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CommonHealth - Coalition for Neonatal Health and Safe abortion held a two day meeting in
Ranchi on “Making Pregnancy Safer — Intentions and Challenges” during 4™ g 5™ May, 2012.
Dr Lindsay Barnes and Dr TK Sundari Ravindran of CommonHealth’s Steering Committee and
Dr Dinesh Singh of JHPIEGO (came as member of CommonHealth?) steered the two day
meeting. Logistical support was provided by Child In Need Institute (CINI), Ranchi and
organising support by various members of the Jharkhand Women’s Health Network. The
meeting was organised in two parts. The first day of the programme deliberated on the poor
state of maternal health in the state. The focus was on sharing experiences from the ground
on challenges related to maternal health and gaps in maternal health care, and coming up
with recommendations to be presented to government authorities. There were also a few
technical updates on various aspects of maternal health care of importance to Jharkhand. On
the second day, in which officials from the government, from the medical college hospital
and from international agencies participated, recommendations of the group were
presented and discussed with them. Annex-1 presents the agenda for the two days.

The meeting was attended by 75 participants including more than 60 activists and
organisations from nearly 15 districts of Jharkhand working in the area of maternal health.
Annex-2 contains the list of participants.

DAY 1

The meeting started with welcome and purpose of the meeting by Lindsay Barnes, followed
by self-introduction by participants. CommonHealth’s vision and mission and activities were
then shared with the group by TK Sundari Ravindran. She also walked participants through
CommonHealth’s website and the various resources that could be accessed from it. Lindsay
Barnes then set the stage for the meeting by presenting an overview of the maternal health
situation in Jharkhand.

Maternal health situation in Jharkhand compared poorly with national averages. Only 19% of
deliveries in the state took place in health facilities as compared to 41% in India, according to
NFHS-3 data. The maternal mortality ratio of Jharkhand was 261/100,000 live births, as
compared to 212 for India. While medical causes of death were well known, the many social
causes were not be overlooked. Poverty, lack of transportation, lack of information, gender
discrimination, low health status and severe malnutrition among women, poor quality or non
availability of health services- were only a few of the many underlying factors that made
women vulnerable to the medical conditions that claimed their lives.

The majority of maternal deaths (61%) took place after delivery, of which 45% happened
within 24 hours of delivery. A quarter (24%) of the deaths occurred during pregnancy and
15% occurred during delivery. Interestingly, an almost equal proportion of maternal deaths
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took place in health facilities and in homes: 42% and 41% respectively. Thirteen percent of
the women died on their way to a facility while 4% are reported to have died in ‘other’
places (according to analysis of 142 deaths through the MAPEDIR process by UNICEF).

Neonatal mortality rate in Jharkhand — at 49/1000 live births- was also higher than the all-
India average of 44/1000 live births. A third of all neonatal deaths occurred on the first day,
while three-quarters occurred within the first week.

Government’s response to the situation has been to introduce Janani Suraksha Yojana, srat?
training of Skilled Birth Attendants, introduce Sahayas (women community health workers)
to provide education and first-level care at the domiciliary level; and the Mamta Vahan for
providing transportation to women to reach a health facility for delivery. And JSSK. The
effectiveness of these measures in addressing the maternal health situation in the state, and
the gaps in these were to be deliberated in the meeting.

‘Voices from the Ground’ was the next session. There were presentations from Godda,
Noamundi, Madhupur, West Singhbum and Bokaro in Jharkhand, and also by two
CommonHealth members from Orissa.

Soumik Banerjee reported on 23 maternal deaths of 3150 births in Sunderpahari and parts of
Poreyahat block of Godda district during April 2011 — March 2012. This works out to an MMR
of 761/100,000 live births, ~ 3 times the State figures of 261/100,000. The majority of
women (70%) in this area have below-normal BMI and 78% are severely anaemic with
haemoglobin levels of between 7 and g/dlI.?

Of the women who died, all were from economically weaker sections, 74% were from
indigenous communities (Santhals), and 85% had never attended school. Many were very
young - 61% were in the 18-22 age group and 43% died in their first pregnancies. Just over
half (56%) of the deaths were post-natal. Maternal deaths also resulted in newborn deaths,
only three children survived their mothers.

