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Health Care Worker Observation Form: 
Labor and Delivery (L&D) Ward
	Date of visit: 

Region:        

District:        

Catchment population:

# ANC clients/month (avg. over 3 months): 

Facility name: 

Name of mentor: 

Name of mentee: 

Discipline of mentee:  

Enrolled nurse  FORMCHECKBOX 
    Registered nurse  FORMCHECKBOX 
   Community Counselor  FORMCHECKBOX 

Other (specify): 


Instructions: 

Complete Section I of this form if you observe a delivery. If no delivery occurs during the visit, please complete Section II of this form. Please note that the box “Not applicable” indicates that the item is not appropriate for this particular client and does not indicate any failure of the health care worker (HCW). If the item should have been performed by the HCW but was not, then the “No” box should be ticked.

In the “Comments” column please provide additional comments and explanation for all items ticked “No” below (did provider not offer the service at all? did provider attempt the service but not provide complete information? was the information provided clinically accurate? etc.).

1. Has HCW attended PMTCT training?  Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

If yes: month/year HCW attended PMTCT training:  _________

Trained by (organization): ________________________

2. Has HCW attended VCT training?  Yes  FORMCHECKBOX 

   No  FORMCHECKBOX 

If yes, month/year HCW attended PMTCT training:  _________

Trained by (organization): ________________________

Observation of delivery

3. HIV status of client:  Positive  FORMCHECKBOX 
        Negative  FORMCHECKBOX 
           Unknown  FORMCHECKBOX 

If client is HIV-positive, is she on ART? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   Unknown  FORMCHECKBOX 

PMTCT interventions

	Did HCW: 
	Yes
	No
	N/A
	Comments

	4. Counsel, offer HIV test (rapid, ELISA) if patient presented with unknown HIV status? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	5. Use a partogram to monitor progress of labor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	6. Administer nevirapine during labor in accordance with national protocols?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	7. Minimize cervical examinations? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	8. Avoid prolonged labor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	9. Avoid rupture of membranes?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	10. Wear suitable protective gloves, apron, and eye shields during delivery?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	11. Conduct any of the following:
	
	
	
	

	a. Episiotomy?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	b. Forceps delivery?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	12. Minimize the risk of postpartum hemorrhage?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	13. Dispose of contaminated materials safely?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	14. Dispose of needles, surgical blades, and other sharp instruments safely?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	15. Dispense nevirapine for the baby according to national guidelines?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	16. Confirm infant-feeding choice before putting the baby on the breast?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	17. Make appropriate referrals to other programs and community organizations for follow-up care and treatment? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


Please answer questions 18–23 if patient presents in labor with unknown HIV status or no antenatal care:

18. Does provider ask patient if she has heard about PMTCT? 

Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   Unknown  FORMCHECKBOX 

19.  Is client in a state to be counseled?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   Unknown  FORMCHECKBOX 

a. If no, please explain:
20. If client is in a state to be counseled, please answer the questions below:

	Does HCW provide the following information as per national guidelines:
	Yes
	No
	N/A
	Comments

	a. Tests done (Rh factor, Hb, RPR, HIV, etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	b. Nevirapine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	c. Infant feeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	d. Partner referral
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	Does HCW:
	Yes
	No
	N/A
	Comments

	e. Use language and words that could be easily understood by the patient? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	f. Check to be sure patient understood the information provided? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	g. Listen to patient’s ideas and concerns?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	h. Invite patient to ask questions?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	i. Attempt to respond to each of patient’s questions? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	j. Avoid judgment or disapproval?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	k. Treat patient with empathy, dignity, and respect? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


21. Please describe any other PMTCT-related activities carried out by the HCW that have not already been mentioned:

22. Please provide a brief evaluation of mentee’s strengths

(including what skills improved since last evaluation):

23. Please provide recommendations to improve mentee’s practice
(mark recommendations agreed upon for next visit):

24. Please provide examples of information you shared/skills you demonstrated that were aimed at improving the mentee’s practice:

Mentor’s signature: _____________________________________________

Mentee’s signature: ______________________________________________

Date: __________________________
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