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The views expressed in this report are those of the participants of the Workshop on Validation of Early 

Essential Newborn Care Progress and do not necessarily reflect the policies of the World Health 

Organization.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This report has been prepared by the World Health Organization Regional Office for the Western Pacific 

for those who participated in the Workshop on Validation of Early Essential Newborn Care Progress, 

Manila, Philippines, from 12 to 13 August 2015.  



CONTENTS 

 

1.  INTRODUCTION .......................................................................................................................... 1 

1.1  Background ................................................................................................................................... 1 

1.2  Meeting objectives ........................................................................................................................ 1 

1.3  Meeting organization .................................................................................................................... 2 

 

2.  PROCEEDINGS ......................................................................................................................................... 2 

2.1  Opening remarks .......................................................................................................................... 2 

2.2  Methods ........................................................................................................................................ 2 

2.3  Summary of findings: review of country data .............................................................................. 3 

2.4  Summary of findings: review of indicators .................................................................................. 8 

2.4.1  Early Essential Newborn Care Monitoring and Evaluation Framework 2014–2020 .......... 8 

2.4.2  WHO indicators for tracking implementation of the EENC regional action plan ............ 12 

 

3.  CONCLUSIONS AND RECOMMENDATIONS .............................................................................. 15 

3.1  Conclusions ................................................................................................................................ 15 

3.2  Recommendations ...................................................................................................................... 16 

 

ANNEXES ...................................................................................................................................................... 17 

Annex 1. List of participants ............................................................................................................. 17 

Annex 2. Timetable ........................................................................................................................... 19 

Annex 3. Data tables ......................................................................................................................... 20 

Annex 4. Country reports .................................................................................................................. 24 

Cambodia .................................................................................................................................... 24 

China ........................................................................................................................................... 36 

The Lao People's Democratic Republic ...................................................................................... 46 

Mongolia ..................................................................................................................................... 58 

Papua New Guinea ...................................................................................................................... 69 

Philippines ................................................................................................................................... 80 

Solomon Islands .......................................................................................................................... 91 

Viet Nam ................................................................................................................................... 102 

 

 
 

 

 

 

 

 

Keywords: Infant, Newborn / Infant welfare / Regional health planning 

 

 



  



 
SUMMARY 

 

Since endorsement of the Action Plan for Healthy Newborn Infants in the Western Pacific Region  

(2014–2020) in 2013, eight Member States have introduced early essential newborn care (EENC) and 

have shown significant progress in developing and implementing national newborn health plans. There is 

a need for an independent review and validation of regional and country progress with EENC 

implementation. The Workshop on Validation of Early Essential Newborn Care Progress was held in 

Manila, Philippines, from 12 to 13 August 2015, during which a group of independent experts reviewed 

and validated country and regional EENC data.  

The objectives of the validation workshop, organized by the WHO Regional Office for the Western 

Pacific, were to:  

1) review and validate EENC progress data submitted by eight countries; 

2) develop recommendations for countries on improving indicators and information use for EENC; 

and 

3) review and validate WHO regional progress in supporting EENC introduction and scale up. 

The workshop was conducted through detailed reviews of EENC monitoring and evaluation data by 

independent experts in three areas: 1) country EENC data; 2) EENC indicators; and 3) regional WHO 

indicators. Proceedings included presentations, group work and plenary discussions. 

 

The principal conclusions of the workshop were: 

 

1) All priority countries in the Region (Cambodia, China, the Lao People's Democratic Republic, 

Mongolia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam) have begun the 

introduction and scale up of EENC and all countries submitted data for review. 

 

2) Validation of EENC monitoring and evaluation data is essential for tracking progress and 

supporting implementation. 

 

3) Five of eight countries have achieved core programme readiness benchmarks (national action 

plan on EENCdeveloped and costed), have a functional EENC technical working group and a 

staff person responsible for EENC in the Ministry of Health, have funded one-year 

implementation plans and adapted standard clinical guidelines for EENC.  

 

4) Scale up of EENC has begun in all countries, with seven countries beginning EENC coaching,  

hospital quality improvement, and monitoring and evaluation. EENC coaching has started in 

more than half of the facilities in three countries (Cambodia, Mongolia and the Philippines). The 

review revealed a wide range of performance of clinical EENC practice, with key practices 

(proportion of women and babies receiving uninterrupted early skin-to-skin contact, and early and 

exclusive breastfeeding) not yet reaching 50% in most countries. Facility support for EENC (e.g. 

essential medicines and commodities) show a higher coverage. 

 

5) Hospital impact measures are reported by seven countries, but are not yet incorporated into 

routine systems in any country. Only a small fraction of hospitals in countries are reporting 

hospital data, and these hospitals required extensive external support. Hospital data from most 

countries show numerous gaps and inconsistencies.  

 

6) All countries routinely track population coverage and impact measures for newborn health.  



7) Indicators of immediate newborn care (skin-to-skin contact, immediate drying and cord care 

practices) are often not included in national and subnational population-based surveys. 

 

8) Incomplete data and data inconsistencies are most commonly noted for indicators of EENC  

implementation and hospital impact, which require new data collection methods. Most indicators 

in the Early Essential Newborn Care Monitoring and Evaluation Framework 2014–2020 are 

accurate, precise, measureable and programmatically relevant for EENC. Most countries have not 

yet  set targets for key indicators. 

 

9) Regional support for EENC is acknowledged, with many activities in the Action Plan for Healthy 

Newborn Infants in the Western Pacific Region (2014–2020) initiated or completed. Definitions 

and programmatic relevance of some indicators for tracking regional progress with EENC are not 

clear. 

 

Recommendations  

 

Member States may consider: 

 

1) Updating EENC monitoring and evaluation data for the Member States Meeting on Accelerating 

Progress in Early Essential Newborn Care, 21 to 25 September 2015, Tokyo, Japan.  

 

2) Standardizing hospital indicators and incorporating them into routine hospital reporting systems. 

 

3) Conducting annual EENC Implementation Reviews and using data for planning and tracking  

progress. 

 

4) Presenting final country data at the Member States meeting in September 2015, and using country 

data to review programme successes and areas needing attention, and to plan priorities for further 

scale up and financing. 

 

WHO Regional Office for the Western Pacific is requested to:  

 

1) Send country reports of the validation to EENC teams in order to clarify data gaps and 

inconsistencies as soon as feasible. 

 

2) Revise and remove indicators in the Early Essential Newborn Care Monitoring and Evaluation 

Framework 2014–2020 and the Action Plan for Healthy Newborn Infants in the Western Pacific 

Region (2014–2020), as proposed by the expert validators. 

 

3) Support Member States to institutionalize monitoring and evaluation for EENC, including 

ensuring that Demographic Health Surveys (DHS) and Multiple Indicator Cluster Surveys 

(MICS) include measures of immediate newborn care practices; to develop and strengthen routine 

annual EENC Implementation Reviews and the use of the data for monitoring and planning; and 

to develop systems for collecting, analysing and using hospital impact data. 

 

4) Make EENC data validations followed by Member States meetings a routine process (e.g. 

biennial). 

 

5) Finalize and widely disseminate a regional report on the EENC validation workshop and the 

Member States meeting to document progress and encourage wider adoption of the approach. 
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1. INTRODUCTION 

A newborn infant – an infant between birth and 1 month of age – dies approximately every two minutes 

in the Western Pacific Region. Some 1 630 000 newborns die each year, representing half of all deaths in 

children under 5 years. Newborn deaths are concentrated in the first three days of life and are often 

preventable. Simple low-cost practices are available to save at least 50 000 newborn lives each year, but 

they are not reaching babies in need.  

 

In response to the challenge of continued high rates of newborn mortality, the WHO Regional Office for 

the Western Pacific led the development of the Action Plan for Healthy Newborn Infants in the Western 

Pacific Region (2014–2020).
1,2

 The action plan outlines an approach for implementing and scaling up an 

early essential newborn care (EENC) package of interventions by improving the quality and reach of key 

newborn services and increasing demand for these services. EENC is delivered to mothers and newborns 

between delivery and the third day after birth. EENC interventions are simple and low cost and have been 

demonstrated to be effective in preventing newborn deaths from the most common causes. In addition, 

EENC promotes the cessation of outdated, harmful or ineffective practices that are still widespread. At 

the sixty-fourth session of the WHO Regional Committee for the Western Pacific in October 2013, 

Member States noted the Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014–

2020) and recognized the need to take steps to change current practices to save newborn lives and prevent 

illness.
3

 

 

1.1 Background 
 

Implementation of EENC has begun in the seven countries with the highest rates of newborn mortality 

(Cambodia, the Lao People's Democratic Republic, Mongolia, Papua New Guinea, the Philippines, 

Solomon Islands and Viet Nam) and in the country with the highest number of newborn deaths (China). 

Planning and implementation – using WHO policy and planning guidelines, as well as EENC coaching 

and health facility strengthening methods – has begun in Cambodia, the Lao People's Democratic 

Republic, Mongolia, the Philippines, Papua New Guinea, Solomon Islands and Viet Nam. The regional 

Early Essential Newborn Care Monitoring and Evaluation Framework 2014–2020 has been developed in 

consultation with countries and experts, and implementing countries have begun tracking progress using 

this framework.  

 

This workshop provided an opportunity to review EENC implementation data from countries, to validate 

the quality of the data, and to identify how to improve indicators, data collection and information use for 

EENC. 

 

1.2 Meeting objectives 

 
The objectives of the validation workshop were to:  

 

1) review and validate EENC progress data submitted by eight countries; 

                                                 
1

 WHO. Consultation on the draft Regional Action Plan for Healthy Newborns in the Western Pacific 2014–2018. Manila 

Philippines, 18–20 March 2013. 15 April 2013. Manila: WHO Regional Office of the Western Pacific. 
2

 Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014–2020). WHO: Regional Office of the Western 

Pacific, 2014 
3

 Early Essential Newborn Care: Clinical practice pocket guide. WHO. Regional Office of the Western Pacific, 2014 
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2) develop recommendations for countries on improving indicators and information use for EENC; 

and 

3) review and validate WHO regional progress in supporting EENC introduction and scale up. 

1.3 Meeting organization 

Four independent experts from Japan, the Philippines, the United States of America and Viet Nam 

representing the fields of midwifery, obstetrics, gynaecology and neonatology formed the Independent 

Review Group responsible for conducting the validation. Resource persons included a maternal and child 

health consultant to WHO and two programme officers from the Reproductive, Maternal, Newborn, Child 

and Adolescent Health unit in the Division of NCD and Health through the Life-Course at the WHO 

Regional Office for the Western Pacific. The list of participants is available at Annex 1. The meeting 

agenda is available at Annex 2. 

2. PROCEEDINGS 

2.1 Opening remarks 

Participants were welcomed by Dr Howard Sobel, Coordinator of the Reproductive, Maternal, Newborn, 

Child and Adolescent Health unit. In his opening presentation, he said the independent review of EENC 

progress is the first review of its kind and a landmark in the introduction of the approach in maternal and 

child health. Regular validation of country data is essential to tracking progress and ensuring that data and 

methods used are valid and reliable. He expressed his hope that independent reviews of country data, 

followed by meetings with Member States to discuss progress and actions needed for further scale up, 

would be conducted biennially. Following participant introductions, Dr Maria Asuncion Silvestre, 

neonatologist and public health specialist, was elected chairperson of the meeting.  

 
2.2 Methods 

The workshop was conducted through small-group reviews of country data and EENC indicators.  

Reviews of country data 

In advance of the workshop, countries independently provided EENC data based on the Early Essential 

Newborn Care Monitoring and Evaluation Framework 2014–2020. The framework tracks key inputs, 

outputs, outcomes and impact measures in five tables: scale-up readiness benchmarks; implementation 

indicators for roll-out of EENC; hospital impact indicators; population coverage indicators; and impact 

indicators. In addition, each country was asked to provide supporting documentation for all indicators.  

For the review, indicators of each country were summarized in Excel spreadsheets, which allowed the 

reviewers to score each indicator according to whether data were available, the source of data, and 

whether data could be independently validated using available documentation. The Independent Review 

Group divided into pairs, with each pair reviewing four countries. The reviewers from two countries 

under review (the Philippines and Viet Nam) reviewed third-country data only. For surveys, data provided 

in summary reports and tabulations were considered adequate for validation purposes; primary data 

review and recalculation of indicators were not conducted. Pairs reviewed and discussed each indicator 

until a consensus was reached on the current status of data availability and validation. Resource persons 

provided clarifications on country data and context, when necessary. A summary of findings for each 
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indicator domain was completed by the review team, along with a summary of main issues, problems or 

questions. All reviews were completed on the morning of the second day. 

Indicator review 

Using the same method, reviewers assessed all indicators in the Early Essential Newborn Care 

Monitoring and Evaluation Framework 2014–2020 and the Action Plan for Healthy Newborn Infants in 

the Western Pacific Region (2014–2020), focusing on indicators tracking WHO actions to support EENC. 

Each indicator was assessed on five criteria:  

1) Accuracy: measures the technical area of interest;  

2) Precision: operationally defined in clear terms;  

3) Measurability: quantifiable using available tools and methods;  

4) Timeliness: can be measured at intervals that are relevant for monitoring; and 

5) Programme importance: linked to implementation of EENC. 

Reviewers identified indicators that needed modification and made comments as needed. Final indicator 

reviews were discussed in the plenary session at the end of the second day, and a consensus reached on 

the status of all indicators.  

Conclusions and recommendations 

At the end of the second day, final conclusions and recommendations were developed and reviewed by 

the group, and next steps were agreed upon. Reviewers provided final clarifications and reviewed 

additional questions in the week following the workshop to develop reports on the validation of EENC 

data for each country (Annex 4). 

2.3 Summary of findings: review of country data 

EENC scale-up readiness benchmarks 

The status of EENC scale-up readiness benchmarks are summarized in Table 1 and Annex 3 (data tables). 

Countries had data available for 95% of benchmarks. Three countries did not have data available for 

Benchmark 10 – proportion of EENC interventions included in pre-service curricula. Eighty per cent of 

all benchmarks were validated. Benchmarks most often not validated were the presence of a functional 

stakeholder group and mechanisms to ensure that professional associations are supporting EENC 

implementation.  

 

Main findings: 

 

• The majority of countries (7/8) had completed a newborn situation analysis and a detailed 12-month 

plan, and over half (5/8) had a functional EENC technical working group and staff person allocated to 

be responsible for EENC in the Ministry of Health. Half of countries (4/8) conducted annual EENC 

programme reviews. Less than 50% of countries (3/8) had adopted a five-year National EENC action 

plan, established a stakeholder group to support EENC, and developed mechanisms for professional 

association engagement. Only one of eight countries had adapted, translated and produced the Early 

Essential Newborn Care: Clinical practice pocket guide for local use (the Philippines), although five 

countries have the process under way and in several cases are nearing completion (Cambodia, the Lao 

People's Democratic Republic, Mongolia, Papua New Guinea and Viet Nam). 

 

• No data were available from three countries on the proportion of EENC interventions incorporated 

into pre-service curricula. For the five countries reporting data, the proportion of EENC interventions 
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Across all eight countries, at least 5039 delivery and newborn care staff in national, regional 

and provincial, first-level referral and primary health facilities have been coached in EENC.  

in pre-service curricula ranged from 62–92% for medical curricula, 39–62% for nursing and 39–96% 

for midwifery.  

 

Table 1. Summary of the availability of EENC indicator data and validation status by country, 

August 2015 

Note: KHM = Cambodia, CHN = China, LAO = Lao People’s Democratic Republic, MNG = Mongolia, PHL = Philippines, 

SLB = Solomon Islands, VTN = Viet Nam. n = numerator, N = denominator. 

Implementation indicators – Roll-out of EENC 

 

Indicator 

 
KHM CHN LAO MNG PHL PNG SLB VTN 

n/N 

 

Scale-up readiness benchmarks (N=10) 

Data available 9 9 10 10 10 10 9 9 76/80 (95%) 

Data partially available 0 0 0 0 0 0 1 0 1/80 (1.3%) 

Data not available 1 1 0 0 0 0 0 1 3/80 (3.8%) 

Validated 7 3 9 7 7 7 0 7 47/59 (80%) 

Not validated 0 3 1 1 3 1 3 0 12/59 (20%) 

Implementation indicators – roll-out of EENC (N=14) 

Data available 2 0 4 14 10 4 3 0 37/112 (33%) 

Data partially available 12 0 2 0 4 10 5 14 47/112 (42%) 

Data not available 0 14 8 0 0 0 6 0 28/112 (25%) 

Validated 14 0 5 14 13 14 6 14 80/84 (95%) 

Not validated 0 0 1 0 1 0 2 0 4/84 (4.8%) 

Hospital impact indicators – roll-out of EENC (N=12) 

Proportion of implementing 

hospitals reporting 
3/109 0 6/8 6/6 9/180 

3/3

3 
1/11 3/3 

 

31/350 (9%) 

Data available 0 0 0 9 0 0 0 0 9/96 (9%) 

Data partially available 10 0 6 2 12 10 5 11 56/96 (58%) 

Data not available 2 12 6 1 0 2 7 1 31/96 (32%) 

Validated 10 0 6 11 12 9 5 11 64/65 (99%) 

Not validated 0 0 0 0 0 1 0 0 1/65 (1.5%) 

Coverage indicators for EENC (N=14) 

Data available 9 6 10 8 10 2 9 8 62/112 (55%) 

Data not available 5 8 4 6 4 12 5 6 50/112 (45%) 

Validated 9 6 10 8 10 2 7 8 62/62 (97%) 

Not validated 0 0 0 0 0 0 2 0 2/62 (3.2%) 

Impact indicators for EENC (N=5) 

Data available 3 5 4 4 5 1 3 3 28/40 (70%) 

Data not available 2 0 1 1 0 4 2 2 12/40 (30%) 

Validated 2 5 4 4 5 1 3 3 27/28 (96%) 

Not validated 1 0 0 0 0 0 0 0 1/28 (3.6%) 
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The status of EENC roll-out is summarized in Tables 1 and 2. Fourteen indicators are reported to track the 

roll-out of EENC. Data were available for 33% of indicators across all countries and partially available 

for 42%. No data were available for 25% of all indicators. Ninety-five per cent of all indicators were 

validated. No data were reported from China. Partially available data were most frequently reported by 

Cambodia, Papua New Guinea and Viet Nam, which reported data for one level of the health system but 

not for other levels implementing EENC (Cambodia reported for provincial hospitals only, Papua New 

Guinea reported from one national and two provincial hospitals, and Viet Nam reported only for national 

and regional hospitals). Data validation was not possible for a few indicators where supporting data were 

not provided, or were not adequate for validation. 

Main findings: 

• Across all eight countries, at least 19 national, 64 regional and provincial, 266 first-level referral and 

56 primary health facilities have begun EENC coaching. At least 522 national staff, 2201 regional and 

provincial staff, 64 first-level referral facility staff and 2252 primary-level staff had been coached. 

• The proportion of delivery facilities that have begun coaching using EENC standards varies by 

system level and country. Data are not available from China; and are partially available from 

Cambodia, Solomon Islands and Viet Nam. National-level coverage ranges from 12% in Viet Nam to 

80–100% in the Lao People’s Democratic Republic, Mongolia, Papua New Guinea and Solomon 

Islands. Regional and provincial coverage ranges from 11% in Solomon Islands to 100% in Cambodia 

and Mongolia. EENC coaching coverage is lowest for first-level referral hospitals and primary-level 

facilities, with the exception of Cambodia that has begun coaching at 100% of first-level referral 

facilities.  

• The proportion of staff in EENC-implementing facilities that has been coached in EENC also varies 

by system level and country. Data are not available from China; and are partially available from the 

Philippines, Solomon Islands and Viet Nam. National staff coaching coverage ranges from 6% in 

Papua New Guinea to 90–100% in Cambodia, the Lao People's Democratic Republic, Mongolia and 

the Philippines. Regional and provincial staff coaching coverage ranges from 10% in Papua New 

Guinea to 95% in the Lao People's Democratic Republic. Staff coaching coverage is lowest for first-

level referral and primary-level facilities.  

• A quality self-improvement approach for EENC is being used by EENC-implementing facilities most 

widely in the Lao People's Democratic Republic and Mongolia. It is being undertaken in only 

provincial hospitals in Cambodia. It is not being done at any level in Papua New Guinea and Solomon 

Islands. 

Hospital impact indicators – roll-out of EENC 

Only 9% of all implementing hospitals reported hospital impact data (31/350). Twelve indicators are 

reported on hospital impact. Of those hospitals reporting, 9% had all data available and 58% had partial 

data available. No data were reported for 32% of all hospital indicators. Ninety-nine per cent of hospital 

indicators were validated. Most frequent indicators with no data were the use of antenatal steroids for 

preterm labour and the use of Kangaroo Mother Care (KMC) for preterm babies. Partial reporting also 

occurred because not all hospital levels reported data, with lower-level hospitals less likely to report. One 

country, the Lao People's Democratic Republic, did not report any hospital indicators by weight or 

gestational age because of difficulties in abstracting these data from records. 

Partial and incomplete hospital data make it difficult to establish trends. 
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Table 2. Summary of the status of EENC coaching roll-out, EENC data validation, August 2015 

Note: KHM = Cambodia, CHN = China, LAO = Lao People’s Democratic Republic, MNG = Mongolia, PHL = Philippines, 

SLB = Solomon Islands, VTN = Viet Nam. 
1
 No data from China included; Viet Nam data available from the national and regional levels only; Philippines data available 

from the national, regional and provincial levels only. 

 

Population coverage indicators for EENC 

The status of population-based coverage indicators for EENC is summarized in Table 1. Fourteen 

indicators are reported to track population-based coverage. Data were available for 55% of all country 

indicators. Coverage indicators were reported by eight countries. Coverage data were most often not 

available from China and Papua New Guinea, which have not conducted large-sample, population-based 

surveys regularly. 

Ninety-seven per cent of indicators were validated. Indicators most frequently not reported were in the 

areas of immediate newborn care practices (newborns dried after birth, skin-to-skin contact, bathing 

practices and prelacteal feeding) and postnatal care (newborns receiving postnatal care contact within 48 

hours and receiving postnatal care and counselling). Questions for most of these indicators have been 

developed and tested but are infrequently included in routine large-sample household surveys, such as 

Demographic Health Surveys (DHS). The proposed indicator on early postnatal care and counselling has 

not yet been developed or tested. 

Main findings: 

• Skilled delivery rates range from 42% in the Lao People's Democratic Republic and 52% in 

Papua New Guinea to around 99% in China and Mongolia. In most countries, rates of delivery by 

skilled attendants in facilities have shown a steady increase in the last decade. 

System Level 
KHM CHN LAO MNG PHL PNG SLB VTN Total N1 

 

Proportion of delivery centres that have begun coaching using national EENC standards  

National 2/6 N/A 4/5 1/1 9/X 1/1 1/1 1/25 19 

Regional/Provincial 24/24 N/A 4/17 3/3 30/X 2/20 1/9 2/2 64 

First-Level Referral 83/83 N/A 0/137 21/25 157/X 4/11 2/33 N/A 266 

Primary Health Facilities NA/ 

1024 
N/A 0/986 

23/ 

123 

0/ 

4650 

26/ 

717 

7/ 

288 
N/A 56 

Proportion of staff across EENC implementing facility who have received EENC coaching 

National 147/ 

147 
N/A 

174/ 

203 

 

105/ 

110 
N/A 

2/ 

215 

17/ 

274 

77/ 

198 
522 

Regional/Provincial 454/ 

650 

650 

N/A 
111/ 

124 

277/ 

656 

960/ 

1289 
7/77 7/X 

385/ 

1327 
2201 

First-Level Referral  N/A 0 49/51 N/A 7/51 8/X N/A 64 

Primary Health Facilities 2074/ 

3915 
N/A 0 

140/ 

546 
N/A 

31/ 

151 
7/X N/A 2252 

Proportion of delivery centres using a quality self-improvement approach to support implementation of EENC 

National 
0/8 N/A 4/4 1/1 1/1 0/1 0/1 1/23 7 

Regional/Provincial 3/24 N/A 4/4 2/3 2/5 0/2 0/1 2/66 13 

First-Level Referral 0/83 N/A 0 2/2 N/A 0/4 0/2 N/A 2 

Primary Health Facilities 0/ 

1024 
N/A 0 5/22 N/A 0/26 0/7 N/A 5 
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• National caesarean section rates are high in China (35%), Mongolia (23%) and Viet Nam (20%). 

Rates are below 10% nationally in only Cambodia and the Lao People's Democratic Republic. 

• The proportion of newborns breastfed within one hour of birth is 50% or below in three reporting 

countries – the Lao People's Democratic Republic (39%), Viet Nam (40%) and the Philippines 

(50%); and it is above 50% in three countries – Cambodia (66%), Solomon Islands (75%), and 

Mongolia (93%). 

• Of six countries with data, the proportion of babies with a reported birth weight was 43% in the 

Lao People's Democratic Republic, 70–90% in Cambodia, the Philippines and Solomon Islands, 

and over 90% in Mongolia and Viet Nam. 

• Prelacteal feeding was most commonly not reported in Solomon Islands (94%), Cambodia (81%) 

and the Lao People's Democratic Republic (77%), and more common in Viet Nam (38% no 

prelacteal feeding) and Philippines (64% no prelacteal feeding). 

• Six countries reported data on postnatal care (PNC) contacts within 48 hours for the mother; of 

these countries four of six also reported postnatal care contacts for the newborn (67%). 

Impact indicators for EENC 

The status of impact indicators for newborn health is summarized in Table 1. Five indicators are reported 

to track newborn health impact. Impact data were reported by eight countries. Sixty-eight per cent of 

impact indicators were reported by countries; no data were available for 33% of indicators. Eighty-nine 

per cent of all indicators were validated. Data were most frequently unavailable for perinatal mortality 

and the prevalence of preterm births.  

Routine surveillance data were used for reporting impact in two countries with relatively high system 

coverage and reporting (China and Mongolia). DHS survey data calculated the perinatal mortality rate 

and prevalence of preterm births in only one country (the Philippines). Modelled data from the Inter-

agency Group for Child Mortality Estimation (IGME) were used to calculate newborn mortality in four of 

eight countries. Similarly Child Health Epidemiology Reference Group (CHERG) data were used to 

estimate causes of newborn death in four countries. 

Main findings:  

• In all countries newborn deaths now represent a high proportion of a under-5 deaths – ranging from 

about 50% in Cambodia, China and Viet Nam to about 40% in the Lao People's Democratic Republic, 

Mongolia, Papua New Guinea, the Philippines and Solomon Islands. 

• Newborn mortality rates in five countries are now low enough to make survey-based estimates less 

valid and reliable – the Philippines, Solomon Islands and Viet Nam (13/1000 live births), Mongolia 

(10/1000 live births) and China (6/1000 live births). 

• The most important causes of neonatal deaths in all countries remain preterm/low birth weight, 

asphyxia and sepsis (all causes). 
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Summary of main country recommendations from the EENC data review and validation 

Findings from each country review were summarized as country reports to be shared with country EENC 

teams for review and action. Reports included main findings, strengths, data gaps and possible actions to 

address gaps. Principal country recommendations for action were as follows: 

1) Provide additional data, reports or process documentation to allow indicators to be independently 

validated. 

2) Collect additional data in areas where data are already available – these include the proportion of 

EENC interventions incorporated into EENC curricula (Benchmark 10) and EENC implementation 

indicators 11, 12 and 13 (EENC facility coaching coverage, staff coaching coverage and proportion of 

facilities using an EENC self-managed quality assurance process; several of these indicators were 

incomplete or required denominators to be gathered). 

3) Conduct annual EENC Implementation Reviews using the approach and tools developed by the WHO 

Regional Office for the Western Pacific. This will allow calculation of data on facility practices and 

availability of EENC medicines and commodities from a representative sample of EENC-

implementing health facilities at all levels. 

4) Review approaches for strengthening collection of EENC hospital impact data. Hospital data are 

abstracted from maternity and neonatal intensive care unit (NICU) registers and require trained staff 

with time available. In some settings, gaps in records make completing all indicators difficult. It is 

recommended that countries investigate approaches to making hospital data collection of key EENC 

indicators a part of routine hospital data collection systems. 

5) Ensure that key newborn indicators are incorporated into all large-sample, population-based surveys, 

including DHS and Multiple Indicator Cluster Surveys (MICS). Surveys often do not include 

questions on immediate newborn care practices and postnatal care. Questionnaires are available to 

gather information on these indicators. When possible, selected newborn health indicators should be 

incorporated into routine data collection systems. 

6) Incorporate selected newborn health impact indicators, in particular newborn mortality, prevalence of 

low birth weight and prevalence of preterm births into routine data collection systems. 

2.4 Summary of findings: review of indicators 

2.4.1 Early Essential Newborn Care Monitoring and Evaluation Framework 2014–2020 

Indicators in each of the five indicator domains were reviewed for accuracy, precision, measurability, 

timeliness and programme importance. Main findings were discussed in the plenary sessions and a 

consensus was reached on all of them. Principal findings are summarized below: 

EENC scale-up readiness benchmarks 

No modifications were proposed to the benchmarks, which were all considered to meet indicator criteria. 