Forty eight percent (48%) of the deaths occurred at home, 35% at hospital and the rest in
transit. This was despite the fact that 80% of the villages were motorable. Thirteen percent
received no medical care, and 65% approached local practitioners first. This was because of
the long distances to functional facilities. Mean Time taken to reach the nearest functional
facility from home since appearance of symptoms was 7.5 hours; mean time taken for
referral between CHC to DH to Bhagalpur was 7 hours and the nearest FUNCTIONAL EmOC
facility- Jawaharlal Nehru Medical College and Hospital was in Bhagalpur in the neighbouring
state of Bihar, located 70 km from the district headquarters. Mean out of pocket expenses
incurred was Rs 4478 and ranged between Rs 400 and Rs 10,000.

The families of many women reported abusive and insensitive behavior by staff in health
facilities even at the time of serious emergencies (See Box p.4).



® Goand put up in the verandah, | have to close the ward---ANM telling woman having
convulsions at CHC

® Do not step in my vehicle if you don’t have money-------- Driver of Mamta Wahan
telling husband of woman going for delivery

®© Why have you come here, nothing can be done, take the mother to Bhagalpur-------
Doctor telling woman’s family at District Hospital

® Pay up! Throw the baby in the ditch and get lost------ Nurse yelling at a woman who
had just delivered at stillborn baby.

® Then you call the person whom you gave money and let her do the delivery------- ANM
telling family members to pay her even after they had already paid Rs 300 to the
previous ANM on duty

® VYou illiterate brats, pay up else we will thrash you------- Nurse telling woman who had
delivered a stillborn baby

Soumik went on to describe an intervention his organization had undertaken in Paharia
villages (17 ICDS & 2 HSCs). The activities they undertook included

- Complete Monthly ANC

- Third Trimester Camps

- Post Natal Home visits

- 24x7 Emergency Referral System

- Awareness Programs

- Malaria prevention & control

- Training of Community Resource Persons

Even with these simple interventions, huge changes were already visible. There had been no
maternal deaths in the project area from Oct 2008 till date. Neonatal mortality dropped by
15%. There was a 7% drop in cases of severe malnutrition. The Slide Positivity Rate —SPR of
malaria dropped by 15% between 2010-11 & 2011-12. Kala-Azar incidence dropped below 5
annually from 126 in 2006.

The next presentation was by Pani Lahori from Naomundi in West Singhbum. She highlighted
the near-absence of health services in their area which covered 18 panchayats.
Transportation was very poor in these villages surrounded by three huge coal mines (I think
they are iron ore mines). No deliveries were being done in the PHCs. The doctors came for 1-
2 hours in a day and left. ANMs came once a month for antenatal care and Village Health and
Nutrition Day. Only the Sahaya knew about the Mamta Vahan and how to get in touch with
it. Women in the community knew about JSY but preferred to deliver at home because of the
huge distances (30kms upwards) to the government hospital where normal delivery was
conducted. In this hospital, Magnesium Sulphate, Oxytocin and Misoprostol were unavailable



and there were no blood transfusion facilities, which meant that women had to go even
farther in case of emergencies.

Kalyani Meena of Prerana Bharti spoke about the situation in Chakulia Block of E.Singhbum.
Some PHCs here had been upgraded to CHCs, but without investing in additional manpower,
equipment and facilities. This meant that it could not function as a first referral unit (FRU)
catering to obstetric emergencies. For EmOC the nearest functioning facility was in the
neighbouring state of W.Bengal, to which Jharkhand’s Mamta Vahan would not take the
women. One of her major concerns related to severe malnutrition among pregnant women.
At present they were given inadequate rations erratically — may be 3-4 times during their
entire pregnancy rather than monthly. The rations were hardly sufficient to feed a family for
a single day. The scheme was not serving its purpose of improving the nutritional status of
pregnant women and improving pregnancy outcome. Another concern related to the VHND
having become a mere distribution of Take-Home-Ration event. Time had to be allocated to
complete the whole range of antenatal care services, and especially for providing counselling
and health education to pregnant women on danger signals during pregnancy and delivery
and self-care.

