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Abstract

Background: Establishing and promoting birthing centers (BCs) can be one strategy to
increase access to emergency obstetric care and skilled attendants at birth, to avert many
maternal deaths. BCs are a component of local health service delivery, whereby midwives (or
health care professionals with midwifery competencies) provide maternity services to
generally healthy women with uncomplicated pregnancies, mostly in the community setting.

Methods: A literature review was carried out involving searches and appraisals of relevant
literature on birthing centers in Nepal, South Asia, and other similar settings.

Findings//Conclusion: In Nepal, midwife-led care in BCs was found to be appropriate for
pregnant women, with no complications, for giving birth. BCs have the potential to improve
both (a) the institutional delivery rate and (b) the proportion of births that benefit from the
presence of a skilled birth attendant (SBA). However, accessibility, socio-demographic
characteristics, and cultural factors act as barriers to pregnant women attending birthing
centres and hospital facilities. Moreover, there is an increasing trend of bypassing BCs to
give birth in hospitals. The increase in facility-based births requires more monitoring of the

quality of care provided.
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Introduction

The new Sustainable Development Goals (SDG), which have replaced the Millennium
Development Goals (MDG) under the leadership of the United Nations have, identified 17
goals. Within these SDG 3 states Ensure Healthy lives and promote well-being for all at all
ages and section 3.1: includes a target for the maternal mortality ratio (MMR). This is
specifically targeted in section 3.1: “by 2030 reduce the global maternal mortality ratio to less
than 70 per 100,000 live births”.

An estimated 287,000 maternal deaths occurred worldwide, in 2010, with the low-
income countries accounting for 99% of all maternal deaths; and the majority occurred in
sub-Saharan Africa (162,000) and Southern Asia (82,000).2 Skilled care during labour and
childbirth, along with prompt management of complications, can, not only prevent about 50%
of newborn mortality and 45% of intra-partum stillbirths, but it can also prevent thousands of
maternal deaths.®> Midwives, and others with midwifery skills, can provide some of the most
effective maternal and newborn health interventions, including elements of basic emergency
obstetric and neonatal care (BEmONC) and comprehensive emergency obstetric and neonatal
care (CEmONC).*

Midwifery practice is described as “skilled, knowledgeable, and compassionate care
for childbearing women, newborn, infants, and families across the continuum throughout pre-
pregnancy, pregnancy, birth, post-partum and the early weeks of life. Core characteristics
include optimising normal biological, psychological, social, and cultural processes of
reproduction and early life; timely prevention and management of complications;
consultation with and referral to other services; respect for women’s individual circumstances
and views; and working in partnership with women to strengthen women’s own capabilities
to care for themselves and their families”. The State of World’s Midwifery report states that
midwives are competent to deliver 87% of the estimated need in 73 countries when they are
educated and regulated to international standards.’ Additionally, although many deaths are
caused due to complications of pregnancy 2, timely referral to EmONC facilities and prompt
treatment has the potential to save the lives of mothers and babies.® Still, the majority of the
women in low-income countries, including Nepal, continue to deliver at home or in a
community setting, without skilled birth attendants and without an available facility-based

service that gives access to EMONC, should a complication arise.> "8
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The comprehensive primary health care approach stresses the importance of having a
supportive environment, along with preventive and curative interventions, to improve health
outcomes. The primary health care centres can provide the essential services for mothers,
neonates and children through an integrated package based around facilities outreach, and
community and family care.” ® 1% This is relevant as most BCs are co-located with or next to
a health post in rural Nepal. Moreover, in order to be effective, a continuum of care would
need to be available and linked to other levels of care where needed.® Thus, the primary
health care centre intrapartum-care strategy has been proposed as the best approach to reduce
maternal mortality. This strategy is delivered at a primary health care centre which provides
essential obstetric care, with prompt recognition and referral to CEmONC services for
complications. This strategy of intrapartum-care is considered adequate for most births and

fits well with Nepal’s district health systems.!!

