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ftyk efgyk fpfdRlky; &fujh{k.k ds nkSjku ik;s x;s voyksdu fcUnq fuEufyf[kr gS & 

 

 ifjokj fu;kstu  ,oa vU; dk;ZØeksa ds vUrxZr C;kid izpkj &izlkj dh cgqr deh ik;h x;hA 

 mPPk tksf[ke okyh xHkZorh efgykvksa dh ukeokj lwph miyC/k ugha FkhA 

 izlo d{k dh lkQ&lQkbZ vR;Ur [kjkc FkhA 

 vkDlhVkslhu Qzht esas ugha j[kh x;h FkhA izlo d{k esa lkrksa Vsª ds fjfQfyax le; ij ugha dh 

tkrhA 

 'kkSpky; pksd ik;k x;kA 

 izksVksdkyl~ ugha yxs FksA 

 LVkQ ulksZa dks uotkr f'k'kqvksa dh ns[kHkky ds fy, ,u-,l-,l- dh Vsªfuax ugha nh x;h FkhA 

 jsfM,.V okeZj ds iz;ksx ds tkudkjh dh deh ik;h x;hA 

 tuuh lqj{kk ;ksstuk vUrxZr izlwrkvksa dks 48 ?k.Vs ugha jksdk tkrk gSA 

 ck;ks osLV  fMLiksty izcU/ku lgh izdkj ls ugha gks jgk gSA 

 ih-ih-vkbZ-;w-lh-Mh- bulsfUVo lsokiznkrkvksa o izsjdksa dks ugha fn;k tk jgk gSA 

 liksfVZo lqijfotu dk okgu ugha FkkA 

 fo'ks"kKksa o LVkQ ulksZa dh deh ik;h x;hA 

 

lh-,p-lh-Qjg &fujh{k.k ds nkSjku ik;s x;s voyksdu fcUnq fuEufyf[kr gS & 

 

 ifjokj fu;kstu  ,oa vU; dk;ZØeksa ds vUrxZr C;kid izpkj &izlkj dh cgqr deh ik;h x;hA 

 mPPk tksf[ke okyh xHkZorh efgykvksa dh ukeokj lwph miyC/k ugha FkhA 

 izlo d{k dh lkQ&lQkbZ vR;Ur [kjkc FkhA 

 vkDlhVkslhu Qzht esas ugha j[kh x;h FkhA izlo d{k esa lkrksa Vsª ds fjfQfyax le; ij ugha dh 

tkrhA 

 tuuh lqj{kk ;ksstuk vUrxZr izlwrkvksa dks 48 ?k.Vs ugha jksdk tkrk gSA 

 ck;ks osLV  fMLiksty izcU/ku lgh izdkj ls ugha gks jgk gSA 

 ih-ih-vkbZ-;w-lh-Mh- bulsfUVo lsokiznkrkvksa o izsjdksa dks ugha fn;k tk jgk gSA 

 liksfVZo lqijfotu dk okgu ugha FkkA 

 

 



lq>ko & 

 

 leLr izdkj ds izf'k{k.kksa gsrq ukekadu dj le; ls lEcfU/kr vuqHkkx dsk izsf"kr fd;k tk;sA 

 izlo d{k dh ns[kHkky gsrq ,d vyx ls uksMy vkfQlj r; fd;k tk;sA 

 leLr xHkZorh efgykvksa dks 48 ?k.Vs jksdus dh O;oLFkk dh tk;sA 

 izlo d{k esa lkrksa Vsª ds fjfQfyax le; ij dh tk;sA 

 izlo d{k dh lkQ&lQkbz dk fo'ks"k /;ku j[kk tk;s ,oa ck;ks osLV fMLiksty izcU/ku lgh 

izdkj ls fd;k tk;sA 

 ih-ih-vkbZ-;w-lh-Mh- ,oa vU; leLr bulsfUVo lsokiznkrkvksa o izsjdksa dks lgh le; ij fn;k 

tk;sA 

  



Supportive Supervision Visit Report-District-Mathura 

Place  : DWH Mathura  

Date  : 4-1-16 

Place              : CHC Farah 

Date               : 6-1-16 

Members participated- 

Dr Anil Verma-GM Child Health NHM-Lucknow 

Mr.Arvind Upadhyaya -State Technical Consultant -FP-NHM- UP 

 

FAMILY PLANNING-Areas of concern 

• Poor data maintenance. 

• No data available of IUCD removal 

• Combo pack of Misoprostol + Mifepristone not available 

• No focus and little IEC on spacing methods 

MATERNAL HEALTH-    Areas of Concern 

• Quality of ANC is poor Skill based 

• JSSK: needs to be strengthened (IEC / quality of food/ OOP/drop back). 