It was noted that Benchmark 10 (proportion of EENC interventions incorporated into pre-service training 

curricula) can be labour intensive and time consuming to collect when there are multiple training colleges 

and schools, and detailed review of curricula requires staff who have relevant expertise. However, the 

indicator was believed to meet all key criteria and to be critical for institutionalizing EENC practices. 
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Implementation indicators – roll-out of EENC 

All indicators met the basic criteria and are to be retained in the framework. Clarifications and 

modifications are summarized in the table below. 

Table 3. Issues and recommendations: implementation indicators – roll-out of EENC 

Indicator Issues to be resolved Recommendation 

All indicators requiring stratification 

by delivery centres 

 

 

Facilities in countries are often 

classified administratively and not 

according to services provided. 

Should facilities be classified 

according to services provided, or 

should countries retain their own 

administrative classification? 

Classify facilities according to 

functionality/newborn care services 

provided. 

 

Define functions of each level 

clearly in the monitoring and 

evaluation (M&E) framework. 

 

This is a general recommendation 

for all indicators requiring division 

by facility level – in Tables 2 and 3. 

Indicators 14–17: EENC 

supervision, EENC practices and 

availability of essential medicines 

and commodities 

 

 

Should all countries conduct annual 

EENC implementation reviews to 

collect these data? 

Annual EENC Implementation 

Reviews should be conducted using 

the WHO approach and tools, from a 

sample of EENC-implementing 

facilities. If there are other census- 

or sample-based methods currently 

planned or being used, then data 

from these can be used for 

information on medicines and 

supplies. This should be noted in the 

M&E framework. 

Indicator 12: Proportion of staff 

providing delivery and newborn care 

services across all EENC 

implementing facilities who have 

received EENC coaching 

Measuring this indicator requires 

knowing the number of total staff 

providing delivery and newborn care 

services (denominator). Data are not 

always easily available since they 

must be collected from facilities. 

This may prove to be difficult as the 

number of EENC implementing 

facilities increases over the years. 

Should this indicator be retained or 

modified? 

 

 

Noted. No changes are 

recommended. 

 

Note: The proposed scale-up 

approach requires all hospitals to 

form hospital teams – which should 

routinely collect data on staff 

numbers and use data to coach staff 

and track coaching coverage. Non-

hospital facilities may be more 

difficult. In the long term, systems 

for tracking staff numbers should be 

put in place. 

Indicator 17a. Magnesium sulfate for 

severe pre-eclampsia and preterm 

labour <32 weeks of gestational age 

 

 

 

WHO no longer recommends 

magnesium sulfate for preterm 

labour – it is recommended for it 

neuroprotective benefits. 

 

Should the wording be changed to 

reflect this? 

Change wording of indicator to: 

Magnesium sulfate for severe 

preeclampsia and for fetal neuro-

protection if <32 weeks of 

gestational age. 
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Hospital impact indicators – roll-out of EENC 

All indicators met the criteria with the exception of Indicator 22 (proportion of newborns born premature 

by gestational age). It was noted that this indicator has limited accuracy and precision because of errors 

associated with estimates of gestational age – both by mothers and by clinicians. It was recommended that 

it be removed. Other indicators all remain; several revisions in wording and definitions are proposed and 

are summarized in the table below. 

Table 4. Issues and recommendations – hospital impact indicators – roll-out of EENC 

Indicator Issues to be resolved Recommendation(s)  
Proportion of 

premature deliveries 

between 24 and 34 

weeks of gestation 

receiving antenatal 

steroids within 1 

hour of admission to 

the facility 

This indicator was changed to specify the gestational age 

based on anticipated changes to the global recommendation. 

 

Data collected from the eight countries shows that obtaining 

data on premature deliveries receiving antenatal steroids is 

difficult (not recorded, requires reviewing patient charts, and 

timing of administration not always specified), so specifying 

the period of gestation will add a further complexity to data 

collection. Should this indicator be retained or modified? 

Important to include it, 

since it is a core practice 

for EENC. Hospital 

recording practices will 

need to be improved to 

ensure data are collected. 

Neonatal intensive 

care unit (NICU) 

admission rate 

In some hospitals, there are three levels of NICU admissions: 

one for high acuity, another for KMC, and the last 

admissions for babies who do not have sepsis and can stay 

with mothers.  

 

Is it reasonable to include all NICU admissions regardless of 

level of admission, on the presumption that effective EENC 

implementation should reduce NICU admissions from all 

causes including reducing unnecessary admissions by 

changing admission criteria? 

Change to any baby 

admitted to the NICU for 

any reason and separated 

from their mothers.  

 

 

Proportion of 

newborns born 

premature by 

gestational age 

Gestational age estimates are likely to have reduced accuracy 

and precision when estimated by mothers and medical staff. 

Should it be removed? 

Remove the indicator 

because of concerns about 

accuracy and precision. 

This will also reduce the 

workload for collecting 

data. 

Proportion of 

newborns at the 

facility classified 

with newborn sepsis 

Should only neonatal sepsis be measured? Or should severe 

neonatal infection be counted also? 

Suggest measuring sepsis 

as it is recorded by the 

health facilities (i.e. sepsis 

cases recorded in registers 

should be counted) – this is 

a clinical judgement and so 

will be open to potential 

inaccuracy and lack of 

precision. The 

International Classification 

of Diseases (ICD)-10 

definition should still be 

provided. 



- 11 - 

 

Indicator Issues to be resolved Recommendation(s)  
Proportion of 

newborns at the 

facility classified 

with birth asphyxia 

 

Should the definition be simplified?  

 

Current definition: 

 

Birth asphyxia: ICD-10 P21: baby is not breathing or 

gasping at birth, including severe birth asphyxia (pulse less 

than 100 per minute at birth and falling or steady, respiration 

absent or gasping, colour poor, tone absent, with 1-minute 

Apgar score 0–3) and mild or moderate birth asphyxia 

(normal respiration established within one to two minutes, 

heart rate 100 or above, some muscle tone present, some 

response to stimulation, with 1-minute Apgar score of 4–7). 

 

Other definitions: 

 

AAP/ACOG definition – (a) profound metabolic or mixed 

academia (pH < 7.00) in cord, (b) persistence of Apgar 

scores 0-3 for longer than 5 minutes, (c) neonatal neurologic 

sequelae (e.g. seizures, coma, hypotonia), and (d) multiple 

organ involvement (e.g. of the kidney, lungs, liver, heart, 

intestine). All of which are established much later in the 

NICU. 

 

WHO South-East Asia Regional Neonatal Perinatal Database 

(SEAR-NPD): Moderate birth asphyxia: Slow gasping 

breathing at 1-minute of age. 

Severe birth asphyxia: No breathing at 1-minute of age.” 

  

WHO/Geneva: Failure to initiate or sustain respiration after 

birth.  

Suggested simplified 

definition: “No breathing 

or slow gasping at 1 

minute of age”. 
 

Basis: Apgar scores or 

other information required 

for ICD definitions of 

asphyxia are often missing 

and more prone to error 

and variability. The 

simplicity of this definition 

should improve accuracy 

and precision. 

 

General issues How do we handle “incompatible with life” when collecting 

the data? Specifically:  

• Very premature babies who are below the ability of 

hospitals to care for (e.g. below 26 weeks in Da Nang, 

Viet Nam) 

• <22 weeks gestational age 

• Major congenital malformations not compatible with life 

• Induced abortions where the baby shows signs of life 

(very late abortions).  

Suggest using the ICD-10 

definition of a live birth – 

any baby with signs of life 

at birth should be counted 

as a live birth. 

How do we address the issue of counting newborns born 

outside the hospital? In some cases, this has resulted in 

indicators measuring more than 100% (denominator taken is 

total live births). 

Noted. This is an ongoing 

issue for data quality – data 

collectors need to be 

trained to only count in-

born newborns. 

Data is collected on a monthly basis. How should we deal 

with cases where a newborn is born in a particular month, 

but dies in the subsequent month?  

Count by month of death; 

data are reviewed by 

clusters of months and 

annually to look for long- 

term trends. 

Indicators require collection of data from both maternal and 

NICU registers. In countries where hospital data is not 

entered electronically, the process can be time consuming 

and difficult. It is more difficult for junior staff and clerks, 

who are not familiar with data/indicators and systems. How 

Noted. Requires data 

collectors to be 

appropriately trained. 

Unique identifiers should 

be used when developing 
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Indicator Issues to be resolved Recommendation(s)  
can we better support health facilities/countries to facilitate 

data collection and improve quality of data? 

electronic databases. 

 

Coverage indicators for EENC interventions 

 

All coverage indicators met indicator criteria, with the exception of Indicator 41 (proportion of newborns 

receiving PNC within two days and assessed and counselled on breastfeeding and danger signs). This 

indicator has not yet been developed or tested – no data are available on its relative accuracy or precision. 

It was recommended that this indicator be removed from the list, since it is unlikely to be collected in the 

medium term, and made an area of research. It was noted that four of the indicators on the list (33, 34, 35 

and 40) are often not included in country DHS and MICS surveys, although tools for collecting these data 

using household survey questionnaires are available. It is recommended that countries advocate strongly 

for including these indicators in all population-based surveys. 

 

Impact indicators for newborn health 

 

All impact indicators met indicator criteria. Wording of Indicators 46 and 47 (proportions of low birth 

weight and preterm babies, respectively) were modified to make them rates.  

It was noted that indicators are usually calculated using large-sample, population-based surveys or 

modelled data calculated by the IGME or CHERG – and that these all use standardized methods. In the 

longer term, as newborn morality rates decline, it will be more difficult to generate precise estimates of 

newborn mortality using sample sizes required by standard population-based surveys. Health 

Management Information Systems (HMIS) data are considered acceptable for calculating impact 

measures, provided these systems have been demonstrated to have high coverage, and that reported data 

are complete, timely and accurate.  

2.4.2 WHO indicators for tracking implementation of the EENC regional action plan  

Status of WHO indicators for tracking the EENC regional action plan 

 

The Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014–2020) specifies 

indicators for tracking how effectively WHO, the United Nations Children’s Fund (UNICEF) and other 

partners have supported the five core strategic actions. Indicators for each operational objective under 

each strategic action were reviewed as part of the expert validation. A summary of the status of indicators 

for each country and the validation status for each is presented in Annex 3 (Data tables). Of the 24 

regional tracking indicators for WHO, UNICEF and other partners, data were not available for six of 24 

indicators (29%). Data were available for most countries for the remaining 18 indicators (71%). Of the 

indicators with data, 10 (56%) could be validated – the remaining eight could not be validated because 

data were not available. Data were unavailable – or could not be easily interpreted – for a number of 

indicators because of problems with wording or definition (see below).  

 

Main findings: 

 

WHO tracking indicators with validated data were almost exclusively indicators taken from the Early 

Essential Newborn Care Monitoring and Evaluation Framework 2014–2020 and reflect conclusions 

already reported for countries including: progress on EENC scale-up readiness benchmarks in several key 

areas; implementation of EENC in delivery facilities and the introduction of EENC hospital quality 

assurance processes in a subsample; and progress in increasing intervention coverage in a number of key 

areas, including skilled birth attendance rates. 
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Summary of WHO indicators – problems with definitions and usefulness 

 

A number of issues were raised about the definition of indicators – these are summarized in the table 

below. 

 

Table 5. Issues and recommendations – indicators for WHO, UNICEF and other partners in the  

EENC Regional Action Plan 

 

Indicator Summary of issue Recommendation 
Objective 1.1 

 

3. Proportion of 

countries with financial 

protection mechanisms 

in place for EENC 

Definition. Most countries in the Region 

have a combination of national health 

insurance-like programmes for 

subpopulations or supply and demand 

schemes to support mothers and children. 

All have variable levels of coverage – 

however, the indicator does not specify 

what proportion of the mothers/babies 

should be covered or how financial 

protection is defined.  

Specify a percentage of women and 

babies covered by financial protection 

mechanisms – i.e. proportion of 

countries with at least 80% of women 

and children covered. 

Objective 1.2 

 

1. Proportion of 

countries incorporating 

EENC standards in in-

service training 

Definition. How is this defined? Match EENC implementation indicator 

11 (Proportion of delivery centres that 

have begun coaching staff using national 

EENC standards). Give the % for each 

country – as one national figure or 

stratified by level. 

Objective 1.2 

 

2. Proportion of 

countries incorporating 

EENC standards in pre-

service training 

Definition. How are standards defined? 

 

Match EENC Benchmark 10 –Proportion 

of EENC interventions (normal and 

high-risk delivery) in pre-service training 

curricula. Give the % for each country – 

for each category of curriculum. 

Objective 1.2  
 
1. Proportion of 

countries incorporating 

EENC standards in 

monitoring and 

supportive supervision 

Definition. How is this defined? Match EENC implementation Indicator 

14 – Proportion of delivery centres 

implementing EENC receiving at least 3 

EENC support visits in the past year. 

Give the % for each country – as one 

national figure. 

Objective 1.2 

 

2. Proportion of 

countries that have 

evaluated and updated 

their monitoring and 

supervisory system 

Definition. If interpreted as meaning the  

M&E system for EENC – using the 

Regional M&E Framework – then most 

countries have done so. All are reporting 

on it, but have they formally adopted it? 

Reword the indicator to: "Proportion of 

countries that have adopted the 

Monitoring and Evaluation Framework 

for EENC and are reporting data at least 

annually". 

Objective 1.3 

 

1. Proportion of 

countries with updated 

clinical protocols that 

fully include EENC 

Definition. This would be clearer if it 

means the EENC clinical pocket guide – 

which is being adapted in most countries. 

 

Reword the indicator to: "Proportion of 

countries that have adapted, translated, 

produced and disseminated the EENC 

clinical pocket guide". 

Objective 1.3 

 

Definition. How is this defined? Match EENC implementation indicator 

13: Proportion of delivery centres using 
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Indicator Summary of issue Recommendation 
2. Proportion of 

countries utilizing EENC 

quality improvement 

tools 

a quality self-improvement approach to 

support implementation of EENC. Give 

the % for each country – as one national 

figure 

Objective 1.4 

 

1. Proportion of 

countries with at least 

one Centre of Excellence 

established 

 

Definition. Needs clear criteria to be able 

to determine whether hospitals have 

established them. 

Define Centre of Excellence. This needs 

to be done regionally with expert 

consultation. Guidelines then need to be 

given to countries. 

Objective 2.1 

 

2. Proportion of regional 

professional associations 

supporting EENC 

 

Definition. Regional professional 

associations (denominator) need to be 

defined to calculate this measure. It is 

calculated for the Region, not for each 

country. 

 

Define regional professional associations 

– so that this can be calculated. 

Objective 4.1 

 

2. Rate of improved 

awareness of mothers in 

priority countries on 

EENC including The 

First Embrace 

Definition. How to define “improved 

awareness on EENC”? 

Consider removing. Testing and 

developing the indicator will take time. 

Not clear whether reported knowledge 

will be sensitive and specific for 

likelihood of delivering at a health 

facility or with a skilled birth attendant. 

Objective 5.1 

 

1. Number of countries 

that have incorporated 

key perinatal measures 

into routine data 

systems. 

 

 

 

 

Definition. Several systems have some 

newborn-relevant indicators in their 

health management information systems 

(HMIS), but not all indicators. So here the 

definition is important. For example, most 

have facility-delivery rate, caesarean 

section rate, some have early 

breastfeeding rates, and PNC contacts. 

Most do not have newborn mortality as a 

separate category. 

Change to a proportion of all countries. 

Define measures that should have been 

incorporated into routine systems: 

neonatal mortality, early breastfeeding, 

PNC contact within two days of delivery 

for both mother and newborn. 

Objective 5.1 

 

2. Number of countries 

with improved data 

quality of routine 

information systems and 

civil registration 

 

Definition. What does it mean? 

 

 

Change to a proportion of all countries. 

Quantify civil registration quality – for 

example estimated proportion of births 

registered.  

Objective 5.2 

 

2. Number of countries 

with functional perinatal 

death audit systems in 

place 

 

Definition. Can this be made a proportion 

of all countries? How is functional 

defined? 

Change to a proportion of all countries. 

To be defined as functional, a perinatal 

death audit system should identify a 

census or proportion of all perinatal 

deaths each year; conduct an audit of the 

process leading to death and cause of 

death; identify gaps and barriers; take 

action to address gaps or barriers; collect 

data on findings; and periodically review 

the system to identify gaps and 

problems. 

Objective 5.2  Change to a proportion of all countries 
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Indicator Summary of issue Recommendation 
 

3. Neonatal and perinatal 

variable survey results 

per country at national 

and subnational levels 

 

Definition. Which variables? Is this 

asking whether all impact and coverage 

indicators are included in national 

population-based surveys? 

which included all EENC coverage and 

impact measures in the last large-sample, 

population-based survey. 

 
Summary of main recommendations from the review of regional WHO indicators 

Principal regional recommendations for action included: 

1) Revise the indicators as indicated by the review – including removal of one indicator and re-definition 

of 13 indicators; and to use revised definitions for future data collection. 

2) Collect data in areas where data are already available – these include countries with financial 

protection for women and children, data on EENC interventions incorporated into EENC curricula 

(Benchmark 10); EENC implementation Indicators 11, 13 and 14 (EENC facility coaching coverage, 

proportion of facilities using an EENC self-managed quality assurance process and EENC 

supervision visit); and indicators in Strategic Action 5 on availability of perinatal information. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 
 

1) All priority countries in the Region (Cambodia, China, the Lao People's Democratic Republic, 

Mongolia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam) have begun the 

introduction and scale up of EENC and all countries submitted data for review. 

 

2) Validation of EENC monitoring and evaluation data is essential for tracking progress and 

supporting implementation. 

 

3) Five of eight countries have achieved core programme readiness benchmarks (national action 

plan on EENC developed and costed, have a functional EENC technical working group and a 

staff person responsible for EENC in the Ministry of Health, have funded one-year 

implementation plans and have adapted standard clinical guidelines for EENC). 

 

4) Scale up of EENC has begun in all countries with seven countries beginning EENC coaching,  

hospital quality improvement, and monitoring and evaluation. EENC coaching has been begun in 

more than half of the facilities in three countries (Cambodia, Mongolia and Philippines). The 

review revealed a wide range of performance of clinical EENC practice, with key practices 

(proportion of women and babies receiving uninterrupted early skin-to-skin contact, and early and 

exclusive breastfeeding) not yet reaching 50% in most countries. Facility support for EENC (e.g. 

essential medicines and commodities) a show higher coverage. 

 

5) Hospital impact measures are reported by seven countries, but are not yet incorporated into 

routine systems in any country. Only a small fraction of all hospitals in countries are reporting 

data; and these hospitals required extensive external support. Hospital data from most countries 

show numerous gaps and inconsistencies.  
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6) All countries routinely track population coverage and impact measures for newborn health.  

7) Indicators of immediate newborn care (skin-to-skin contact, immediate drying and cord care 

practices) are often not included in national and subnational population-based surveys. 

 

8) Incomplete data and data inconsistencies are most commonly noted for indicators of EENC  

implementation and hospital impact which require new data collection methods. Most indicators 

in the EENC monitoring and evaluation framework are accurate, precise, measureable and  

programmatically relevant for EENC. Most countries have not yet set targets for key indicators. 

 

9) Regional support for EENC is acknowledged, with many activities in the Action Plan for Healthy 

Newborn Infants in the Western Pacific Region (2014–2020) initiated or completed. Definitions 

and programmatic relevance of some indicators for tracking regional progress with EENC are not 

clear.  

 

3.2 Recommendations 
 

Member States may consider: 

 

1) Updating EENC monitoring and evaluation data for the Member States Meeting on Accelerating 

Progress in Early Essential Newborn Care, 21 to 25 September 2015, Tokyo, Japan.  

 

2) Standardizing hospital indicators and incorporating them into routine hospital reporting systems. 

 

3) Conducting annual EENC Implementation Reviews and using data for planning and tracking  

progress. 

 

4) Presenting final country data at the Member State meeting in September 2015, and using country 

data to review programme successes and areas needing attention, and to plan priorities for further 

scale up and financing. 

 

WHO Western Pacific Region should: 

 

1) Send country reports of the validation to EENC teams in order to clarify data gaps and 

inconsistencies as soon as feasible.  

 

2) Revise and remove indicators in the Early Essential Newborn Care Monitoring and Evaluation 

Framework 2014–2020, and Action Plan for Healthy Newborn Infants in the Western Pacific 

Region (2014–2020), as proposed by the expert validation.  

 

3) Support Member States to institutionalize monitoring and evaluation for EENC, including: 

ensuring that DHS and MICS surveys include measures of immediate newborn care practices; to 

develop and strengthen routine annual EENC Implementation Reviews and the use of the data for 

monitoring and planning; developing systems for collecting, analysing and using hospital impact 

data. 

 

4) Make EENC data validations followed by Member States meetings a routine process (e.g. 

biennial). 

 

5) Finalize and widely disseminate a regional report on the EENC validation workshop and the  

Member States meeting to document progress and encourage wider adoption of the approach. 
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Annex 3. Data tables  
Note: KHM = Cambodia CHN = China LAO = Lao People’s Democratic Republic MNG = Mongolia PHL = Philippines PNG = Papua 

New Guinea SLB = Solomon Islands VNM = Viet Nam  

 

EENC Scale-up Readiness Benchmarks by Country, by current status and data availability 

     Validated            Not validated due to lack of supporting documentation   

Benchmark 

Y = Yes, P = Partial, N = No,  

ND = No data  

KHM CHN LAO MNG PHL PNG SLB VTN % 

YES 

% 

NO 

DATA 

1. Newborn health situation analysis 

conducted in the previous five years 

and used for strategic planning  
Y  Y  Y  Y  Y  Y N Y 

7/8 

(88%) 
0/8 

2. EENC Five-Year Action Plan 

developed based on Regional Action 

Plan for Healthy Newborns, costed 

and adopted by the Ministry of Health  

P  Y Y Y P P N P 
3/8 

(38%) 
0/8 

3. Detailed 12-month EENC 

Implementation Plan developed and 

funded 

Y  P Y Y Y Y Y Y 
7/8 

(88%) 
0/8 

4. EENC technical 

working/coordination group formed 

and meeting regularly  

Y Y Y Y P Y N P 

5/8 

(63%) 

 

0/8 

5. Full-time EENC/ newborn health 

focal person appointed in Ministry of 

Health 

Y N P N Y Y Y Y 
5/8 

(63%) 
0/8 

6. EENC stakeholder group formed to 

engage key political leaders and 

champions and meeting regularly  
N P  Y N Y  N N Y 

3/8 

(38%) 
0/8 

7.  Clinical Intra-Partum and 

Newborn Care Protocol adapted, 

reviewed and endorsed by key 

stakeholders – and available for local 

use (Clinical pocket guide for intra-

partum and newborn care)  

P N P P Y P N P 
1/8 

(13%) 
0/8 

8. EENC consensus-building/ 

programme review workshop 

conducted annually to inform 

development of annual 

implementation plans 

Y N Y Y Y  N N N 
4/8 

(50%) 
0/8 

9. Mechanisms established to ensure 

that professional associations are 

supporting implementation of EENC 

– policy statements supporting EENC, 

conventions, guidelines, training for 

members of the association 

N N Y  P  Y  Y N N 
3/8 

(38%) 
0/8 

10. Proportion of EENC interventions 

(normal and high risk delivery) 

included in pre-service training 

curricula:  

        

  

a) Medical  ND ND 88% 62% 92% 65% 
65

% 
ND  

3/8 

(38%) 

b) Nursing ND ND 54% 39% 92% 65% ND ND  
4/8 

(50%) 

c) Midwifery  ND ND 65% 39% 96% 69% ND ND  
4/8 

(50%) 
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Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014–2020) 

Indicators for WHO, UNICEF and other partners 

 

Indicator 
Data by country 

Total 
 

Validated 
KHM CHN LAO MNG PNG PHL SLB VTN 

Strategic Action 1: Ensure consistent adoption and implementation of EENC  

Operational Objective 1.1: To ensure EENC has been incorporated into national and subnational health agendas, plans, budgets and financing 

mechanisms 

1. Proportion of countries with functional 

coordination bodies for newborn 

health/EENC 

Y Y Y Y N N N N 
50% 

(4/8) 
4/4 

2. Proportion of countries with a costed 

implementation plan for EENC 
Y N Y Y Y Y Y Y 

88% 

(7/8) 
7/7 

3. Proportion of countries with financial 

protection mechanisms in place for 

EENC 

Y N Y Y N N N Y 4/8 0/4 

Operational Objective 1.2: To enable providers of newborn care to practise EENC at every birth by providing appropriate system 

support and training 
 

1. Proportion of countries incorporating 

EENC standards in: 

a. in-service training 
Y N Y Y Y Y Y Y 

88% 

7/8 

 

7/8 

b. pre-service training N/A N/A N N N N N N/A 0% - 

c. monitoring and supportive 

supervision 
Y N Y Y Y Y Y Y 

88% 

(7/8) 
7/8 

2. Proportion of countries that have 

evaluated and updated their monitoring 

and supervisory system 

N/A N/A Y Y N/A N/A N/A N/A 
25% 

(2/8) 

 

2/2 

Operational Objective 1.3: To enable providers of newborn care to practice EENC at every delivery by providing 

appropriate system support and training 
 

1. Proportion of countries with updated 

clinical protocols that fully include 

EENC 

N N Y Y Y Y N Y 
63% 

(5/8) 
5/5 

2. Proportion of countries utilizing EENC 

quality improvement tools 
Y N Y Y Y Y Y Y 

88% 

(7/8) 

 

7/7 

Operational Objective 1.4: To scale up centres of excellence (CoE) implementing Early Essential Newborn Care  

1. Proportion of countries with at least one 

CoE established 
N N N N N N N Y 

13% 

(1/8) 
- 

2. Proportion of countries with declines in 

annual rates of newborn hospital-

acquired infections in CoE 

N/A N/A N/A N/A N/A N/A N/A N/A N/A 
 

- 

3. Proportion of countries with declines in 

annual newborn birth-weight-specific 

case fatality rates in CoE 

N/A N/A N/A N/A N/A N/A N/A N/A N/A - 

Strategic Action 2. Improve political and social support to ensure an enabling environment for Early Essential 

Newborn Care 
 

Operational Objective 2.1: To mobilize political commitment and social support of key stakeholders for policies, 

programmes and services for the implementation of Early Essential Newborn Care 
 

1. Proportion of countries with an EENC 

stakeholder group established 
N N N N N Y N N 

13% 

(1/8) 
1/1 

2. Proportion of regional professional 

associations supporting EENC 
0 0% - 

Operational Objective 2.2: To strengthen legislation, regulations and enforcement to meet international standards to 

support implementation of Early Essential Newborn Care 
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1. Percentage of countries with The 

International Code of Marketing of 

Breastmilk Substitutes Code fully 

incorporated into enforceable 

legislation. 

 

- 

1a. Regional biannual report N -  

1b. Number of violations reported and 

acted upon by country 
N N N N N N N N 0%  

2. Rates of initiation of breastfeeding in 

the first hour by country 
66% N/A 39% 93% 75% 50% 75% 40% - 7/7 

Strategic Action 3: Ensure availability, access, and use of skilled birth attendants and essential maternal and 

newborn commodities in a safe environment 
 

Operational Objective 3.1: To ensure availability of a skilled birth attendant for every birth  

1. Rate of skilled attendance at 

birth at national and subnational 

levels (disaggregated by relevant 

social stratifiers to monitor 

equity) per country 

89% 99.8% 42% 99% 53% 73% 88% 93% - 8/8 

Operational Objective 3.2: To ensure availability of equipment, supplies, essential medicines and 

infrastructure for EENC in routine and emergency situations 
 

1. Proportion of countries with 

100% of selected facilities where 

birth takes place with no stock-

outs of selected, life-saving 

medicines and commodities for 

maternal and newborn care 

N N/A N N N N N/A N 0% - 

Strategic Action 4: Engage and mobilize families and communities to increase demand  

Operational Objective 4.1: To increase community demand for skilled birth and newborn attendance and 

Early Essential Newborn Care 
 

1. Proportion of countries with a 

costed communication strategy 

developed 

N N N N N N N N 0% - 

2. Rate of improved awareness of 

mothers in priority countries on 

EENC including The First 

Embrace 

N/A N/A N/A N/A N/A N/A N/A N/A - - 

Strategic Action 5: Improve the availability and quality of perinatal information   

Operational Objective 5.1: To strengthen capacity of routine information systems to collect accurate data on 

perinatal health 
 

1. Number of countries that have 

incorporated key perinatal measures 

into routine data systems 

N/A N/A N/A Y N/A N/A N/A N/A - - 

2. Number of countries with improved 

data quality of routine information 

systems and civil registration 

N/A N/A N/A N/A N/A N/A N/A N/A - - 

3. Perinatal surveillance data reported 

from model surveillance system 

(stillbirths, neonatal deaths, and causes 

of neonatal deaths) per country 

N N N N N N N N N - 
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Operational Objective 5.2: Improve collection and use of data on perinatal health and practices through 

research, surveys and audits 
 

1. Proportion of facilities where births 

take place implementing EENC core 

interventions per country 

Core interventions/EENC standards being defined  

2. Number of countries with functional 

perinatal death audit systems in place 
N N N N N N N N 0/8 - 

3. Neonatal and perinatal variable survey 

results per country at national and 

subnational levels 

N/A N/A N/A N/A N/A N/A N/A N/A - - 
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Annex 4. Country reports  
Cambodia 

 
In Cambodia, newborn deaths now represent 51% of all under-5 child deaths, and the neonatal 

mortality rate currently stands at 18 per 1000 live births.
4
 Two thirds of all newborn deaths occur 

in the first three days of life from complications of prematurity/low birth weight, asphyxia and 

sepsis. Applying EENC around delivery and in the period immediately after birth will prevent 

35–66% of all newborn deaths. Cambodia began implementing Immediate Newborn Care (INC), 

one component of EENC, in 2012 in an effort to reduce newborn mortality.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of a regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  
 

Summary of findings 
 

• EENC scale-up readiness benchmarks: Data were available for 9/10 (90%) benchmarks. Cambodia has 
completed 5/10 and has partially completed 2/10 benchmarks. Completed benchmarks (five) include a newborn 
situational analysis, development and funding of a one-year EENC implementation plan, formation and regular 
meetings of a technical working group, and appointment of a newborn health coordinator in the Ministry of 
Health and a programme implementation review workshop.  Work on adaptation of the EENC clinical pocket 
guide and on final approval of a five-year action plan for EENC have been initiated but not yet completed. No 
data were available on incorporation of EENC interventions into medical, nursing and midwifery curricula. Data 
from seven benchmarks were validated. 