Nirmala Nair of Ekjut spoke about the work they had been doing since 2005 in West
Singhbhum, Saraikela-Kharsawan & Keonjhar and which had resulted in a significant
reduction in maternal mortality. The population included a number of tribal communities
and non-tribal communities. Between 2005 and 2011, the MMR in the target population had
come down from 720 per 100,000 live births to 327, a reduction of 393 points in 5 years, or
80 in a year on average. In Jharkhand, the MMR had declined from 312 to 261 in 3 years, or
17 points on average per year. What had brought about this change? One contributing factor
may be that the NRHM had made significant investments in improving access to health
services. But this could not be the only reason or even the major reason, because the
increase in institutional deliveries had been modest . According to data for 8 districts in
which Ekjut now works, proportion of institutional deliveries increased from about 32% to
45% during 2008-2011. However, the decline in maternal deaths in these 8 districts was
steep: from 38 to 18 deaths. Ekjut’s interventions in the community had contributed
significantly to the decline. The strategy consisted of:

*  Empowerment of women through women’s groups — 20 000 women meet every
month

*  Shaping community norms for building delivery?? Meaning?

* Increase in problem solving skills and decision making

* Peerlearning

*  Reducing first & second delays

* Accessing appropriate place, facility and birth attendant

Nirmala concluded her talk by highlighting that community mobilization + improved health
services could make a significant dent in bringing about a decline in maternal deaths. System
strengthening is a slow process hence there was need for hastening the process with other
interventions such as Ekjut’s. Issues that still loomed large and required immediate attention



and investment were addressing early marriage and childbearing and prevention and early
detection and treatment of malaria in pregnancy.

The next voice from the ground was that of Kajol from Jan Chetna Manch in Bokaro. Kajol
talked about the absence of emergency obstetric facilities in the areas where her
organisation worked. The PHCs and CHCs did not have Magnesium Sulphate, Oxytocin or
Misoprostol. While normal deliveries were conducted in PHCs, women were often sent home
straight from the labour table. Nurses in PHCs were frequently unable to handle even minor
problems. For example, a woman who developed perineal tear could not be stitched up and
had to seek care from a private referral facility, incurring an expenditure of Rs 18,000. Such
experiences discouraged other women from opting for institutional deliveries. She also
narrated that no emergency obstetric care is available in any of the government hospitals
that Mamta Vahan transports women to. The nearest government hospital for EmOC is in
Purulia, West Bengal. Kajol was also concerned about the severe malnutrition among
pregnant women. She felt that the rations now being given were meagre in quantity: 700g of
rice, 250 g of oil and 400 g of dal for a woman per month. This was often not given monthly
and even when given, was usually consumed by the entire family and not benefiting the
severely malnourished woman. A much better way to tackle sever malnutrition in pregnant
women may be to give them chana sattu, a local food supplement of high nutritional value
9or similar preparations) which the pregnant woman will directly consume.

The next two presentations were by CommonHealth members from Orissa. Madhusmita
Panda who works for UNICEF in Mayurbhanj district of Orissa made a presentation on the
Maternal Death Review Process adopted in Orissa. Jeevan Krishna Behera of Society for
Development Action (SODA) made a brief intervention drawing attention to unsafe abortions
as a contributor to maternal deaths. The high proportion of deaths in pregnancy (about 24%
reported in some instances) needed to be examined to verify if unsafe abortion may have
been responsible. Advocacy for availability of and access to safe abortion services free of
cost to the woman was highlighted by him.

The first half of the afternoon consisted of technical sessions. The first was on the three
government schemes for maternal health: Janani Suraksha Yojana, Janani Sishu Swasthya
Karyakram and Mamta Vahan (Annex-3). The second presentation was on three life-saving
drugs in delivery and post-partum: Oxytocin, Magnesium Sulphate and Misoprostol. This was
followed by a session on malaria in pregnancy and prevention measure. The last technical
presentation was on preventing sex-determination and promoting access to safe abortion as
part of the same agenda of challenging gender discrimination. The content of the last three
presentations are available as CommonHealth fact sheets which will soon be uploaded into
its website.

During the last session of the day, participants deliberated on recommendation to be made
to the government around five themes: gaps in government programmes; malaria in
pregnancy; anaemia and malnutrition; antenatal and post-natal care; and access to safe
abortion services. The day ended after completion of the discussions and drafting of
recommendations.



