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Goal for Uttar Pradesh

Ambitious goals of National Health Policy:
Under 5 Mortality Rate of 23 per 1000 livebirths and Neonatal Mortality Rate of 16 per 1000 livebirths by 2025

Committed to Sustainable Development Goals (SDGs)

SURVIVE

End preventable deaths

THRIVE TRANSFORM
Ensure health and well-being Expand enabling

= SGD 3.2: End preventable
deaths aiming to reduce
neonatal mortality to at least
as low as 12 per 1,000 live
births & under-5 mortality to at
least as low as 25 per 1,000
live births

environments

Comprehensive implementation planon = SDG 3.8: Achieve
maternal, infant and young child universal health
nutrition: reduce low birth weight by 30% coverage
» SDG 4.2:Ensure all girls and boys have

access to quality early childhood

development care and pre-primary

education



Mortality trends



Neonatal mortality trends & major causes

Neonatal Mortality Rate

«  UP’s NMR will be 25 by 2025 with the current AARC (-3.3%)

45 * The required rate of change is more than twice (AARC:-8.3%)

to achieve SDG goals of 12 neonatal deaths per 1000 live births
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eme NMR, UP (SRS) = = =Current AARC (-3.3%)

== « Current AARC of Rajasthan (-4.5%)

COVID impact on progress — yet to be measured

== == « AARC needed to achieve SDG goal (-8.4%)

Causes of Neonatal Mortality, 20718

M Birth Asphyxia

W Prematurity

B Pneumonia

E Meningitis/Sepsis

Bl Congenital
Malformation

LBW remains a challenge —
Prevalence of LBW (<2.5kg): 20.7%

Source:2018: xMLE Presentation



Neonatal and Infant Mortality

« Substantial reduction in mortality indicators from NFHS-4 to 5 in UP:
* NMR: 9.4 points with AARC of -4.7% (India: 4.6 points with AARC of -3.4%)
* IMR: 13.1 points with AARC of -4.6% (India: 5.5 points with AARC of -2.9%)

NMR per 1,000 live birth

35.7

-0.5% .
a7 5.1
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24.9
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IMR per 1,000 live birth

AARC:
721
63.5

57.0

JAVA{OH
-4.6%

50.4

40.7

AARC:
-2.9%

35.2

AARC:
-3.4%

——|ndia —UP

NFHS-3 (2005) NFHS-4 (2015) NFHS-5 (2020)



FATE OF 1000 live births -UP

Mortality rates Deaths Cumulative & indicator
First 1 week (within 7 days) 24 24 Early Neonatal Mortality Rate
1- 4 weeks Add 8 (32 Neonatal Mortality Rate

1-12 months (next 48 weeks) 11 more |43 *Infant Mortality Rate

1-5 years (next 48 months) Add 4 |47 Under-5 Mortality Rate

NMR is 65% of USMR

*IMR is 41 as per SRS 2019 Based on SRS 2018



Inter-District variations in child mortality (2017) against ARoR (2010-17)

High, medium, and low

* groups based on
tertiles of rate in 2017
and the annual rate of
reduction (ARoR) from
2010 to 2017 among
the districts within the
state

I High rate and low ARoR

High rate and medium ARoR

High rate and high ARoR

Medwum rate and low ARoR

Medium rate and medium ARoR

Medium rale and high ARoR

| Low rate and low ARoR

.- | Low rate and medium ARoR
~ B Low rate and high ARoR
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Comparative changes in RMNCHN coverage in high and low mortality states

m High mortality states (9) Low mortality states (11)

NFHS-4 NFHS5  C°'aM9®  \ppys4  NFHSS5 Change (points)
(points)
eorsalmority L L T T —T—
NMR (Per 1000 live births)
———
. Per-caplta income 57738 72247 14510 1,09,589 140819 31,231
» Female education* (%) 65.0 68.7 74.2 76.0 1.8
. Teenage pregnancy (%) -1.4 -0.9
——————
= MCPR (%) 42.4 53.3 10.9 56.5 61.5
= 4+ ANC (%) 38.2 52.2 14.0 72.2 71.8 -0.4
= Institutional delivery (%) 72.6 85.1 12.6 88.8 95.3 6.5
= PNC newborn (%) 22.5 76.4 53.9 30.1 88.2 58.1
= Early initiation of breastfeeding (%) 40.4 38.8 -1.6 47.4 50.5 3.1

= High mortality states recorded higher changes in NMR and also observed higher changes in RMNCHN indicators.

* Females 6 years and above ever attended school 12



Key issues - across RMNCH+A in UP

Adolescent/pre . Newborn/ :
pregnancy Pregnancy Birth Postnatal Childhood
| Quality of ANC Quiality of Qare Early |n|t|at|o.n of Complimentary
High unmet need Anemia in around Birth Breast feeding feeding
for contraception pregnancy Many districts | Home visit in first 2 | High malnutrition and
without single FRU days of life Anemia
. Community |Ensuring availability Skilled birth Low birth weight
= level & capacity building|  Birth Prep plan/ - 'de r f Quality Home visits | E,W 'g we(;g t
o of FLWs VHND attendance tor by ASHA racking beyond pos
'E home deliveries natal period
m
% ety FRU Activation,
= eve Skill Iron sucrose Quality MCH | NBCC/NBSU/SN Facility based
== upgradation administration Care/ CU/ FPC Paediatric care/ETAT
Mentoring
Social Behavior Change and Communication (SBCC)




Current gap of sub-district level of Facility Based Newborn Care
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[ Estimated 3- 5% will require tertiary care (at NICU) }

(L3)

CEstimated 2 lakh newborns shall require SNCU care
(Advanced L2) = 2700 beds/day approx.

=Currently 60% of beds available across the State

-

~

5.6 lakh require care at NBSUs (L2) = 3100 beds/day approx.
Only one third of the beds are currently available

Assumptions:

85 % of the total births require
L1 care (i.e. approx. 47 lakh) &
remaining

15% (i.e. 8 lakh) require facility
based care (L2 & L3)

Facility based newborn care is
mostly at public health facilities

Newborn Care Corner (NBCC) (L1) (47 Lakh)

70% of public health delivery points need to be saturated with NBCC

Community — Facility — Community linkage for continuum of care




Strategies and programs-UP




Prioritization of
Aspirational districts

Life Cycle
Approach

RVINCH+A STRATEGY

Strategic actions

-

\

Strengthening Facility based
newborn care including
essential newborn care and
neonatal vaccines

Capacity building of the service providers at

~

Home visits upto 6 weeks by
Community health workers
i.e. ASHA and follow-up from
3m up to 15m of age

all levels

Child screening and early
intervention services

System Strengthening under NHM

Empowering ANM for detecting
and management of preterm
labour, sepsis in young infants

and birth asphyxia

/

Entitlements to Eliminate
OOP expenses and
incentives

Continuum of
Care

Convergence with other stakeholders



Strategic Interventions under Maternal Child Health Programme

Maternal Health

L 4

JSY, JSSK

PM Surakshit Matritva
Abhiyaan

LaQSHYA

L 4

Strengthening of MCH Wings
and FRU

L 4

SUMAN, Midwifery

SAANS-‘ Social Awareness and Action to Neutralise Pneumonia Successfully’

d

Facility Based Newborn care
(SNCU/MNCU)

Home based Newborn and
Young child care

Defeat Diarrhoea & Pneumonia
Management- SAANS

!