• Line listing of High Risk Pregnancies not available and no proper follow-up done 

• Cleanliness and infection prevention practices in LR are very poor. 

• Oxytocin is not stored in refrigerator in LR. 

• Grievance redressal system  not well developed 

• Mapping of areas with high home deliveries and community based distribution 

of misoprostol needs to be rolled out. 

• 7 Trays seen at LR but not refilled timely. 

• Toilet of LR at DWH was choked 

• Protocols were not displayed in LR of DWH. 

 

 



                         

 

 

 

 

                                                                             
 

 

NEWBORN HEALTH-  Areas of concern 

• New Born Care Corner has not established as per norms. 

• Staff on duty was not NSSK Trained/ 

• Establishment of SNCU under process. 

• Clean linen for receiving neonates not provided  

• Adequate segregation of new born not maintained 

IMMUNIZATION- Areas of concern 

• Columns of HBV and JE missing in Immunization Register at DWH 

• MCTS registers not available 

• Incomplete records seen and work plan not generated 

• Tickler bag not seen anywhere  

Rusted Drums at Labor Room Rusted O2 Cylender  at Labor 

Room 

Rusted Iron Bucket without Poly bag and Punctured Kellys Pad on Labor Table 



SERVICE DELIVERY Areas of concern 

• Quality of antenatal care & intra-partum care was average 

• Skill and usage of radiant warmers was poor 

• Post natal stay for 48 hrs was compromised due to inadequate space at most 

high load facilities. 

• Infection prevention practices were poor at DWH while they were  average at 

other lower facilities; Disposal and segregation of placenta , sharps & non sharps 

is not done  

• Quality of antenatal care & intra-partum care was average 

• Skill and usage of radiant warmers was poor 

• Post natal stay for 48 hrs was compromised due to inadequate space at most 

high load facilities. 

• Gaps observed in birth dose of vaccines i.e., OPV, Hept-B before discharge  

• Vaccines for RI sessions not issued as per micro plan or due list compromising 

immunization services.  

• AFHCs not functioning properly due to untrained manpower and non availability 

of funds. 

 

 

 
 

 

 

FINANCE- Areas of concern 

• PPIUCD incentives (Rs.150 per insertion) not  paid to providers and ASHAs 

• Lack of clarity amongst ASHAs on documentation process for claiming under ESB 

scheme 

Disposal and segregation of placenta , sharps & non sharps is not done in LR 

 



• Aadhaar and bank account details of beneficiary is not registered timely on MCTS     

leading to back-log  

RECORD KEEPING- Areas of concern 

• Recording of information for antenatal care was very poor and every patient was 

being registered as a fresh case in spite of having had previous check-ups. Hence 

line listing of high risk patients and follow up was not possible. PNC visit records 

were not available. 

• Carelessness in entering information in the labour room registers 

• New consent forms and Medical Records checklists of sterilisation beneficiaries 

not available; Lack of clarity on guidelines for issuance of sterilization certificates 

to beneficiaries 

• Systematic mechanism for Monitoring & Supervision is not in place – visit 

schedule, formats, visit reports, follow up actions etc. 

• Records of visits, findings, and action taken – not available at facilities.  

 

OTHER KEY OBSERVATIONS 

• DPMU & BPMU in place 

• Block Monitoring mechanism not in place 

• Facility wise EDL not available 

• Safe Motherhood booklet for beneficiaries and Counselling job aid for ASHAs not 

supplied  

• Shortage of Specialists and Staff Nurses 

 

 

RECOMMENDATIONS  

• Need based capacity building with planning & training calendar -for PPIUCD, 

NSSK, SBA, BeMOC, CeMOC, RBSK and timely nomination of Participants for 

trainings as per direction issued from State Level for Different training Programs. 

• General Manager-Child Health ask CMS (F) to appoint a Nodal Officer for proper 

mgt. of LR .  

• Grievance redressal mechanism to be institutionalised 

• PPIUCD program needs to be fully implemented. 

• Complete and quality ANC -to improve the pregnancy outcome. 

• Ensuring proper implementation and monitoring of JSSK. 

• BSUs needs to be established at high case load FRUs 

• SNCU and NBSU need to be operationalised. 



• Use of Gentamycin for management of sepsis in sick newborns at community 

level to be initiated. 

• Recording & Reporting of Immunization data needs to be strengthened. 

• Integrated Counselling methodology may be followed 

• Supply chain management to be made more robust  

• Regular updation of information at Distt level regarding high impact RMNCH+A 

interventions  

• All these findings and recommendations were shared with CMO Mathura and 

CMS Female Hospital for improvement of the Health Services in Districts. 

 