DAY2

The first part of the second day was spent on presentations by the thematic groups of their
respective recommendations and discussion and agreements on a final set of
recommendations. Officials from the government, from the medical college and from
international agencies joined us following this.

Shubhra Singh from UNICEF shared with participants the Maternal Death Review Process by
UNICEF (MAPEDIR) in selected districts of Jharkhand. This was followed by a talk by Mr
Balram —advisor to Supreme Court and human rights advocate on the Right to Food and
Health.

Recommendations from the group were then presented to the officials present (see next
page). Dr BP Sinha, State RCH Officer, Dr Sumant Mishra of MCHIP, Dr Rajan Kumar, State
Programme Manager, Dr Kiran Trivedi from RIMS, Dr Madhulika Jonathan from UNICEF were
among those present. The officials stayed through the entire day, gave a patient hearing to
all the recommendations and the discussions on these, and responded to many queries
related to the issues. The representatives from government assured participants that a high-
level committee will consider the recommendations and after due deliberations, take
effective action to rectify the gaps in the system. The aim of the government was to protect
the life and wellbeing of women in pregnancy and childbirth, they assured all participants.

The meeting ended on a high note with the felicitation, on the occasion of International Day
of Midwives, of three midwives — Kajol Devi, Raimoni Boipai and Kiran Tiru - who have
rendered yeoman service to ensure safe delivery to the poorest women in under-served
districts of Jharkhand.



Recommendations from the meeting
1. Enabling government schemes for maternal health to reach women effectively
Mamta Vahan

Mamta Vahan now brings women from villages to PHC. But this is a limitation. The Rs
500 provision for referral transport is not useful because distances vary. Second and
further referral should have timely and cashless transfer till the woman reaches a place
where she gets definitive treatment. Cashless transportation for referral should be
available to go to the nearest functional EmOC facility, irrespective of whether the
hospital is a private one, or whether it is located in a bordering state. The ultimate
purpose is saving the woman'’s life. The point that | had made was that —in order to
reduce delays in accessing emergency care for complicated deliveries — private
accredited (under JSY) hospitals (which includes some missionary hospitals located in
remote areas) should also be included in Mamta Vahan.

If the vehicle does not reach within 30 minutes then the family should be reimbursed for
expenses incurred on any vehicles at the same rate as compensated for Mamta Vahan.

Another barrier to availability of Mamta Vahan is difficulties in phone connectivity to
Mamta Vahan Call Centres. Call Centres should be given mobile phones with adequate
credit so that they are contactable at all times to be able to effectively provide
transportation for delivery care.

Janani Sishu Swasthya Karyakram

Under this programmes, seven entitlements are guaranteed to any pregnant woman and
the newborn seeking health care from government health facilities, throughout the
pregnancy period up until one month after delivery. These include:

- Free delivery services

- Free c-section delivery services

- Freedrugs

- Free diagnostic tests

- Free food (for 3 days after normal delivery and 7 days after c-section),

- Free blood (if transfusion is required), and

- Free transportation (from home to health centre and back)

Should any of these entitlements not be available in a government facility then
reimbursement should be given for services sought from the nearest private health
facility that can provide these services.

Currently cashless transfer is mentioned only from home to a health facility and back.
Facilities for referral cashless transfer should be available for second and further



transfers, to the nearest health facility capable of providing emergency care, till one
month postpartum for the mother and the newborn.

Government health facilities

- Infrastructural facilities in PHCs and CHCs need to be improved to enable women’s
stay in health centres till 48 hours after delivery. One reason why women do not stay
back is lack of awareness which needs to be addressed, but another reason is the
lack of facilities for stay, toilet etc of care-givers.

- Cleanliness in health facilities is a major concern. Swift action needs to be taken to
ensure adequate standards of cleanliness and to protect people from hospital-based
infections.

- It would be useful to have a checklist of essential facilities, drugs and equipments
that are required to be kept in every health facility. The availability of these should
be monitored and reported on a three-monthly basis, and reported. Special
attention should be given to ensuring the availability of three essential drugs for
saving maternal lives — Oxytocin, Magnesium Sulphate and Misoprostol.