 

• EENC roll-out: Data were available from 2/14 indicators and partially available from 12/14 indicators. Partial 
data available indicate that INC coaching has begun in 33% of national hospitals, and 100% of provincial and 
first-level referral hospitals. A high proportion of delivery staff has been coached, namely provincial staff. No 
data are available on the proportion of all primary care facilities that have begun coaching. Twelve per cent of 
provincial hospitals use a quality self-improvement approach to support INC (not yet used in any national, first-
level referral or primary facilities). No EENC implementing delivery centre received three support visits in the 
past year. Facility-based data on EENC practices and availability and storage of EENC medicines and 
commodities are available from only two provincial hospitals (Battambang and Takeo). Improvements in 
practice of immediate and sustained skin-to-skin contact and early and exclusive breastfeeding are needed. 
Oxytocin, injectable antibiotics, functional resuscitation equipment, oxygen supply and Continuous Positive 
Airway Pressure (CPAP) were generally available – gaps were noted in availability of magnesium sulfate and 
antenatal steroids. Data from all indicators were validated. 

 

• Hospital impact: 2015 data were reported from three provincial hospitals. Data were partially available for 10/12 
hospital indicators and not available for 2/12 indicators for January–May 2015. No data were available for use of 
antenatal steroids or for Kangaroo Mother Care (KMC) practices. Some data inconsistencies and gaps were 
noted. Provincial hospital data on reported case fatality rates were validated.  

 

• Population coverage of newborn interventions: Population data were available for 9/14 indicators (64%) and not 
available for 5/14 indicators (newborns dried after birth, skin-to-skin contact, bathing practices, newborns 
receiving postnatal care within 48 hours and receiving postnatal care and counseling). All available data were 
validated. 

 

• Newborn health impact: Data were available for 2/5 measures (40%). Data were not available on the perinatal 
mortality rate, causes of death and prevalence of preterm birth. Available data were validated. 

                                                 
4

 Cambodia Demographic and Health Survey 2014: Key Indicators Report. Phnom Penh, Cambodia and Calverton, 

Maryland USA: National Institute of Statistics, Directorate General for Health and IFC International; February 2015. 
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• Targets have not yet been established for most indicators. A revision of the Fast Track Initiative Road Map 
(FTIRM) for Reducing Maternal and Neonatal Mortality in September 2015 should be an opportunity for targets 
to be established. 

 

 

 

Summary of principal findings: review of EENC monitoring and evaluation framework 

 
 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 9 90 

Data partially available 0 0 

Data not available 1 10 

Validated
#
 7 100 

Not validated
#
 0 0 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 2 14 

Data partially available 12 86 

Data not available 0 0 

Validated* 14 100 

Not validated* 0 0 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing hospitals 

reporting (n=109 

hospitals) 

3 3 

Data available 0 0 

Data partially available 10 83 

Data not available 2 17 

Validated* 10 100 

Not validated* 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 9 64 

Data not available 5 36 

Validated* 9 100 

Not validated* 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 2 80 

Data not available 3 20 

Validated* 2 100 

Not validated* 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved. 

* Validation of data applies only to those indicators for which data was available or partially available. 
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Comments on indicators 

 
Issue identified Indicators Reasons for observed issue Suggested actions 

No data – 

EENC scale-

up readiness 

benchmarks 

Benchmark 10 –

Proportion of EENC 

interventions (normal 

and high-risk 

delivery) included in 

pre-service training 

curricula 

Data not yet collected Review curricula and 

score proportion that 

includes standard package 

of EENC interventions – 

using WHO Regional 

EENC framework tools 

No data – 

EENC roll –

out 

Indicator 11 – 

Proportion of delivery 

centres that have 

begun coaching staff 

using national EENC 

standards 

Data not available for 

primary health facilities 

(health centres) 

 

 

Review coaching records 

or provincial records on 

facility numbers at next 

annual review 

Data collected 

from only two 

provincial 

hospitals – 

EENC roll 

out 

Indicators 13–18 Data collected from only 

two provincial hospitals 

(Battambang and Takeo 

hospitals)  

Conduct regular annual 

reviews to collect these 

data from a sample of all 

facilities implementing 

EENC 

No data – 

hospital 

impact 

 

 

Indicators 19, 20 –

Proportion of 

premature deliveries 

receiving antenatal 

steroids; proportion of 

preterm babies 

receiving KMC 

Data on use of steroids 

not routinely collected in 

registers – therefore 

collection is more 

difficult. 

 

KMC not routinely 

practised in most 

hospitals 

Investigate mechanisms 

for collecting data on use 

of antenatal steroids 

 

Begin implementation of 

KMC – keep indicator for 

tracking in the longer 

term. 

Limited 

number of 

hospitals 

reporting – 

hospital 

impact 

Indicators 21–28 Data available from only 

three provincial hospitals 

(Battambang, Takeo and 

Kampong Cham 

hospitals) receiving 

additional support 

Develop approaches to 

scaling up EENC quality 

improvement including 

hospital data gathering 

more widely 

 

 

No data – 

population 

coverage 

Indicators 33, 34, 35 

(immediate newborn 

care practices) and 40 

and 41 (postnatal care 

(PNC) within 2 days 

and counseling given) 

Data from a sample of 

facilities is not 

representative of 

coverage in the 

population 

 

Indicators 33, 34, 35, 40: 

Demographic Health 

Survey (DHS) and 

Ensure that all future 

population-based surveys 

include key newborn 

indicators 

 

Consider removing 

indicator 41 
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Issue identified Indicators Reasons for observed issue Suggested actions 

Multiple Indicator 

Cluster Survey (MICS) 

surveys often do not 

collect data in these areas 

– although standard 

questionnaires are 

available to collect these 

data. 

Indicator 41: not 

routinely collected by 

any survey – and not yet 

tested 

No data – 

newborn 

impact 

Indicator 45 – Causes 

of neonatal death 

Data has not been 

collected from surveys in 

country 

Use data provided by the 

Child Health 

Epidemiology Reference 

Group (CHERG), 

available in the profile for 

Cambodia in Countdown 

to 2015: Maternal, 

Newborn and Child 

Survival (UNICEF and 

WHO, 2014) 

No data – 

newborn 

impact 

 

Indicator 44 – 

Perinatal mortality 

rate 

 

Indicator 47 – 

Prevalence of pre-

term birth 

Data from a sample of 

facilities is not 

representative of 

coverage in the 

population 

 

Not routinely calculated 

by DHS surveys. Issues 

with defining stillbirths 

and early neonatal deaths 

Review whether it is 

feasible to calculate this 

from DHS data 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; coverage 

and impact indicators 

Not reported – or not 

established 

Consider target setting for 

key indicators in the next 

annual review  
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Detailed validation results of EENC monitoring and evaluation data  
 
Table 1. Implementation indicators – EENC scale-up readiness benchmarks 
 

                                                 
5

 A draft Five-Year Action Plan for Healthy Newborns was developed in December 2014 and revised in June 2015. It has 

yet to be formally adopted by the Ministry of Health. 
6

 Developed and funded for only three provinces. 
7

 There are several existing coordination mechanisms for maternal and newborn health in Cambodia including the 

Reproductive, Maternal, Newborn and Child Health Task Force, the Working Group for Newborn Care and IMCI, and the 

Sub-Working Group for Maternal and Child Health. Newborn health issues are discussed in these groups as and when they 

arise. There is also a Forum of Health Partners that is led by WHO and meets regularly. Newborn health issues are 

discussed when required at this forum. 
4
 The Ministry of Health is working on the adaptation of the EENC Clinical Practice Pocket Guide into a national guide 

for implementation. It is expected that the adaptation will be complete by end of 2015. 
5
 A workshop was conducted in October 2014 to develop the Five-year Action Plan for Healthy Newborns and 

implementation plan for 2014 –2015. The Ministry of Health plans to conduct an annual review workshop towards the end 

of 2015. 
6
 A member of the Working Group for Newborn Care and IMCI as a Vice-President of the Cambodian Pediatric 

Association. The membership of the working group is now being re-considered to include membership from more health 

professional associations such as the Midwives Association and the Obstetricians Association. 
7
 At the time of data collection (July 2015), only the curriculum for midwives and nurses was available for review in the 

Ministry of Health, however these were not detailed training curricula. For the curriculum for medical doctors, a professor 

from the University of Health Science advised that: bask and mask ventilation, management of newborn sepsis in the first 

three days of life, management of jaundice, prevention of mother to child transmission of HIV at the time of birth and in 

the first three days following birth is included in the curriculum for medical doctors. Data on inclusion of EENC 

interventions remains incomplete. 

Benchmark Status in 
2015 

Validated? If 
no, reasons 

Target 
2020 

Newborn health situation analysis conducted in the previous five years and 
used for strategic planning 

Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action Plan for 
Healthy Newborns,

 
costed and adopted by the Ministry of Health (ENAP 

Indicator 2) 

Partial
5

 Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes
6

 Yes Yes 

EENC technical working/coordination group formed and meeting regularly  Yes Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 
Health 

Yes Yes Yes 

EENC stakeholder group formed to engage key political leaders and 
champions and meeting regularly (ENAP Indicator 14) 

No
7

  TBC 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed and 
endorsed by key stakeholders – and available for local use (Clinical pocket 
guide for intra-partum and newborn care)  

Partial
8

 Yes Yes 

EENC consensus-building/programme review workshop conducted 
annually to inform development of annual implementation plans  

Yes
9

 Yes Yes 

Mechanisms established to ensure that professional associations are 
supporting implementation of EENC – policy statements supporting EENC, 
conventions, guidelines, training for members of the association 

No
10

  TBC  

Proportion of EENC interventions (normal and high-risk delivery) included 
in pre-service training curricula:  
a) Medical  
b) Nursing 
c) Midwifery  

 
 
No data

7
 

No data
7
 

No data
7
 

 
 
 

 
 
100% 
100% 
100% 
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Table 2. Implementation Indicators – Roll-out of EENC 
 

Indicator 2015* 

Validated?  

If no, 

reasons 

Country 

Target 

2020 

Proportion of delivery centres that have begun coaching staff 

using national EENC standards 

National  

Regional/provincial  

First-level referral  

Primary Health Facilities  

 

 

40% (2/5) 

100% (24/24)
1
 

100% (83/83)
1
 

No data
1
 (1024) 

Yes 

 

Proportion of staff providing delivery and newborn care 

services
 
across all EENC implementing facilities that have 

received EENC coaching  

National (n = 2) 

Regional/provincial (n = 24) 

First-level referral (n = 83) 

Primary health facilities (n = 1024) 

 

 

 

100% (147/147)
2
  

70%
2 
(454/650) 

 

53% (2074/3915) 

Yes 

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation of EENC
 

(ENAP Indicator 5) 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

 

 

0% (0/5) 

12% (3/24)
3
 

0% (0/83) 

0% (0/1024) 

Yes 

 

Proportion of delivery centres implementing EENC receiving 

at least three EENC support visits in the past year (ENAP 

indicator 5) 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

 

 

0% (0/5)
4 

0% (0/24)
4
 

0% (0/83)
4
 

0% (0/1024)
4
 

Yes 

 

15. Proportion of delivery centres with continuously 

available running water and clean and functional toilets 

National  

Regional/provincial 

First-level referral  

Primary health facilities 

 

 

Water supply for:  

Hospitals = 96%
5
 

Health centres = 90%
5
 

 

Functional toilets = 

92%
5
 

Yes 

 

16a. Proportion of newborns receiving immediate skin-to-

skin contact of adequate duration (no separation for at least 

60 minutes and until the first breastfeed is completed) 

National  

Regional/provincial (n = 2) 

First-level referral  

Primary health facilities  

 

 

 

No data 

34%
6
 

No data 

No data 

Yes 

 

16b. Proportion of newborns receiving early and exclusive 

breastfeeding (within 15–90 minutes, no other liquids given 

to the baby) 

National  

Regional/provincial (n = 2) 

First-level referral  

Primary health facilities  

 

 

 

No data 

27%
6
 

No data 

No data 

Yes 
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Indicator 2015* 

Validated?  

If no, 

reasons 

Country 

Target 

2020 

17.  Proportion of delivery centres with no stock-outs of key 

life-saving medicines required to provide EENC in the 

previous year  

  

17a. Magnesium sulfate for severe preeclampsia and for fetal 

neuro-protection if <32 weeks of gestational age 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

 

No data 

50% (1/2)
7,8

 

No data 

No data 

Yes 

 

17b. Oxytocin for AMTSL 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

No data 

100% (2/2)
7
 

No data 

No data 

Yes 

 

17c. Corticosteroids for women at risk for preterm delivery 

National  

Regional/provincial 

First-level referral  

Primary health facilities  

 

No data 

50% (1/2)
7
 

No data 

No data 

Yes 

 

17d. Injectable antibiotics for newborn sepsis 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

No data 

100% (2/2)
7
 

No data 

No data 

Yes 

 

18.  Proportion of delivery centres with no stock-outs of key 

life-saving commodities required to provide EENC in the 

previous year 

 

Yes 

 

18a. Functional bag and size 0 and 1 mask within 2 meters of 

all delivery beds 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

 

No data 

100% (2/2)
7
 

No data 

No data 

Yes 

 

18b. Continuous supply of oxygen  

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

No data 

100% (1/1)
9
 

No data 

No data 

Yes 

 

18c. Continuous Positive Airway Pressure (CPAP)
 

National  

Regional/provincial  

First-level referral  

Primary health facilities  

 

No data 

100% (2/2)
7
 

No data 

No data 

Yes 

 

 

 

Notes to data provided in Table 2: 

* Indicators for Cambodia relate to immediate newborn care, The First Embrace and resuscitation – which is how EENC 

has been adapted in Cambodia. Data for indicators 15–18 was collected from EENC quality improvement assessments 

conducted in Battambang and Takeo provincial hospitals. 
1
 All health workers at delivery wards of all provincial hospitals (PH) (total = 24) were coached on INC in 2012 at the 

National Maternal and Child Health Center (NMCHC). At least the chief of the delivery ward of operational district 

referral hospitals (DRH) (total = 83) were coached on INC in 2012 at NMCHC. After training of provincial INC 
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facilitators conducted at NMCHC in 2012, all provinces are scaling up INC coaching for health centre (HC) midwives 

with financial support from their local nongovernmental organizations. However, the information related to number of 

health centres that have staff members who have been coached on INC was not available yet. (Total number of HCs in 

whole country = 1024 in 2012.) 
2 
For national hospitals, data available from the National Maternal Child Health Center (NMCHC) and Khmer Soviet 

Hospital. Data entered for regional level facilities includes provincial hospitals and operational district referral hospitals 

(first-level referral). The data was collected in June 2014. It refers to nationwide coverage. 
3 
Starting in the three target provinces (Battambang, Takeo and Kg. Cham), the quality of EENC practices is improved 

through EENC Hospital Core Team (HCT) that was established in the three provincial hospitals. Gaps and problems 

related to EENC practices were identified by self-assessment of midwives at maternity ward. 
4
 EENC quality improvement at health facilities was recently introduced in early 2015 by WHO technical consultants 

(John Murray and Chris Newsome) in collaboration with the Ministry of Health. EENC support visits have yet to be 

conducted. 
5 
Data obtained from a Review of the Cambodian Emergency Obstetric and Newborn Care Improvement Plan 2010-2015. 

EENC quality assessments conducted in Battambang and Takeo provincial hospitals show that one of the provincial 

hospitals had continuously running water and functional toilets.  
6 
Data obtained from EENC quality assessments conducted in Battambang and Takeo provincial hospitals, based on 

interviews with 18 mothers admitted in the post-delivery rooms. According to the Cambodia Demographic Health Survey 

(CDHS) 2010, approximately two in three children are breastfed within one hour of birth (66%), and 86% are breastfed 

within one day of birth. Nineteen per cent of children receive a prelacteal feed, that is, something other than breast milk 

during the first three days of life. 
7 
Data obtained from EENC quality assessments conducted in Battambang and Takeo provincial hospitals.  

8 
Data obtained from EENC quality assessments conducted in Battambang and Takeo provincial hospitals. However, 

according to the review of the Cambodian EmONC Improvement Plan 2010–2015, magnesium sulphate is being used by 

75.8% of hospitals and 100% of health centres and there is a protocol in place to support its use. 
9 
Data available from EENC quality assessment conducted in Battambang hospital only. 

 

Explanatory notes on the indicators: 

No. 11 is calculated for all delivery centres. Nos. 12–16 are calculated for delivery centres implementing EENC. Detailed 

guidelines on how indicators are calculated are presented separately in data collection spreadsheets. 

No. 12:
 
Clinical staff: doctors, nurses and midwives who are in contact with pregnant women, mothers and babies, and 

other/non-clinical staff such as facility managers and members of quality assurance teams who are important to supporting 

EENC.
 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves: formation of an EENC 

management team; regular meetings of this team; and regular EENC spot checks with feedback and problem-solving to 

support improved practice. 
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Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year Validated?  

If no, reasons 

Country 

Target 

2020 
2014 2015 

19. Proportion of premature deliveries between 24–34 weeks of 

gestational age receiving antenatal steroids within one hour of 

admission to the facility
 
 

National  

Regional/provincial  

First-level referral  

 

 

 

 

No data 

 

 

 

 

No data 

  

20. Proportion of premature newborns receiving Kangaroo 

Mother Care  

National  

Regional/provincial  

First-level referral  

 

 

No data 

 

 

No data 

  

21. Neonatal Intensive Care Unit (NICU)/nursery admission rate  

National  

Regional/provincial (n = 3) 

First-level referral  

 

 

No data 

 

No data 

10%
1
 

No data 

Yes 

 

 

22. Proportion of newborns born premature by gestational age: 

National  

Regional/provincial (n = 3) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral (district)  

 

 

 

 

No data 

 

 

No data 

 

3.67%
2
 

0.83% 

0.13% 

No data 

Yes 

 

23. Proportion of newborns born premature by weight: 

National  

Regional/provincial (n = 3) 

<1500g 

1500–2499 

> 2500 

First-level referral (district)  

 

 

 

 

No data 

 

No data 

 

0.80%
3
 

6.75% 

91.5% 

No data 

Yes 

 

24. Proportion of newborns born at the facility classified with 

newborn sepsis
 

National  

Regional/provincial (n = 3) 

First-level referral (district)  

 

 

 

No data 

 

 

No data 

3.8%
4
 

No data 

Yes 

 

25. Proportion of newborns born at the facility classified with 

birth asphyxia
 

National  

Regional/provincial (n = 3) 

First-level referral (district)  

 

 

 

No data 

 

 

No data 

3.3%
5
 

No data 

Yes 

 

26. Newborn mortality rate stratified by gestational age 

National  

Regional/provincial (n = 3) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral (district)  

 

 

 

 

No data 

 

No data 

 

0.35%
6
 

0.24% 

0.13% 

No data 

Yes 
 

However, 

could not 

reconcile 

computations 

based on raw 

data provided 
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Indicator 

Data by year Validated?  

If no, reasons 

Country 

Target 

2020 
2014 2015 

27. Newborn mortality rate stratified by weight:  

National  

Regional/provincial (n = 3) 

<1500g 

1500–2499 

> 2500 

First-level referral (district)  

 

 

 

 

No data 

 

No data 

 

0.54%
7
 

0.21% 

0.32% 

No data 

Yes 
 

However, 

could not 

reconcile 

computations 

based on raw 

data provided 

 

28. Case-fatality rate (% registered cases dying):  

28a. Low birth weight newborns 

National  

Regional/provincial (n = 3) 

First-level referral (district) (n = 83) 

 

 

No data 

 

No data 

14%
8
 

No data 

Yes 

 

28b. Newborn sepsis 

National  

Regional/provincial (n = 3) 

First-level referral (district)  

 

 

No data 

 

 

No data 

2% 

No data 

Yes 

 

28c. Newborn asphyxia 

National  

Regional/provincial (n = 3) 

First-level referral (district)  

 

 

No data 

 

No data 

15% 

No data 

Yes 

 

 
 

Notes to data provided in Table 3: 
1 Data collected in the three target provinces from January to May 2015 (3735 live births/381 in-born admission newborns) 
2 Data collected in the three target provinces from January to May 2015 (# of premature newborns by gestational age/Total # of 

live births) 
3 Data collected in the three target provinces from January to May 2015 (# of premature newborns by birth weight/Total # of live 

births) 
4 Data collected in the three target provinces from January to May 2015 (# of newborns born at the facility classified with 

newborn sepsis /Total # of live births) 
5 Data collected in the three target provinces from January to May 2015 (# of newborns born at the facility classified with birth 

asphyxia/Total # of live births) 
6 Data collected in the three target provinces from January to May 2015 (# newborn death stratified by gestational age/Total # of 

live births) 
7 Data collected in the three target provinces from January to May 2015 (# newborn death stratified by weight/Total # of live 

births) 
8 Data collected in the three target provinces from January to May 2015 (# newborn death stratified by causes/Total # in-born 

admission cases stratified by causes). According to CDHS 2010, 8% were classified as low birth weight (less than 2.5 kilograms 

at birth). LBW is also an indicator to identify premature babies in Cambodia. 

 

Explanatory notes on the indicators: 

No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 weeks of 

gestational is being reviewed by the WHO Guidelines Review Committee in 2015  

No. 19: Kangaroo mother care: skin-to-skin contact with the mother, feeding with breastmilk, monitoring for complications. 

Nos. 20, 22, 23 and 28a: Premature newborns: ICD-10 P07.3: newborn of less than 37 completed weeks (196 completed days but 

less than 259 completed days).  

Nos. 24 and 28b: Bacterial sepsis of the newborn – ICD-10 P36 (including codes P36.0 – P36.9 bacterial sepsis of known cause 

or sepsis of unknown cause). 

Nos. 25 and 28c: Birth asphyxia – ICD-10 P21: baby is not breathing or gasping at birth (including severe birth asphyxia (pulse 

less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, tone absent, with 1-minute 

Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established within one to two minutes, heart rate 100 

or above, some muscle tone present, some response to stimulation, with 1-minute Apgar score 4–7). 
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Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data & 

Source 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

% of live births attended by skilled health 

personnel 

89% 

CDHS 2014 
Yes 

 

% of live births that take place at health facilities 83% 

CDHS 2014 
Yes 

 

% of live births delivered by caesarian section  3% 

CDHS 2010 
Yes 

 

% of live rural births delivered by caesarean 

section 

2% 

CDHS 2010 Yes 
 

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare 

abdomen or chest immediately after (skin-to-

skin contact) 

No data 

  

% of newborns breastfed within one hour of 

birth  

66% 

CDHS 2010 
Yes 

 

% of newborns not receiving a prelacteal feed 81% 

CDHS 2010 
Yes 

 

% of live births with a reported birth weight  72% 

CDHS 2010 
Yes 

 

% of women who received postnatal care within 

two days of birth following discharge from the 

facility 

88% 

CDHS 2014 Yes 

 

% of newborns receiving postnatal care within 

two days of birth following discharge from the 

facility 

No data 

  

% of newborns receiving postnatal care within 

two days assessed and counselled on exclusive 

breastfeeding and danger signs  

No data 

  

% of newborns 0–28 days who are exclusively 

breastfed 

80% 

CDHS 2014 
Yes 

 

 

Explanatory notes: 

No. 34: Delayed bathing: at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness – stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 
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Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 
Data & Source 

2015 

Validated?  

If no, reasons 
Country 

Target 2020 

 

 

 

Neonatal 

deaths 

Neonatal mortality rate 

(per 1000 live births) 

 

18 

CDHS 2014 Yes 

 

Perinatal mortality rate 

(per 1000 live births) 

No data 
 

 

Proportional causes of neonatal 

death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

 

No data
1
 

 

 

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 8%
2
 

CDHS 2010 Yes 
 

Pre-term birth rate (<37 weeks) No data   

 

Notes to data provided in Table 5:
 

1 
An unpublished study in the province of Svay Rieng (2009) found the following for proportional causes of death: 

sepsis 40%, tetanus 0%, birth asphyxia 23%, pre-term birth 14%,\ and congenital anomalies 3% 
2 
This prevalence = 7.6% in the three target provinces (Data collected from January to May 2015) 

 

Explanatory notes: 
No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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China 

 

In China, newborn deaths represent 50% of all under-5 child deaths, and the neonatal mortality 

rate currently stands at 6.3 per 1000 live births.
11

 Two thirds of all newborn deaths occur in the 

first three days of life from complications of prematurity/low birth weight, asphyxia and sepsis. 

Applying EENC around delivery and in the period immediately after birth will prevent 35–66% 

of all newborn deaths. China incorporated EENC into the National Child Survival Strategy in 

2013 in an effort to reduce newborn deaths.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 

 
EENC scale-up readiness benchmarks: Data were available for 9/10 (90%) benchmarks. China 

has completed 3/10 benchmarks, has partially completed 2/10 and has not begun work on 4/10 

benchmarks. Completed benchmarks include a newborn health situational analysis, development 

of a five-year action plan and formation and regular meetings of a technical working group.  

Work on development of an EENC one-year implementation plan, and formation of a 

stakeholder group has been begun but not completed. No data were available on incorporation of 

EENC interventions into medical, nursing and midwifery curricula. All benchmarks reported a 

target. Data were validated for three benchmarks (50%) and not validated for 3 benchmarks 

(50%). 

 

EENC roll-out: Data were available on 0/14 indicators. No data were available on EENC 

coaching status or on quality of care measures at the facility level.  

 

Hospital impact: Data were available on 0/12 hospital impact measures.  

 

Population coverage of newborn interventions: Data were available for 6/14 indicators (43%) 

and not available for 8/14 indicators (57%) (newborns dried after birth, skin-to-skin contact, 

bathing practices, breastfeeding within 1 hour, prelacteal feeding, receiving l contact within 48 

hours and counselling, and exclusive breastfeeding in the first 28 days of life). Targets were set 

for 2/14 indicators (14%). Data were validated for 6/14 indicators (43%). 

 

Newborn health impact: Data were available for 5/5 measures (100%). Data from the majority of 

indicators (4/5) were from the National Maternal and Child Health Surveillance database. 

Targets were set for 1/5 impact indicators. Data were validated for all indicators. 

                                                 
11

 China Statistical Yearbook. China: National Bureau of Statistics of China; 2014. http://www.stats.gov.cn/tjsj/ndsj/2014/ 

indexeh.htm. 
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Summary of principal findings – review of EENC monitoring and evaluation framework 

 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 9 90 

Data partially 

available 0 0 

Data not available 1 10 

Validated
#
 3 50 

Not validated
#
 3 50 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 0 0 

Data partially 

available 0 0 

Data not available 14 100 

Validated 0 0 

Not validated 0 0 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals reporting 

0 0 

Data available 0 0 

Data partially 

available 0 0 

Data not available 12 100 

Validated 0 0 

Not validated 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 6 43 

Data not available 8 57 

Validated* 6 100 

Not validated* 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 5 100 

Data not available 0 0 

Validated* 5 100 

Not validated* 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved 

* Validation of data applies only to those indicators for which data was available or partially available 
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Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

Data not 

validated – 

EENC scale-

up readiness 

benchmarks 

Benchmarks 4, 6, 7 Supporting data not 

available at the time of the 

review 

Provide supporting 

documentation for each 

benchmark 

 

No data – 

EENC scale-

up readiness 

Proportion of 

EENC interventions 

(normal and high- 

risk delivery) 

included in pre-

service training 

curricula 

Data not yet collected Review curricula and score 

proportion including standard 

package of EENC 

interventions. Use EENC 

regional framework and tools 

for reviewing interventions 

No data – 

EENC roll-

out 

Indicators 11–18 Data not available 

 

 

Review whether data are 

available – and if not 

consider collecting facility 

data on EENC practices and 

supports routinely – using the 

annual EENC 

implementation review 

method (Use WHO tools) 

No data – 

hospital 

impact 

 

 

Indicators 19–28 Data not available Investigate mechanisms for 

collecting hospital data in 

hospitals that have begun 

implementing EENC – 

consider using regional 

standards and case 

definitions. 

