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NOTE 

The views expressed in this report are those of the participants in the Second Biennial Meeting on 

Accelerating Progress in Early Essential Newborn Care 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 Second Biennial Meeting on Accelerating Progress in Early 

Essential Newborn Care, held in Da Nang, Viet Nam from 14 to 17 August 2017. 
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SUMMARY 

 
Introduction 

 

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

(2014–2020) in 2013, eight Member States have prioritized introduction of Early Essential Newborn Care 

(EENC). In September 2015, Member States convened for the first biennial Meeting on Accelerating 

Progress in Early Essential Newborn Care to review and discuss country progress. The outcome was 

country EENC road maps for 2016–2017. Member States reconvened to review progress since 2015. 

 

Objectives 

 

The Second Biennial Meeting on Accelerating Progress in Early Essential Newborn Care was held in  

Da Nang, Viet Nam from 14 to 17 August 2017. The objectives of the meeting were: 

1) to share results, progress and strategies on scaling up EENC using the Monitoring and Evaluation 

Framework including the Maternal Death Surveillance and Response review; 

2) to identify successes and challenges in scaling up EENC with an emphasis on care for at-risk 

newborns and improving health systems for EENC; and 

3) to update country biennial road maps for eight priority countries, and review the draft Second 

Biennial Progress Report of the Action Plan for Healthy Newborn Infants in the Western Pacific 

Region. 

 
Conclusions 

 

• All priority countries in the Region (Cambodia, China, Lao People’s Democratic Republic, 

Mongolia, Papua New Guinea, Philippines, Solomon Islands and Viet Nam) have continued scale-

up of EENC and submitted updated monitoring and evaluation data for 2016–2017. Validation by 

the Independent Review Group (IRG) was essential for tracking progress and identifying actions to 

strengthen implementation. 

• There has been significant progress in EENC policy, planning and coordination since 2015. Four 

additional countries have adapted the EENC Clinical Practice Pocket Guide and three more 

countries have established mechanisms for professional associations to support EENC. Five of 

eight countries have now all completed a newborn health situation analysis, appointed a newborn 

health focal person in the respective ministry of health, adapted the EENC Clinical Practice 

Pocket Guide and conducted annual implementation reviews. 

• EENC has been introduced in 2522 facilities (an increase of 12% from 2016) and 30 251 staff 

members have been coached (an increase of 9% from 2016). EENC hospital teams have been 

formed in 55% of hospitals, with 19% of hospitals conducting routine quality reviews.    

• EENC coaching and quality improvements have proven to be highly effective in changing health 

worker practices. Three in four term babies are now placed in immediate skin-to-skin contact, and 

more than half (57%) remain in sustained contact until the first breastfeed – an increase from 48% 

in 2015. The percentage of term babies exclusively breastfed in the immediate newborn period has 

also increased from 80% to 85% between 2015 and 2017. 

• Successful strategies for scale-up of EENC have included strong political support and leadership 

within countries, increased availability of domestic funds at all levels, development of a cadre of 

high-quality accredited facilitators and EENC centres of excellence to lead coaching in their own 

catchment areas, improved coordination and collaboration between obstetrics and paediatric staff 

using hospital teams, and incorporation of EENC standards into hospital accreditation and 

insurance systems.  

• Preterm and low birthweight babies (PT/LBW) represent 50% of all newborn deaths, but are less 

likely than term babies to receive immediate skin-to-skin contact (56%), sustained skin-to-skin 
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contact until the first breastfeed (29%), and exclusive breastfeeding in the immediate newborn 

period (69%). Kangaroo Mother Care (KMC) was received by only 35% of preterm babies (a 

fivefold increase from 2015).  

• EENC is performed in only around one in four caesarean section deliveries in the Region (26%). 

Around 4.6 million babies born by caesarean section each year in the Region are not receiving the 

benefits of EENC.   

• Evidence-based practices during pregnancy are not consistently applied, with less than 50% of 

women receiving syphilis and HIV testing. 

• Evidence-based practices during childbirth are not consistently applied, with fewer than half of 

women offered a position of choice or allowed a companion during labour and routine episiotomy 

widely practised. Non-respectful care during childbirth remains an important problem. 