- Information on doctors and health providers on duty should be put up in every
health facility.

- Government doctors may be given Non-practicing allowance and strict prevention of
private practice should be brought about.

- The practice of demanding under-the-table and informal payments should be strictly
controlled and disciplinary action taken. There are instances when patients who
refuse to pay are referred to private facilities to teach them a lesson.

- There should be a suggestion box in all health institutions providing public services.
These should be opened every week by the authorities and suitable action taken.
Information on actions taken based on the suggestions received could be displayed
prominently next to the suggestion box as a means of accountability.

- Atthe level of PHC and Health Sub-centre there are at present no mechanisms such
as the Rogi Kalyan Samiti in which local people can participate and voice their
feedback and opinions. Rogi Kalyan Samitis should have greater participation of
members of the local community and especially women and those from socially
marginalised groups.

Other public institutions/mechanisms

- Village Health and Sanitation Committees should function as resource centres for
giving information on entitlements related to social welfare and health. It should also
have information on where women should go for which kind of obstetric
emergencies, where blood bank is available, where C-section is available etc.

- Inthe case of National Maternity Benefit Scheme for giving maternity benefits for
home deliveries there should be no differences across population groups and no
limitations by parity or BPL status. There is a Supreme Court Ruling specifying this
and this may be taken cognisance of. Absence of conditionalities is now true for
Janani Suraksha Yojana, and should also be true for home deliveries.
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3.

Under the Janani Suraksha Yojana, when women utilise delivery care from accredited
private facilities, they have to pay for services including high costs of c-sections,
although they do receive the Rs 1400/- which they are entitled to. The costs of care
in accredited private facilities often make women and their families hesitate seeking
EmOC in a private facility even when it is the only functioning facility available. (Or
force the family to seek government health care in the neighbouring states of West
Bengal/Orissa/Bihar which are further away) Delivery care services including c-
sections in accredited facilities should be made available free of cost to the patient,
government may reimburse the concerned facility.

Effective prevention and control of malaria in pregnancy

At the community level, cleaning of water-logged pockets, spraying and other
mosquito control measures need to be implemented regularly

Every pregnant woman should be given long lasting insecticide treated mosquito
nets and widespread awareness campaigns should be carried out to bring home the
importance of sleeping within it.

IEC materials need to be produced and widely disseminated — including as prominent
displays in public places — that a pregnant woman with fever should immediately get
tested for malaria because malaria in pregnancy can be fatal for women

Drugs for malaria should be available in every village

Every Sahiyya should be trained repeatedly on malaria testing and treatment and
given adequate supplies of the Rapid Diagnostic Test kits.

Medical officers need training on the treatment protocols for falciparum and vivax
malaria in complicated and uncomplicated malaria in women

Regular reporting on the incidence of malaria in pregnant women and treatment
outcomes

Prevention of anaemia and malnutrition in women and girls

One of the fundamental challenges in improving maternal health is the prevention and

control of anaemia and malnutrition in women and girls overall with special additional

measures for pregnant women.

Rations for pregnant women should be available every month and the quantities of
food supplies provided need to be increased to a level that will enable the woman to
overcome anaemia and malnutrition. Attention to the nutritional value of the diet
provided so that it is balanced with adequate protein and suitable and culturally
acceptable food. One suggestion is to give all pregnant women channu sattu, a
locally acceptable food supplement, along with antenatal care.

The VHSC should participate in ensuring proper functioning of ICDS, in purchasing
food items for the centre and deciding on a locally suitable and appropriate diet.
The IGMY Scheme is currently being piloted in a few districts in Jharkhand. This
Scheme is meant to improve the nutritional status of pregnant women. In its current
form, there are many conditionalities imposed for availing benefits from this
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Scheme: for example it is not available for women of parity above two, and for those
who have not been immunised. Such conditonalities should be removed because
they run the risk of excluding women who need the nutritional support most. The
Scheme may follow the same norms as those prescribed by the Supreme Court of
India for the NMBS, and should be available to all women, and expanded to all
districts as soon as possible.

- Anaemia tests need to be carried out on all girls and women at the community level
as well as in schools. These be carried out properly, so that results are valid.