Immunization

8

Rashtriya Bal Swasthya
Karyakram

Adolescent
Health

|

Family Planning

l Adolescent friendly health .
clinic Spacing & limiting
Nutrition Rehab centres methods
]

IYCF promotion( MAA
Program )

Anaemia Mukt Bharat
(AMB)

L 4

Vitamin A
supplementation

9

Deworming

Peer Educators Mission Parivar Vikas

School Health

!

Menstrual Hygiene

Expanding contraceptive
choices

Improving accessibility



Special Newborn Care Units at District Hospital

* First Special Newborn Care Unit in UP was
established in the year 2007-8 with UNICEF support.

* In 2011, GOl released operational guidelines for
Facility Based Newborn Care (FBNC).

» National Health Mission supported budgets for
FBNC under State Annual Plans.

= Till date there are 89 SNCUSs for 75 Districts across

888/ WH-5-2020

the State admitting over 0.1 million sick newborns Trainingsand s«
: : guidelines during 2 . s e, A e,
with an average mortality rate of 8 percent. COVID times R
= Newborn Care units at Medical Colleges are also =S g
Supported e b g e e T

= Training and mentoring of providers is done as per
FBNC training package

il ¥ v A (Delivery
epidemic)

» State resource centres developed at Medical
colleges to lead capacity building




Focused efforts to strengthen newborn care at sub-district level

» Proposal in State Annual Budgets for new units

= Appointment of dedicated pediatricians at the proposed
units

= First state to complete planned 3 State ToTs as per plan for
New Born Stabilization Units (NBSUs)

» Plan for additional structured “Hands on” training for service
providers at NBSU (Innovation)

= Regular mentoring mechanism

» Reviews at state level happening
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NEW BORN STABILIZATION UNITS
NBSU Status
anuary 2022
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¥ DPM VARANA!
DPMU Bahraic

GB NAGAR DM... Dr Zuha (NI)
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;‘FM & stakeholders together : NBSU REVIEW in progress

RCH (Directorat...

Ritu Sahani



Newborn Care Corners

» Delivery Points (DP) at all levels in
Public Health System, including OT, to
have a “Functional NBCC” to provide
immediate care to neonates including

resuscitation, warmth and initial care to

sick newborns.

Training and mentoring packages for

skill upgradation of providers for a

-

essential newborn care.

E

Registers for recording and regular

reviews using data.
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Actions at all levels for Newborn Care

: Emphasis on quality care with close monitoring
‘ { Quality of care of the SNCU data,
Utilization Activation & strengthening of NBSUs with 24*7
atlo trained HR , logistics and commodities
Ongoing skill upgradation and capacity
Saturati building of personnel & saturation of all
aturation delivery points with NBCCs
- o




Way forward

1. Budget proposals in annual plan for human resourcing & capacity building mechanisms specially to
care for sick and small babies

2. Digital technologies for better HR & logistics management (Manav Sampada, UPMSCL etc)

3. Improve data collection (UPHMIS, SNCU online & civil registration) including stillbirth

4. Family Participatory care, MCP card etc to harness power of parents & communities in driving
change for MNH

5. Coordination across sectors like Nutrition & WASH

6. Ongoing research on newborn health, social and behavioural change education etc (KGMU

Fully committed state leadership & policies in place to deliver universally, people centric, quality of
care to achieve the SDG Goals



Nutrition Reproductive
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Quest for improving
Child Survival.
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Dr. Archana Verma

Newborn

National Health Mission Uttar
Pradesh



Why ‘Quality of Care’ is Important

High-quality health systems could save over 86
Lakhs lives each year in LMICs*

Over 24 lakh deaths in India from treatable
conditions

In India, 15.99 lakh deaths per year on account of
poor quality of care™*

Expected deaths per year on account of poor
quality of care in Uttar Pradesh could be approx.
2.6 lakh deaths per year

* The Lancet Global Health Commission on High Quality Health Systems in the SDG era

1.5

0.5

16

Amenable  Non-utilization  Poor quality

**Kruk ME, Gage AD, Joseph NT, Danaei G, Garcia-Saiso S, Salomon JA. Mortality due to low-quality health systems in the universal health coverage era: a systematic analysis of amenable deaths in 137 countries.

The Lancet. 2018 Sep 5.
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Trends of Infant Mortality Rate (IMR)- India vs U.P.

89 Between 1997 and 2018
4 Uttar
71 43 India Pradesh

IMR

IMR
\2 Decline Decline

—|ndia Uttar Pradesh

Data Source: SRS India bulletin



Key Initiatives under National Quality Assurance Program

MusQan:
SUMAN: NQAS Quality Certification Kayakalp:
certification of of Pediatrics Services Swachh Bharat Swasth

Bharat

SUMAN Services

AEFI Surveillance:

it MATRITYA Aagp
E\\m %

LaQsh.ya: | Ensuring Quality in 3
Ensuring Quality of AEFI Surveillance 2
care during delivery & S
immediate post- q>,
partum O
Mera-

. Aspataal:
Natlc?nal / Platform to
Quality [ / capture
Assurance R voice of
i;in[;:lHan:;:l ] B Patients for

’d ’ improving
PHC an Shareyourexperi_ence Quality
U P H C to improve hospitals

Services



International & National Standards

Resource Centre

On examining the extent of i to the and specified, in
supercession of Clause (a) and Clavse (b) of Chapler IV of Guidelines on Standardization
(NHSRC) in Health Insurance issued vide Circular Ref: IRDA/HLT/REGACIRI46/07/2016 dated 260

Awarded by |IEEA
July, 2018, the fallowing modified Clause (a) and Clause (b) ane issued

\-\ _ "‘ e dn Fefane s Fram s
% I E E A | e o ara N BB \SURANCE REGULATORY AND
—-— Extarnal Evaluation Association N : : b m DEVELOPMENT AUTHORITY OF INDIA
I S Ql_l a Ref: IRDAIHLT/GOUCIRA 140712018
270 July, 2018

National Health Systems Resource Centre
(NHSRC} International Society for Quality in Health Care To

All Insurance Companies and Third Party Administrators

National Health Systems )

Re: Modified Guidelines on Standards and Benchmarks for hospitals in the
National Quality Assurance Standards (NQAS) provider network
following an independent assessment

against the Guidelines and Principles for the
Development of Health and Social Care Standards,
4th Edition

a) Al the existing Network Providers shall, wilhin twelee months from the dale of
natification of these modified guidelines, comply with the following:

Awarded by ISQua following an i Register with Regisiry of Hosgitals in the Network of Insurers

independent assessment against the (ROHINI maintained by Insurance  Information Bureau (1B},
o hitps:Hirahini.iib. gov.in].