 

 

No data – 

population 

coverage 

Indicators 33, 34, 

35, 36, 37 

(immediate 

newborn care 

practices) and 41 

and 42 (PNC within 

2 days and 

counseling given; 

exclusive BF to 28 

days) 

Indicators not currently a 

part of routine reporting 

system 

 

 

Not included in population-

based surveys 

Ensure that all future 

population-based surveys 

include key newborn 

indicators 

 

Consider adding some 

indicators to routine 

reporting – in particular early 

newborn practices 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; some 

coverage indicators 

Not reported – or not 

established 

Consider target setting for 

key indicators – also consider 

reviewing and adopting 

indicators in WHO Regional 

EENC M&E framework 
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Detailed validation results of EENC monitoring and evaluation data  

 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status 

in 2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years 

and used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action 

Plan for Healthy Newborns,
 
costed and adopted by the Ministry of 

Health  

Yes
1
 Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Partial Yes Yes 

EENC technical working/coordination group formed and meeting 

regularly  Yes
2
 

No 

No supporting 

documentation available 

Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
No  Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  Partial 

No 

No supporting 

documentation available 

Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed 

and endorsed by key stakeholders – and available for local use  

No 

No 

Is adaptation of the 

clinical pocket guide on-

going? Should this be 

partial? 

Yes 

EENC consensus-building/programme review workshop conducted 

annually to inform development of annual implementation plans  
No

3
  Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting 

EENC, conventions, guidelines, training for members of the 

association 

No  Yes 

Proportion of EENC interventions (normal and high risk delivery) 

included in pre-service training curricula:  

a) Medical  

b) Nursing  

c) Midwifery  

No data  

 

 

100% 

100% 

100% 
 

Notes to data provided in Table 1: 
1
 EENC Action Plan is part of the national child survival strategy – draft December 2013 

2
 EENC technical coordination is part of the national child survival strategy technical working group 

3 
Consensus-building workshop will be part of the national child survival strategy meeting in 2015 

 

Explanatory notes on the indicators: 
No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn impact 

measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn health equity 

for different populations and groups; and the status of key systems inputs to support delivery of newborn health 

interventions (policies, laws, standards and guidelines; medicines and supplies; human resources; service delivery; and 

monitoring and evaluation). 

No. 2: WHO/WPRO, UNICEF. Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014-2020).  

No. 4: Membership may include: Ministry of Health public health divisions, key obstetric and pediatric decision-makers, 

professional associations from obstetrics, paediatrics, midwives, civil society organizations and development partners. 

Meeting frequency to be defined locally – at least quarterly is recommended. 

No. 6: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society leaders, 

development partners, media practitioners, academia and health professional associations. Meeting frequency to be defined 

locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, 

systems support needed for implementation and current status of implementation.  Annual meetings recommended 
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Table 2. Implementation Indicators – Roll-out of EENC
1,2

 
 

Indicator 2015 
Validated? 

If no, reasons 

Country 

Target 

2020 

Proportion of delivery centres that have begun 

coaching staff using national EENC standards 

National  

Provincial  

First-level referral  

Primary health facilities 

No data  

 

Proportion of staff providing delivery and newborn 

care services
 
across all EENC implementing facilities 

who have received EENC coaching  

National (n = 4) 

Provincial (n = 4) 

First-level referral  

Primary health facilities 

No data  

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation of 

EENC (ENAP Indicator 5) 

National  

Provincial 

First-level referral  

Primary health facilities 

No data  

 

Proportion of delivery centres implementing EENC 

receiving at least three EENC support visits in the past 

year (ENAP indicator 5) 

National  

Provincial 

First-level referral  

Primary health facilities 

No data 

  

Proportion of delivery centres with continuously 

available running water and clean and functional 

toilets 

National  

Provincial  

First-level referral  

Primary health facilities 

 

No data 

  

16a. Proportion of newborns receiving immediate 

skin-to-skin contact of adequate duration (no 

separation for at least 60 minutes and until the first 

breastfeed is completed) 

National (n = 4) 

Provincial  

First-level referral  

Primary health facilities 

No data  

 

16b. Proportion of newborns receiving early and 

exclusive breastfeeding (within 15–90 minutes, no 

other liquids given to the baby) 

National (n = 4) 

Provincial  

First-level referral  

Primary health facilities 

No data  
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Indicator 2015 
Validated? 

If no, reasons 

Country 

Target 

2020 

17.  Proportion of delivery centres with no stock-outs 

of key life-saving medicines required to provide 

EENC in the previous year  

 

17a. Magnesium sulfate for severe preeclampsia and 

for fetal neuro-protection if <32 weeks of gestational 

age 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

No data 

 

  

17b. Oxytocin for AMTSL 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

17c. Corticosteroids for women at risk for preterm 

delivery 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

No data 

 

  

17d. Injectable antibiotics for newborn sepsis 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

18.  Proportion of delivery centres with no stock-outs 

of key life-saving commodities required to provide 

EENC in the previous year 

 

18a. Functional bag and size 0 and 1 mask within 2 

meters of all delivery beds 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

No data 

 

  

18b. Continuous supply of oxygen  

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

18c. Continuous Positive Airway Pressure (CPAP) 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

 

Explanatory notes: 

No. 11 is calculated for all delivery centres. Nos. 12–16 are calculated for delivery centres implementing EENC.  

No. 12:
 
Clinical staff – doctors, nurses, and midwives – who are in contact with pregnant women, mothers and 

babies, and other/non-clinical staff such as facility managers and members of quality assurance teams who are 

important to supporting EENC.
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No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot-checks with feedback and problem solving 

to support improved practice 
 

 

Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year 

Validated? 

If no, reasons 

Countr

y 

Target 

2020 
2014 2015 

19. Proportion of premature deliveries between 

24 to 34 weeks of gestational age receiving 

antenatal steroids within one hour of admission to 

the facility
 
 

National  

Provincial  

First-level referral  

 

 

 

 

No data 

 

 

 

 

No data 

  

20. Proportion of premature newborns receiving 

Kangaroo Mother Care  

National  

Provincial  

First-level referral  

 

 

No data 

 

 

No data 

  

21. NICU/nursery admission rate  

National  

Provincial  

First-level referral  

 

 

No data 

 

 

No data 
 

 

22. Proportion of newborns born premature by 

gestational age: 

National  

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Provincial 

First-level referral 

No data No data  

 

23. Proportion of newborns born premature by 

weight: 

National  

<1500g 

1500–2499 

> 2500 

Provincial  

First-level referral 

No data No data  

 

24. Proportion of newborns born at the facility 

classified with newborn sepsis 

National  

Provincial  

First-level referral  

 

 

 

No data 

 

 

 

No data 

 

 

25. Proportion of newborns born at the facility 

classified with birth asphyxia 

National  

Provincial  

First-level referral  

 

 

No data 

 

 

No data  
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Indicator 

Data by year 

Validated? 

If no, reasons 

Countr

y 

Target 

2020 

2014 2015 

26. Newborn mortality rate stratified by 

gestational age: 

National  
32–<37 weeks 

28–<32 weeks  

<28 weeks 

Provincial  

First-level referral  

No data No data 

  

27. Newborn mortality rate stratified by weight:  

National  
<1500g 

1500–2499 

> 2500 

Provincial  

First-level referral 

No data No data 

  

28. Case-fatality rate (% registered cases dying):  

28a. Premature newborns  

National  

Provincial  

First-level referral  

 

No data 

 

No data 
 

 

28b. Newborn sepsis  

National  

Provincial  

First-level referral  

 

No data 

 

No data 
 

 

28c. Newborn asphyxia  

National  

Provincial  

First-level referral  

 

No data 

 

No data 
 

 

 

Explanatory notes: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015
 
 

No. 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breastmilk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns: ICD-10 P07.3: newborn of less than 37 completed weeks (196 completed 

days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn – ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia: ICD-10 P21 – baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 

tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within 1–2 minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-minute 

Apgar score 4–7). 
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Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data 2015 Validated?  

If no, reasons 

Country 

Target 2016 

% of live births attended by skilled health personnel 99.8%
1
 Yes 98% 

% of live births that take place at health facilities 99.5%
2
 Yes 98% 

% of live births delivered by caesarian section  35%
3
 Yes  

% of live rural births delivered by caesarean section 29%
4
 Yes  

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare abdomen 

or chest immediately after birth (skin-to-skin contact) 
No data  

 

% of newborns breastfed within one hour of birth  No data   

% of newborns not receiving a prelacteal feed No data   

% of live births with a reported birth weight  No data   

% of women who received postnatal care within two 

days of birth following discharge from the facility 
94%

5
 Yes  

% of newborns receiving postnatal care within two 

days of birth following discharge from the facility 
93%

6
 Yes  

% of newborns receiving postnatal care within two 

days assessed and counselled on exclusive 

breastfeeding and danger signs  

No data  

 

% of newborns 0–28 days who are exclusively 

breastfed 
No data  

 

 

Notes to data provided in the Table 4: 
1 
Chinese Health Statistical Year Book 2013, Table 8 -1 

2 
Maternal and Child Mortality Surveillance (MCMS) Report 2013, page 84 Table 2.2.1 

3
 Maternal and Child Mortality Surveillance (MCMS) Report 2013, page 86 Table 2.2.3 

4
 Maternal and Child Mortality Surveillance (MCMS) Report 2013, page 86 Table 2.2.3.  

5
 Maternal and Child Mortality Surveillance (MCMS) Report 2013, page 82 Table 2.2.1 

6
 Maternal and Child Mortality Surveillance (MCMS) Report 2013, page 82 Table 2.2.1 

 

Explanatory notes: 

No. 34: Delayed bathing – at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive BF including attachment and positioning; at least 3 

danger signs for severe newborn illness (stopped feeding well, history of convulsions, fast breathing (breathing rate 

≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), low body 

temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any age. 
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Table 5. Impact indicators for newborn health, 2014–2020 
 

Data 

required 
Measurement 

Data & Source 

2015 

Validated?  

If no, reasons 
Country 

Target 2020 

 

 

 

Neonatal 

deaths 

Neonatal mortality rate 

(per 1000 live births) 

6.3 

Maternal and Child 

Mortality 

Surveillance 

(MCMS) Report 

2013 

Yes 

 

Perinatal mortality rate 

(per 1000 LB) 

5.5 

MCMS 2013 
Yes 

 

Proportional causes of neonatal 

death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

 

1.7% 

0.1% 

25% 

33% 

19% 

MCMS 2013 

Yes 

 

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 6.2% 

MCMS 2013 Yes 4% 

Pre-term birth rate (< 37 weeks) 7.5% 

Chinese Health 

Statistical Year 

Book, 2013 

Yes 

 

 

Explanatory notes: 
No. 44: Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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The Lao People's Democratic Republic 

 
In the Lao People's Democratic Republic, newborn deaths now represent 38% of all under-5 

child deaths, and the neonatal mortality rate is estimated at 29 per 1000 live births.
12

 Two thirds 

of all newborn deaths occur in the first three days of life from complications of prematurity/low 

birth weight, asphyxia and sepsis. Applying EENC around delivery and in the period 

immediately after birth will prevent 35–66% of all newborn deaths. The Lao People’s 

Democratic Republic adopted a five-year EENC Action Plan for EENC and began implementing 

EENC at national hospitals in 2014.  

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 
 

EENC scale-up readiness benchmarks: Data were available for 10/10 (100%) of benchmarks. 

The Lao People’s Democratic Republic has completed 7/10 and partially completed 3/10 

benchmarks. Completed benchmarks include a newborn situational analysis, adoption of a five-

year EENC action plan, development and funding of a one-year EENC implementation plan, 

formation and regular meetings of a technical working group, formation of a stakeholder group 

and annual implementation reviews for EENC. Work on adaptation of the EENC clinical pocket 

guide and incorporation of EENC into pre-service curricula is ongoing. Over 50% of EENC 

interventions have been incorporated into pre-service curricula. Data from nine benchmarks were 

validated. 

 

EENC roll-out: Data were available for 4/14 indicators and partially available for 2/14 indicators. 

No data were available from eight indicators. EENC coaching has begun in 4/5 national hospitals 

(80%) and 4/17 (24%) of provincial hospitals. In EENC implementing hospitals 86% of staff at 

four national hospitals and 90% staff at four provincial hospitals have been coached. All four 

national and four provincial hospitals are using a quality self-improvement approach to support 

EENC implementation but with only the national hospitals receiving support visits to date. 

Facility-based data on EENC practices (immediate, sustained skin-to-skin contact and early and 

exclusive breastfeeding) are available from only four national hospitals. No data on availability 

of EENC medicines and commodities were provided. No targets for roll-out indicators have been 

set. Data from five indicators were validated. 

 

Hospital impact: Data were reported from four national hospitals (2014 and 2015) and two 

provincial hospitals (2015). Data were partially available for 6/12 hospital indicators and not 

                                                 
12

 Levels & Trends in Child Mortality. Report 2014. Estimates Developed by the UN Inter-Agency Group for Child Mortality 

Estimation. New York: UNICEF; 2014. www.unicef.org/media/files/Levels_and_Trends_in_Child_Mortality_2014.pdf 
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available for 6/12 indicators for January 2014 to June 2015. No data were available for use of 

antenatal steroids, newborns born premature by gestational age and weight, or newborn mortality 

stratified by gestational age and weight. Hospital targets have not yet been set. Hospital data for 

six indicators were validated. 

 

Population coverage of newborn interventions: Population data were available for 10/14 

indicators and not available for 4/14 indicators (newborns dried after birth, skin-to-skin contact, 

bathing practices, newborns receiving postnatal care within 48 hours and counseling). A target 

has been set for 7/14 (50%) of indicators. All available data were validated. 

 

Newborn health impact: Data were available for 4/5 measures (80%). Data were not available on 

the perinatal mortality rate. Targets were set for 2/5 indicators. All data were validated. 

 

Summary of principal findings – review of EENC monitoring and evaluation framework 

 

 Number Proportion of total (%) 

Scale-up Readiness benchmarks (N=10) 

Data available 10 100 

Data partially 

available 0 0 

Data not available 0 0 

Validated
#
 9 90 

Not validated
#
 1 10 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 4 29 

Data partially 

available 2 14 

Data not available 8 57 

Validated* 5 36 

Not validated* 1 7 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals reporting 

6 75 

Data available 0 0 

Data partially 

available 6 50 

Data not available 6 50 

Validated* 6 100 

Not validated* 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 10 71 

Data not available 4 29 

Validated* 10 100 

Not validated* 0 0 
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Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 4 80 

Data not available 1 20 

Validated* 4 100 

Not validated* 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved 

* Validation of data applies only to those indicators for which data was available or partially available 

 

 

Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

Data not 

validated 

Benchmark 9 – 

Mechanisms 

established to ensure 

that professional 

associations are 

supporting 

implementation of 

EENC 

No supporting 

documentation provided 

to show that such 

mechanisms have been 

established 

Provide documentation 

to show that 

mechanisms have been 

established,  

Example: policy 

statements supporting 

EENC, convention 

reports, guidelines, 

training for members of 

associations 

Indicator 14 – EENC 

support visits 

Not clear whether three 

visits were conducted to 

Setthathirath Hospital and 

Mittaphab Hospital. 

Meeting minutes from 

two visits only provided 

for Mittaphab. Also 

difficult to validate dates 

of meeting minutes, data 

format not clear. 

If at least three EENC 

support visits were 

conducted to the 

national hospitals as 

indicated, provide at 

least three meeting 

minutes for each 

hospital with the date of 

each meeting clearly 

indicated. 

Data collected 

only from 

National 

hospitals – 

EENC roll 

out 

Indicator 16 

(immediate and 

sustained skin-to-skin 

contact) 

Data only collected from 

national hospitals, 

although provincial 

hospitals have begun 

EENC implementation 

Conduct regular annual 

reviews to collect these 

data from a sample of 

all facilities 

implementing EENC 

No data 

collected – 

EENC roll 

out 

Indicators 15, 17–18 

(running water and 

functional toilets, 

essential medicines 

and commodities) 

No data were collected in 

these areas 

As above 

No data – 

hospital 

Indicators 19 and 20 – 

(use of antenatal 

Data on use of steroids 

not routinely collected in 

Investigate mechanisms 

for collecting data on 
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Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

impact steroids, KMC for 

preterm babies), and 

indicators 21–23 and 

26–27 (NICU 

admission rate, 

newborns born 

premature by 

gestational age and 

weight, or newborn 

mortality stratified by 

gestational age and 

weight) 

registers – therefore 

collection is more 

difficult. 

 

KMC not routinely 

practised in most 

hospitals 

 

Difficult to collect data 

by gestational age and 

weight 

use of antenatal steroids 

 

Begin implementation 

of KMC – keep 

indicator for tracking in 

the longer term. 

 

 

Partial data – 

Hospital 

impact 

 

 

Indicators 21, 28a, 28b 

and 28c (NICU 

admission rate, case-

fatality rates for 

preterm, sepsis, and 

asphyxia) not reported 

across all hospitals 

providing data  

Not all provincial 

hospitals are reporting 

NICU admissions, and 

preterm, sepsis and 

asphyxia rates – therefore 

case fatality rates cannot 

also be computed  

Develop approaches to 

scaling up EENC 

quality improvement 

including hospital data 

gathering more widely. 

No data – 

population 

coverage 

Indicators 33, 34, 35 

(immediate newborn 

care practices) and 41 

(postnatal care within 

two days and 

counseling given) 

Data from a sample of 

facilities is not 

representative of 

coverage in the 

population 

 

DHS and MICS surveys 

often do not collect data 

in these areas – although 

standard questionnaires 

are available to collect 

these data 

 

Indicator 41: not 

routinely collected by any 

survey – and not yet 

tested 

Ensure that all future 

population-based 

surveys include key 

newborn indicators. 

 

Consider removing 

indicator 41 

No data – 

newborn 

impact 

 

Indicator 44 – 

Perinatal mortality 

rate 

 

 

Indicator 47 – 

Prevalence of pre-term 

Data from a sample of 

facilities is not 

representative of 

coverage in the 

population 

 

Not routinely calculated 

Review whether it is 

feasible to calculate this 

from LSIS data  
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Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

birth by DHS/Lao Social 

Indicator Survey (LSIS) 

surveys. Issues with 

defining stillbirths and 

early neonatal deaths 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; a few 

coverage and impact 

indicators 

Not reported – or not 

established 

Consider target setting 

for key indicators at the 

next annual review  

 

 

Detailed validation: results of EENC monitoring and evaluation data 

 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status 

in 2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years 

and used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action Plan 

for Healthy Newborns,
 
costed and adopted by the Ministry of Health  

Yes Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes Yes Yes 

EENC technical working/coordination group formed and meeting 

regularly  
Yes Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
Partial

1
 Yes Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  
Yes Yes Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed 

and endorsed by key stakeholders – and available for local use  Partial
2
 Yes Yes 

EENC consensus-building/programme review workshop conducted 

annually to inform development of annual implementation plans  
Yes Yes Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting 

EENC, conventions, guidelines, training for members of the association 
Yes

3
 

No 

No evidence of 

professional 

associations' 

support for 

EENC 

Yes 

Proportion of EENC interventions (normal and high risk delivery) 

included in pre-service training curricula:  

a) Medical  

b) Nursing  

c) Midwifery 

 

 

88% 

54% 

65% 

Yes 

 

 

100% 

100% 

100% 

 

Notes to data provided in the Table 1: 
1
 WHO EENC coordinator supports Ministry of Health. 

2
 The guide has been adapted, translated and formatted and is in the process of being finalized for printing. 
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3 
EENC has been integrated into the curriculum of University of Health Science and is now being practiced in four central 

hospitals where medical and nursing students do clinical practice. The hospital EENC committee members are leaders 

within professional associations.  
 

Explanatory notes on the indicators: 
No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn impact 

measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn health equity 

for different populations and groups; status of key systems inputs to support delivery of newborn health interventions 

(policies, laws, standards and guidelines; medicines and supplies; human resources; service delivery; and monitoring and 

evaluation). 

No. 2: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants in the Western 

Pacific Region (2014-2020).  

No. 3:
 
Membership may include Ministry of Health public health divisions, key obstetric and paediatric decision-makers, 

professional associations from obstetrics, paediatrics, midwives, civil society organizations and development partners. 

Meeting frequency to be defined locally – at least quarterly is recommended. 

No. 4: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society leaders, 

development partners, media practitioners, academia and health professional associations. Meeting frequency to be defined 

locally – at least quarterly is recommended. 

No. 5: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, 

systems support needed for implementation and current status of implementation.  Annual meetings recommended 

 
Table 2. Implementation Indicators – Roll-out of EENC

1,2
 

 

Indicator 2015 
Validated? 

If no, reasons 

Countr

y 

Target 

2020 

Proportion of delivery centres that have begun 

coaching staff using national EENC standards 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

80% (4/5)  

24% (4/17) 

0% (0/137)
3
 

0% (0/986)
3
 

 

Yes 

 

Proportion of staff providing delivery and newborn 

care services
 
across all EENC implementing facilities 

who have received EENC coaching  

National (n = 4) 

Provincial (n = 4) 

First-level referral  

Primary health facilities 

 

 

 

 

86% (174/203) 

90% (111/124) 

0% 

0% 

Yes 

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation of 

EENC (ENAP Indicator 5) 

National  

Provincial 

First-level referral  

Primary health facilities 

 

 

 

100% (4/4)
3
 

100% (4/4)
4
 

0% 

0% 

Yes 

 

Proportion of delivery centres implementing EENC 

receiving at least 3 EENC support visits in the past 

year (ENAP indicator 5) 

National  

Provincial 

First-level referral  

Primary health facilities 

 

 

 

100% (4/4) 

0% (0/4)
5 
 

0% 

0% 

No 

No evidence of 3 visits 

conducted to Settha and 

Mittaphab hospitals. Unable 

to validate dates of meeting 

minutes. Confusing data 

format 
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Indicator 2015 
Validated? 

If no, reasons 

Countr

y 

Target 

2020 

Proportion of delivery centres with continuously 

available running water and clean and functional 

toilets 

National  

Provincial  

First-level referral  

Primary health facilities 

 

No data 

  

16a. Proportion of newborns receiving immediate 

skin-to-skin contact of adequate duration (no 

separation for at least 60 minutes and until the first 

breastfeed is completed) 

National (n = 4) 

Provincial  

First-level referral  

Primary health facilities 

 

 

 

 

37% (16/43) 

No data 

No data 

No data 

Yes 

 

16b. Proportion of newborns receiving early and 

exclusive breastfeeding (within 15–90 minutes, no 

other liquids given to the baby) 

National (n = 4) 

Provincial  

First-level referral  

Primary health facilities 

 

 

 

38% (18/48) 

No data 

No data 

No data 

Yes 

 

17.  Proportion of delivery centres with no stock-outs 

of key life-saving medicines required to provide 

EENC in the previous year  

 

17a. Magnesium sulfate for severe preeclampsia and 

for fetal neuro-protection if <32 weeks of gestational 

age 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

 

No data 

 

  

17b. Oxytocin for AMTSL 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

17c. Corticosteroids for women at risk for preterm 

delivery 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

No data 

 

  

17d. Injectable antibiotics for newborn sepsis 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

18.  Proportion of delivery centres with no stock-outs 

of key life-saving commodities required to provide 

EENC in the previous year 
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Indicator 2015 
Validated? 

If no, reasons 

Countr

y 

Target 

2020 

18a. Functional bag and size 0 and 1 mask within 2 

meters of all delivery beds 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

 

No data 

 

  

18b. Continuous supply of oxygen  

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

18c. Continuous Positive Airway Pressure (CPAP) 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

 
Notes to data provided in Table 2: 
1 
EENC has been introduced in four national hospitals (Mahosot Hospital, Maternal and Child Health Hospital, 

Mittaphab Hospital, Settathirath Hospital) and four provincial hospitals (Huaphan, Luang Prabang, Sayabouly, and 

Xiengkhuang Provincial Hospitals) since April 2014. EENC has not yet been introduced in first-level referral and 

primary health facilities.  
2 
Data source for indicators 15–18c are health facility assessments conducted in Mahosot, MCH, Mittaphab, and 

Settathirath hospitals. 
3 
First-level referral facilities include 135 district hospitals, one military hospital and one police hospital. Primary 

health facilities include 970 health centres and 16 private hospitals. 
4 
All hospitals have formed hospital teams that meet regularly. EENC spot check forms are not completed regularly 

as this was not seen to generate change. This was discussed earlier in the year, and the decision was that it was 

appropriate to cease strict completion of these. These are still used sometimes by the external EENC support team 

(Centre for International Child Health, University of Melbourne) if a birth is occurring when they are in the birthing 

suite. Regular monitoring is done in lieu of spot checks. 
5
 EENC was introduced in four provincial hospitals in March–April 2015. Teams have been formed and meetings 

have started to occur at least monthly. Spot checks are not being performed for reasons outlined in the previous note. 
6
 As EENC was just introduced in the four provincial hospitals it has not been possible to conduct at least three 

EENC support visits 

 

Explanatory notes on the indicators: 
No. 11 is calculated for all delivery centres. #s 12-16 are calculated for delivery centres implementing EENC.  

No. 12:
 
Clinical staff – doctors, nurses, and midwives – who are in contact with pregnant women, mothers and 

babies, and other/non-clinical staff such as facility managers and members of quality assurance teams who are 

important to supporting EENC.
 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot-checks with feedback and problem solving 

to support improved practice 
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Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year Validated? 

If no, 

reasons 

Country 

Target 

2020 
2014 2015 

19. Proportion of premature deliveries between 

24 to 34 weeks of gestational age receiving 

antenatal steroids within one hour of admission to 

the facility
 
 

National  

Provincial  

First-level referral  

 

 

 

 

No data 

 

 

 

 

No data 

  

20. Proportion of premature newborns receiving 

Kangaroo Mother Care  

National  

Provincial  

First-level referral  

 

 

 

No data 

 

 

 

No data 

  

21. NICU/nursery admission rate  

National  

Provincial  

First-level referral  

 

10% (547/5309) 

No data 

No data 

 

8.7% (249/2865) 

12% (143/731)
1
 

No data 

Yes 

 

22. Proportion of newborns born premature by 

gestational age: 

National (n = 2 for 2014, n = 4 for 2015) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Provincial (n = 4 for 2015) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral 

No data No data  

 

23. Proportion of newborns born premature by 

weight: 

National  

<1500g 

1500–2499 

> 2500 

Provincial  

<1500g 

1500–2499 

> 2500 

First-level referral 

No data No data  

 

24. Proportion of newborns born at the facility 

classified with newborn sepsis 

National (n = 2) 

Provincial (n = 4 for 2015) 

First-level referral (district)  

 

 

7.3% (387/5309) 

No data 

No data 

 

 

2.5% (72/2865) 

8.3%
 
(90/731)

1
 

No data 

Yes 

 

25. Proportion of newborns born at the facility 

classified with birth asphyxia 

National (n =1) 

Provincial (n = 4 for 2015) 

First-level referral (district)  

 

 

1.6% (83/5309) 

No data 

No data 

 

 

1.4% (39/2865) 

3.0% (31/731)
1
 

No data 

Yes 
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Indicator 

Data by year Validated? 

If no, 

reasons 

Country 

Target 

2020 
2014 2015 

26. Newborn mortality rate stratified by 

gestational age: 

National (n = 2 for 2014, n = 4 for 2015) 

32 -<37 weeks 

28 - <32 weeks  

<28 weeks 

Provincial (n = 4 for 2015) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral  

No data No data 

  

27. Newborn mortality rate stratified by weight:  

National (n = 2 for 2014, n = 4 for 2015) 

<1500g 

1500–2499 

> 2500 

Provincial (n = 4 for 2015) 

<1500g 

1500–2499 

> 2500 

First-level referral 

No data No data 

  

28. Case-fatality rate (% registered cases dying):  

28a. Premature newborns (deaths/cases) 

National (n = 2 for 2014, n = 4 for 2015) 

Provincial (n = 4 for 2015) 

First-level referral  

 

10 (27/168) 

No data 

No data 

 

15 (14/94) 

15 (6/41)
1
 

No data 

Yes 

 

28b. Newborn sepsis (deaths/cases) 

National (n = 2 for 2014, n = 4 for 2015) 

Provincial (n = 4 for 2015) 

First-level referral  

 

4.7 (18/387) 

No data 

No data 

 

5.6 (4/72) 

8.9 (8/90) 

No data 

Yes 

 

28c. Newborn asphyxia (deaths/cases) 

National (n = 2 for 2014, n = 4 for 2015) 

Provincial (n = 4 for 2015) 

First-level referral  

 

22 (18/83) 

No data 

No data 

 

13 (5/39) 

42 (13/31) 

No data 

Yes 

 

 

Notes to data provided in the Table 3: 
1
 For one hospital, data is available from July to December 2014 only. 

2
 For 2015, data is available from four national hospitals and four provincial hospitals (for select indicators as 

indicated) from January to April 2015. 
3
 Data 1 In 2014, EENC coaching was introduced in two national hospitals, therefore data is available from these 

two hospitals only available for two provincial hospitals only (Huaphan and Sayabouly). 

 

Explanatory notes: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015.
 
 

No. 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breastmilk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns – ICD-10 P07.3: newborn of less than 37 completed weeks (196 

completed days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn: ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia: ICD-10 P21 – baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 
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tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within one to two minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-

minute Apgar score 4–7). 

 

Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data 2015* Validated?  