• Over-medicalization is an increasing problem that is putting mothers and babies at increased risk. 

Overuse of caesarean section is a problem in many hospitals, with population-based caesarean 

section rates well above 10% in three out of eight countries and rates often higher in urban areas. 

Early separation of stable preterm babies and babies born by caesarean section from their mothers 

for observation in neonatal units puts them at increased risk of hypothermia, infection and death. 

Unnecessary procedures and practices are often a result of conflicts of interest with financial 

incentives driving their use. 

• Widespread violations of the International Code of Marketing of Breast-milk Substitutes and 

availability of formula in the health system are limiting progress in improving exclusive 

breastfeeding rates. The use of bottle feeding and formula milk in hospitals continues to occur.   

• A number of actions are proposed for continued expansion and support of EENC, including: 

incorporation of EENC practices into hospital accreditation standards and health insurance 

reimbursement packages; continued promotion of adopting universal health coverage (UHC) 

coverage mechanisms for pregnant women and babies; greater attention to high-risk and 

vulnerable groups that are less likely to have access to high-quality delivery care; efforts to 

increase community demand and engage civil society organizations; and strengthened laws and 

decrees in the areas of over-medicalization and conflicts of interest, coupled with mechanisms for 

effectively enforcing these laws. 

• In many countries, Maternal Death Surveillance and Response reviews as well as facility reviews 

of near-miss cases often are not conducted adequately to improve the quality of care. Strategies for 

improving the feasibility and use of these approaches are needed. 

• Draft country road maps were developed to address challenges in service delivery, accreditation 

mechanisms and conflicts of interest following bilateral country dialogues, root cause analysis and 

country group work. 

• The draft Second Biennial Progress Report of the Action Plan for Healthy Newborn Infants in the 

Western Pacific Region provides a comprehensive overview of the current status of EENC 

implementation in the Region and priority actions to consolidate gains in the next biennium. 

• Regional support from the World Health Organization (WHO), United Nations Children's Fund 

(UNICEF) and other partners for scaling up EENC is acknowledged, with further progress made in 

implementing the Regional Action Plan. 

 

Recommendations for Member States 

 

Member States may consider the following: 

1) Specific activities for countries were included into their country road maps and presented in the 

plenary. Integration of existing EENC implementation plans is critical.   

2) To review and revise national policies to be consistent with evidence-based standards and define 

roles and responsibilities of EENC teams. 

3) To accelerate scale-up of EENC towards meeting the EENC target in the Western Pacific Region of 

at least 80% facility coverage while ensuring that the quality of coaching is maintained, followed 

by establishing quality improvement processes to sustain practices in health facilities. 
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4) To continue at least biennial EENC implementation reviews using the revised indicators for 

planning and tracking progress proposed by the IRG (EENC Module 1), including more attention to 

delivery care practices and EENC for routine caesarean sections. 

5) To introduce and further scale up KMC in national, regional and provincial hospitals (EENC 

Module 4). 

6) To conduct reviews of routine health management information systems to identify gaps in reporting 

of maternal and newborn indicators, take action to address gaps, and improve routine reporting 

systems, as well as to investigate methods to improve regular use of maternal death surveillance 

and response to improve quality of care. 

7) To review national and hospital policies on evidence-based criteria for caesarean sections and take 

action to eliminate unnecessary procedures and ensure that EENC is conducted for all routine 

caesarean sections. 

 

Recommendations for WHO and UNICEF 

 

WHO and UNICEF are requested to do the following: 

1) To send the revised version of the draft Second Biennial Progress Report at the earliest possible 

date for final review. 

2) To finalize and make available final guidelines for introducing KMC for PT/LBW babies (EENC 

Module 4) as well as for management of maternal complications (EENC Module 5). 

3) To support Member States to develop and implement their country road maps, including: 

(a) introducing and scaling up KMC for PT/LBW babies; (b) reviewing hospital and national 

policies on caesarean section and introducing EENC for routine caesarean section deliveries; 

(c) increasing emphasis on improving delivery care practices and respectful care during delivery; 

(d) incorporating EENC standards into staff and facility accreditation standards and insurance 

mechanisms; (e) reviewing information systems for maternal and newborn data to improve 

monitoring and quality, including strengthening maternal death surveillance and response; and 

(f) clearly defining indicators for tracking progress including delivery facilities to be targeted for 

EENC and targets for staff coaching. 