ISQua Surveyor Training Programme Standards : ?

ii.  Obtain either Pra-antry level Cerificate (or higher level of certificate)

issued by National Accreditation Board for Hospitals and Healthcare

Providers (NABH) or State Level Certficate (or higher level of

cortificata) under Mational Guality Assurance Standards (NOAS),

The pericd of Accreditation for these Standards issued by Mational Heallh Systems Resources Centre (NHSRC).

is from
August 2020 until  August 2024

The period of Accreditation of this For the new entrants from the dats of notification of these modified

gramm i Guidelines, only those hospitals that are compliant with the requirements

o e is from specified at Clause (a) () above shall be anlisted a5 natwork providers

Ilﬂy 2018 until }“l}' 2022 These network previders shall comply with the requiremends stipulated at

Clause (a) (i) abave within ane year fram tha date of enlisting as a Netwark

Provider and this shall be one of Ihe conditions of Health Sarvices
Agreemant,

zgu}_ /{Céff/" d.a‘me O Conmor
d.)‘ne O fonmer

Head of the International Accreditation

Ebantdont Programme and Strategic Partnerships Fag 1002

= 6N el e smrEmer drvmmesnn 0% i | Surey Mo 141, Francal Disvic, Naraesmouda, Hydershas 500 032 inda

ISQUA Accredited Surveyor Training Program e |RDAI recognize NQAS as
Standards (NQAS External Assessors’ benchmark for empanelment
Training) hospitals
®* NHA is considering to include
NQAS certification for Gold
Category




Implementation Status in Uttar Pradesh

Q National Quality Assurance Standards
DH 149 29 78
CHC 723 3 41
PHC 3407 16 28
UPHC 592 1 2

24 21
@ &‘ LaQshya

LAQHYA

IMPLEMENTATION STATUS OF NQAS IN UTTAR PRADESH



Key Action Points

™~ ™~

Ensuring Base-line Quality
Assessment Certification
Allocate Targets

1. Internal assessment

according to NQAS Prioritization of facilities | . ./ take holders Supportive Supervision

checklist for the certification

2. ‘Gap-Analysis’ done

3. Identification for 1. Preparing action 1. Compliance on mandatory requirements
‘better’ performing 2. Prioritizing Gap closer activities

facilities and leaders



@ @ LaQshya — Ql initiative for LR & M-OT

LAQSHYA
Qa&a

On reducing maternal & newborn morbidity
& mortality

NQAS Certification of Labour Room and
Maternity OT
Attainment of at least of 75% facility level

Criteria

targets
80% of the beneficiaries satisfaction

Achievements Labour Room Certified — 24
M- OT Certified - 21




Respectful Maternal & Newborn Care

Right to safe
and appropriate
treatment

wew witen B yEaEE
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Right to equality

Right to birth
companion
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attainable level
of health

Privacy and
Confidentiality
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Treated with dignity

and respect



Quality Assurance - Report cards g
Monitoring of critical Daily LR ' '

practices using mobile based UL

Dec 2021 Webinar on Basics of breastfeeding promotion in health facilities
Strategy :

15 October 2020

1 UNICET &2
l for every child
O

1. Labor room Monitoring | .
Frequency — Daily : ;

e Eight critical practices — Delivery 4w -

W@ type, birth weight, resuscitation, IX o

— Breastfeeding practices, KMC, Vit-K1, [ I e
Delayed cord clamping, Birth

Dr. Sanjay Prabhu

Senior Consultant‘Pediatrician,

com pa n |0 n E Wadia Hospital, Mumbai
Who - HQM :
2. BFHI monitoring Online sensitization on Breastfeeding

- 15 October 2020
Experts from BPNI
300+ participants across the districts sensitized

Frequency — Monthly/three rounds in
[ - a year
— Area — focusing on facility based
@ breastfeeding practices (ten steps of
BFHI practices)
Who — HQM, Div./District Quality
Manager and external monitors







Key
Interventions




Ql workshop for MNH

care delivery in UP w ity pr°"e“‘e“tWorkshu

=rnal & Neonatal Healthcar

-

e ru Sys‘l'ﬂ.m inUP
» QA-NHM, NQOCN and UNICEF T2 cadi
conducted a state level workshop
for gynecologists, pediatricians,
quality team from 75 districts.

Capacity of more than 120
participants enhanced on QI tools
for improving Maternal and
newborn health in the state.

Facility mentoring visits were done | Y kw% R
to Labor rooms and SNCUs of | T
three Aspirational Districts

_cknow




Ql -Aspirational Districts in Collaboration with NQOCN




Orientations Workshop for District Magistrates on
Quality Assurance Program 27.08.2021




Certification Process

Issue of Certificate & Incentives

-
Recommendation
for Certification

RC i

" Submission of

vf Assessment Report
>
| <

[ ol
\ *
| ) > |
Assessment by external Processing of Application and Application to Director,
Assessor appointment of assessors NHM, MoHFW, Gol

Internal Assessment and Recommendation for

. . . | men
Quality Improvement Certification State Level Assessment

& Certification




Certification Criteria

a) NQAS Certification of SNCU/NBSU, Paediatric Ward, OPD and

NRC. Facility needs to take 70%, or more in external assessment

b) Attainment of at least of 75% or more of facility-level targets

c) 80% of the parent-attendant group are either satisfied or highly

safisfied (or Equivalent score >4 on the Likert scale).



Uttar Pradesh on way of progress

e 29 District hospitals certified on NQAS

e 15 SNCUs certified

* 5 Nutrition Rehabilitation Centers certified

e 24 Labour rooms & 21 Maternity OTs certified on LaQshya

UP awarded No 1 in
NQAS certification of

District Hospitals in the
country




Target setting (3yrs)

Monitor
Set target for different

Mentoring level of HCFs for 3yrs

Identlfy National Certified
Level )
Quality 1 ——

champions DH 30 50 70
CHC/SDH 10 30 50

PHC/UPHC 10 25 40
HWC 5 10 25
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Indian Administrative Service Deputy Director
Executive Director Monitoring and Evaluation
Uttar Pradesh Technical Support Unit Uttar Pradesh Technical Support Unit
University of Manitoba University of Manitoba
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O
Agenda X

1 Nurse mentoring program

2 FRU strengthening - RRTC

3 Mentoring related program outcome

S
£

University
«Manitoba




Nurse Mentoring Program

oManitoba

O
b\ University UP.TSU
g o\ O



Uttar Pradesh Overview

O

75 Districts

820 Blocks
100K+ Villages

A

235 wmillion population

A

A\ 4

17% of indian Population
78% Rural Population

57.2 remale Literacy Rate
vs. 65.5% in India

A

26% 4 ANC visits (vs. 51% in India)

0]
68A) Institutional Delivery (vs. 79% in India)