If no, reasons 

Country Target 

2016 

% of live births attended by skilled health personnel 42% Yes 60% 

% of live births that take place at health facilities 38% Yes 60% 

% of live births delivered by caesarian section  4% Yes  

% of live rural births delivered by caesarean section 2% Yes  

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare abdomen or 

chest immediately after birth (skin-to-skin contact) 
No data  

 

% of newborns breastfed within one hour of birth  39% Yes 60% 

% of newborns not receiving a prelacteal feed 77% Yes 85% 

% of live births with a reported birth weight  43% Yes 60% 

% of women who received postnatal care within two days 

of birth following discharge from the facility 40% Yes 60% 

% of newborns receiving postnatal care within two days of 

birth following discharge from the facility 41% Yes 60% 

% of newborns receiving postnatal care within two days 

assessed and counselled on exclusive breastfeeding and 

danger signs  
No data  

 

% of newborns 0–28 days who are exclusively breastfed 
27% Yes 

 

 

Notes to data provided in Table 4: 
* Source of all data provided is the Lao MICS Survey conducted in 2012, unless otherwise specified by footnotes 

 

Explanatory notes: 
No. 34: Delayed bathing: at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness – stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 

 

 

 

 

 

 

 



- 57 - 

 

Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 
Data & Source 

2015 

Validated?  

If no, reasons 

Country 

Target 2020 

 

 

 

Neonatal deaths 

Neonatal mortality rate 

(per 1000 live births) 

29 

United Nations 

Inter-agency Group 

for Child Mortality 

Estimation (IGME) 

2013 

Yes 20 

Perinatal mortality rate 

(per 1000 live births) 

No data 
  

Proportional causes of neonatal death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

19%
1 

– 

32% 

27% 

8% 

CHERG 2014 

Yes  

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 15% 

Lao Social Indicator 

Survey (LSIS) 2012 

Yes 10% 

Pre-term birth rate 

(< 37 weeks) 

No data   

 

Notes to data provided in Table 5: 
1
 Measures deaths from sepsis/tetanus/meningitis/encephalitis 

 

Explanatory notes: 
No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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Mongolia  

In Mongolia, newborn deaths now represent 50% of all under-5 child deaths, and the neonatal 

mortality rate is estimated at 13 per 1000 live births.
13

 Two thirds of all newborn deaths occur in 

the first three days of life from complications of prematurity/low birth weight, asphyxia and 

sepsis. Applying EENC around delivery and in the period immediately after birth will prevent 

35–66% of all newborn deaths. Mongolia adopted a five-year EENC Action Plan and began 

implementing EENC in select hospitals in 2014.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of a regional review of current progress in EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 
 

EENC scale-up readiness benchmarks: Data were available for 10/10 (100%) of benchmarks. 

Mongolia has completed 5/10 benchmarks and partially completed 3/10 benchmarks. Completed 

benchmarks (five) include a newborn situational analysis, adoption of a Five-year EENC Action 

Plan, development and funding of a one-year EENC implementation plan, formation and regular 

meetings of a technical working group, and annual implementation reviews for EENC. Work on 

adaptation of the EENC clinical pocket guide, engagement of professional associations and 

incorporation of EENC into pre-service curricula is ongoing. About 40–60% of key EENC 

interventions have been incorporated into pre-service curricula. A full-time EENC/newborn 

health focal person has not been appointed in the Ministry of Health, and a stakeholders group 

has not been formally organized. Data from seven benchmarks were validated. 
 

EENC roll-out: Data were available for 14/14 indicators. EENC coaching has begun in 1/1 

national health facilities, 3/3 regional and 21/25 first-level referral hospitals, as well as 23/123 

primary health facilities. In EENC-implementing hospitals staff coaching coverage ranges from 

95% at the national level to 26% at the primary level. Facility-based data on EENC practices are 

available from an EENC annual implementation review, using a national sample of facilities. No 

targets for roll-out indicators were reported. Data from all 14 indicators were validated. 
 

Hospital impact: Data were reported from one national, three regional and two first-level referral 

hospitals. Data were available for 9/12 indicators, partially available for 2/12 indicators and not 

available for one indicator for January 2014–June 2015. No data were available for use of 

antenatal steroids. Missing data were noted for some indicators. Hospital targets have not yet 

been set. Hospital data for 11 indicators were validated. 
 

Population coverage of newborn interventions: Population data were available for 8/14 indicators 

and not available for 6/14 indicators (newborns dried after birth, skin-to-skin contact, bathing 

practices, prelacteal feeding, receiving PNC contact within 48 hours and counselling, and 

                                                 
13

 Levels & Trends in Child Mortality. Report 2014. Estimates Developed by the UN Inter-Agency Group for Child Mortality 

Estimation. New York: UNICEF; 2014. www.unicef.org/media/files/Levels_and_Trends_in_Child-Mortality_2014.pdf 
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exclusive breastfeeding 0–28 days). Two indicators are calculated using routine HMIS data 

(rural caesarean section deliveries and breastfeeding within one hour of birth). A target was not 

available for any indicator. All available data (8/14 indicators) were validated. 
 

Newborn health impact: Data were available for 4/5 measures using HMIS as the source. Targets 

were not reported for any indicators except neonatal mortality rate (set at 5 per 1000 live births; 

Action Plan for Healthy Newborn Infants in the Western Pacific Region (2014–2020). All data 

were validated. 

 

 

Summary of principal findings – review of EENC monitoring and evaluation framework 

 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 10 100 

Data partially 

available 0 0 

Data not available 0 0 

Validated
#
 7 88 

Not validated
#
 1 13 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 14 100 

Data partially 

available 0 0 

Data not available 0 0 

Validated* 14 100 

Not validated* 0 0 

Hospital Impact Indicators – Roll-out of EENC (N=12) 
Proportion of 

implementing hospitals 

reporting  

6 100 

Data available 9 75 
Data partially available 2 17 
Data not available 1 8 
Validated* 11 100 
Not validated* 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 8 57 

Data not available 6 43 

Validated* 8 100 

Not validated* 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 4 80 

Data not available 1 20 

Validated* 4 100 

Not validated* 0 0 
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1 
At the time of hospital data collection (March–April 2015), six hospitals had received EENC coaching and were implementing 

EENC. At the end of April, an additional 19 first-level referral facilities received coaching. The denominator used to calculate the 

proportion of implementing hospitals reporting data is the number of implementing hospitals at the time of hospital data 

collection. 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved. 

* Validation of data applies only to those indicators for which data was available or partially available 

 

Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

Data not 

validated – 

Benchmarks 

Benchmark 9 – 

professional 

associations 

No supporting document to 

show that mechanisms 

have been established for 

professional associations to 

support EENC 

Provide programme 

documentation on 

mechanisms for professional 

associations to support 

EENC 

Verification of 

data required 

– Benchmarks 

Benchmarks 5, 6 The Ministry of Health 

supports recruitment of an 

EENC focal person, 

however creation of a new 

position has been difficult. 

Currently, two people (one 

from Maternal and Child 

Health (MCH) and one 

from the Ministry of 

Health) are responsible for 

the newborn care 

programme.  

 

Members of professional 

associations have been 

engaged for EENC 

planning 

 

 

 

 

 

 

 

 

 

Verify whether professional 

associations have been 

engaged for work on "policy 

statements supporting 

EENC, conventions, 

guidelines, training for 

members of the association". 

Verify original action plan, 

to formulate a "stakeholder 

group" as separate from 

Technical Working Group 

(TWG). 

No data – 

hospital 

impact 

Indicator 19 - Use 

of antenatal steroids 

Data on use of steroids not 

routinely collected in 

registers – therefore 

collection is more difficult. 

 

Investigate mechanisms for 

collecting data on use of 

antenatal steroids 

 

Partial data – 

hospital 

impact 

 

 

Indicator 20 – 

Kangaroo Mother 

Care (KMC) for 

preterm babies. 

Indicator 22 – 

Not all hospitals are 

reporting (data only from 

Maternity Home 3 and 

Khovsgol Provincial 

Hospital) 

Review reasons for lack of 

reporting in these areas.  
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Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

preterm births by 

gestational age 

Difficult to collect data by 

gestational age and weight; 

and on KMC which is not 

widely implemented and 

thus probably data are not 

always recorded. 

 

 

No data – 

population 

coverage 

Indicators 33, 34, 

35, 37 (immediate 

newborn care 

practices) and 41 

(PNC within two 

days and 

counselling given) 

and 42 (exclusive 

breastfeeding 0–28 

days) 

Data from a sample of 

facilities cannot be used as 

representative of coverage 

in the population 

 

DHS and MICS surveys 

often do not collect data on 

these indicators – although 

standard questionnaires are 

available to collect these 

data. 

 

Facility data collected 

during the annual 

implementation review 

cannot be considered as 

population-based coverage 

 

Indicator 41: not routinely 

collected by any survey – 

and not yet tested 

Ensure that all future 

population-based surveys 

include key newborn 

indicators. 

 

Consider removing indicator 

41 

No data – 

impact on 

newborn 

health 

Indicator 47 – 

prevalence of pre-

term birth 

Data from a sample of 

facilities cannot be used as 

representative of 

population impact 

 

Prevalence of pre-term 

birth not measured in 

population-based surveys 

or in the HMIS 

Ensure that all future 

population-based surveys 

include key newborn 

indicators 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; coverage 

and impact 

indicators 

Not reported – or not 

established 

Consider target setting for 

key indicators at the next 

annual review  
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Detailed validation: results of EENC monitoring and evaluation data 

 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status in 

2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years 

and used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action Plan 

for Healthy Newborns,
 
costed and adopted by the Ministry of Health  

Yes Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes Yes Yes 

EENC technical working/coordination group formed and meeting 

regularly  
Yes Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
No

1
 Yes Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  
No Yes Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed 

and endorsed by key stakeholders – and available for local use  
Partial

2
 

 
Yes Yes 

EENC consensus-building/programme review workshop conducted 

annually to inform development of annual implementation plans  
Yes Yes Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting 

EENC, conventions, guidelines, training for members of the association 
Partial

3
 

No 

No evidence of 

professional 

associations' 

support for 

EENC 

Yes 

Proportion of EENC interventions (normal and high-risk delivery) 

included in pre-service training curricula:  

a) Medical  

b) Nursing 

c) Midwifery  

 

 

61.5% 

38.5%
4
 

38.5%
4
 

Yes 

 

 

100% 

100% 

100% 

 

Notes to data provided in Table 1: 
*As of July 2015 
1 The Minister of Health supports recruitment of an EENC focal person, however there are difficulties in creating a new position. 

One staff member from the MCH Center and one person within the Ministry of Health are responsible for the newborn care 

programme. 
2 Adaptation of the clinical pocket guide has been finalized, publication currently in process. 
3 Professional associations (obstetrics and gynaecology, peadiatrics, nursing, midwifery) attended the EENC planning workshop 

and representatives agreed to participate on the EENC technical working group, and in development of the EENC clinical pocket 

guide and curriculum review. National Medical University promotes EENC and updates their undergraduate training curriculum 

in which EENC is included. 
4 Based on incomplete data, status of inclusion of a few policies and guidelines is unknown. 
 

Explanatory notes on the indicators: 

No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn impact 

measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn health equity for 

different populations and groups; and status of key systems inputs to support delivery of newborn health interventions (policies, 

laws, standards and guidelines; medicines and supplies; human resources; service delivery; and monitoring and evaluation). 

No. 2: Regional Action Plan: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants 

in the Western Pacific Region (2014–2020).  

No. 4: Membership may include Ministry of Health public health divisions, key obstetric and paediatric decision-makers, 

professional associations from obstetrics, paediatrics, midwives, civil society organizations and development partners. Meeting 

frequency to be defined locally – at least quarterly is recommended. 
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No. 6: Membership may include: policy-makers, legislators, health providers, hospital administrators, civil society leaders, 

development partners, media practitioners, academia and health professional associations. Meeting frequency to be defined 

locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, systems 

support needed for implementation and current status of implementation.  Annual meetings recommended.  
 

 
Table 2. Implementation Indicators – Roll-out of EENC

1,2
 

 

Indicator 2015 

Validated? 

If no, 

reasons 

Country 

Target 2020 

Proportion of delivery centres that have begun coaching staff 

using national EENC standards  

National  

Regional  

First-level referral  

Primary health facilities  

 

 

100% (1/1) 

100% (3/3) 

84% (21/25) 

19% (23/123) 

 

Yes 

 

Proportion of staff providing delivery and newborn care 

services across all EENC implementing facilities who have 

received EENC coaching 

National (n = 1) 

Regional (n = 3) 

First-level referral (district) (n = 2) 

Primary health facilities (n = 22) 

 

 

 

95% (105/110) 

42% (277/656) 

96% (49/51)
3
 

26% (140/546) 

Yes 

 

Proportion of delivery centres using a quality self-improvement 

approach to support implementation of EENC 
3 

(ENAP 

Indicator 5) 

National 

Regional  

First-level referral (district)  

Primary health facilities  

 

 

 

100% (1/1) 

67% (2/3) 

100% (2/2) 

23% (5/22) 

Yes 

 

Proportion of delivery centres implementing EENC receiving 

at least 3 EENC support visits in the past year (ENAP indicator 

5) 

National  

Regional  

First-level referral  

Primary health facilities  

 

 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

59% (13/22) 

Yes 

 

Proportion of delivery centres with continuously available 

running water and clean and functional toilets 

National 

Regional  

First-level referral  

Primary health facilities  

 

 

100% (1/1) 

67% (2/3) 

50% (1/2) 

22% (2/9) 

Yes 

 

16a. Proportion of newborns receiving immediate skin-to-skin 

contact of adequate duration (until after the first breastfeed is 

completed or for 60–90 minutes) 

National (n = 1) 

Regional (n = 3) 

First-level referral (n = 2) 

Primary health facilities (n = 9) 

 

 

 

56% (5/9) 

32% (10/31) 

55% (11/20) 

40% (18/45) 

Yes 

 

16b. Proportion of newborns receiving early and exclusive 

breastfeeding (within 90 minutes, no other liquids given to the 

 

 
Yes 
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Indicator 2015 

Validated? 

If no, 

reasons 

Country 

Target 2020 

baby) 

National (n = 1) 

Regional (n = 3) 

First-level referral (n = 2) 

Primary health facilities (n = 9) 

 

80% (8/10) 

65% (20/31) 

85% (17/20)  

87% (39/45) 

17.  Proportion of delivery centres with no stock-outs of key 

life-saving medicines required to provide EENC in the 

previous year  

 

 

 

17a. Magnesium sulfate for severe preeclampsia and for fetal 

neuro-protection if <32 weeks of gestational age 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

100% (9/9) 

Yes 

 

17b. Oxytocin for AMTSL 

National  

Provincial  

First-level referral  

Primary health facilities 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

100% (9/9) 

Yes 

 

17c. Corticosteroids for women at risk for preterm delivery 

National  

Provincial  

First-level referral  

Primary health facilities 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

22% (2/9) 

Yes 

 

17d. Injectable antibiotics for newborn sepsis 

National  

Provincial  

First-level referral  

Primary health facilities 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

22% (2/9) 

Yes 

 

18.  Proportion of delivery centres with no stock-outs of key 

life-saving commodities required to provide EENC in the 

previous year 

 

18a. Functional bag and size 0 and 1 mask within 2 meters of 

all delivery beds 

National  

Provincial  

First-level referral  

Primary health facilities 

 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

11% (1/9) 

Yes 

 

18b. Continuous supply of oxygen  

National  

Provincial  

First-level referral  

Primary health facilities 

 

100% (1/1) 

100% (3/3) 

100% (2/2) 

100% (9/9) 

Yes 

 

18c. Continuous Positive Airway Pressure (CPAP) 

National  

Provincial  

First-level referral  

Primary health facilities 

 

100% (1/1) 

100% (3/3) 

100% (1/1)
4
 

No CPAP
4
 

Yes 

 

 
Notes to data provided in Table 2: 
1 For the purposes of aggregation here, the Ministry of Health has advised to classify as follows: National MCH Center = 

National, Facilities in Ulaanbaatar = Regional, Regional/Provincial/District Hospitals = First-level referral, and rural general 

hospitals/intersoum/and soum hospitals = primary health facilities 
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2 Data for indicators 15–18 was collected in April 2015 during EENC assessments of one national hospital, three regional 

hospitals, one first-level referral hospital, and nine primary health facilities  

3 At least one staff member from each provincial hospital was coached in EENC in April 2015, however data not available on the 

total number of staff providing newborn and delivery services from these hospitals 
4 CPAP not available in all primary health facilities, one district hospital. Data not available for one regional level facility 

 
Explanatory notes on the indicators: 
Indicator 11 is calculated for all delivery centres. Indicators 12–16 are calculated for delivery centres implementing EENC. 

No. 12: Refers to clinical staff: doctors, nurses, and midwives who are in contact with pregnant women, mothers and babies, and 

non-clinical staff such as facility managers and members of quality assurance teams who support EENC. 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves: formation of an EENC management 

team; regular meetings of this team; and regular EENC spot-checks with feedback and problem solving to support improved 

practice. 
 

Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year 
Validated? 

If no, 

reasons 

Countr

y 

Target 

2020 
2014 2015 

Proportion of premature deliveries receiving 

antenatal steroids within 1 hour of admission to 

the facility  

National (n = 1) 

Regional (n = 3) 

First-level referral (n = 2) 

 

 

 

No data 

 

 

 

No data 

  

Proportion of premature newborns receiving 

Kangaroo Mother Care (ENAP indicator 4) 

National (n =1) 

Regional (n = 1) 

First-level referral (n = 1) 

 

 

No data 

16%
1,2 

(34/216) 

53%
3
 (30/57) 

 

 

No data 

61%
1
 (34/56) 

60%
3
 (9/15) 

 

 

 

Yes 

 

NICU/nursery admission rate  

National (n = 1) 

Regional (n = 3) 

First-level referral (n = 2) 

 

13% (1487/11 323) 

4.4% (1194/27 122) 

5.8% (196/3359) 

 

11% (189/1657) 

3.9% (204/5259) 

5.5% (28/508) 

Yes 

 

Proportion of newborns born premature by 

gestational age: 

National (n = 1) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional (n = 1) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral (n = 2) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

 

 

 

7.0% (798/11 323) 

3.1% (349/11 323) 

0.7% (77/11 323) 

 

2.8%
1 
(161/5727) 

0.6%
1 
(34/5727) 

0.2%
1 
(14/5727) 

 

2.4% (79/3359) 

0.4% (15/3359) 

0.1% (4/3359) 

 

 

 

6.6% (110/1657) 

4.2% (69/1657) 

1.1% (18/1657) 

 

2.4%
1
 (45/1894) 

0.3%
1
 (6/1894) 

0.3%
1 
(6/1894) 

 

4.1% (21/508) 

3.1% (16/508) 

0% (0/508) 

Yes 

 

Proportion of newborns born premature by 

weight: 

National (n =1) 

<1500g 

1500–2499g 

> 2500g 

Regional (n =3) 

 

 

 

3.4%
4 
(386/11 323) 

7.0%
4
 (787/11 323) 

0.5%
4
 (51/11 323) 

 

 

 

 

3.2%
4 
(53/1657) 

8.6%
4
 (143/1657) 

0.1%
4 
(1/1657) 

 

Yes 
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Indicator 

Data by year 
Validated? 

If no, 

reasons 

Countr

y 

Target 

2020 

2014 2015 

<1500g 

1500–2499g 

> 2500g 

First-level referral (n =2) 

<1500g 

1500–2499g 

> 2500g 

0.2% (52/27 122) 

2.7% (721/27 122) 

0.4% (109/27 122) 

 

0.1% (4/3359) 

1.6% (55/3359) 

1.2% (41/3359) 

0.3% (17/5259) 

2.8% (146/5259) 

0.8% (40/5259) 

 

0.2% (1/508) 

1.8% (9/508) 

2.4% (12/508) 

Proportion of newborns born at the facility 

classified with newborn sepsis 

National (n =1) 

Regional (n =3) 

First-level referral (n =2) 

 

 

0.1% (13/11 323) 

0.2% (51/27 122) 

0% (0/3359) 

 

 

0% (0/1657) 

0.04% (2/5259) 

0% (0/508) 

Yes 

 

Proportion of newborns born at the facility 

classified with birth asphyxia 
National (n = 1) 

Regional (n = 3) 

First-level referral (n = 2) 

 

 

1.1% (121/11 323) 

2.6% (713/27 122) 

2.8% (93/3359) 

 

 

1.4% (24/1657) 

3.5% (186/5259) 

3.0% (15/508) 

Yes 

 

Newborn mortality rate (per 1000 LB) stratified 

by gestational age (deaths/births): 

National (n = 1) 

32–<37 weeks  

28–<32 weeks  

<28 weeks  

Regional (n = 1) 

32–<37 weeks  

28–<32 weeks  

<28 weeks  

First-level referral (n = 2) 

32–<37 weeks  

28–<32 weeks  

<28 weeks  

 

 

 

39 (31/798) 

175 (61/349) 

701 (54/77) 

 

56
1
 (9/161) 

176
1 
(6/34) 

71
1
 (1/14) 

 

104 (8/79) 

271 (4/15) 

1000 (4/4) 

 

 

 

82 (9/110) 

203 (14/69) 

500 (9/18) 

 

0
1
 (0/48) 

0
1 
(0/6) 

0
1
 (0/6) 

 

48 (1/21) 

125 (2/16) 

Not applicable
5
 

Yes 

 

Newborn mortality rate (per 1000 LB) stratified 

by weight:  

National (n = 1) 

<1500g (deaths/births) 

1500–2499 (deaths/births) 

> 2500 (deaths/births) 

Regional (n = 2 for 2014, n = 3 for 2015) 

1500g (deaths/births) 

1500–2499g (deaths/births) 

> 2500 (deaths/births) 

First-level referral (n = 2) 
<1500g (deaths/births) 

1500–2499 (deaths/births) 

> 2500 (deaths/births) 

 

 

 

525 (171/326) 

65 (55/853) 

2.5 (25/10 144) 

 

182
6
 (6/33) 

46.3
6 
(17/367) 

2.0
6 
(21/10 615) 

 

750 (3/4) 

84 (11/131) 

7 (22/3224) 

 

 

 

377 (20/53) 

83 (12/144) 

4.8 (7/1460) 

 

118 (2/17) 

6.8 (1/148) 

1.2 (6/5094) 

 

500 (1/2) 

50 (1/20) 

8.2 (4/486) 

Yes 

 

 
Notes to data provided in Table 3: 

* Data only available for January–February 2015 

1 Based on data from one of three regional hospitals: Maternity Home 3  
2 Data reported for months January–April 2014 only 
3 Based on data from one of two first-level referral hospitals: Khovsgol 
4 Measures weight of premature babies ≥ 28–< 37 weeks 
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5 No births in both first-level referral hospitals <28 weeks 
6 Based on data from two of three regional hospitals: Maternity Home 2 and 3 

 

 

Indicator Data by year 

Validated? 

If no, 

reasons 

Country 

Target 

2020 

28. Case-fatality rate (CFR) (deaths/cases):     

28a. CFR: premature newborns 

National (n = 1)  

Regional (n = 3)  

First-level referral (n = 2)  

 

12 (146/1224) 

6.2 (54/865) 

15 (15/100) 

 

16.2 (32/197) 

4.0 (8/199) 

9.0 (2/22) 

Yes 

 

28b. CFR: Newborn sepsis 

National (n = 1)  

Regional (n = 3)  

First-level referral (n = 2)  

 

100 (13/13) 

5.9 (3/51) 

0 (0/0) 

 

0 (0/0) 

0 (0/2) 

0 (0/0) 

Yes 

 

28c. CFR: Newborn asphyxia 

National (n = 1)  

Regional (n = 3)  

First-level referral (n = 2)  

 

26 (32/121) 

2.9 (21/713) 

7.5 (7/93) 

 

13 (3/24) 

0.5 (1/186) 

0 (0/0) 

Yes 

 

 

 

Explanatory notes: 

No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 weeks of 

gestational is being reviewed by the WHO Guidelines Review Committee in 2015.  

No. 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breast milk, monitoring for complications. 

Nos. 20, 22, 23, 28a: Premature newborns ICD-10 P07.3; newborn of less than 37 completed weeks (196 completed days but less 

than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known cause or 

sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia ICD-10 P21 baby is not breathing or gasping at birth (including severe birth asphyxia (pulse less 

than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, tone absent, with 1-minute Apgar 

score 0–3) and mild or moderate birth asphyxia (normal respiration established within one to two minutes, heart rate 100 or 

above, some muscle tone present, some response to stimulation, with 1-minute Apgar score 4–7). 

 

Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Social Indicator Sample Survey (SISS) 

Hospital Management Information System (HMIS) 

 

Coverage measure Data 2015* Validated?  

If no, reasons 

Country Target 

2020 

% of live births attended by skilled health personnel 98.9 

(SISS 2013) 
Yes 

100% 

% of live births that take place at health facilities 98.4 

(SISS 2013) 
Yes 

100% 

% of live births delivered by caesarian section  23.4 

(SISS 2013) 
Yes 

 

% of live rural births delivered by caesarean section 18% 

(HMIS 2014) 
Yes 

 

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare abdomen or chest 

immediately after birth (skin-to-skin) 
No data  

 

% of newborns breastfed within one hour of birth  93.0 

(HMIS 2014) 
Yes 
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% of newborns not receiving a prelacteal feed No data   

% of live births with a reported birth weight  
99.3 

(SSIS 2013) 
Yes 

 

% of women who received postnatal care within two days of 

birth following discharge from the facility 

95.4 

(SSIS 2013) 

 
Yes  

% of newborns receiving postnatal care within two days of 

birth following discharge from the facility 

98.6 

(SSIS 2013) 
Yes  

% of newborns receiving postnatal care within two days 

assessed and counselled on exclusive breastfeeding and 

danger signs  
No data  

 

% of newborns 0–28 days who are exclusively breastfed 
No data  

 

 

Explanatory notes: 
No. 34: Delayed bathing – at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness (stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 
 

Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 
Data & Source 

2015 

Validated?  

If no, reasons 
Country 

Target 2020 

 

 

 

Neonatal deaths 

Neonatal mortality rate 

(per 1000 live births) 

10 

(HMIS 2014) 
Yes 5 

Perinatal mortality rate 

(per 1000 LB) 

14.5 

(HMIS 2014) 
Yes 

 

Proportional causes of NN death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

 

3.8 

0 

12.5 

34.0 

9.9 

(Surveillance 2014) 

Yes 

 

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 4.4 

(HMIS 2014) Yes 
 

Pre-term birth rate (< 37 weeks) 
No data 

  

 

Notes to data provided in Table 5: 
1
 Measures deaths from sepsis/tetanus/meningitis/encephalitis. 

 

Explanatory notes: 

No. 44: Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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Papua New Guinea 

 
In Papua New Guinea, newborn deaths now represent 39% of all under-5 child deaths and the 

neonatal mortality rate is estimated at 24 per 1000 live births.
14

 Two thirds of all newborn deaths 

occur in the first three days of life from complications of prematurity/low birth weight, asphyxia 

and sepsis. Applying EENC around delivery and in the period immediately after birth will 

prevent 35%–66% of all newborn deaths. Papua New Guinea began EENC coaching in early 

2015 and introduced EENC quality improvement in hospitals in mid-2015.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 
 

EENC scale-up readiness benchmarks: Data were available for 10/10 (100%) of benchmarks. 

Papua New Guinea has completed 4/10 benchmarks, partially completed 4/10 benchmarks and 

not begun work on two benchmarks. Completed benchmarks include a newborn health situation 

analysis used for strategic planning, development and funding of a one-year EENC 

implementation plan, appointment of a full-time EENC coordinator in the Ministry of Health and 

mechanisms for involvement of professional associations. Work on development of a five-year 

action plan and adaptation of the EENC clinical pocket guide is ongoing. Over 50% of EENC 

interventions have been incorporated into pre-service curricula. Data from seven benchmarks 

were validated. 

 

EENC roll-out: Data were completely available for 4/14 indicators and partially available for 

10/14 indicators. EENC coaching has begun in the national hospital, 2/20 (10%) of regional 

hospitals, 4/11 (36%) of first-level referral hospitals and 26/717 of primary facilities. In EENC 

implementing facilities, staff coaching coverage ranges from 1–21%. Facility-based data on 

EENC practices and on availability of EENC medicines and commodities are available from 

three hospitals (one national and three regional). No targets for roll-out indicators have been set. 

All indicators were validated. 

 

Hospital impact: Data were reported from one national hospital and two regional hospitals. Data 

were partially available for 10/12 hospital indicators and not available for 2/12 indicators for 

January 2014–June 2015. No data were available for use of antenatal steroids or KMC for 

preterm babies. Data were missing from the national hospital for several indicators. Hospital 

targets have not yet been set. Hospital data for nine indicators were validated. 

 

                                                 
14

 Levels & Trends in Child Mortality. Report 2014. Estimates Developed by the UN Inter-Agency Group for Child Mortality 

Estimation. New York: UNICEF; 2014. www.unicef.org/media/files/Levels_and_Trends_in_Child-Mortality_2014.pdf 
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Population coverage of newborn interventions: Population data were available for 2/14 indicators 

(live births attended by a skilled birth attendant, and exclusive breastfeeding for 0–28 days) and 

not available for 12/14 indicators. The last DHS survey was in 2006; many indicators in the areas 

of immediate newborn and postnatal care were not included. Targets are not reported for any 

indicators. Available survey data were validated. 

 

Newborn health impact: Data were available for 1/5 indicators (the neonatal mortality rate). Data 

were not available on the perinatal mortality rate. Hospital-based data for causes of death, 

preterm rates and low birth weight are not population-based measures. Targets are not reported. 

Survey data were validated. 