- There are reports from communities of non-availability of IFA tablets in some
pockets. Systems should be put in place to make sure that IFA tablets are universally
available

- Sahayas may be given proper training on diagnosing and treating anaemia and
malnutrition.

- Women with severe anaemia should be kept in the health facility longer than 48
hours after delivery, and given appropriate diet and drugs in the hospitals till severe
anaemia is resolved.

- Community-based nutrition rehabilitation centres need to be created according to
the number of malnourished children in every community and adequate
investments have to be made to cover all malnourished children

4. Enhancing the availability, coverage and quality of antenatal care and postnatal care

- Antenatal care has come to mean merely providing pregnant women with tetanus
toxoid immunisation in the second and third trimester of pregnancy. There is an
urgent need to ensure that when TT injections are given, height/weight is taken,
urine and BP tests are carried out on a priority basis, necessary treatment provided
and appropriate follow-up action taken.

- HMIS should track whether all tests were carried out in ANC, this data should be
compiled and reviewed at all levels starting from subcentre upwards.

- During the Village Health and Nutrition Day all the stipulated tasks should be carried
out, including counselling and health education, rather than be a Take-Home Ration
distribution event. The government should mobilise adequate human resources to
do so.

- TBAs have been marginalised under NRHM. However, since 60% women in the state
deliver at home, TBAs visit women for 6 days post partum, and evidence is available
that training TBAs can reduce neonatal mortality, the training and involvement of
TBAs needs to be taken up.

- Sahayas may be required to make at least three visits to all mothers postpartum:
within 24 hours, on 3-4 day and between 7-10days respectively. They may be given
a checklist on essential services for the mother and the newborn in the postnatal
period, including weighing of the baby; identifying danger signs in the mother and
child; counselling on immunisation, breastfeeding, nutrition for self and family
planning. Sahayas may be given suitable incentives for delivering complete PNC.
Supervisors should ensure that all these services are provided. Sahayas need to be
trained and equipped adequately for doing this.
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- Danger signs in mother and newborn in the immediate postpartum period should be
known to the Sahiyya and she should have an emergency drug kit for immediate
first aid including for e.g. Cotrimoxazole paediatric; paracetamol; anti-malarials and
gentian violet. Immediate referral should also be ensured.

- Information on where to go for emergency care in the postpartum period for women
and emergency neonatal care and contact details of such places should be available
at the sub-centre level. Such information may also be prominently displayed within
the community so that no time is lost in timely referral.

- If neonatal care for seriously ill newborns is not available in the government health
system, reimbursement should be made to the family if they access care from the
private sector. Mamta Vahan should also be clearly instructed not to bring such
babies to the government PHC/CHC if NICU is not available.

5. Ensuring access to safe abortion services

- Awareness-raising and IEC on legal status of abortion and indications for which
Medical Termination of Pregnancy is provided lawfully should be carried out not only
among community members but also among Panchayati Raj Institution members,
health providers, policy makers

- Medical abortion and Manual Vacuum Aspiration (MVA) need to be made available
from the PHC level to tertiary care hospitals

- Comprehensive Abortion Care provided need to be of a technically high quality as well
as humanely provided. Counselling may be made an integral part of these services,
including post abortion counselling and services for family planning

- There should be no refusal by health providers for any MTP legal under the law in any
certified MTP facility. Should services be refused, the concerned woman should have
recourse to complaints and redressal procedures

- Visible sign boards on availability of MTP services in all MTP facilities may be made
mandatory. Further, in government facilities, the sign board should also announce that
MTP services areprovided free of cost.

- Inorder to increase the availability of MTP service delivery points, District MTP
committees may be formed where they do not exist; and their effective functioning to
inspect, license and monitor MTP service delivery be facilitated by the Department of
Health and Family Welfare

- Adequate budgetary allocation may be made in district and state PIPs for MTP
training, equipment, drugs at all levels of facilities from PHC upwards. This may be
followed by regular reporting as part of NRHM on actual expenditure of the allocated
amount and activites carried out

- Regular reporting on MTP services provided may be made an integral part of NRHM
monitoring activities.