N

0]
% 54A) PNC Visit in 48 hours (vs. 62% in India)

University
«Manitoba

5.5m Live Births
20% of India’s total

11K+ maternal Deaths/year

37% of India’s Total
5.5% of Global Total
MMR: 197 vs. 113 (India)

180K+ Newborn Deaths/Year

30% of India’s Total
6.3% of Global Total
NMR: 32 vs. 23 (India)

230K+ Infant Deaths/Year
IMR: 43 vs. 32 (India)




Growth in Nursing Institutions

India
3500

2958

3000
2500
2000
1500
1000

500
298285

II3°1°| \ =

2000 2005 2010 2015

N
g mANM EGNM ~ BSc HMSc
-

University
«Manitoba

3212

2019

968

653
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29

8

2000

UP.TSU
) O

Uttar Pradesh

114

461 (30%)

415 (14%)

3 (10%)
4

37 (5%)
29 35 28
2 4 9 ‘
Bl o 4 2 a
2005 2010 2015 2020
EANM mGNM ~ BSc m MSc

*INC Annual Report 2019| I i E i U



Uttar Pradesh Nursing Pre-service — Public vs Pvt X7

Instltutlog; Seats Eligibility

' '310 « ANM — 10+2 any subject
« GNM - 10+2 any subject
42 12 e BSc—10+2 in science

2 5... * MSc — BSc/Post-basic BSc
’ 13 ' 61 « NPM — GNM/BSc with 2 yrs in MH

Annual Production Capacity

40 14043 e« ANM — 14851
2 . _
10 52 GNM — 14656

’ ' 9 + BSc — 7830
* MSc — 809
73

193 10 Total registered with INC (2017)

'l ' >0 - ANM — 60258
Q orvate B Nurse and Midwife - 74777

>
36 75 ‘ Government UP State Medical Faculty website 2021

Universi
ﬁManimlg (o]




Pre-service training quality X7

Table 9: Percentage distribution of competent GNM and CoM faculty in public and private
sector institutions

Skills Station GMNM (2) CoMN (7} GNM(4) CoN([8) OGNM (&) CoN (15)
Mgt of 2nd stage of labor 0% 14% 0% 0% 0% 1%
AMTSL 0% 14% 0% 38% 17% 2 7%
ENBC 026 14% 0% 13% 0% 13%
MER 0% 14% 25% 25% 17 2%
Infection Prevention 0% 1% 23% 2% 179 %
Partograph Plotting 0% 14% 0% 0% 0% 1%
Creerall 026 14% 02 0% 0% %

N
@ *Jhpiego Baseline

University
«Manitoba




s
Goals and objectives LS

Objective-
e Sustain and optimize quality MNH services in district and sub district block facilities
* Improve clinical competencies of service providers and system strengthening in 10 core areas

Active
management of
third stage of
labour

Management of
4th stage of
labour and Post
natal care

Essential new
born care

Labour
monitoring

Initial
assessment

Core Areas

|6 |8

Infection Availability & Service
Referral . . . .
Control and Use of drugs . Documentation integration with
) strengthening .
BMW and supplies community

S
£

University
«Manitoba




Strategy

(- )

Quality improvement
initiative
LaQshya roll out

. J

Self Assessment by
QC members

Strengthening

Provider:
Knowledge; Skills;
Practice

quality of RMNCH
care

On site mentoring at MSL,
LR, OT, PNW and NBSU

Facility action plan Mentoring of SNs, ANMs

and EMTs

Gap closure Objective structured

clinical examination

Client:
Respectful maternal and

Facility System:
Infection prevention and

BMW; newborn care;
Documentation Grievance redressal
Referral through SUMAN

Program Monitoring

Improved documentation

Pre- referral management

&y

University Vertical Integration
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O

Mechanism for
rapid nomination of
NMs

] Nurse Mentor(In Place)
B Nurse Mentor(Vacant)

Legend

Nurse mentors status in 820 Blocks across state

Nurse Mentor - Scale up and Transition

Create pool of State
and District master
trainers

o
o
—
o —=

a4
< h
2w
2 c
v O
<t
c
>
G—

at State, Districts
and Blocks

Digital tracking of
NM performance

Mentees

performance —
OSCE and practice

3T
i




Key Interventions

‘

: < - ;cuhahor
Intrapartum care : . neona a ;‘:‘;pwal'ﬂ
care of healthy women and Ty 57"
:h‘lrlf (ba;)ir:st(;Zr\if:,w;r?;\rx!(H?frth POST NATAL CARE A ta ‘ ﬁm?;::gbabg care
¥ wggmnew om., o

P Ry

Antenatal Care

bwed0504926 Barewalls

1. HRP 1T 1. Immediate 1. Activation
|dentification & - [Mage post partum and
management 2 Labour care strengthening of
monitoring 2. Maternal and NBCC and NBSU
2. Capacity newborn
building of S AL complication 2. Care of sick
outreach ANM'’s 4 ENBC identification and small
on ANC skill : clile newborn
Management
3. PPFP
3
University
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P

LAQSHYA
Q G

1. Quality
improvement in LR
and OT

2. Infection
prevention and
BMW

3.Documentation
and reporting

O




Network of Skills lab - progress X7

~
State Skills Lab (4/4)

RINCHH | ToTs and hub for other labs

J

District Skills lab (56/75)
Mentoring DWH SNs and
Refresher trainings

Block Skills lab
(300/820)

Onsite mentoring and SBA
training for ANMs

N
e

University
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Topics of on site clinical mentoring of LR / NBSU staff

o
>
X7

Cycle 1 e Partograph,

e Documentation

e Case sheet

e Referral slip and registers

e Abdominal Examination

e PV Examination

e HB Estimation ,Urine Test

Drills :RMC

e AMTSL,ENBC ,4th Stage Monitoring
e Breastfeeding

e  FP counselling

Drills :NVD, AMTSL, ENBC

e Insertion of IV Line ,CAB Approach
e PPH ,Eclampsia

° ANCS

Drills :PPH , Eclampsia

e Use of Radiant Warmer, NBR

e KMC

Drills :Preterm Labour, BA

PPE ,Handwashing

BMW

QMEI.I. llllll o

e  Pregnancy Detection Test , EDD, Weight and BP Measurement

Preparation of 0.5% Chlorine Solution .Processing of Instruments

Emergency Triage of New Born

Use of Glucometer

Measuring Temperature of a Stable New Born Using Digital
Thermometer, Management Of Severe Hypothermia

Use of Radiant Warmer

Newborn Resuscitation (NBR), NBSU

Measuring Oxygen Saturation Using Pulse Oximeter
Oxygen Therapy In New Born

Management of A New Born with Emergency Signs
Umbilical Vein Catheterisation
Use Of Phototherapy Unit

Orientation On Breastfeeding
Management of Neonatal Seizures
Sepsis In New Born

Kangaroo Mother Care (KMC)