 

Summary of principal findings – review of EENC monitoring and evaluation framework 

 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 10 100 

Data partially 

available 0 0 

Data not available 0 0 

Validated
#
 7 88 

Not validated
#
 1 12 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 4 29 

Data partially 

available 10 71 

Data not available 0 0 

Validated* 14 100 

Not validated* 0 0 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals reporting 

3 9 

Data available 0 0 

Data partially 

available 10 75 

Data not available 2 25 

Validated* 9 90 

Not validated* 1 10 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 2 14 

Data not available 12 86 

Validated* 2 100 

Not validated* 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 1 20 
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Data not available 4 80 

Validated* 1 100 

Not validated* 0 0 
#
 Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved 

or partially achieved 

* Validation of data applies only to those indicators for which data was available or partially available 

 

 

Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed issue Suggested actions 

Benchmark 

data not 

validated 

Benchmark 7 – 

clinical pocket 

guide 

Partial adaptation/completion 

could not be confirmed, because 

draft materials were not 

available. 

Provide draft clinical 

pocket guide for 

validation 

Data only 

collected 

from 1 

national and 

2 regional 

hospitals – 

EENC roll 

out 

Indicators 15–18 Data only collected from a 

limited sample although a higher 

number of facilities have begun 

EENC implementation 

 

Conduct regular annual 

reviews to collect these 

data from a sample of 

all facilities 

implementing EENC. 

Use WHO tools. 

No data – 

Hospital 

Impact 

Indicators 19, 20 – 

Use of antenatal 

steroids, Kangaroo 

Mother Care 

(KMC) for preterm 

babies 

Data on use of steroids not 

routinely collected in registers – 

therefore collection is more 

difficult. 

 

KMC not routinely practiced in 

most hospitals. Other data on 

gestational age and weight may 

be difficult to obtain. 

Investigate mechanisms 

for collecting data using 

maternity and Neonatal 

Intensive Care Unit 

(NICU) registers. 

 

Begin implementation 

of KMC – keep 

indicator for tracking in 

the longer term. 

Partial data –

Hospital 

impact 

 

 

Indicators 21–28 – 

data from national 

hospital is often 

missing 

Staff may not be available; staff 

may not have been adequately 

trained in how to collect data. 

 

Difficult to collect data by 

gestational age and weight 

Develop approaches to 

scaling up EENC 

quality improvement 

including hospital data 

gathering more widely – 

provide regular 

oversight and support, 

especially for national 

hospital. 
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Issue 

identified 

Indicators Reasons for observed issue Suggested actions 

No data – 

hospital 

impact 

Indicators 19, 20 – 

Use of antenatal 

steroids, KMC for 

preterm babies 

Data on use of steroids not 

routinely collected in registers – 

therefore collection is more 

difficult. 

 

KMC not routinely practiced in 

most hospitals 

Investigate mechanisms 

for collecting data on 

use of antenatal steroids 

 

Begin implementation 

of KMC – keep 

indicator for tracking in 

the longer term. 

No data – 

population 

coverage 

Indicators 30–41  Hospital data or data from a 

sample of facilities is not 

representative of coverage in the 

population 

 

DHS/MICS surveys not 

conducted routinely 

 

Indicators 30–41; DHS and 

MICS surveys include many of 

these indicators; immediate 

newborn care is often not 

collected– although standard 

questionnaires are available to 

collect these data 

Ensure that all future 

population-based 

surveys include key 

newborn indicators. 

 

Increase frequency of 

population-based 

surveys 

No data – 

newborn 

impact 

 

Indicator 44 –

perinatal mortality 

rate, Indicator 46 – 

prevalence of low-

birth weight, and 

Indicator 47 – 

prevalence of pre-

term birth 

Hospital data or data from a 

sample of facilities is not 

representative of coverage in the 

population 

  

DHS surveys not conducted 

regularly. 

Add to next DHS 

survey. 

Indicator 45 – 

proportional causes 

of neonatal death 

Data from a select number of 

hospitals cannot be used as 

representative of population-wide 

causes of newborn death 

Use data provided by 

the Child Health 

Epidemiology 

Reference Group 

(CHERG), available in 

the profile for Papua 

New Guinea in 

Countdown to 2015: 

Maternal, Newborn and 

Child Survival 

(UNICEF and WHO, 

2014) 

Targets not EENC roll-out and Not reported – or not established Consider target setting 



- 73 - 

 

Issue 

identified 

Indicators Reasons for observed issue Suggested actions 

specified hospital impact 

measures; 

coverage and 

impact indicators 

for key indicators for 

the next annual review  

 

Detailed validation: results of EENC monitoring and evaluation data 

Table 1. Implementation Indicators - EENC scale-up readiness benchmarks 

 
Benchmark Status 

in 2015 

Validated? 

If no, 

reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years and 

used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action Plan for 

Healthy Newborns,
 
costed and adopted by the Ministry of Health  

Partial
1
 

 
Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes Yes Yes 

EENC technical working/coordination group formed and meeting regularly  Partial
2
 Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
Yes Yes Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  
No  Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed and 

endorsed by key stakeholders – and available for local use  Partial
3
 

No 

Protocol not 

provided 

Yes 

EENC consensus-building/programme review workshop conducted annually 

to inform development of annual implementation plans  
No

4
  Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting EENC, 

conventions, guidelines, training for members of the association 

Yes Yes Yes 

Proportion of EENC interventions (normal and high-risk delivery) included 

in pre-service training curricula:  

a) Medical  

b) Nursing  

c) Midwifery  

 

 

65% 

65% 

69% 

Yes 

 

 

100% 

100% 

100% 
 

Notes to data provided in Table 1: 
1 Draft EENC Five-Year Action Plan has been developed and it will be incorporated into the overall Child Health Action Plan for 

2015–2020. 
2 A newborn technical working group has been formed but it is not meeting regularly. 
3 The protocol has been adapted and disseminated, but has yet to be endorsed by key stakeholders. 
4 Meeting is planned for end of 2015. 

 

Explanatory notes on the indicators: 
No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn impact 

measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn health equity for 

different populations and groups; and status of key systems inputs to support delivery of newborn health interventions (policies, 

laws, standards and guidelines; medicines and supplies; human resources; service delivery; and monitoring and evaluation). 

No. 2: Regional Action Plan: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants 

in the Western Pacific Region (2014–2020).  

No. 4: Membership may include: Ministry of Health public health divisions, key obstetric and paediatric decision-makers, 

professional associations from obstetrics, paediatrics, midwives, civil society organizations and development partners. Meeting 

frequency to be defined locally – at least quarterly is recommended. 
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No. 6: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society leaders, 

development partners, media practitioners, academia and health professional associations. Meeting frequency to be defined 

locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, systems 

support needed for implementation and current status of implementation.  Annual meetings recommended 

 

Table 2. Implementation Indicators – Roll-out of EENC
1
 

 

Benchmark 
Data 

20152,3 

Validated? 

If no, reasons 

Country 

Target 2020 

Proportion of delivery centres that have begun coaching staff 

using national EENC standards 

National  

Regional  

First-level referral (district)  

Primary health facilities  

 

 

100% (1/1) 

10% (2/20) 

36% (4/11) 

4% (26/717) 

Yes 

 

Proportion of staff providing delivery and newborn care services 

across all EENC implementing facilities who have received 

EENC coaching  

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 26) 

 

 

 

1% (2/215) 

9% (7/77) 

14% (7/51) 

21% (31/151) 

Yes 

 

Proportion of delivery centres using a quality self-improvement 

approach to support implementation of EENC (ENAP Indicator 

5) 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 26) 

 

 

 

0% (0/1)
4 

0% (0/2)
4 

0% (0/4) 

0% (0/26) 

Yes 

 

Proportion of delivery centres implementing EENC receiving at 

least three EENC support visits in the past year (ENAP indicator 

5) 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 26) 

 

 

 

0% (0/1) 

0% (0/2) 

0% (0/4) 

0% (0/26) 

Yes 

 

15. Proportion of delivery centres with continuously available 

running water and clean and functional toilets 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

 

0% (0/1)
5
 

0% (0/2)
5 

No data 

No data 

Yes 

 

16a. Proportion of newborns receiving immediate skin-to-skin 

contact of adequate duration (no separation for at least 60 

minutes and until the first breastfeeding is completed) 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

 

 

10% (3/34) 

0% (0/2) 

No data 

No data 

Yes 
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Benchmark 
Data 

20152,3 

Validated? 

If no, reasons 

Country 

Target 2020 

16b. Proportion of newborns receiving early and exclusive 

breastfeeding (within 15-90 minutes, no other liquids given to 

the baby) 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

 

 

45% (14/31) 

31% (4/13) 

No data 

No data 

Yes 

 

17.  Proportion of delivery centres with no stock-outs of key 

life-saving medicines required to provide EENC in the previous 

year  

 

 

 

17a. Magnesium sulfate for severe preeclampsia and for fetal 

neuro-protection if <32 weeks of gestational age 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

 

0% (0/1) 

100% (2/2) 

No data 

No data 

Yes 

 

17b. Oxytocin for AMTSL 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

0% (0/1) 

100% (2/2) 

No data 

No data 

Yes 

 

17c. Corticosteroids for women at risk for preterm delivery 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

0% (0/1) 

50% (1/2) 

No data 

No data 

Yes 

 

17d. Injectable antibiotics for newborn sepsis 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

100% (1/1) 

100% (2/2) 

No data 

No data 

Yes 

 

18.  Proportion of delivery centres with no stock-outs of key 

life-saving commodities required to provide EENC in the 

previous year 

 

 

 

18a. Functional bag and size 0 and 1 mask within 2 meters of all 

delivery beds 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

 

0%
6
 (0/1) 

50% (1/2) 

No data 

No data 

Yes 

 

18b. Continuous supply of oxygen  

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

100% (1/1) 

100% (2/2) 

No data 

No data 

Yes 

 

18c. Continuous Positive Airway Pressure (CPAP)
 

National (n = 1) 

Regional (n = 2) 

First-level referral (district) (n = 4) 

Primary health facilities (n = 31) 

 

0% (0/1)
7 

50% (1/2)
7 

No data 

No data 

Yes 
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Notes to data provided in Table 2: 
1 
Health facilities in Papua New Guinea are classified as national, provincial, district, urban clinic, health centre, 

health sub-centre, and Aid Posts. Aid Posts do not provide delivery services. For the purposes of aggregation here, 

the Department of Health has advised to classify as follows: regional = provincial, first-level referral = district, 

primary health facility = urban clinic, health centre, and sub-health centre. 
2 
EENC was introduced (i.e. EENC coaching conducted) in one national hospital, two provincial hospitals, four 

district hospitals, and 26 health centres, health sub-centres, and urban clinics in February and March 2015 
3 
Indicators 15–18 were measured in EENC quality improvement assessments conducted in the national hospital and 

two provincial hospitals in June 2015. 
4 
The national hospital and two regional hospitals were introduced to the quality self-improvement approach in June 

2015. Hospital teams will be formed and the approach put into place in the second half of 2015. 
5 
Facilities report running water but toilets are not functional and/or clean. 

6 
National hospital has bag and mask, however these are not clean and not within 2 meters of the delivery beds 

7 
CPAP not available at the national hospital and one regional hospital. 

 

Explanatory notes on the indicators: 

No. 11 is calculated for all delivery centres. Nos. 12–16 are calculated for delivery centres implementing EENC. 

No. 12:
 
Refers to clinical staff doctors, nurses, and midwives who are in contact with pregnant women, mothers and 

babies, and other/non-clinical staff, such as facility managers and members of quality assurance teams who are 

important to supporting EENC.
 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot-checks with feedback and problem solving 

to support improved practice. 

 

 

Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year Validated?  

If no, 

reasons 

Country 

Target 

2020 
2014

1
 2015

1
 

19. Proportion of premature deliveries 

between 24 to 34 weeks of gestational age 

receiving antenatal steroids within 1 hour 

of admission to the facility
 
(ENAP 

indicator 4) 

National (n =1) 

Regional (n =2) 

First-level referral 

 

 

 

 

 

No data 

 

 

 

 

 

No data 

 100% 

20. Proportion of premature newborns 

receiving Kangaroo Mother Care (ENAP 

indicator 4) 

National (n = 1) 

Regional (n = 2) 

First-level referral 

 

 

 

No data 

 

 

 

No data 

 100% 

21. NICU/nursery admission rate  

National (n = 1) 

Regional (n = 2) 

First-level referral 

 

10% (1547/15 034) 

21% (1201/5804) 

No data 

 

No data 

18% (330/1836) 

No data 

Yes 

 

22. Proportion of newborns born 

premature by gestational age: 

National (n = 1) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional (n = 1) 

 

 

 

 

No data 

 

 

 

 

 

13% (637/4805) 

14% (117/4805) 

5.5% (45/4805) 

 

Yes 
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Indicator 

Data by year Validated?  

If no, 

reasons 

Country 

Target 

2020 
2014

1
 2015

1
 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral 

9.4% (445/5804) 

0.9% (43/5804) 

0.5% (25/5804) 

No data 

6.5% (120/1836) 

0.3% (5/1836) 

0.6% (9/1836)  

No data 

23. Proportion of newborns born 

premature by weight: 

National (n = 1) 
<1500g 

1500–2499 

> 2500 

Regional (n = 1) 

<1500g 

1500–2499 

> 2500 

First-level referral 

 

 

 

 

No data 

 

 

0.7% (34/5804) 

2.1% (101/5804) 

8.4% (395/5804) 

No data 

 

 

 

1.0% (49/4805) 

5.3% (254/4805) 

13% (637/4805) 

 

0.5% (10/1836) 

0.9% (17/1836) 

5.8% (107/1836) 

No data 

Yes 

 

24. Proportion of newborns born at the 

facility classified with newborn sepsis
 

National (n = 1) 

Regional (n = 2) 

First-level referral 

 

 

1.8% (265/15034) 

13% (767/5804) 

No data 

 

 

No data 

12% (227/1836) 

No data 

Yes 

 

25. Proportion of newborns born at the 

facility classified with birth asphyxia
 

National (n = 1) 

Regional (n = 2) 

First-level referral 

 

 

1.3% (200/15034) 

3.8% (218/5804) 

No data 

 

 

No data 

3.6% (66/1836) 

No data 

Yes 

 

26. Newborn mortality rate stratified by 

gestational age (deaths/cases): 

National (n = 1) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional (n = 1) 

32–<37 weeks  

28–<32 weeks  

<28 weeks  

First-level referral 

 

 

 

No data 

 

 

 

20 (9/445) 

581 (25/43) 

120 (3/25) 

No data 

 

 

 

55 (35/637) 

120 (14/117) 

467 (21/45) 

 

67 (8/120) 

1800 (9/5)
2
 

0 (0/9) 

No data 

 

 

No 

In 2015, one 

regional 

hospital has 

reported nine 

deaths among 

five births. 

How is this 

possible? 

 

27. Newborn mortality rate stratified by 

weight:  

National (n = 1) 

<1500g 

1500–2499 

> 2500 

Regional (n = 2) 

<1500g (deaths/cases) 

1500-2499 (deaths/cases) 

> 2500 (deaths/cases) 

First-level referral 

 

 

 

No data 

 

 

 

418 (23/55) 

37 (16/504) 

27 (59/5345) 

No data 

 

 

 

No data 

No data 

18 (76/4347) 

 

333 (8/24) 

101 (9/89) 

12 (21/1723) 

No data 

Yes 

 

28. Case-fatality rate (deaths/cases):  

28a. Premature 

National (n =1) 

Regional (n = 1)  

First-level referral 

 

No data 

6.9 (37/529) 

No data 

 

8.6 (70/817) 

13 (17/134) 

No data 

Yes 
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Indicator 

Data by year Validated?  

If no, 

reasons 

Country 

Target 

2020 
2014

1
 2015

1
 

28b. Newborn sepsis 

National (n =1) 

Regional (n = 2)  

First-level referral 

 

No data 

2.3 (18/767) 

No data 

 

No data 

4.4 (10/227) 

No data 

Yes 

 

28c. Newborn asphyxia 

National (n =1) 

Regional (n = 2)  

First-level referral 

 

No data 

17.0 (37/218) 

No data 

 

No data 

17 (11/66) 

No data 

Yes 

 

 

Notes to data provided in Table 3: 
1
 Data collected from the national hospital and two provincial hospitals. 

2 
Data provided by the provincial hospital indicates more deaths than births; this data may include sepsis deaths 

among babies who were not born in the hospital. 

 

Explanatory notes on the indicators: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015
 
 

No 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breast milk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns ICD-10 P07.3, newborn of less than 37 completed weeks (196 completed 

days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn: ICD-10 P36 (including codes P36.0 – P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia: ICD-10 P21 – baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 

tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within one to two minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-

minute Apgar score 4–7). 

 

 

Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data 

2015 

Validated?  

If no, reasons 

Country 

Target 

2020 

% of live births attended by skilled health 

personnel 
53% 

DHS 2006 
Yes 

 

% of live births that take place at health facilities 
No data  

 

% of live births delivered by caesarian section  
No data  

 

% of live rural births delivered by caesarean 

section No data 
  

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth 
No data 

  

% of newborns placed on the mother’s bare 

abdomen or chest immediately after birth (skin-

to-skin) 
No data 

  

% of newborns breastfed within one hour of birth  
No data
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% of newborns not receiving a prelacteal feed No data   

% of live births with a reported birth weight  No data   

% of women who received postnatal care within 

two days of birth following discharge from the 

facility 
No data 

  

% of newborns receiving postnatal care within 

two days of birth following discharge from the 

facility 
No data 

  

% of newborns receiving postnatal care within 2 

days assessed and counselled on exclusive 

breastfeeding and danger signs  
No data 

  

% of newborns 0–28 days who are exclusively 

breastfed 
80% 

DHS 2006 
Yes 

 

 

Explanatory notes: 

No. 34: Delayed bathing at least 24 hours after birth.  

No. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness (stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 

 

 

Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 
Data & Source 

2015 

Validated?  

If no, reasons 
Country 

Target 2020 

 

 

 

Neonatal 

deaths 

Neonatal mortality rate 

    (per 1000 live births) 

24 

IGME 2014 
Yes 

 

Perinatal mortality rate 

    (per 1000 LB) 
No data  

 

Proportional causes of NN death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

No data 
 

 

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 
No data  

 

Pre-term birth rate (< 37 weeks) 
No data 

  

 

Explanatory notes: 

No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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Philippines 

 
In the Philippines newborn deaths now represent 41% of all under-5 child deaths, and the 

neonatal mortality rate is estimated at 13 per 1000 live births.
15

 Two thirds of all newborn deaths 

occur in the first three days of life from complications of prematurity/low birth weight, asphyxia 

and sepsis. Applying EENC around delivery and in the period immediately after birth will 

prevent 35–66% of all newborn deaths. The Philippines began implementing Essential Intra-

partum and Newborn Care (EINC) in 2010, which included the management of normal 

deliveries. In 2014, using 2012 WHO guidelines, EINC coaching was enhanced with modules on 

basic newborn resuscitation and postnatal care of mother and newborn.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 

 
EENC scale-up readiness benchmarks: Data were available for 10/10 (100%) of benchmarks. 

The Philippines has completed 7/10 benchmarks and partially completed 3/10 benchmarks. 

Completed benchmarks include a newborn health situational analysis, adoption of a Five-year 

EENC action plan, development and funding of a one-year EENC implementation plan, 

adaptation and printing of EENC clinical guidelines, and appointment of a full-time focal person 

in the Department of Health and formation of a technical working and stakeholders groups. 

Work on incorporation of EENC into pre-service curricula, approval of the five-year plan and 

regular meetings of an EENC technical working group is ongoing. Over 90% of EENC 

interventions have been incorporated into pre-service curricula. Data from seven benchmarks 

were validated. 

 

EENC roll-out: Data were available from 10/14 indicators and partially available from 4/14 

indicators. EENC coaching has begun in at least nine national, 30 regional and 157 first-level 

referral hospitals. Only partial data are available on staff coaching coverage, use of an EENC 

facility strengthening approach and EENC support visits. Facility-based data on EENC practices 

and EENC medicines and commodities are available from a national sample of national, regional 

and first-level referral hospitals (collected based on the WHO annual implementation review 

method). No targets for roll-out indicators have been set. Data from 13 indicators were validated. 

 

Hospital impact: Data were reported from three national hospitals and six regional hospitals. 

Data were partially available for all 12 hospital indicators with the number of hospitals reporting 

variable between January 2014 and June 2015. No data were available for first-level referral 

                                                 
15

 Philippine Statistics Authority (PSA) [Philippines], and ICF International. 2014. Philippines National Demographic and Health 

Survey 2013. Manila, Philippines, and Rockville, Maryland, USA: PSA and ICF International. 
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hospitals for any indicators. A number of data inconsistencies and gaps were noted. Hospital 

targets have not yet been set. Hospital data for all 12 indicators were validated. 

 

Population coverage of newborn interventions: Population data were available for 10/14 

indicators and not available for 4/14 indicators (newborns dried after birth, bathing practices, 

receiving PNC contact within 48 hours and counselling, exclusive breastfeeding 0–28 days). A 

target has been set for 10/14 indicators. All available data were validated. 

 

Newborn health impact: Data were available for 5/5 measures. Targets were not recorded for any 

indicators except for neonatal mortality rate. Data were validated for all indicators. 

 

Summary of principal findings – review of EENC monitoring and evaluation framework 

 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 10 100 

Data partially 

available 0 0 

Data not available 0 0 

Validated
#
 7 70 

Not validated
#
 3 30 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 10 71 

Data partially 

available 4 29 

Data not available 0 0 

Validated* 13 93 

Not validated* 1 7 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals (N = 196) 

reporting 

9 5 

Data available 0 0 

Data partially 

available 12 100 

Data not available 0 0 

Validated* 12 100 

Not validated* 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 10 71 

Data not available 4 29 

Validated* 10 100 

Not validated* 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 
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Data available 5 100 

Data not available 0 0 

Validated* 5 100 

Not validated* 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved 

* Validation of data applies only to those indicators for which data was available or partially available 

 

 

Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed issue Suggested actions 

Data not 

validated 

Benchmarks 6 

(stakeholder support), 

8 (annual programme 

review workshop) and 

9 (professional 

association 

involvement). 

Programme documents or 

reports not available to 

support that activities have 

taken place 

 

 

Provide programme 

documents or begin 

recording activities 

systematically. 

Data not 

validated 

Indicator 12 – staff 

coached in EENC 

implementing 

facilities 

Data obtained from too few 

hospitals 

Strengthen formation of 

EENC hospital teams, coach 

in EENC quality 

improvement and data 

collection. 

Partial data 

– EENC 

roll out 

Indicators 11 – EENC 

facility coverage 

 

 

Indicator 12 – staff 

coaching coverage, 

Indicator 13 – EENC 

quality improvement, 

Indicator 14 – EENC 

support visits 

No denominators for EENC 

facility coverage data. 

 

 

Data on staff coaching 

coverage, EENC quality 

improvement, and EENC 

support visits not collected 

from all facilities.  

Use national records to 

establish total number of 

facilities providing delivery 

services at each levels. 

 

Strengthen formation of 

EENC hospital teams, coach 

in EENC quality 

improvement and data 

collection. 

Partial data 

- hospital 

impact 

 

All indicators – 1–12 Not all hospitals report data; 

data gaps and 

inconsistencies noted in 

many indicators 

Develop approaches to 

scaling up EENC quality 

improvement including 

hospital data gathering more 

widely. 

No data – 

hospital 

impact 

First-level referral 

hospital data not 

reported 

This level has not yet been 

supported to collect and use 

hospital data 

As above 

 

 

No data – 

population 

Indicators 33, 34, 35 

(immediate newborn 

care practices) and 41 

(PNC within two days 

Indicators 33, 34: DHS and 

MICS surveys often do not 

collect data in these areas – 

although standard 

Ensure that all future 

population-based surveys 

include key newborn 

indicators. 
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coverage and counseling given) questionnaires are available 

to collect these data 

 

Indicator 41: not routinely 

collected by any survey – 

and not yet tested 

 

Indicator 42: routinely 

collected by DHS 

 

Consider removing indicator 

41 

Targets not 

established 

or recorded 

Not available for four 

roll-out indicators and 

hospital impact 

indicators 

May not have been 

established; or may have 

been established and not 

recorded 

Review current targets and 

enter those available. 

Consider a process for 

establishing targets for roll-

out and hospital impact. 

 

Detailed validation: results of EENC monitoring and evaluation data 

 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status 

in 2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years 

and used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action 

Plan for Healthy Newborns,
 
costed and adopted by the Ministry of 

Health  

Partial
1
 Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes Yes Yes 

EENC technical working/coordination group formed and meeting 

regularly  
Partial

2
 Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
Yes Yes Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  

Yes 

No, No supporting 

documentation 

provided. Stakeholder 

group not mentioned in 

the draft EENCpPlan 

Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed 

and endorsed by key stakeholders – and available for local use  Yes Yes Yes 

EENC consensus-building/programme review workshop conducted 

annually to inform development of annual implementation plans  

Yes 

No 

No supporting 

documentation 

provided to show these 

workshops have been 

conducted 

Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting 

EENC, conventions, guidelines, training for members of the 

association 
Yes 

No 

No evidence of 

professional 

associations' support for 

EENC 

Yes 
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Proportion of EENC interventions (normal and high risk delivery) 

included in pre-service training curricula:  

a) Medical  

b) Nursing  

c) Midwifery  

 

 

92% 

96% 

96% 

Yes 

 

 

100% 

100% 

100% 

 

Notes to Table 1: 
1
 The Action Plan has been developed but it has yet to be adopted by the Ministry of Health. 

2
 An informal technical working group was formed. This has yet to be formalized and to meet regularly. 

 

Explanatory notes on the Indicators: 
No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn 

impact measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn 

health equity for different populations and groups; status of key systems inputs to support delivery of newborn 

health interventions (policies, laws, standards and guidelines; medicines and supplies; human resources; service 

delivery; and monitoring and evaluation). 

No. 2: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants in the 

Western Pacific Region (2014–2020). WHO: Regional Office of the Western Pacific. 

No. 4:
 
Membership may include Department of Health public health divisions, key obstetric and paediatric decision-

makers, professional associations from obstetrics, paediatrics, midwives, civil society organizations and 

development partners. Meeting frequency to be defined locally – at least quarterly is recommended. 

No. 6: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society 

leaders, development partners, media practitioners, academia and health professional associations. Meeting 

frequency to be defined locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, 

systems support needed for implementation and current status of implementation.  Annual meetings recommended. 

 

 

Table 2. Implementation Indicators – Roll-out of EENC 
 

Benchmark
1
 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

Proportion of delivery centres that have begun 

coaching staff using national EENC standards (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

9
3 

30
3 

157
3 

0% (0/4650) 

 

 

Yes 

However, denominator 

info must be provided 

 

Proportion of staff providing delivery and newborn 

care services across all EENC implementing 

facilities who have received EENC coaching (n/N) 

National  

Regional (n = 6) 

First-level referral  

Primary health facilities 

 

 

 

No data provided
4 

74% (960/1289)
5
 

No data provided 

No data provided 

 

 

 

No 

Too few hospitals 

sampled. Data required 

from more facilities 

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation 

of EENC (ENAP Indicator 5) (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

100% (1/1) 

40% (2/5) 

No data provided 

No data provided 

 

 

 

Yes 
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Benchmark
1
 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

Proportion of delivery centres implementing EENC 

receiving at least 3 EENC support visits in the past 

year (ENAP indicator 5) (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

0% (0/1) 

0% (0/5) 

No data provided 

No data provided 

 

 

 

 

Yes 

 

Proportion of delivery centres with continuously 

available running water and clean and functional 

toilets (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

100% (6/6) 

75% (6/8) 

100% (3/3) 

No data provided 

 

 

 

 

Yes 

 

16a. Proportion of newborns receiving immediate 

skin-to-skin contact of adequate duration (no 

separation for at least 60 minutes and until the first 

breastfeed is completed) (n/N) 

National (n = 6) 

Regional (n = 8) 

First-level referral (n = 3)  

Primary health facilities 

 

 

 

 

20% (12/60) 

20% (18/86) 

15% (5/33) 

No data provided 

 

 

 

 

 

Yes 

 

16b. Proportion of newborns receiving early and 

exclusive breastfeeding (within 15–90 minutes, no 

other liquids given to the baby) (n/N) 

National (n = 6) 

Regional (n = 8) 

First-level referral (n = 3)  

Primary health facilities 

 

 

 

49% (29/59) 

37% (31/84) 

45% (15/33) 

No data provided 

 

 

 

 

Yes 

 

17.  Proportion of delivery centres with no stock-

outs of key life-saving medicines required to 

provide EENC in the previous year  

 

 

17a. Magnesium sulfate for severe preeclampsia and 

for fetal neuro-protection if <32 weeks of 

gestational age (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

83% (5/6) 

87% (7/8) 

100% (3/3) 

No data provided 

 

 

 

 

Yes 

100% 

17b. Oxytocin for AMTSL (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

83% (5/6) 

100% (8/8) 

100% (3/3) 

No data provided 

 

 

Yes 

100% 

17c. Corticosteroids for women at risk for preterm 

delivery (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

66% (4/6) 

87% (7/8) 

100% (3/3) 

No data provided 

 

 

 

Yes 

100% 
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Benchmark
1
 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

17d. Injectable antibiotics for newborn sepsis (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

80% (4/6) 

87% (7/8) 

66% (2/3) 

No data provided 

 

 

Yes 

 

100% 

Proportion of delivery centres with no stock-outs of 

key life-saving commodities required to provide 

EENC in the previous year (n/N) 

 

18a. Functional bag and size 0 and 1 mask within 2 

meters of all delivery beds (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

83% (5/6) 

87% (7/8) 

33% (1/3) 

No data provided 

 

 

 

Yes 

100% 

18b. Continuous supply of oxygen (n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

83% (5/6) 

100% (8/8) 

100% (3/3) 

No data provided 

 

 

Yes 

100% 

18c. Continuous Positive Airway Pressure (CPAP) 

(n/N) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

33% (2/6) 

57% (4/7) 

0% (0/2)
6 

Not applicable 

 

 

 

Yes 

100% 

 

Notes to data provided in Table 2: 
1
 Government hospitals in the Philippines follow a specific nomenclature and are also classified by level 1, 2, and 3 

taking into account their service capability and level of specialization. In consultation with the Department of 

Health, national level hospitals were identified from those that had provided data based on being tertiary level 

facilities serving as nationwide training facilities. Regional hospitals in the Philippines were classified as regional in 

this framework; local government units, city hospitals, and provincial hospitals were grouped under first-level 

referral facilities; and barangay health stations and rural health units considered as primary health facilities. 
2
 Data for indicators 12–14 collected directly from facilities. Data for indicators 15–18 collected from health facility 

assessments undertaken in June and July 2015.  
3
 Data available on number of health facilities that have participated in the Care for Small Baby Course, which 

covers EINC – the term for EENC in the Philippines. The level of all facilities as classified in the framework was 

not known for all facilities that participated in the course, and for all birthing facilities in the country. Therefore 

proportions per level could not be provided. A total of 189 facilities have received EINC training. A total of 5734 

health facilities are registered as newborn screening facilities (used as a proxy for the number of facilities providing 

birthing services).  
4 
Two national hospitals provided data on number of staff coached (n = 116, n = 93), however data on the total 

number of staff providing delivery and newborn care services was not available. 
5
 One additional regional hospital provided data on number of staff coached (n = 224), however data on the total 

number of staff providing delivery and newborn care services was not available.
 