The WHO estimates for 2010 show the MMR of Nepal to be 170 per 100,000 live
births, which demonstrates a substantial decline from 364 per 100,000 in 1996 (Nepal
Family Health Survey) and the 2006 estimate of 209 per 100,000 live births (Nepal
Demographic and Health Survey).? According to the Nepal Demographic and Health Survey
(NDHS), the proportion of births assisted by a SBA, which includes either a doctor, nurse, or
midwife, was 36%, and the total percentage of all births taking place in a health facility was
35%:; both these levels which far below the levels necessary to meet the MDG targets.*®> The
establishment of BCs, which act as initial institutional contact points for births at a local
health facility, is an example of a strategy for addressing the issues of low level of health
facility births and births assisted by a SBA.

Methods

This literature review was conducted for two main reasons: 1) to provide an overview of the
situation of birthing centres in Nepal and 2) to demonstrate how birthing centres can impact
upon the quality of maternity care in Nepal. The literature review based on BCs was
conducted using the following electronic databases: MEDLINE Complete, Science Direct,
Science Citation Index, CINAHL Complete, Google Scholar, Social Sciences Citation Index,
PsycINFO, and British Library EThOS. The key search terms were maternal mortality,
maternal health, birthing centre/centres, health facilities, developing countries, low income
countries, and South Asian countries. The inclusion criteria were: peer-reviewed papers in

English; any study or policy-report on birthing centres in Nepal; and research in birthing
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centres in South Asia. The exclusion criteria included papers which were non- English,

studies in high income countries, and those studies whose full text could not be found.

Background

Nepal's First Long Term Health Plan (1975-1990) considered the need for the provision of
consistent and functional health services.’® During the late 1980s and 1990s, when maternal
health was prioritized by the Government of Nepal, PHC was progressively extended into
more rural areas.!* Nepal's National Health Policy 1991 created the primary health care
structures to reach each of the nearly 4,000 Village Development Committees (VDC), the
smallest geographical administrative unit of Nepal. This allowed modern health facilities and
trained health care providers to be available in rural areas and villages.*®> The 1991 Policy
aimed to establish a sub health post in each VDC, and to create a primary health care centre
in each of the 205 electoral constituencies, or to upgrade an existing health post to a primary
health care centre with one medical doctor and three beds.> One of the main objectives of the
five year plan that existed from 1992-1997 was to extend maternal child health and family

planning to the sub-district level.

The Second Long Term Health Plan covers the period of 1997-2017 and emphasizes
the provision of comprehensive basic health services for the majority of the rural population.
This plan established district, zonal, regional, and central hospitals, with an emphasis on the
referral mechanism.’® This plan also introduced the Essential Health Care Package to
improve the health status of the most vulnerable populations, such as women, children, and

the underprivileged in society.

Nepal’s National Safe Motherhood Programme started in 1997, with the goal of
reducing maternal and neonatal mortality and morbidity, by addressing avoidable factors
related to complications of pregnancy and childbirth. This programme has made significant
progress in the development of policies and protocols, the most important one being a policy
on skilled birth attendants (SBA), endorsed by the Ministry of Health and Population, in
2006.17 This policy identifies the importance of an SBA at each birth and also embodies the
Government’s commitment to prepare SBAs, including doctors, nurses, and midwives, across
the country.l” The Safe Motherhood and Neonatal Health Long Term Plan (2006-2017)
included a strategy for strengthening and expanding the number of births conducted by SBAs,
having basic and comprehensive obstetric care services at all levels, and establishing a

functional referral system.!’

https.//ecommons.aku.edu/jam/vol3/iss1/4

21



Journal of Asian Midwives (JAM), Vol. 3, 1ss. 1 [2016]

The Maternity Incentive Scheme, later called the Safe Delivery Incentive Programme
(SDIP), started in 2005, in districts with a low human development index. It provided
incentive payments to women to get them to attend health facilities, and increased the number
of health workers and SBAs. During this period, the Nepal Demographic and Health Survey
2006 reported delivery at health facilities to be 18%, and delivery assisted by a skilled

attendant as 19%.18

The policy of providing free deliveries nationwide, the ‘Aama Surakchha
Programme’, started in January 2009 to promote deliveries at health institutions attended by
trained health professionals.’® The current health policy includes ensuring the availability of
quality health services as a basic right of every citizen, free of cost, as a part of universal
health coverage. One of the strategies of this policy is to appoint one doctor and one nurse,
along with other paramedic staff, in each VDC, and to appoint one nurse-midwife in each
ward of VDC.?