Technique for EBM and Katori-Spoon/Paladai Feeding

Feeding with Oro-Gastric Tube

How to Clean Self Inflating Bag

PPE ,Handwashing

Preparation of 0.5% Chlorine Solution .Processing of Instruments
BMW



Strengthening of Maternal / Newborn Referral Services through Improved communication 3

Vertical Integration (VI) Meetings Communication Channel

» Forum to discuss referral-in and referral-out
cases under the chair of CMO and CMS along
with facility leads

Pre-referral

Identify » management .

complications

Referral slip and
complication case

» Obijective is to discuss referral linkages between
BEmMONC and CEmONC facility and identify

. sheet
delays in care seeking of mother and newborn. m l
PHC/CHC Sharing o i he hioh
i i ; nformatio nform the higher
» Cases V.Vlth good practlc.es, near miss cases . . facllity/BBlambulance i advance
were discussed and Action plan prepared ‘1‘,’““"“':' - along with a picture of referral slip
cation (o)
against major area of improvement with the lower I
timeline, facility
regarding =3 e e
» It should enable the district to identify gaps in status  of 1 'I' )
. . the case -
the referral linkages and fill them month on WhatsApp
month basis DH/FRU

» Standout feature is the involvement of the
EMTs of 102/108 services in the meeting

N
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FRU strengthening- RRTC network
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Complications management competencies enhancement — RRTC model

Network of medical college faculties mentoring care providers at

FRUs

» Faculty network of 8 government medical colleges conduct training
and clinical mentoring of government doctors posted in FRU Health

facilities on managing complications of pregnancy

= TSU roles:
» Standardization of curriculum and mentoring methodology
» Facilitation of visit with FRU specific inputs
= Care providers competencies analysis based on OSCE

= Skills lab in Medical Colleges

This innovative initiative led by KGMU, Lucknow as apex training

ﬁenter

University
«Manitoba

B v sigarh

BRD MC Gorakhpur
G5YM Kanpur
IMS BHU Varanasi

’ KGMU Lucknow
- MLMN MC Prayagraj
B svicagra

UPUMS Saifai

S

3

As of 2020

Figure 1 Existing RRTC Landscape: 8 Medical Colleges in 25 HPDs




Overview of RRTC Program
Objective: Upskilling of Doctors Through Training and Mentoring Visits

UL__)

—{Induction workshop for faculty Master Trainers

—Regional Training of FRU doctors

Mentoring : A) Pre- Mentoring-facility readiness by RRTC team
B) Mentoring by faculty- facility round, one to one OSCE of doctors, Feedback sharing with CMS/MOIC
C) Post Mentoring-Compliance by facility inchage of faculty suggestion -done by RRTC team

Continuous Medical Education —Participants in the CME includes doctors who scored <70% and newly recruited
doctors posted at FRUs

—|Creation of district pool of trainers for strengthening of CHC-FRUs

RRTC: Development of RRTC Resource
Package

Support in CEmMONC/LSAS Accreditation and trainings( National/State)

N

University
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Phase-Ill-Proposed Network of 16 Medical Colleges @)

@  Medical Colleges (16)
M Govermment Institute of Medical Sciences, Noida
[ sarojini Maidu Medical College, Agra
I shri Ram Murti Smarak institute Of Medical Sciences, Bareilly
B jawaharlal Nehru Medical College, ANMU, Aligarh
[ Lala Lajpat Rai Memorial Medical College, Mearut
] maharani Laxkmi Bai Medical College, 1hansi
B institute of Medical Sciences BHU, Varanasi
B covernment Medical College & Super Facility Hospital, Azamgarh
] uttar Pradesh University of Medical Sciences, Saifai, Etawah
] Dr. Ram Manohar Lohia Institute of Medical Sciences, Lucknow
] King George's Medical University, Lucknow
Bl Baba Raghav Das Medical College, Gorakhpur
B Mahamaya Rajkiyva aAllopathic Medical College, Ambedkarnagar
B roti Lal Nehru Medical College, Allahabad
@ erA's Lucknow Medical College & Hospital
B Ganesh Shankar Vidyarthi Memaorial Medical College, Kanpur

University
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RRTC Program Methodology

RRTC

Methodology

Training Cascade on ANC, INC* and
PNC ( *C- Section Services- Pre
N operative, Intraoperative and Post
E- operative care )

University
«Manitoba

Presentation

Case Study(Brainstorming)

Demo By Faculty

)2
Post Mentoring Evaluation

o
>
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Topics to be covered for MO & Specialist during Training & Mentoring

Maternal Components for Medical Officer
Anaemia
Haemorrhage (APH& PPH)
Hypertensive disorder(HDP)
Use of Partograph
Shock
Blood Transfusion

Post Natal Care- Care of Mother till 48 hrs after delivery, post natal
complications of mother, post partum counselling

New Born Component for Medical Officer
Essential New-born Care
New-born Resuscitation
Post partum care of new-born
Pre-term and LBW baby
New Born Component for Specialists ( Paediatricians)
Essential New-born Care
New-born Resuscitation
Post partum care of new-born
Pre-term and LBW baby

Specialist Topic

Maternal Component (OBGY)
Anaemia
Haemorrhage (APH& PPH)
Hypertensive disorder(HDP)
Use of Partograph
Breech & Shoulder dystocia
Cord prolapse & foetal distress
Twin

PROM & Pre term

Prolonged/Obstructed Labour/Induction of Lab

Assisted Vaginal Delivery( forceps & ventouse)
Shock
Caesarean Delivery

Post Natal Care -Care of Mother till 48 hrs after delivery, post natal
complications of mother, post partum counselling

Blood Transfusion




Mentoring related Program outcome
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2
Improvement in competency of staff (2019-20) X7

N=1127

100
l
L

80

60

40

Percentage Score

20
00 00

o —L — — —— —

EMBC Breastfeeding Radiant warmer Mewborn resuscitation KMC

[T ] Baseline [T Endline

N
e
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The OSCE data on few key newborn care skills between 2019-20, shows substantial improvement in the skills of the staff nurses




Key Improvements in select BEmONC practices in public facilities

o
>
N

Initial assessment

83.9

28.3

1

2014 2016 2019
Any initial Assessment was done

Initial Assessment - Temp., B.P., Pulse, Respiratory

91.5
66.4
46
2014 ‘ 2016 ‘ 2019
Abdominal delivery
=
University Source: XMLE evaluation

«Manitoba

AMTSL o
75.9
56.6
49.2
31.6
1 I
2014 2016 2019 2014 2016 2019
Oxytocin administered as per protocol AMTSL, all three steps done
Essential newborn care including EIBF
95.6 88.4 on e 975
/’ 78 -
53 / 42
2014 ‘ 2016 ‘ 2019 2014 ‘ 2016 ‘ 2019 2014 ‘ 2016 ‘ 2019

Clamp the cord Breastfeeding initiated Newborn weighed as per protocol




=
Knowledge/skill and clinical practices: Shift from RFS-3 to RFS-4 , 25 HPDs X2

RFS-3 RFS-4

90

2 80
8
o

€ 70
o

g 604
=
@]