6
 CPAP not available in one first-level referral hospital, therefore denominator is 2 (not 3). 

 

Explanatory notes on the indicators: 
No. 11 is calculated for all delivery centres, Nos. 12–16 are calculated for delivery centres implementing EENC. 

No. 12:
 
Refers to clinical staff – doctors, nurses, and midwives – who are in contact with pregnant women, mothers 

and babies, and other/non-clinical staff such as facility managers and members of quality assurance teams who are 

important to supporting EENC.
 



- 87 - 

 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot-checks with feedback and problem solving 

to support improved practice. 

 

Table 3. Hospital Impact Indicators – Roll-out of EENC 

 

Indicator1 

 

 

Data by year Validated?  

If no, 

reasons 

Country 

Target 

2020 
2014 20152 

19. Proportion of premature deliveries 

between 24 to 34 weeks of gestational 

age receiving antenatal steroids within 

one hour of admission to the facility
 

(ENAP indicator 4) (n/N) 

National (n = 3) 

Regional (n = 6, n = 3 for 2015) 

First-level referral  

 

 

 

 

 

72% (1715/2387) 

61% (933/4170) 

No data provided 

 

 

 

 

 

61% (446/735) 

39% (59/307) 

No data provided 

 

 

 

Yes 

 

20. Proportion of premature newborns 

receiving Kangaroo Mother Care (ENAP 

indicator 4) (n/N) 

National  

Regional (n = 3, n = 4 for 2015) 

First-level referral  

 

 

 

No data provided 

14% (78/541) 

No data provided 

 

 

 

No data provided 

15% (31/291) 

No data provided 

 

 

 

 

Yes 

 

21. NICU/nursery admission rate (n/N) 

National (n = 3) 

Regional (n=11, n=4 for 2015) 

First-level referral  

 

18% (5711/31 608) 

13% (5141/39 145) 

No data provided 

 

31% (1705/7295) 

18% (572/3402) 

No data provided 

 

 

Yes 

 

22. Proportion of newborns born 

premature by gestational age (n/N): 

National (n = 3, n = 2 for 2015) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional (n = 11, n = 5 for 2015) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

First-level referral 

 

 

 

6.1% (1935/31 608) 

1.0% (301/31 608) 

0.3% (90/31 608) 

 

7.7% (3032/39 145) 

2.6% (1019/39 145) 

0.6% (245/39 145) 

No data provided 

 

 

 

4.1% (149/3624)
3
 

0.9% (32/3624)
3 

1.0% (36/3624)
3
 

 

6.7% (227/3402) 

3.9% (131/3402) 

0.7% (25/3402) 

No data provided 

 

 

 

 

 

 

Yes 

 

23. Proportion of newborns born 

premature by weight (n/N): 

National (n = 3, n = 2 for 2015) 

<1500g 

1500–2499 

> 2500 

Regional (n = 11, n = 5 for 2015) 

<1500g 

1500–2499 

> 2500 

First level referral 

 

 

 

2.1% (656/31 608) 

5.0% (1591/31 608) 

0.4% (140/31 608) 

 

2.2% (851/39 145)
4
 

5.2% (2032/39 145)
4
 

6.0% (2338/39145)
4
 

No data provided 

 

 

 

2.5% (91/3624)
3
 

2.5% (89/3624)
3
 

0.1% (5/3624)
3
 

 

1.8% (62/3402) 

5.4% (183/3402) 

1.6% (54/3402) 

No data provided 

 

 

 

 

Yes 

 

24. Proportion of newborns born at the 

facility classified with newborn sepsis 

(n/N) 

National (n = 3) 

Regional (n =11, n =5 for 2015) 

First-level referral  

 

 

 

9.2% (2897/31 608) 

5.7% (2221/39 145) 

No data provided 

 

 

 

14% (822/7295) 

8% (257/3402) 

No data provided 

 

 

Yes 
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Indicator1 

 

 

Data by year Validated?  

If no, 

reasons 

Country 

Target 

2020 
2014 20152 

25. Proportion of newborns born at the 

facility classified with birth asphyxia 

(n/N) 

National (n = 3) 

Regional (n =11, n =5 for 2015) 

First-level referral  

 

 

 

0.7% (223/31 608) 

1.0% (387/39 145) 

No data provided 

 

 

 

0.2% (31/7295) 

1.1% (36/3402) 

No data provided 

 

 

Yes 

 

26. Newborn mortality rate stratified by 

gestational age (deaths/births): 

National (n = 3, n = 2 for 2015) 

32–<37 weeks  

28–<32 weeks  

<28 weeks  

Regional (n = 10, n = 5 for 2015) 
32–<37 weeks  

28–<32 weeks  

<28 weeks  

First-level referral 

 

 

 

209 (405/1935) 

688 (207/301) 

811 (73/90) 

 

72 (217/3032)
5 

280 (326/1019)
5 

906 (136/245)
5 

No data provided 

 

 

 

242 (36/149)
3
 

594 (19/32)
3
 

333 (26/36)
3
 

 

203 (46/227) 

412 (54/131) 

400 (10/25) 

No data provided 

 

 

 

 

 

 

Yes 

 

27. Newborn mortality rate stratified by 

weight (deaths/births):  

National (n = 3) 

<1500g  

1500–2499  

 > 2500  

Regional (n = 6, n = 5 for 2015) 

<1500g  

1500–2499  

> 2500 ( 

First-level referral 

 

 

 

442 (335/764) 

62 (349/5671) 

4.7 (108/23370) 

 

304 (151/497)
4,6 

52 (135/2584)
4,6 

4.0 (89/21984)
4,6 

No data provided 

 

 

 

567 (119/210) 

53 (85/1619) 

5.4 (39/7274) 

 

491 (30/51) 

84 (28/334) 

8.3 (17/2039) 

No data provided 

 

 

Yes 

 

28. Case-fatality rate (deaths/cases):  

28a. Premature newborns  

National (n = 3)  

Regional (n = 11, n = 5 for 2015)  

First-level referral  

 

12 (217/1738) 

16 (619/3978)
4
 

No data provided 

 

63 (186/368) 

29 (84/291) 

No data provided 

Yes  

28b. Newborn sepsis  

National (n = 3)  

Regional (n =11, n =5 for 2015)  

First-level referral  

 

12 (350/2897) 

11 (233/2221) 

No data provided 

 

18 (150/822) 

19 (48/257) 

No data provided 

 

Yes 

 

28c. Newborn asphyxia  

National (n = 3)  

Regional (n =11, n =5 for 2015)  

First-level referral  

 

35 (77/223) 

41 (159/387) 

No data provided 

 

42 (13/31) 

36 (13/36) 

No data provided 

 

Yes 

 

 

Notes to data provided in the Table 3: 
1
 Data from January to April 2015 

2 
Government hospitals in the Philippines follow a specific nomenclature and are also classified by level 1, 2, and 3 

taking into account their service capability and level of specialization. In consultation with the Department of 

Health, national level hospitals were identified from those that had provided data based on being tertiary-level 

facilities serving as nationwide training facilities. Regional hospitals in the Philippines were classified as regional in 

this framework; local government units, city hospitals and provincial hospitals were grouped under first-level 

referral facilities, and barangay health stations and rural health units considered as primary health facilities. Two 

private hospitals that provided data were grouped under regional here taking into account the level of care provided. 
3 
The third national hospital that provided data was excluded from the analysis for these indicators as there were 

evident inconsistencies in the data. 
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4 
Data from one regional hospital provided for premature newborns 28–37 weeks of gestational age. 

5
 Data on deaths by gestational age not provided by one regional hospital. 

6 
Data from one regional hospital did not include births by weight, not allowing for calculation of mortality rates. 

Data from four other regional hospitals excluded due to evident data inconsistencies. 

 

Explanatory notes: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015.
 
 

No. 19: Kangaroo mother care: skin-to-skin contact with the mother, feeding with breast milk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns – ICD-10 P07.3: newborn of less than 37 completed weeks (196 

completed days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn – ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia – ICD-10 P21: baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 

tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within one to two minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-

minute Apgar score 4–7). 
 

 

Table 4. Coverage indicators for EENC interventions, 2014–2020 
 

 

Notes to data provided in Table 3: 
1 
Source: National DHS Survey (2013)

 
unless otherwise indicated in footnotes. 

2 
Measures newborns who had skin-to-skin within 1 hour of birth. 

Coverage measure 
Data  

20151 

Validated? 

If no, reasons 

Country 

Target 

2016 

% of live births attended by skilled health personnel 72.8% Yes 80% 

% of live births that take place at health facilities 61% Yes 65% 

% of live births delivered by caesarian section  9.3% Yes 5-15% 

% of live rural births delivered by caesarean section 7.6% Yes 5-15% 

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare abdomen 

or chest immediately after (skin-to-skin contact) 

64%
2
 Yes  

% of newborns breastfed within one hour of birth  49.7% Yes 70% 

% of newborns not receiving a prelacteal feeding 63.7% Yes 55% 

% of live births with a reported birth weight  80.1% Yes 80% 

% of women who received postnatal care within two 

days
 
of birth following discharge from the facility 

70.1% Yes 85% 

% of newborns receiving postnatal care within two 

days of birth following discharge from the facility 

52.6% Yes 85% 

% of newborns receiving postnatal care within two 

days assessed and counselled on exclusive 

breastfeeding and danger signs  

No data   

% of newborns 0–28 days who are exclusively 

breastfed 

90.4%
3
 Yes 60% 



- 90 - 

 

3
 Refers to infants aged 0-1 months who were 'currently breastfeeding' at the time of the survey. 

 

Explanatory notes: 
No. 34: Delayed bathing: at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness (stopped feeding well, history of convulsions, fast breathing – 

breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 
 

 

Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement Data  

2015
1
 

Data validated?  

If no, reasons 

Country 

Target 2020 

 

 

 

Neonatal deaths 

Neonatal mortality rate 

(per 1000 live births) 

 

13 Yes <10 

(Target 

2016) 

Perinatal mortality rate 

(per 1000 live births) 

22 Yes  

Proportional causes of NN death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

17%
2 

- 

23% 

32% 

17% 

Yes  

Prematurity/ 

Low birth weight 

Low birth weight rate (<2500g) 21.4% Yes  

Pre-term birth rate (< 37 weeks) 2.6% Yes  

 
Notes to data provided in Table 5:

 

1

 Data source for all indicators, except proportional cases of neonatal death is NDHS 2013. Source of proportional 

causes of neonatal data: WHO/CHERG 2014. 
2
 Data reported for sepsis, tetanus, meningitis and encephalitis. 

 

Explanatory notes on the indicators: 
No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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Solomon Islands 

In Solomon Islands, newborn deaths now represent 43% of all under-5 child deaths, and the 

neonatal mortality rate is estimated at 13 per 1000 live births.
16

 Two thirds of all newborn deaths 

occur in the first three days of life from complications of prematurity/low birth weight, asphyxia 

and sepsis. Applying EENC around delivery and in the period immediately after birth will 

prevent 35–66% of all newborn deaths. Solomon Islands began EENC coaching and introduced 

quality improvement for EENC using hospital teams in early 2015.  

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of regional review of current progress with EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 

 
EENC scale-up readiness benchmarks: Data were available for 9/10 (90%) benchmarks and 

partially available for 1/10 (10%) benchmarks. Solomon Islands has completed 2/10 

benchmarks, partially completed 1/10 benchmarks and not begun work on seven benchmarks. 

Completed benchmarks are development and funding of a one-year EENC implementation plan 

and appointment of a full time EENC coordinator in the Ministry of Health. Data on integration 

of EENC into pre-service curricula are available for only the medical school curriculum. None of 

the benchmarks that had been achieved could be validated. 

 

EENC roll-out: Data were available from 3/14 indicators, partially available from 5/14 indicators 

and not available from 6/14 indicators. EENC coaching has begun in the national hospital, 1/9 

(11%) regional hospitals, 2/33 (6%) first level referral hospitals and 7/288 (2%) primary 

facilities. Data on EENC staff coaching coverage are incomplete because denominators are not 

available. Facility-based data on EENC practices are available from the national hospital only. 

No data on availability of EENC medicines and commodities are available. No targets for roll-

out indicators have been set. Data from six indicators were validated. 

 

Hospital impact: Data were reported from one national hospital for 2014 (no data were available 

for 2015). Data were partially available for 5/12 hospital indicators and not available for 7/12 

indicators. No data were available for use of antenatal steroids, KMC for preterm babies, babies 

born premature by gestational age or by weight, newborn mortality stratified by gestational age 

or weight, or for preterm case-fatalities. Hospital targets have not yet been set. Hospital data for 

5 indicators were validated. 

 

Population coverage of newborn interventions: Data were available for 9/14 indicators and not 

available for 5/14 indicators. The last DHS survey was in 2007; many indicators in the areas of 

                                                 
16

 Levels & Trends in Child Mortality. Report 2014. Estimates Developed by the UN Inter-Agency Group for Child Mortality 

Estimation. New York: UNICEF; 2014. www.unicef.org/media/files/Levels_and_Trends_in_Child-Mortality_2014.pdf 
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immediate newborn and postnatal care were not included. Targets are not reported for any 

indicators. Available survey data (7/14) were validated. 

 

Newborn health impact: Data were available for 3/5 measures. Data were not available on the 

perinatal mortality rate and on the preterm rate. Targets are not reported. Survey data were 

validated. 

 
Summary of principal findings – review of EENC monitoring and evaluation framework 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 9 90 

Data partially 

available 1 10 

Data not available 0 0 

Validated 
#
 0 0 

Not validated 
#
 3 100 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 3 21 

Data partially 

available 5 36 

Data not available 6 43 

Validated * 6 75% 

Not validated * 2 25% 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals reporting 

1 9 

Data available 0 0 

Data partially 

available 5 42 

Data not available 7 58 

Validated * 5 100 

Not validated * 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 9 64 

Data not available 5 36 

Validated * 7 78 

Not validated * 2 22 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 3 60 

Data not available 2 40 

Validated * 3 100 

Not validated * 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved 
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* Validation of data applies only to those indicators for which data was available or partially available 

 

Comments on indicators 

 

Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

Benchmark 

data not 

validated 

Benchmarks 3 – 

implementation plan, 

5 – newborn focal 

point, and 10 – pre-

service curricula 

No programme 

documentation was 

available at the time of the 

review 

Provide programme 

documents to support those 

benchmarks completed. 

EENC roll-

out data not 

validated 

Indicator 12 – 

coaching coverage 

 

Indicator 18a – 

functional bag and 

mask 

No programme 

documentation was 

available at the time of the 

review 

Provide programme 

documents to provide 

numbers of staff providing 

delivery care in facilities that 

have received coaching 

 

Provide programme 

documents to show only one 

size mask available in 

National Referral Hospital 

No 

denominators 

– EENC roll-

out 

Indicator 12 – 

coaching coverage 

No denominators at the 

time of review 

Review numbers of staff 

providing delivery care in all 

target facilities and calculate 

coverage 

Limited data 

collection – 

EENC roll-

out 

Indicator 15 – 

running water and 

functional toilets 

Indicator 16 – 

immediate skin-to-

skin contact 

Data only collected from 

one national hospital 

although a higher number 

of facilities have begun 

EENC implementation 

Conduct regular annual 

reviews to collect these data 

from a sample of all facilities 

implementing EENC 

No data – 

EENC roll-

out 

Indicators 17–18 – 

medicines and 

commodities 

No data collected on 

availability of EENC 

medicines and 

commodities 

Add data in these areas for 

facility reviews – as above. 

Use WHO tools. 

Partial data – 

hospital 

impact 

 

 

Indicators 21–28 - 

data from national 

hospital is often 

missing 

Staff may not be 

available; staff may not 

have been adequately 

trained in how to collect 

data 

 

Difficult to collect data by 

gestational age and weight 

Develop approaches to 

scaling up EENC quality 

improvement including 

hospital data gathering more 

widely – provide regular 

oversight and support, 

especially for national 

hospital. 
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Issue 

identified 

Indicators Reasons for observed 

issue 

Suggested actions 

No data – 

hospital 

impact 

Indicators 19, 20, 22, 

23, 26, 27 and 28a – 

Use of antenatal 

steroids, Kangaroo 

Mother Care (KMC) 

for preterm babies, 

babies born preterm 

by gestational age 

and weight, 

mortality by 

gestational age and 

weight, preterm 

case-fatality 

Data on use of steroids not 

routinely collected in 

registers – therefore 

collection is more 

difficult. 

 

KMC not routinely 

practised in most 

hospitals. Other data on 

gestational age and weight 

may be difficult to obtain 

Investigate mechanisms for 

collecting data using 

maternity and NICU 

registers. 

 

Begin implementation of 

KMC – keep indicator for 

tracking in the longer term. 

Limited 

reporting – 

hospital data 

Data reported from 

only one hospital 

Still early phase of 

implementation 

Scale-up EENC hospital 

quality improvement 

approach, including 

collection and use of hospital 

data. 

Data not 

validated – 

population 

coverage 

Indicators 29 and 30 Information available not 

likely to be representative 

of population coverage 

Use data from most recent 

population surveys (DHS 

2007) 

No data – 

population 

coverage 

Indicators 33–35 and 

40, 41 

DHS/MICS often do not 

include many of these 

indicators; immediate 

newborn care is often not 

collected– although 

standard questionnaires 

are available to collect 

these data 

Ensure that all future 

population-based surveys 

include key newborn 

indicators. 

 

No data – 

newborn 

impact 

 

No population-based 

data on Indicator 44 

and 47 – Perinatal 

mortality rate and 

preterm rates 

Not calculated by DHS 

survey 

Add to next DHS survey. 

Review 2007 DHS survey to 

confirm that data were not 

collected. 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; coverage 

and impact 

indicators 

Not reported – or not 

established 

Consider target setting for 

key indicators at the next 

annual review  
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Detailed validation: results of EENC monitoring and evaluation data 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status in 

2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five 

years and used for strategic planning  
No

1
  Yes 

EENC Five-Year Action Plan developed based on Regional 

Action Plan for Healthy Newborns,
 
costed and adopted by the 

Ministry of Health  

No  Yes 

Detailed 12-month EENC Implementation Plan developed and 

funded 
Yes 

No 

No detailed plan 

developed, not clear 

whether it is funded 

Yes 

EENC technical working/coordination group formed and meeting 

regularly  
No  Yes 

Full-time EENC/newborn health focal person appointed in 

Ministry of Health 

Yes
2
 

No 

No supporting 

documentation 

available to show focal 

person has been 

appointed 

Yes 

EENC stakeholder group formed to engage key political leaders 

and champions and meeting regularly  
No

3
  Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, 

reviewed and endorsed by key stakeholders – and available for 

local use  

No  Yes 

EENC consensus-building/programme review workshop 

conducted annually to inform development of annual 

implementation plans  

No  Yes 

Mechanisms established to ensure that professional associations 

are supporting implementation of EENC – policy statements 

supporting EENC, conventions, guidelines, training for members 

of the association 

No  Yes 

Proportion of EENC interventions (normal and high risk 

delivery) included in pre-service training curricula:  

a) Medical 

b) Nursing  

c) Midwifery  

 

 

65%
4
 

No data 

No data 

 

No 

No supporting 

documentation 

available 

 

 

100% 

100% 

100% 

 
Notes to data provided in the Table 1: 
1
 The situation analysis will be completed by the end of the third quarter of 2015. 

2 
The name of the EENC coordinator is Mrs Anna Jatobatu. Terms of reference are not available, this is an ongoing 

issue for staff at the Ministry for Health and Medical Services. 
3 
Newborn health stakeholders have met three times, however a formal group has not yet been formed. 

4 
The data provided is for medical pre-service curricula in Papua New Guinea. Solomon Island doctors are either 

trained in Papua New Guinea or Fiji. Data re not available for integration of EENC interventions in nursing and 

midwifery pre-service curricula in Solomon Islands. 

 

Explanatory notes on the indicators: 

No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn 

impact measures; trends in key RMNCH intervention coverage along the continuum of care; an analysis of newborn 

health equity for different populations and groups; status of key systems inputs to support delivery of newborn 
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health interventions (policies, laws, standards and guidelines; medicines and supplies; human resources; service 

delivery; and monitoring and evaluation). 

No. 2: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants in the 

Western Pacific Region (2014–2020).  

No. 4:
 
Membership may include: Ministry of Health public health divisions, key obstetric and paediatric decision-

makers, professional associations from obstetrics, paediatrics, midwives, civil society organizations and 

development partners. Meeting frequency to be defined locally – at least quarterly is recommended. 

No. 6: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society 

leaders, development partners, media practitioners, academia and health professional associations. Meeting 

frequency to be defined locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, 

systems support needed for implementation and current status of implementation.  Annual meetings recommended. 

 
Table 2. Implementation Indicators – Roll-out of EENC 
 

Benchmark 

 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

Proportion of delivery centres that have begun coaching 

staff using national EENC standards 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

100% (1/1) 

11% (1/9) 

6% (2/33) 

2% (7/288) 

Yes 

 

Proportion of staff providing delivery and newborn care 

services
3 
across all EENC- implementing facilities who 

have received EENC coaching  

National (n =1) 

Regional (n = 1) 

First-level referral (n = 2)  

Primary health facilities (n = 7) 

 

 

 

6% (17/274) 

7/? 

8/? 

7/? 

 

Yes for national level 

No for other levels 

No information 

available on 

denominator, i.e. 

number of staff at each 

facility 

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation of 

EENC 
4 
(ENAP Indicator 5) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

0% (0/1) 

0% (0/1)
1
 

0% (0/2)
1
 

0% (0/7) 

Yes 

 

Proportion of delivery centres implementing EENC 

receiving at least three EENC support visits in the past 

year (ENAP indicator 5) 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

 

0% (0/1) 

0% (0/1)
1
 

0% (0/1)
1 

0% (0/7) 

Yes 

 

15. Proportion of delivery centres with continuously 

available running water and clean and functional toilets  

National  

Regional  

First-level referral  

Primary health facilities 

 

 

0% (0/1)
2,3

 

No data 

No data 

No data 

Yes 

 

16a. Proportion of newborns receiving immediate skin-to-

skin contact of adequate duration (no separation for at 

least 60 minutes and until the first breastfeed is 
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Benchmark 

 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

completed) 

National (n =1) 

Regional  

First-level referral  

Primary health facilities 

 

44% (4/9)
2
 

No data 

No data 

No data 

 

Yes 

16b. Proportion of newborns receiving early and 

exclusive breastfeeding (within 15–90 minutes, no other 

liquids given to the baby) 

National (n =1) 

Regional 

First-level referral  

Primary health facilities 

 

 

 

33% (3/9)
2
 

No data 

No data 

No data 

 

 

 

Yes 

 

17.  Proportion of delivery centres with no stock-outs of 

key life-saving medicines required to provide EENC in 

the previous year  

 

17a. Magnesium sulfate for severe preeclampsia and for 

fetal neuro-protection if <32 weeks of gestational age 

National  

Regional  

First-level referral  

Primary health facilities 

No data 

  

17b. Oxytocin for AMTSL 

National  

Regional  

First-level referral 

Primary health facilities 

 

No data 

 

  

17c. Corticosteroids for women at risk for preterm 

delivery 

National  

Regional  

First-level referral  

Primary health facilities 

 

 

No data 

 

  

17d. Injectable antibiotics for newborn sepsis 
National  

Regional  

First-level referral  

Primary health facilities 

 

No data 

 

  

18.  Proportion of delivery centres with no stock-outs of 

key life-saving commodities required to provide EENC in 

the previous year 

 

18a. Functional bag and size 0 and 1 mask within 2 

meters of all delivery beds 

National (n = 1) 

Regional  

First-level referral  

Primary health facilities 

 

 

0% (0/1),
2,4

 

No data 

No data 

No data 

No 

No supporting 

documentation 

provided to show that 

only one size mask is 

available 

 

18b. Continuous supply of oxygen  

National  

Regional  

First-level referral  

Primary health facilities 

 

No data 

 

  

18c. Continuous Positive Airway Pressure (CPAP) 

National  
No data 
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Benchmark 

 

Data for 

2015 

Validated? 

If no, reasons 

Country 

Target 

2020 

Regional  

First-level referral  

Primary health facilities 

 
Notes to data provided in the Table 2: 
1
 EENC was introduced in one provincial hospital and one area health centre in March–April 2015, there has not yet 

been an opportunity to establish quality self-improvement processes and undertake EENC support visits. 
2 
Data for indicators 15, 16 and 18 was collected from an EENC quality improvement assessment of the national 

hospital.  
3
 Three of four delivery wards in the national hospital had a continuously running water supply. 

4
 Bags available for all delivery beds, however only one size mask is available. 

 

Explanatory notes on the indicators: 
No. 11 is calculated for all delivery centres. Nos. 12–16 are calculated for delivery centres implementing EENC. 

Detailed guidelines on how indicators are calculated are presented separately in data collection spreadsheets. 

No. 12:
 
Clinical staff: doctors, nurses and midwives who are in contact with pregnant women, mothers and babies, 

and other/non-clinical staff such as facility managers and members of quality assurance teams who are important to 

supporting EENC.
 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot-checks with feedback and problem solving 

to support improved practice.  

 

Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

 

 

Data by year Validated? If 

no, reasons 

Country 

Target 

2020 
2014* 2015 

19. Proportion of premature deliveries between 24 

to 34 weeks of gestational age receiving antenatal 

steroids within 1 hour of admission to the facility
 
 

National  

Regional  

First-level referral  

 

 

 

 

No data 

 

 

 

 

No data 

 100% 

20. Proportion of premature newborns receiving 

Kangaroo Mother Care  

National  

Regional  

First-level referral  

 

 

No data 

 

 

No data 

 100% 

21. NICU/nursery admission rate  

National (n = 1) 

Regional 

First-level referral  

 

11%
1 
(593/5412) 

No data 

No data 

 

 

No data 
Yes 

 

22. Proportion of newborns born premature by 

gestational age: 

National  

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional  

First-level referral  

No data No data 

  

23. Proportion of newborns born premature by 

weight: 
No data No data 
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Indicator 

 

 

Data by year Validated? If 

no, reasons 

Country 

Target 

2020 
2014* 2015 

National (n =1) 

<1500g 

1500–2499 

> 2500 

Regional  

First-level referral  

24. Proportion of newborns born at the facility 

classified with newborn sepsis 

National (n = 1) 

Regional  

First-level referral 

 

 

4.8% (259/5412) 

No data 

No data 

No data Yes 

 

25. Proportion of newborns born at the facility 

classified with birth asphyxia 

National  

Regional  

First-level referral (district)  

 

 

0.6% (33/5412) 

No data 

No data 

No data Yes 

 

26. Newborn mortality rate stratified by gestational 

age: 

National  

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Regional 

First-level referral  

No data No data 

  

27. Newborn mortality rate stratified by weight:  

National 
<1500g 

1500–2499 

> 2500 

Regional 

First-level referral  

No data No data 

  

28. Case-fatality rate (deaths/cases):  

28a. Premature newborns 

National  

Regional  

First-level referral  

No data No data 

  

28b. Newborn sepsis 

National (n =1) 

Regional  

First-level referral  

 

1.5 (4/259) 

No data 

No data 

No data Yes 

 

28c. Newborn asphyxia 

National (n =1) 

Regional  

First-level referral  

 

12.1 (4/33) 

No data 

No data 

No data Yes 

 

 
  

  

 
Notes to data provided in Table 3: 
* Data available from 2014 only for select indicators from the National Hospital. 
1 
Counts only in-born admissions to the NICU. 
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Explanatory notes on the indicators: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015.
 