Findings

The findings of this literature review are organised under three sub headings: describing the
birthing centre characteristics, the state of birthing centres in Nepal, and the obstacles that

they are facing.

Birthing centre characteristics

The literature on birthing centres demonstrates that they are, or can be, a component of health
service delivery at the local level, and are designed to provide care for normal uncomplicated
births. A birthing centre can function either inside or outside the hospital setting. If located
outside the hospital setting it needs to have access to a hospital providing EmMONC, with a
referral time of no more than an hour.?* BCs offer a midwifery-led model of care, where
midwives (or similar SBAS) provide maternity services to healthy women with
uncomplicated or low risk pregnancies.?? Studies show that when compared to hospital care
for low risk women, BCs can reduce unnecessary interventions with no significant difference
in maternal mortality and morbidity.?>>* Research in many countries suggests that women
experience positive childbirth assistance in BCs.?®

Birthing centres in Nepal

The initial contact points for basic health services in the Nepalese health system are sub

health posts, which offer community-based outreach clinics and monitor the activities of
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female community health volunteers (FCHVs). The next level of care is the health posts,
which offer all the same services provided in the sub health posts, and additionally, offer a
birthing centre.!” The third level of care is provided by the primary health care centres, which
act as the linkage between a community and a referral hospital. It has been difficult to retain
doctors in primary health care centres in Nepal, but with a cadre of adequately trained staff in
birthing centres it has been possible to provide basic essential obstetric care services in an

effective way.?

In Nepal, essential obstetric care services are available at three levels: i) basic
obstetric care available at health posts and sub health posts, for stabilizing patients with
obstetric first aid, making an appropriate referral, and arranging transport; ii) BEmMONC is
available at primary health care centres, to prevent and treat haemorrhage, puerperal sepsis,
eclampsia, and infection, and to manage prolonged labour; and iii) CEmONC is available at
hospitals (regional, zonal, and district) to manage all the above plus caesarean sections, and

to provide anaesthesia and blood transfusion.?’

The Family Health Division records 1134 birthing centres in health posts, sub health
posts, and primary health care centres in July 2014.2% There has been an increase in BCs
offering 24-hour birth service, along with increased availability of BEmMONC and CEmONC
sites.’®2 The presence of a skilled birth attendant at delivery doubled from 19% in 2006 to
36% in 2011, but is still far from meeting the 60% target by 2015 2 because there is shortage
of skilled professionals, especially midwives.?® 2° The State of the World’s Midwifery shows
that in 2012 almost 200,000 of the 606,000 total births in Nepal were unattended by an SBA,

almost all of them in the rural areas where 84% of the total population lives.*

Obstacles to service provision by birthing centres

In Nepal, this review found midwife-led care to be as safe as consultant-led care, and the BC
model was found to be appropriate for low risk deliveries 3; this is similar to findings from
Brazil.2* However, the review found that there was an increasing trend of bypassing BCs to
give birth at hospitals, which provide the medical model of care.3? ** The review also found
that the uptake of services available at BCs depended not only on increasing the number of
SBAs, but also on enabling factors, such as having effective training, appropriate

infrastructure, on-going professional development for staff, supportive supervision, sufficient
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supplies and equipment, support from community other health workers, and finally having an