= 50
>
ok}

2 404
2

T 304
Q
o

E 20-
&

10

U —

1 T T T | I | I | I T | T I I I T 1
0 10 20 30 40 50 60 70 80 90 100 0 10 20 30 40 50 60 70 80 90 100
Composite Index of Skill/lKnowledge Composite index of Skill/Knowledge
© TSU NM Facility ® NHM-1 NM Facility © NHM-2 NM Facility
© Optimization ~ © NHM-1 NHM-2 NHM-3
>
University Composite index is calculated based on 8 knowledge/skill and 9 practice indicators
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Uttar Pradesh Technical Support Unit

India Health Action Trust
404, 4t Floor Ratan Square

No 20A, Vidhan Sabha Marg,
Lucknow, 226001

Uttar Pradesh, India

@ +91-522-4922350 /4931777
® www.ihat.in
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UTTAR PRADESH
TECHNICAL SUPPORT UNIT

Uttar Pradesh’s Data systems and Data Use Mechanism
NEW BORN AND CHILD HEALTH

oManitoba
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=
Agenda X7

1 Background

1 Uttar Pradesh’s Key Health Data Systems: New-born Child Health

2 Data Use Mechanism for Decision Making

3 Key insights from

S
£
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=
Goal and objectives X0

The goal is to enhance the use of data for decision making

{ HMIS

= Strengthen the availability, accessibility and \ |
quality of government data system | Survey \UPHM.S
= Increase the use of data to promote data | ey DataSystem
driven review of health system for problem | \
solving by gap analysis and prioritization \DVDMS B \ RCH
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Key Platforms and Interventions for improving newborn and child health e

Villages

SCs
PHCs

| / _pom \ Human resource
Drugs

@ @ Equipment's
== Infrastructure

Finance & Incentives

ASHAs

ANM/ Staff nurse/ Doctor

* Behaviour and service provision » Skill, practice and quality * Human resource
* FLW visits * Essential new born care e Training
* Home based new born care * Identification of new-born e |Infrastructure

e\ /2

Identification and referral for new-
born complications and childhood
diseases

Tracking of LBW baby
Immunization

Identification and referral of severe
malnourishment

Counselling for appropriate
behaviour

complications

Management of New born
complications

Treatment at NBSU/ SNCU
Immunization

Management of severe acute
malnourishment through NRC
Treatment for ARI and Diarrhoea
Treatment for PSBI/other infections

Drugs and equipment

IIIF!T:
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Data System is aligned to track and monitor newborn and child health Q%

wv

[J]

oo

o

=
Human resource
Drugs
Equipment's
Infrastructure
Finance & Incentives

<

5 |

< | ANM/ Staff nurse/ Doctor

* TSU/GoUP surveys * Health Management Information System * Manav Sampada: Human resource
Community Behaviour Tracking (HMIS): Services provided to children such as management portal of UP government
Surveys(CBTS): captures various community immunization, HBNC, essential new born care,

; i ; treatment of ARI and Diarrhoea. It also captures .
level behaviours regarding child outcomes like low birth weight, still birthspchildhood * DVDMS: Captures supply chain of drugs and
Rapid A men rvey (RAS): C r ’ ’ :
apid Assessment Survey (RAS): Captures diseases, neonatal and infant death vaccines

immunization in the community
*  UP-HMIS: UPHMIS captures additional data on new

born complication identification and management * BCPM-MIS: Tracks incentive payments to

* GOl survey (NFHS): Provides district level

estimates for key coverage indicators ASHAs across the state.
s | s I * Sick New-born Care Unit (SNCU) portal :
. ample Registration System: Neonata P . . -
P . g ! V' . SNCQ tracks admission and outcomgs of new-born e  HMIS-infrastructure report: This is a
mortality and infant mortality at the state admitted for management of complications ) ) .
level section of HMIS which captures the available
< * Program monitoring data: HBNC and VHND . Rolllpg facility survey (BFS): Kr\owledge, skill and infrastructure at the health facilities in the
> practise of health care service provider state

%y  monitoring

University
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Monitoring systems to help decision making
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Key principals

Integrated data system

* Multi-layered analysis to identify the gaps and appropriate decision-making

Looking beyond the routine monitoring data for more evidence

* Community Surveys
* Facility quality assessments

Data triangulation and synthesis

N
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Integrated Data system: Opportunities to link service uptake with service provisioning Q%

Rountine l'.i‘\
Monitoring Syst ~
—
Drugs and Logistics

(DVDMS
Warehouse & Facility)

HR details
(Manav Sampada)

(2
>

NN
UP K Swasthya Kendra mg=
(Facility Layer Application)
Facility Details
(Location, services, —— Facility
population an &Sk | Features

coverage)

S
£
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Multilayered analysis to identify the gaps and help decision-making O

STATE LEVEL

Identification of Poor performing
districts by indicator

INDICATOR BREAKUP FOR
AGRA

By Indicator

ALL INDICATORS UP AVG BEST PERF. MONTHLY

PW Received 4 Or More ANC 5323
With Hb Testing

Instiutional Delivery Rate ----
Csection Delivery Rate ----

35.25

46.32

Still Birth Ratio Rate

Post-Partumn Checkup Within
48 Hours

Fatlo Of Pentavalent 3 To BCG ----

50.02

37.75

Full Immunization

54.05

Poor performing districts notified

SN
%

University
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DISTRICT LEVEL

Identification of Poor performing

block by indicator

Sitapur- Block wise rank (August 17 - January 18)

District Sitapur- Block wise map as per rank (August 17 - January 18)

Factors identified for poor performance
and action plan prepared

ASHA BP Hb Uristix ‘Weighin IFA VHND VHND AAA

Available  apparatus instrument (%) g Availability Planned held Meeting
against (%) (%) machine (%) against against held
(%)

ideal (%) ideal (%) ideal (%)

Bhabni(14) 73 75 86 86 88 94 96 84

Chatra(15) 80 88 93 o HE 104 13
s

Chopen(28)

Dudhi(16) (&> 52 74 [
Ghorahawal(28 88 72 101 100
Myoerpur(25) 76 o [
raverizanice) HEE - EEEEEE - EEE - R

[l Loss chan 80% for process (Session plan, held) Il Lcss chan 70% for availability of HR. equipment and drugs

BLOCK LEVEL

Identification of poor performing

SC/Facility

Identification of low performing SCs

SC wise distribution- % of pregnant women received 4 or more ANC against estimated PW

Bhabni(14) Chatra(15)

Factors identified by SC area for poor

performance in discussion with FLWs

MolC/BPM discuss factors (both quantitative
and qualitative) contributing to poor
performance in ANM review meetings



https://uphealthdashboard.in/login?next=/

=
Results: District Program Officials have taken 177 data based decisions 2.5 Years 7

Domain wise decisions, April-2019-Dec-2021
(n=1025)

New-born and

child care
/ 17% UPHMIS based Decision tracker has been
established to track the decisions
1/5t of the total decisions were related
child health care
Others