- PCPNDT committees may be constituted in all district where these do not as yet exist,
and their efficient functioning facilitated in order to prevent sex determination
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Annex-1

Agenda for 4 May 2012
Time | Subject Person Facilitator
9-10 | Registration
10 - Welcome & Introduction & Agenda for 2 days All the Lindsay
11 participants Barnes
11- About CommonHealth Sundari
11.15 Ravindram
11.15 | Maternal & Neonatal Health Scenario in Jharkhand Dinesh
- Singh
11.30
11.30 | Panel Presentations: Voices from the field:
- e Godda Soumik Sundari
13.00 e Noamundi Pani
e Madhupur Kalyani
e Singhbhum Nirmala
e Bokaro Kajola
e Orissa Madhusmita
Jeevan
13.00 | Lunch
13.45
13.45 | Schemes for improving maternal health Rajan Kumar Gurjeet
- (JSY/ISSK/Mamta Vahan) Singh
14.15
14.15 | Essential Lifesaving drugs during childbirth: Dinesh Singh Sundari
- Factsheets 3 Drugs: Oxytocin, Magnesium Sulphate Ravindram
14.45 | & Misoprostal
14.45 | Malaria in Pregnancy Suranjeen Prasad | Kalyani
- Meena
15.15
15.15 | Tea break
15.30
15.30 | MTP & PCPNDT Acts access to safe abortion & Sundari
- declining sex ratio Ravindram
16.00
16.00 | Group discussions: Topics: Group
- Gaps in the system facilitators:
18.00 | Malaria Dinesh
Malnutrition & anaemia Gurjeet
ANC & PNC Suranjeen
Safe abortion Lindsay
Sundari

13




Agenda for Meeting on 5t May, 2012 at Hotel Green Horizon

Time Subject Person Facilitator
9.30- Presentations and Conclusions from Representatives from Lindsay
11.00 group discussions thematic groups

11.00 - Tea break

11.30

11.30- Maternal Death Audit: UNICEF and Shubra Singh, UNICEF

12.30 MAPEDIR

12.30- | Constitutional provisions: Rights to life, | Balram

13.00 food, etc

13.00 - Presentation of recommendations to Lindsay Barnes

14.00 government officials and discussions

14.00 - Lunch

14.30

14.00- Responses SPM, SRCHO Dinesh
15.00 Singh
15.00- Felicitation of midwives on occasion of

15.30 International Midwives Day

15.30- Way Forward

16.00
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Annex-2 List of participants

1 Manju Raj Mabhila Jagruti 9939174968 -
Trust, Gomia
2 Vimla Devi -do-
3 Kunti Devi | Srushti Kendra 8208895781
Madhupur
4 Soma Prerna Bharti, 9955589081
Ghosh Madhupur
5 Usha Jagruti Mahila 9955542842
Kumari Samiti, Jamtada
6 Lalita Srushti Kendra 9934555427
Madhupur
7 Sephali Singhbum 9430390745 sgums_society@yahoo.com
Mahto Grameen Unnathan
Mahila Samiti
Chakulia
8 Jayanti Jilla Mahila Samiti
Purti Lupungur Chaibasa
9 Sonamati Prabha Bharti, 9934772934 pravahbhartiO01@yahoo.co
Hansda Deograh m
10 Panilagori | Omon Mabhila 8603859162
Sanghatan,
Naomundi
11 Raimoni --do--
Boipai
12 Jasmathi --do--
Bodhara
13 Satya Johar Chaibasa 9386141564
amruta
devgam
14 Mary --do-- 9534102012
Honhaga
15 Priya Josh Jamshedpur 9204306841
Kunkal
16 Pano --do-- 9204542512
Hansda
17 Pushpa Jharkhand mahila 9234672688
Kispota samakhya Society E
Singhbum
18 Malti --do-- 9835311766
Murmu
19 Sr Alponia CASS, Kasiadih 7250288104
Karketta
20 Kalyani K Prerna Bharti 9431902681 prernabharti@yahoo.com
Meena
21 Smita Ekjut 9835342899 smitadasgupta.ekjut@gmail.c
Dasgupta om
22 Alis BIRSA MMC 9234468477 alis.cherowa@gmail.com
Cherowa
23 Mamta --do---
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Hagesia