effective referral mechanism.*

A rapid assessment of ‘Aama Surakchha Programme’ in six districts showed a high
demand for maternity services in hospitals, despite a high bed occupancy rate, ranging from
80-145%. Conversely, the same assessment showed BCs to be substantially underutilized;
indicating ineffective use of available services at BCs, which if utilised effectively would
help reduce overcrowding in the hospitals.)’ One of the growing drivers behind
overcrowding, as this study also reported, is the growing trend of caesarean sections (CS)
performed in the referral hospitals.’’” The necessity of this increasing CS rate has been

questioned by some.?®

Several factors also seemed to impact BC utilization. The social and ethnic position of
women appeared to determine the uptake of essential obstetric care and EmMONC services,
with women of low caste and from ethnic minorities seen to be underutilizing the services at
birthing institutions as compared to women of higher status.?® 3 Secondly, socio-
demographic and socio-cultural factors, still prevalent in the Nepalese society, also act as
barriers to pregnant women attending BCs.> 33 Women are dependent on their hushands
and family for making decisions about where to give birth. Moreover, they may lack material
resources and are often illiterate.®> 3’ Another important factor identified in Nepal as affecting
the uptake of intrapartum services is accessibility to a birthing facility®>>*’; this needs further

attention in order to promote more facility births.

Shortage of human resources, especially in the rural areas of Nepal, has been shown
to be a major constraint in providing maternal health services, implying a need for strong
human resource planning with incentives for skilled staff to remain in government service.*
Preventing avoidable maternal and newborn deaths and debilitating morbidities requires
regular monitoring of the quality of care of maternal and neonatal health services in public

facilities, including BCs ** %2, if women are expected to continue attending these facilities.
Conclusion

Within maternity services, ‘quality of care’ is generally defined as “A minimum level of care
to all pregnant women and their newborn babies (prenatal care, safe delivery, postnatal care
and newborn care). It includes identification of complications, referral to emergency services,

and a higher level of care for women having especial needs”.?” This definition not only
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includes quality of care as provided by the health institutions but also quality of care as
experienced by the women and their family. Moreover, availability of 24-hour essential
obstetric care services is considered a vital component of quality care. To ensure that
women’s needs are met, however, it is equally important to monitor their perception of the

midwifery and obstetric care provided at health facilities.?”

Studies on the quality of care of maternity services in Nepal have been mostly
quantitative 3% 3 4647 whilst a few qualitative studies have addressed the perspective of
health care providers’ only. 3 One particular study assessing the quality of birthing centres in
Nepal focussed on clinical rather than social findings and studied the quality of care from the
perspective of health care workers only. 2 There is, thus, a need for doing qualitative
research to support the findings from quantitative research, which not only takes into account

the perspective of health care providers but also that of the women who use the services.

Studies on skilled birth attendance in South Asia showed an increase in facility-based
deliveries, mostly in private facilities in India and Bangladesh.®® Although skilled birth
attendance increased for Bangladesh, India, and Pakistan, the proportion of births attended by
doctors increased faster than the proportion of births attended by a midwife, auxiliary
midwife or nurse midwife.*> 44 Attendance by doctors is often viewed as better care in low
income countries.*® In Bangladesh, the national programme focussed on upgrading EmONC
facilities rather than training and deploying midwives, which limited the growth of skilled
birth attendance “°; this, ultimately, could limit the role of birthing centres in the country.
Learning from the experience of Bangladesh, Nepal should keep an eye on this growing trend

of upgrading EmONC facilities, which could lead to underutilization of BCs.
Recommendations

Birthing centres have the potential to be a part of the solution to Nepal’s low levels of: (a)
institutional delivery and (b) skilled attendance at birth. However, access in a country such as
Nepal will always be a barrier due to the large rural (and poor) proportion of its population.
Even with one birthing centre in each VDC not every woman will have easy access
geographically. Moreover, there will remain cultural and socio-economic barriers to certain

pregnant women attending birthing centres.33 38 39

There is thus, a need for conducting qualitative, in depth studies, focusing on the

perspective of health care providers and the women who use these services, including the
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pregnant women attending BCs. Most of the studies done on the quality of care in maternal

services in Nepal so far have been quantitative in nature.
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