Family Planning

15% 14%

ASHA Incentive

Communicable 4%
5‘ Data4c(|)/uality_/ dls;;ses
"@ ’ ° Decisions related to new-born & child care includes HBNC,
University  goyrce: UPHMIS Decision Tracker immunization, facility based new-born care

«Manitoba
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Case Study: Increase in Home based new born care (HBNC) visits in Farrukhabad district (1/2) X0

100 ... 89 93
A. Identification of low performing Indicator and geography 80 5567
: - : . 40
% of NBs received HBNC visit was lowest in Farrukhabad in 50 I I I I I

Kanpur Division and significantly lower than Uttar Pradesh’s 0

value during Apr-Jun 2020 Eige & 5 35 2 £ &

gi s 2 £ § 5 &

= - 5 ~ 0 < 5

e o o

@ < c

= g g

B. Gap Analysis to identify the reason of poor performance ™

* 3 blocks out of 7 were performing lower than the district average
* 30% ASHA did not have complete HBNC drug kit for HBNC visit while only one-third are using HBNC checklist during visit
e Variation among Payout to ASHA for HBNC and HBNCs reported

Block wise status-% of NB received HBNC visit

Average Annual % of ASHAs having % of HBNC visit form

100 NB load per ASHA  complete HBNC drug kit  submitted against live birth

S

80

w
(o)

82
59 61 63
60 i
40 i 34 > Kayamganj
20 | 4 l I I
0 = - . - Rajepur
PR 5 = S = = 5 8
PS = a0 3 0 &b o 3
P2 = £ = e < 8 > Shamshabad
v ® e Py © 2 g-c
2 >~ 2 < I
q = 2 District 31 70% 34
%

Universi .
“_fManimg Source: HMIS/UPHMIS



O
Case Study: Increase in Home based new born care (HBNC) visits in Farrukhabad district (2/2) i@@

C. Action Planned

Action Plan /&Td T
(Based on District and Block Ranking/fSemaia vd aiie witg 1 & R W)
Date of Meeting/ Hifen &t G11$:09/07/2020

CMO has released the action plan with clear responsibility and

timeline to concern officials I T vz e
> CMSD Store was instructed to supply HBNC Kit to ASHAs i | e T > P R e
without having functional kit b o R
» BCPM will take only ANM signed Vouchers and will release the
payment to ASHA without any delay s [N S e & [or072020
e I ) B L L
D. Action Taken (Implementation) vt Skl S N
s HBNC is more than forms | are 1o be paid which 18| s
«  CMSD Store supplied HBNC kits to the lagging blocks B |
*  Weekly status of HBNC form submitted was shared with DCPM and only .
those vouchers which signed by ANM were processed s,
E. Result

Percentage of live births received complete HBNC visits increased from 35% in Apr-Jun quarter, 2020-21 to 82% in Jan-March quarter, 2020-21

% live births received complete HBNC visit

100
75 et e .
50 .............. gereerererert 84 82
@-cceeonsennnenoaneenneoetTIt
55
25 .
0
?2 Aprjun, 2020-21 Jul-Sep, 2020-21 Oct-Dec, 2020-21 Jan-Mar, 2020-21
University Source: UPHMIS Decision Tracker
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O
New Born Stabilization Units (NBSU) — Admission profile X0

* NBSU is a ‘newborn care unit within close proximity of the maternity ward where sick & small new-born can be cared
for a period of short duration’.

» There are 310 NBSUs in the state. Out of these 184 NBSUs are functional.

Admission profile o .
% distribution of admissions by cause

HIE/Birth Asphyxia . 5.7
Total Admission 4837
Others IINNNEGEGEGE 14.4
Inborn 92.5%
Prematurity | 10.5
Outborn 7.5%
Respiratory distress syndrome [ I 8.8
Outborn Facility Referred 25.9% _
Hypothermia I 8.5
H 0,
Community Referred 8.0% Meconium Aspiration syndrome [l 6.4
Male 57.0% Juandice 1M 3.7
Female 43.0% Other causes: Respiratory Distress [l 2.2
Gestation (<34 Weeks) 6.0% Sepsis/Pneumonia/Meningitis Il 1.9
Low Birth Weight (<2500 gm) 48.0% Major Congenital malformation W 1.6
Hypoglycemia | 0.2
S
@ Note: Data Source: UPHMIS (6 months data)

University * issi
~Manitoba 115 cases are missing for outcome status




O
NBSU performance X7

DURATION OF STAY MANAGEMENT

Total =1 Day 13 Days 4-6 Days s=yDays  Average Length of Stay (Days) Phototherapy Usage (%) Antibiotics Usage (1) Oxygen Usage (%)
4569 2800 (B1%) 1591 (35%) 163 (4%) 10 (0%) 2.0 227 (126%) 1902 (41.8%) 2246 (87%)

Top 5 Fadility: Discharged Status of Bottom 5 Facility (Referral, LAMA, Admission)
BED STATUS HIGH BED OCCUPANCY RATE
100 250

Bed Status Facilities Reported Isara (PRAY) | SR 35,1 %0 B o
o= Sadabad (HATH) - NN 146.9

Total Beds Bindk [ FATE) M 2 4 80 200
Average Beds 2.3 Fihani {(HARD)  [ININIMMIII0I 555 . , 70
Shamli [SHAM)  mmmmmmmm———" 52 %
Bed Occupancy Rate (Mean) 6.7 . &0 150
Sasni (HATH] - I $4.1 Sahawal (AYOD)  |mmmmmmmm——m"mm, 502 -
MEAN BED OCCUPANCY RATE Mooratganj (KAUS) NN 54-3 Sormon (PRAY) [N 225 a0 100
52
N Khataul (MUZA) (N0 45.5 B4085.083.030.05209%.05.0 A
0.0 3 50
45.0 00 500 1000 1500 2000 10 = . |:|n
40.0 om 5 Fadility: Dischar E w
Bottom 5 Fadility: Discharged 0 __ 0
. LOW BED OCCUPANCY RATE 7 2 i/ &
e Madawara [LALI) [ - 28,5 7 : = :f-_' "
50 Shivarampur (CHIT} [N &1 . Z K] fi E
- Gola (LAKH) | 149 a : I e
52 Shamli (SHAM) NI 5.5 Pihani (HARD) I 123 -4 /3
- - Tundla (FIRO) I 5.5 Bilariyagani (AZAM] | 0.0 === Referml LF.M{}.I g Al iS50
5.0 Manikpur (CHIT) I 4.8 Tundia [FIRO} | 0.0 f
[a X
Jafz1 Feb'21 Mar'z Apf'n May'n Jun'n Totd D'WH (FATH) [ 3.3 5
00 00 200 300 *a) ‘No Qutcoms” records were available for both the fucilities (Biliuwrgen & Tiudle)
g O g BOR-2 0.0 0 4.0 6.0 20 () More than 60 cases of LAMA reported in GOLA for Jan 2 o Jun 21
EE
University
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Facility-based Rolling Facility Survey (RFS)

