pain killer              
Ÿ Multi vitamins  

4.  When should misoprostol be taken? 
Ÿ During pregnancy             
Ÿ 5 minutes after the baby is born, but before delivery of  

 the placenta (correct)            
Ÿ After marriage  

5.  How many misoprostol tablets should be taken after delivery to 
 prevent PPH? 

Ÿ One                                                          
Ÿ  Two                                              
Ÿ  Three (correct)   

         
6.  How do you administer misoprostol to prevent PPH (select multiple
 options)? 

Ÿ Orally take the tablets (correct)            
Ÿ Injection  
Ÿ Insert through the rectum (correct)             

Pre and post training 
assessment questionnaire 

appendix 



7.  Even after taking the correct number of  misoprostol tablets at the correct  
 times, when should a woman be referred to a hospital? 

Ÿ Continuous and heavy bleeding even after taking misoprostol (correct) 
Ÿ Placenta does not come out      
Ÿ If  mother feels headache  

8.  What is most recommended hygienic instrument for cutting the cord? 
Ÿ Knife                                                                
Ÿ Surgical blade (correct)                                                          
Ÿ Scissor 

 
9.  If  PPH does not stop after taking 3 tablets of  misoprostol (200mcg), 
 then how many more tablets should be given to the mother before
 referring to hospital?  

Ÿ One                                                               
Ÿ Four (correct)                                                                    
Ÿ Five

10.  Who can conduct safe deliveries?  
Ÿ  Traditional Birth Attendant (Dai)                                                                  
Ÿ  Skilled Birth Attendant (CMW) (correct)                                                                 
Ÿ  Lady Health Worker     

   
11.  When should Misoprostol tablets be purchased?  

Ÿ  After delivery                                                   
Ÿ  During pregnancy (correct)                                     
Ÿ  Before delivery

               
12.  What are the ways to prevent excessive bleeding (select multiple options)?

a) Put baby to the breast immediately (correct)                                     
b) Uterine massage (correct)                                     
c) Give misoprostol tablets (correct)                                      
d) Refer mother to the hospital (correct)                                  
e) Other_____________
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