 

No. 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breast milk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns – ICD-10 P07.3: newborn of less than 37 completed weeks (196 

completed days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn – ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia – ICD-10 P21: baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 

tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within one to two minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-

minute Apgar score 4–7). 

 

 

Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data for 2015 

(Source) 

Validated? If no, reasons Countr

y 

Target 

2020 

% of live births attended by skilled health 

personnel  

87.6%
1
 

(Ministry of 

Health and 

Medical 

Sciences 

[MHMS] 2012) 

No  

% of live births that take place at health facilities  90%
2
  

(MHMS 2013) 

No 

Data on number of live 

births may not be reliable. 

According to the World 

Population Prospects 2012, 

estimated births per year 

2010–2015 in Solomon 

Islands is 17 000. 

 

% of live births delivered by caesarian section  6.2% 

(DHS 2007) 

Yes  

% of live rural births delivered by caesarean 

section  

5.9% 

(DHS 2007) 

Yes  

% of newborns dried after birth  No data   

% of newborns with delayed bath after birth No data   

% of newborns placed on the mother’s bare 

abdomen or chest immediately after (skin-to-skin 

contact) 

No data   

% of newborns breastfed within one hour of birth  75% 

(DHS 2007) 

Yes  

% of newborns not receiving a prelacteal feed 94% 

(DHS 2007) 

Yes  

% of live births with a reported birth weight  
81.3% 

(DHS 2007) 

Yes  

% of women who received postnatal care within 

two days
 
of birth following discharge from the 

18.1% 

(DHS 2007) 

Yes  
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facility 

% of newborns receiving postnatal care within 

two days of birth following discharge from the 

facility 

No data   

% of newborns receiving postnatal care within 

two days assessed and counselled on exclusive 

breastfeeding and danger signs  

No data   

% of newborns 0–28 days who are exclusively 

breastfed 

90%
3
 

(DHS 2007) 

Yes  

 

Notes to data provided in Table 4: 
1
 Ministry of Health and Medical Sciences (MHMS) Health Information Systems Unit 2012. The MHMS has a core 

indicator “births not attended by a skilled health worker”. The figure was 11% in 2014. 
2
 Based on data collected by the MHMS as of June 2015. DHS Survey 2007 states figure is 84.5% 

3 
Measures babies of age 0–1 month who are exclusively breastfed. 

 

Explanatory notes: 
No. 34: Delayed bathing at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least three danger signs for severe newborn illness (stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age).  

 

Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 

Data for 

2015 

 

Validated? If no, 

reasons 

Country 

Target 

2020 

 

 

 

Neonatal deaths 

Neonatal mortality rate 

(per 1000 live births) 

 

13 

(IGME 2013) Yes 

 

Perinatal mortality rate 

(per 1000 LB) 

No data 
 

 

Proportional causes of NN death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

18%
1
 

– 

27% 

27% 

20% 

(WHO/CHERG 

2014) 

Yes 

 

Prematurity/Low 

birth weight 

Low birth weight rate (<2500g) 

 

12.5% 

(DHS 2007) 
Yes 

 

Preterm birth rate 

(< 37 weeks) 
No data 

  

 

Notes to data provided in the Table 5:
 

1

 Data reported for sepsis, tetanus, meningitis and encephalitis. 
 

Explanatory notes on the indicators: 
No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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Viet Nam 

 
In Viet Nam, newborn deaths now represent 55% of all under-5 child deaths, and the neonatal 

mortality rate is estimated at 13 per 1000 live births.
17

 Two thirds of all newborn deaths occur in 

the first three days of life from complications of prematurity/low birth weight, asphyxia and 

sepsis. Applying EENC around delivery and in the period immediately after birth will prevent 

35–66% of all newborn deaths. Viet Nam developed a Five-Year EENC Action Plan for EENC 

in 2014 and began scaling up EENC coaching in the second half of 2014.   

 

A group of independent experts reviewed and validated country EENC data on 12–13 August 

2015 using the Early Essential Newborn Care Monitoring and Evaluation Framework, 2014–

2020, as part of a regional review of current progress in EENC implementation. The primary 

objective of validation of country EENC data was to give feedback to countries to improve 

indicators, data quality and information use.  

 

Summary of findings 
 

EENC scale-up readiness benchmarks: Data were available for 9/10 (100%) of benchmarks. Viet 

Nam has completed 4/10 benchmarks, has partially completed 3/10 benchmarks and has not 

begun work on two benchmarks. No data are available on incorporation of EENC interventions 

into pre-service curricula. Completed benchmarks include a newborn health situational analysis 

(September 2013), development and funding of a one-year EENC implementation plan, 

appointment of an EENC focal person in the Ministry of Health and the formation of a 

stakeholder group. Work on adaptation of the EENC clinical pocket guide, regular meetings of 

the technical working group and incorporation of EENC into pre-service curricula is ongoing. 

Data from seven benchmarks were validated. 
 

EENC roll-out: Data were partially available from national and regional hospitals for 14/14 

indicators. EENC coaching has begun in 3/25 national and regional hospitals; and 30% of the 

delivery staff in these hospitals coached. No data were available from other hospitals or facilities 

where coaching has been conducted. Facility-based data on EENC practices and availability of 

medicines and commodities are available from only one national and two regional hospitals. No 

targets for roll-out indicators were reported. Available data from 14 indicators were validated. 
 

Hospital impact: Data were reported from one national and two regional hospitals. From these 

hospitals, data were partially available for 11/12 indicators, and not available for one indicator 

(antenatal steroids for women at risk for preterm delivery) for January 2014–April 2015. Missing 

data were noted for several indicators. Hospital targets have not yet been set. Hospital data for 11 

indicators were validated. 
 

Population coverage of newborn interventions: Population data were available for 8/14 indicators 

and not available for 6/14 indicators (newborns dried after birth, skin-to-skin contact, bathing 

practices, PNC contact within 48 hours for mother and baby, PNC plus counselling). Targets 

                                                 
17

 Levels & Trends in Child Mortality. Report 2014. Estimates Developed by the UN Inter-Agency Group for Child Mortality 

Estimation. New York: UNICEF; 2014. www.unicef.org/media/files/Levels_and_Trends_in_Child-Mortality_2014.pdf 
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have been set for 13/14 indicators, and 8/14 indicators were validated. 
 

Newborn health impact: Data were available for 3/5 measures. No data were available on 

perinatal mortality and the rate of preterm births. Targets have been set for neonatal mortality 

and rates of low birth weight. The three indicators with data available were validated. 

 
Summary of principal findings – review of EENC monitoring and evaluation framework 

 Number Proportion of total (%) 

Scale-up Readiness Benchmarks (N=10) 

Data available 9 90 

Data partially 

available 0 0 

Data not available 1 10 

Validated
#
 7 100  

Not validated
#
 0 0 

Implementation Indicators – Roll-out of EENC (N=14) 

Data available 0 0 

Data partially 

available 14 100 

Data not available 0 0 

Validated* 14 100 

Not validated* 0 0 

Hospital Impact Indicators – Roll-out of EENC (N=12) 

Proportion of 

implementing 

hospitals reporting 

3 

100 

Data available 0 0 

Data partially 

available 
11 

92 

Data not available 1 8 

Validated* 11 100 

Not validated* 0 0 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=14) 

Data available 8 57 

Data not available 6 43 

Validated 8 100 

Not validated 0 0 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=5) 

Data available 3 60 

Data not available 2 40 

Validated* 3 100 

Not validated* 0 0 
# Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been achieved or 

partially achieved 

* Validation of data applies only to those indicators for which data was available or partially available 
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Comments on indicators 

 

Issue identified Indicators Reasons for observed issue Suggested actions 

Data not 

collected – 

EENC 

benchmarks 

Benchmark 10 – 

pre-service curricula 

Curricula have not yet been 

reviewed 

Suggest reviewing curricula 

using EENC M&E framework 

guidelines that outline key 

interventions to review. 

Partial data – 

EENC roll out 

 

 

Indicators 11–18 Data only collected from 

three hospitals although 

EENC has been introduced 

in subnational hospitals 

Review total number of 

facilities where EENC has 

been introduced. Conduct 

annual implementation review 

using WHO tools. Include all 

facilities in the national 

sample  

Partial data – 

hospital 

impact 

 

 

All indicators – data 

reported from only 

three hospitals; 

small errors 

Not all hospitals that have 

begun EENC are reporting 

 

Difficult to collect data by 

gestational age and weight; 

and on KMC 

Review reasons for lack of 

reporting in these areas. Scale-

up EENC quality 

improvement approach using 

hospital teams, including 

collection of hospital data 

No data – 

hospital 

impact 

Indicator 19 – Use 

of antenatal steroids 

Data on use of steroids is 

not routinely collected in 

registers – therefore 

collection is more difficult. 

 

Investigate mechanisms for 

collecting data on use of 

antenatal steroids 

 

 

 

No data – 

population 

coverage 

Indicators 33, 34, 

35, 39, 40, 41 

(immediate newborn 

care practices) and 

40 (PNC within two 

days for mother and 

baby; PNC and 

counseling ) 

Data from a sample of 

facilities is not 

representative of coverage 

in the population 

 

DHS and MICS surveys 

often do not collect data in 

these areas – although 

standard questionnaires are 

available to collect these 

data. 

 

Facility data is not 

population-based coverage 

 

Indicator 41: not routinely 

collected by any survey – 

and not yet tested 

Ensure that all future 

population-based surveys 

include key newborn 

indicators. 

 

Consider removing indicator 

41 

No data – 

newborn 

health impact 

No population-based 

data on Indicators 44 

and 47 – Perinatal 

Data from a sample of 

facilities is not 

representative of coverage 

Consider adding to the next 

DHS/MICS survey.  
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 mortality rate and 

preterm birth rates 

in the population 

 

Not calculated by last MICS 

survey 

Targets not 

specified 

EENC roll-out and 

hospital impact 

measures; a few 

coverage and impact 

indicators 

Not reported – or not 

established 

Consider target setting for key 

indicators in the next annual 

review  

 

 

Detailed validation: results of EENC monitoring and evaluation data 

 

Table 1. Implementation Indicators – EENC scale-up readiness benchmarks 
 

Benchmark Status in 

2015 

Validated? 

If no, reasons 

Target 

2020 

Newborn health situation analysis conducted in the previous five years and 

used for strategic planning  
Yes Yes Yes 

EENC Five-Year Action Plan developed based on Regional Action Plan for 

Healthy Newborns,
 
costed and adopted by the Ministry of Health  

Partial
1
 Yes Yes 

Detailed 12-month EENC Implementation Plan developed and funded Yes Yes Yes 

EENC technical working/coordination group formed and meeting regularly  
Partial

2
 Yes Yes 

Full-time EENC/newborn health focal person appointed in Ministry of 

Health 
Yes

3
 Yes Yes 

EENC stakeholder group formed to engage key political leaders and 

champions and meeting regularly  
Yes

4
 Yes Yes 

Clinical Intra-Partum and Newborn Care Protocol adapted, reviewed and 

endorsed by key stakeholders – and available for local use  Partial
5
 Yes Yes 

EENC consensus-building/programme review workshop conducted 

annually to inform development of annual implementation plans  
No

6
  Yes 

Mechanisms established to ensure that professional associations are 

supporting implementation of EENC – policy statements supporting 

EENC, conventions, guidelines, training for members of the association 

No
7
  Yes 

Proportion of EENC interventions (normal and high-risk delivery) included 

in pre-service training curricula:  

a) Medical  

b) Nursing  

c) Midwifery  

 

 

N/A
8
 

N/A
8
 

N/A
8
 

 

 

 

100% 

100% 

100% 

 

Notes to data provided in Table 1: 
1
 Draft of the Action Plan has been developed. This has to be adopted. 

2
 A technical working group has been formed but it is not meeting regularly. There is a Reproductive Health Group, 

chaired by the Ministry of Health and one United Nations agency or international nongovernmental organizations, 

which is attended by members from United Nations agencies, international and local nongovernmental 

organizations. Newborn health issues are discussed by this group. 
3 
Dr Hoang Anh Tuan is in charge of newborn health. He performs other duties within maternal and child health, but 

around 80% of his time is devoted to newborn health. 
4
 A Reproductive Health Group has been formed as the stakeholder group. Key Ministry of Health leaders and 

hospital leaders are engaged in EENC – demonstrated through implementation of EENC in hospitals, allocation of 

government funds for the scale up of EENC. 
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5
 The clinical pocket guide for intra-partum and newborn care has been adapted. The Vietnamese version is 

currently being finalized before being printed. 
6
 Planned for end of 2015. 

7
 In Viet Nam, the role of professional associations in decision making is limited. The Ministry of Health is the main 

decision-maker. 
8
 A letter was sent from the Ministry of Health to all medical schools and colleges on integrating EENC into pre-

service training programmes. Eighty teachers from 80 medical colleges and schools have been trained in EENC. 

 

Explanatory notes on the indicators: 
No. 1: Situation analysis includes a review of trends in newborn, child and maternal mortality and other newborn 

impact measures, trends in key RMNCH intervention coverage along the continuum of care, an analysis of newborn 

health equity for different populations and groups, status of key systems inputs to support delivery of newborn 

health interventions (policies, laws, standards and guidelines, medicines and supplies, human resources, service 

delivery, and monitoring and evaluation). 

No. 2: WHO Regional Office for the Western Pacific, UNICEF. Action Plan for Healthy Newborn Infants in the 

Western Pacific Region (2014–2020).  

No. 4:
 
Membership may include Ministry of Health public health divisions, key obstetric and paediatric decision-

makers, professional associations from obstetrics, paediatrics, midwives, civil society organizations and 

development partners. Meeting frequency to be defined locally – at least quarterly is recommended. 

No. 6: Membership may include policy-makers, legislators, health providers, hospital administrators, civil society 

leaders, development partners, media practitioners, academia and health professional associations. Meeting 

frequency to be defined locally – at least quarterly is recommended. 

No. 8: Workshop to brief key clinical, policy, programme staff on rationale for and technical background to EENC, 

systems support needed for implementation and current status of implementation.  Annual meetings recommended 
 
Table 2. Implementation Indicators – Roll-out of EENC

1,2
 

 

Indicator 2015 
Validated? 

If no, reasons 

Country 

Target 2020 

Proportion of delivery centres that have begun coaching 

staff using national EENC standards 

National & regional 

Provincial  

First-level referral 

Primary health facilities  

 

 

12% (3/25)
2
 

No data 

No data 

No data 

 

 

Yes 

 

Proportion of staff providing delivery and newborn care 

services across all EENC implementing facilities who 

have received EENC coaching  

National & regional (n = 3) 

Provincial 

First-level referral 

Primary health facilities  

 

 

 

30% (462/1525)
3
 

No data 

No data 

No data 

 

 

 

 

Yes 

 

Proportion of delivery centres using a quality self-

improvement approach to support implementation of 

EENC (ENAP Indicator 5) 

National & regional (n = 3) 

Provincial 

First-level referral 

Primary health facilities  

 

 

 

100% (3/3)
4
 

No data 

No data 

No data 

 

 

 

Yes 
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Indicator 2015 
Validated? 

If no, reasons 

Country 

Target 2020 

Proportion of delivery centres implementing EENC 

receiving at least three EENC support visits in the past 

year (ENAP indicator 5) 

National & regional 

Provincial 

First-level referral 

Primary health facilities  

 

 

 

0% (0/3) 

No data 

No data 

No data 

  

15. Proportion of delivery centres with continuously 

available running water and clean and functional toilets 

National & regional 

Provincial 

First-level referral 

Primary health facilities  

 

 

33% (1/3)
5
 

No data 

No data 

No data 

 

 

 

Yes 

 

16a. Proportion of newborns receiving immediate skin-to-

skin contact of adequate duration (no separation for at 

least 60 minutes and until the first breastfeed is 

completed) 

National & regional (n = 3) 

Provincial 

First-level referral  

Primary health facilities  

 

 

 

 

56% (22/39) 

No data 

No data 

No data 

 

Yes 

 

16b. Proportion of newborns receiving early and 

exclusive breastfeeding (within 15–90 minutes, no other 

liquids given to the baby) 

National & regional (n = 3) 

Provincial 

First-level referral 

Primary health facilities  

 

 

 

59% (22/37) 

No data 

No data 

No data 

Yes 

 

17.  Proportion of delivery centres with no stock-outs of 

key life-saving medicines required to provide EENC in 

the previous year  

 

 

 

17a. Magnesium sulfate for severe preeclampsia and fetal 

neuroprotection if <32 weeks of gestational age 

National & regional  

Provincial 

First-level referral  

Primary health facilities  

 

 

100% (3/3) 

No data 

No data 

No data 

 

 

Yes 

 

17b. Oxytocin for AMTSL 

National & regional 

Provincial 

First-level referral  

Primary health facilities  

 

100% (3/3) 

No data 

No data 

No data 

 

Yes 

 

17c. Corticosteroids for women at risk for preterm 

delivery 

National & regional 

Provincial 

First-level referral  

Primary health facilities  

 

 

100% (3/3) 

No data 

No data 

No data 

 

 

Yes 

 

17d. Injectable antibiotics for newborn sepsis 

National & regional 

Provincial 

First-level referral  

Primary health facilities  

 

100% (3/3) 

No data 

No data 

No data 

 

Yes 

 



- 108 - 

 

Indicator 2015 
Validated? 

If no, reasons 

Country 

Target 2020 

18.  Proportion of delivery centres with no stock-outs of 

key life-saving commodities required to provide EENC in 

the previous year  

 

  

18a. Functional bag and size 0 and 1 mask within 2 

meters of all delivery beds 

National & regional 

Provincial 

First-level referral  

Primary health facilities  

 

 

100% (3/3) 

No data 

No data 

No data 

 

 

Yes 

 

18b. Continuous supply of oxygen  

National & regional 

Provincial 

First-level referral  

Primary health facilities  

 

66% (2/3)
6
 

No data 

No data 

No data 

 

Yes 

 

18c. Continuous Positive Airway Pressure (CPAP) 

National & regional 

Provincial 

First-level referral 

Primary health facilities  

 

100% (3/3) 

No data 

No data 

No data 

 

Yes 

 

 

Notes to data provided in Table 2: 
1 
Indicators 15–18c are calculated from EENC quality improvement assessments conducted at three hospitals 

(National Hospital for Obstetrics and Gynaecology, Tu Du and Da Nang Hospitals) in March 2015. 
2
 The Ministry of Health has scaled coaching to all 63 provinces and municipalities in Viet Nam. At the time of data 

collection, however, the exact number of regional/provincial, first-level referral and primary health facilities that had 

initiated EENC coaching was unknown. There are a total of 64 provincial hospitals, 595 district hospitals, and 7000 

commune-level health centres in Viet Nam. Not all commune health centres provide delivery services. 
3 
A total of 34% of staff providing delivery and newborn care services in Viet Nam have been coached. At the time 

of data collection, however, data was not available on the number of staff coached by health-facility level. 
4
 The national hospital and two regional hospitals were introduced to the quality self-improvement approach in June 

2015. Hospital teams will be formed and the approach put into place in the second half of 2015. 
5 
The National Hospital for Obstetrics and Gynaecology has running water and clean and functional toilets, however, 

separate toilets are not available for all delivery wards. Two of five delivery rooms do not have toilets in one 

regional hospital (Da Nang Hospital). 
6
 Oxygen supply not available to all delivery rooms in one regional hospital (Da Nang Hospital). 

 

Explanatory notes on the indicators: 

No. 11 is calculated for all delivery centres. Nos. 12–16 are calculated for delivery centres implementing EENC.  

No. 12:
 
Clinical staff – doctors, nurses, and midwives – who are in contact with pregnant women, mothers and 

babies, and other/non-clinical staff such as facility managers and members of quality assurance teams who are 

important to supporting EENC.
 

No. 13: Hospital-based indicator only. EENC quality self-improvement approach involves formation of an EENC 

management team, regular meetings of this team, and regular EENC spot checks with feedback and problem-solving 

to support improved practice. 
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Table 3. Hospital Impact Indicators – Roll-out of EENC 
 

Indicator 

Data by year Validated? 

If no, 

reasons 

Country 

Target 

2020 
2014 2015 

19. Proportion of premature deliveries 

between 24 to 34 weeks of gestational age 

receiving antenatal steroids within one hour of 

admission to the facility
 
 

National  

Provincial  

First-level referral  

 

 

 

 

No data 

 

 

 

 

No data 

  

20. Proportion of premature newborns 

receiving Kangaroo Mother Care  

National & regional (n = 3) 

Provincial  

First-level referral  

 

 

17% (1247/7523) 

No data 

No data 

 

 

22% (399/1812) 

No data 

No data 

 

 

Yes 

100% 

(Hospital 

target) 

21. NICU/nursery admission rate  

National & regional (n = 3) 

Provincial  

First-level referral  

 

9.8% (9701/98 600) 

No data 

No data 

 

13% (3330/26 230) 

No data 

No data 

 

Yes 

 

<15% 

(Hospital 

target) 

22. Proportion of newborns born premature by 

gestational age: 

National & regional (n = 3) 

32–<37 weeks 
28–<32 weeks  

<28 weeks 

Provincial  

First-level referral 

 

 

 

9.3% (9177/98 600)
1
 

2.1% (2093/98 600)
1
 

0.6% (546/98600)
1 

No data 

No data 

 

 

 

8.6% (2260/26 320)
1
 

2.7% (699/26 230)
1
 

0.8% (200/26 230)
1 

No data 

No data 

 

 

 

 

Yes 

 

23. Proportion of newborns born premature by 

weight: 

National & regional (n = 3) 

<1500g 

1500–2499 

> 2500 

Provincial  

First-level referral 

 

 

 

1.9% (1876/98 600)
1
 

7.7% (7590/98 600)
1
 

2.1% (2095/98 600)
1
 

No data 

No data 

 

 

 

2.4% (620/26 230)
1
 

7.0% (1845/26 230)
1
 

2.2% (571/26 230)
1
 

No data 

No data 

 

 

 

 

Yes 

 

24. Proportion of newborns born at the facility 

classified with newborn sepsis 

National & regional (n = 3) 

Provincial  

First-level referral  

 

 

1.1% (1119/98 600) 

No data 

No data 

 

 

0.5% (137/26 230) 

No data 

No data 

 

 

Yes 

 

25. Proportion of newborns born at the facility 

classified with birth asphyxia 

National & regional (n = 3) 

Provincial 

First-level referral  

 

 

4.1% (4045/98 600)
2
 

No data 

No data 

 

 

3.8% (996/26 230)
2
 

No data 

No data 

 

 

Yes 
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Indicator 

Data by year Validated? 

If no, 

reasons 

Country 

Target 

2020 
2014 2015 

26. Newborn mortality rate stratified by 

gestational age (deaths/births): 

National & regional (n = 3) 

32–<37 weeks 

28–<32 weeks  

<28 weeks 

Provincial  

First-level referral  

 

 

 

21 (193/9177) 

147 (308/2093) 

625 (341/546) 

No data 

No data 

 

 

 

24 (55/2260) 

166 (116/699) 

605 (121/200) 

No data 

No data 

 

 

 

 
Yes 

 

27. Newborn mortality rate stratified by 

weight (deaths/births):  

National (n = 3) 

<1500g 

1500–2499 

> 2500 

Provincial  

First-level referral 

 

 

 

310 (706/2276)
3
 

20 (178/8940)
3
 

2.9 (93/32 519)
3
 

No data 

No data 

 

 

 

310 (181/548)
3
 

19 (42/2161)
3
 

3.7 (45/12 220)
3
 

No data 

No data 

 

 

 

 

Yes 

 

28. Case-fatality rate (deaths/cases):  

28a. Premature newborns  

National & regional (n = 3) 

Provincial  

First-level referral  

 

8.2 (947/98 600) 

No data 

No data 

 

9.1 (277/3036) 

No data 

No data 

 

Yes 

 

28b. Newborn sepsis  

National & regional (n = 3) 

Provincial  

First-level referral  

 

11 (122/1119) 

No data 

No data 

 

23 (31/137) 

No data 

No data 

 

Yes 

 

28c. Newborn asphyxia  

National & regional (n = 3) 

Provincial  

First-level referral  

 

13 (509/4045)
3
 

No data 

No data 

 

13 (134/996)
3
 

No data 

No data 

 

Yes 

 

 
Notes to data provided in Table 3: 
1 
Two regional hospitals provided data for premature newborns of gestational age between 28 and 37 weeks. 

2 
Data for asphyxia provided by one regional hospital (Tu Du Hospital) diagnoses asphyxia as 1-minute Apgar Score 

0–6, rather than 0–7 as in ICD-10 P21 definition of birth asphyxia 
3
 Figures provided are based on incomplete birth data 

 

Explanatory notes: 
No. 18: The recommendation on administration of antenatal steroids for premature deliveries between 24 to 34 

weeks of gestational is being reviewed by the WHO Guidelines Review Committee in 2015.
 
 

No. 19: Kangaroo Mother Care: skin-to-skin contact with the mother, feeding with breast milk, monitoring for 

complications. 

Nos. 20, 22, 23, 28a: Premature newborns – ICD-10 P07.3: newborn of less than 37 completed weeks (196 

completed days but less than 259 completed days).  

Nos. 24, 28b: Bacterial sepsis of the newborn: ICD-10 P36 (including codes P36.0–P36.9 bacterial sepsis of known 

cause or sepsis of unknown cause). 

Nos. 25, 28c: Birth asphyxia – ICD-10 P21: baby is not breathing or gasping at birth (including severe birth 

asphyxia (pulse less than 100 per minute at birth and falling or steady, respiration absent or gasping, colour poor, 

tone absent, with 1-minute Apgar score 0–3) and mild or moderate birth asphyxia (normal respiration established 

within one to two minutes, heart rate 100 or above, some muscle tone present, some response to stimulation, with 1-

minute Apgar score 4–7). 
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Table 4. Coverage indicators for EENC interventions, 2014–2020
 

 

Coverage measure Data 2015
1
 Validated?  

If no, reasons 

Country 

Target 2020
2
 

% of live births attended by skilled health personnel 93% Yes 100 

% of live births that take place at health facilities 92% Yes 100 

% of live births delivered by caesarian section  20% Yes 5-20% 

% of live rural births delivered by caesarean section 16% 

 

Yes 5-20% 

 

% of newborns dried after birth  No data  100 

% of newborns with delayed bath after birth No data  100 

% of newborns placed on the mother’s bare abdomen or 

chest immediately after birth (skin-to-skin contact) 

No data  100 

% of newborns breastfed within one hour of birth  40% 

 

Yes 100 

% of newborns not receiving a prelacteal feed 38% 

 

Yes 100 

% of live births with a reported birth weight  
93% 

 

Yes  

% of women who received postnatal care within two days of 

birth following discharge from the facility 

No data  100 

% of newborns receiving postnatal care within two days of 

birth following discharge from the facility 

No data  100 

% of newborns receiving postnatal care within two days 

assessed and counselled on exclusive breastfeeding and 

danger signs  

No data  100 

% of newborns 0–28 days who are exclusively breastfed 27% 

 

Yes 70 

 

Notes to data provided in Table 4: 
1 
Source of all data: Viet Nam MICS 2011, unless specified otherwise. 

2
 Targets as per draft Early Essential Newborn Care Action Plan. 

 

Explanatory notes on indicators: 

No. 34: Delayed bathing: at least 24 hours after birth.  

Nos. 39–41: Postnatal care 0–71 hours or 0–2 days after birth. 

No. 41: Newborn assessment and counselling for exclusive breastfeeding including attachment and positioning; at 

least 3 danger signs for severe newborn illness: stopped feeding well, history of convulsions, fast breathing 

(breathing rate ≥60 per minute), severe chest in-drawing, no spontaneous movement, fever (temperature ≥ 37.5 °C), 

low body temperature (temperature <35.5 °C), any jaundice in first 24 hours of life, or yellow palms and soles at any 

age. 
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Table 5. Impact indicators for newborn health, 2014–2020 
 

Data required Measurement 
Data & Source 

2015 

Validated?  

If no, reasons 
Country 

Target 2020
1
 

 

 

 

Neonatal 

deaths 

Neonatal mortality rate 

(per 1000 live births) 

13 

IGME 2013 
Yes 6 

Perinatal mortality rate 

(per 1000 LB) 

No data 
 

 

Proportional causes of NN death:  

Sepsis 

Tetanus 

Birth asphyxia 

Pre-term birth 

Congenital anomalies 

 

7%
2 

- 

13% 

36% 

24% 

CHERG 2014 

Yes 

 

Prematurity/ 

Low birth 

weight 

Low birth weight rate (<2500g) 5% 

MICS 2011 Yes 
<4% 

Preterm birth rate (<37 weeks) No data   

 

Notes to data provided in Table 5: 
1
 Targets as per draft Early Essential Newborn Care Action Plan. 

2 
Measures deaths from sepsis/tetanus/meningitis/encephalitis. 

 

Explanatory notes: 
No. 44 Perinatal mortality rate: The sum of the number of stillbirths and early neonatal deaths divided by the 

number of pregnancies of seven or more months' duration, expressed per 1000. 
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