' -
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RFS Plus: Approach (Flow diagram)

[ )
Consent —— T >
obtained
aea |
Hospital
_ _ Screening of women* and new-born
Registration and consent ‘
Service Providers . § > I
- : . . . S
(Stafisnr;:; AM';'B'\Q/S ')"gdlca] Ic?fflcerS/ : Delivery Observation and Pre-referral management 3
Eetl : (including complications) g
. y | 1 s
T : 3
4 Delivery Maternal complication Newborn < 29 daya -§
: 5 >
! EEEEE® g \
;:’: DeIive equipmen)t'
: c ) o
] £ O Infrastructure
: : = Operation Theatre
SsmmmsmEmEEE®m smmmmn ﬂ Referral & Dlscharge ) pSNCU/NBSU
. Laborato
ﬂ Knowledge and Skills 1 ! v /
@ [] Tracking all eligible arrivals @ e
n Telephonic follow-up a
TSN Exclusion: Not
1@ *ANC period - Gestation age 224 weeks and in-labour; eligible for the study
University PNC period — Post delivery <42 days for woman, and <29 days for new-born

«Manitoba



Essential New-born Care in 25 High Priority Districts

Clamped the cord as per protocol
90

80

Cut the cord using new

E
All components of ENC performed blade/sterile scissor

Recorded the weight correctly Provided skin to skin care

Supported initiation of

Weighed the newborn breastfeeding

5 —RFS 2015 (N=502) RFS 2017 (N=757) =—=RFS 2019 (N=661)
>

%

University Source: Rolling Facility Survey, RFS
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|dentification & Management of New-born Complication X0

Around one fifth newborn identified Around 3% of newborn with complication
with complication died at facility
Total newborn — 4245 5.1 0245

50.0 3.2 E Ll :

40.0

30.0 23.9

20.0 15.0 67.9 74.1

Any newborn 10.0 10.7 48.6
complication - 1014(24%) . 2.4 0.2
0.0 _— — . . . .
fotal - Birth  Preterm  “LBW — Birth Overall (n=1003) DH(n=762) CHC-FRU (n=241)
(n=1014) Asphyxia (n=102) (n=635) Anomaly O Discharge O Left the facility- healthy
(n=454) B Referred out B Died
Management initiated — 576 (57%) _ New-born 0 Birth Pre-
Complication Death % asphyxia LBW term
Birth asphyxia 22 o9 Birth asphyxia is
leading cause of
Birth asphyxia + birth anomalies 1 3 & h
Birth asphyxia+preterm 1 3 newborn deat
Birth asphyxia+LBW 4 11 81% 22% 14%
Birth asphyxia+LBW+ preterm 2 5
LBW+preterm 2 5
L No complication 5 14
University Source: RFS+, 2021
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O
Understanding coverage and quality gaps: Birth Asphyxia Management ( n=454) e

By and large timely
Newborn Newborn Newborn provifior'r of B&M/ post

identified / who received ventilation may avert

identified as a large number of

Expected as T #Facility initial steps & death (18) and all in
Birth "'t. readiness bag & mask DH
asphyxia asphyé(la by was initiated
10.7% provider at .
( 6) facility among Service as per Newborn
newborn protocols shifted to
who required SNCU/NBSU Survived
13 66 |
Target population Service contact coverage Facility readiness Crude coverage Quality adjusted User adherence adjusted  Outcome adjusted
coverage coverage coverage

\
% Expected Prevalence of birth asphyxia - 10.7% source: https://www.jdrntruhs.org/temp/JNTRUnivHealthSci74245-2443802 064718.pdf;
Motepalli et al, 2021-RFS+ also observed 10.7%; # HR — (Pediatrician/ MO - NSSK/NBR) & NBCC & Bag & Mask (0,1 size)/ **Bag & Mask within one minute who were not cried, PVR who were

Uﬁ;‘;ﬁl&i’i‘g not breathing well & all initial steps among who were cried and breathing well . also includes shifted to SNCU/NBSU or referred out



https://www.jdrntruhs.org/temp/JNTRUnivHealthSci74245-2443802_064718.pdf

s
Duration of facility stay after delivery, 25 HPDs, 2018, CBTS X7

e Overall, the average duration of stay at facility is 15.5 hours (median=7 hours) among normal deliveries

Average duration of stay (hours) at
facility by place of delivery

100 - 45 -
12 hours 24/hours
90 40 H
80 e DH, 37
% \ 35 .
% 70
> 30 -
5 907 CHC-FRU
T . 25 A i Private,
o 50 Median N 18 15
o i
-'GC—; 40 4 \
S 30 \ B CHC/PHC,
o 13
N \ 0 -
10 4 g& 5 SC, 6
0 0 -
| | | | | | | | | | |
0 5 10 15 20 25 30 35 40 45 50
Time stayed in facility (in hours) * Size depicts % deliveries conducted,
DH CHC-FRU CHC/PHC N=6389
Subcenter Private
SN L .
?@ e Ljve births are considered here
University e (C-section deliveries are excluded Source: CBTS-6
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Duration of stay by complication cases, RFS+ X0

Maternal Newborn
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HBNC visits by place of delivery X7

HBNC visit by ASHA during neonatal period and Services dispensed during HBNC visits
. c, -
place of delivery B
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10 22 B HBNC visit in first 24 hours of ;
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0
. . B Weight monitored [ Temperature measured Advised to keep child wrapped
Overall Public Private Home [T Breathing checked [ Breastfeeding checked @ Signs of lethargy observed
1 Weak crying observed Mother's feeding discussed
Place of delivery

N
% Source: CBTS, 2018

yﬁ;‘;gr[gi,g Note:* Only 25 blocks depicted under home-deliveries wherein at least 30 responses were reported in the current sample.
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Thank You
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Connect with the us

Engage with the co-chairs:

* Anne: adetjen@unicef.org

* Patty: pjodrey@usaid.gov

e Peter: pwaiswa(@musph.ac.ug

Subgroup information, recordings and presentations from previous meetings and webinars are available
on the subgroup page of the Child Health Task Force website:
www.childhealthtaskforce.org/subgroups/qoc

*The recording and presentations from this webinar will be available on this page in a couple days

Suggest subgroup activities here: http://bit.ly/QoCworkingdoc

Join the Child Health Task Force here: https://bit.ly/joinchtf & follow us on LinkedIn:
www.linkedin.com/company/child-health-task-force




The Child Health Task Force is managed by JSI Research & Training
Institute, Inc. through the USAID Advancing Nutrition project and funded
by USAID and the Bill & Melinda Gates Foundation.

This presentation was made possible by the generous support of the
American people through the United States Agency for International
Development (USAID), under the terms of the Contract
7200AA18C00070 awarded to JSI Research & Training Institute, Inc. The
contents are the responsibility of JSI and do not necessarily reflect the
views of USAID or the U.S. Government.
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