24 Heeramani | --do--
Kerai
25 Suchitra Vikas Bhairavi 9693991244
Devi Mahila
26 Usha Devi Federation Gola 9771332877
Ramghad
27 Parvati ---do-- 7739771981
Devi
28 Dr RK SGVS Hospital and 8294961972 rksharma@sgrsindia.com
Sharma Research Centre,
Khunti
29 Hanik Lakra | BIRSA MMC 9905782325
30 Sundra --do-- 8877030597
Tirkey
31 Soumik 9430168663
Banerjee
32 Md. Sarfroz | Ekjut 9431780252 sarfraz.ekjut@gmail.com
Ali
33 Manju PVJS 8292509827
Bisku
34 Parvati --do--
Tudu
35 Bipin MO, Jharkhand 9456110308 bpnjhumri@yahoo.com
Kumar health services
36 JD Louis Thuda, Ranchi 9431351420 jdthuda@gmail.com
(midwife)
37 Deepa SGVS Anigra, 9308487561
Oruya Khunti
38 Jiban SODA, Baripada, 9937121813 sodabpd@gmail.com
Krishna Orissa
Behera
39 Thakur JOSH, Jamshedpur | 8409260725
Soren
40 Lois Dull Spring of Joy loisdull@gmail.com
41 Banita --do-- 8294663406 banitamarjee@gmail.com
Marjee
42 Daniel Roche 8757460119 dmalarek@yahoo.com
Malarek
43 Soni Sapna | Ekjut 9661952489 sonisapna.ekjut@gmail.com
44 Swati Ekjut swati.ekjut@gmail.com
Sarbari Roy
45 Dinesh JHPIEGO 9234601953 dsingh@jhpiego.net
Singh
46 Shampa PHRN 9431635305 shampad4roy@gmail.com
Roy
47 Gurjeet JSA, Jharkhand 9431120534 gurjeetgvs@gmail.com
Singh
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48 Suranjeen CINI 9431707728 suranjeen@gmail.com
Prasad

49 Balram 9430753201

50 Shakti CINI 9934109575 shaktipandey.shakti@gmail.c
Pandey om

51 Lindsay JCMB 9431128882 janchetnamanch@rediffmail.
Barnes com

52 Kajol Devi --do--

53 TK Sundari | CommonHealth 9447757974 ravindrans@usa.net
Ravindran

54 Nirmala Ekjut 9931546260 nirmala.ekjut@gmail.com
Nair

55 Praveer Solidarity Centre 9430367949 praveer.peter@gmail.com
Peter

56 Ajitha Omon Mahila 9431960442 ajithasg@gmail.com
George Sanghatan

57 Gobind Dayasagar 9955171325
Mahto

58 Malti Anupam Mabhila 9031563319
Kumari Chetna Samiti

59 Nitu CINI
Kumari

ONLY 5 MAY

60 Akay Minz | JRHMS 9204751662 akay.minz@gmail.com

61 Deoki Nagrik Kalyan 9471183107
nandan Samiti, Jharkhand
Paswan

62 Kumar AAJ 9430116134 kumarmanojl19@yahoo.com
Manoj

63 Dr BP Sinha | State RCH Officer 9204780378 srho.jharkhand@gmail.com

64 Dr. Sumant | MCHIP 9431108383 sumant@mchip.in
Mishra

65 Rajan State Programme 9204788912 spmjharkhand@gmail.com
Kumar Manager NRHM

66 Rachana Visiting from UK dwiver28@gmail.com
Dwivedi

67 Nutan --do-- nutanmishra@hotmail.com
Mishra

68 Shubhra UNICEF Extender, 9430955125 shubhravin@gmail.com
Singh MAPEDIR, Ranchi

69 Madhulika | UNICEF, Ranchi
Jonathan

70 Rajkumar AJ, Ranchi

PRESS

71 Manoj SANMARG 9431372038
Kumar

72 Puspgeet DAINIK SAMACHAR puspgeet.ranchi@gmail.com
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73 Sunil KR JHARKHAND sunil ver77@yahoo.com
NEWSLINE
74 Manoj PRABHAT KHABAR manojplakra@gmail.com
Lakra
75 Sunita NAXATRA NEWS sunita.jsr@gmail.com
Prasad
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Annex-4

Press coverage
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Annex-5

Felicitation of midwives
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