4) To continue to convene the IRG to validate EENC country data followed by Member States 

meetings to review progress biennially. 

5) To finalize and widely disseminate findings of the Second Biennial Meeting of the IRG and the 

Second Biennial Meeting on Accelerating Progress in Early Essential Newborn Care as technical 

reports and peer-reviewed journal articles to document progress and encourage wider adoption of 

the approach.  

6) To facilitate the development of the follow-on Regional Action Plan (2020–2030) for adoption at 

the 2019 session of the WHO Regional Committee for the Western Pacific. 
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1. INTRODUCTION 

A newborn infant dies every two minutes in the Western Pacific Region. Some 163 000 newborn infants 

die each year, representing half of all deaths of children under five.1 In response, countries in the Region 

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

endorsed by the WHO Regional Committee for the Western Pacific in 2013. 
2
 
3
   

 

In 2013, countries in the Western Pacific Region came together to collectively take action to reduce 

newborn deaths. The result was the Action Plan for Healthy Newborn Infants in the Western Pacific 

Region (2014–2020), developed following intensive consultations with country programme staff and 

academics, technical experts and development partners (nongovernmental organizations, WHO and the 

United Nations Children's Fund (UNICEF)). The Regional Action Plan outlines an approach for 

implementing and scaling up evidence-based Early Essential Newborn Care (EENC) interventions by 

improving the quality, reach and demand for maternal and newborn services. At the 64th session of the 

Regional Committee in October 2013, Member States noted the Regional Action Plan and recognized the 

need to put increased emphasis on newborn health in national programmes.4  

 

Since 2013, eight priority countries with the highest burden of neonatal mortality (Cambodia, China, 

the Lao People's Democratic Republic, Mongolia, Papua New Guinea, the Philippines, Solomon Islands 

and Viet Nam) have begun implementing the Regional Action Plan. They have committed to scaling up 

evidence-based EENC, a package of interventions to improve the quality, reach and demand for maternal 

and newborn services.  

 

In August 2017, the eight priority countries convened in Da Nang, Viet Nam to review progress towards 

improving maternal and newborn health and to develop country road maps for accelerating progress on  

EENC in the next two years. This report summarizes the principal findings of the meeting. 

 

1.1 Background 
 

A number of policy and programme inputs are required to support implementation of EENC. Priority 

countries have begun introduction by improving coordination, adapting clinical standards, developing 

EENC plans and integrating EENC into pre-service training. Most countries have begun EENC clinical 

coaching and the formation of EENC hospital teams to support EENC in their own hospitals. Priority 

countries have adopted a monitoring and evaluation (M&E) framework for EENC derived from the 

strategic actions in the Regional Action Plan and aligned as much as possible with current data collection 

and reporting mechanisms. 5 The M&E framework measures the extent to which EENC interventions are 

delivered to their target populations. It tracks short-term measures of implementation (activities 

conducted), medium-term objectives (changes in intervention coverage) and long-term changes in health 

status (health impact measures). In April and May 2017, the eight priority countries completed the EENC 

framework and submitted data on the current status. The Second Biennial Meeting of the Independent 

Review Group on Validation of EENC Progress was held in June 2017. At the meeting, independent 

experts reviewed available country data; summarized the current status of EENC, data needs and gaps; and 

                                                
1 Levels and trends in child mortality – Report 2013. New York: UNICEF; 2013 (estimate in 2012). 
2 World Health Organization Regional Office for the Western Pacific, UNICEF. Action plan for healthy newborn infants in the Western Pacific 

Region (2014–2020). Manila: WHO Regional Office for the Western Pacific; 2014. 
3 Progress reports on technical programmes, 64th session of the Regional Committee, Manila, Philippines, 21–25 October 2013. WPR/RC64/9. 

Manila: WHO Regional Office for the Western Pacific; 2013. 
4 Ibid. 
5 Early Essential Newborn Care monitoring and evaluation framework. Manila: WHO Regional Office for the Western Pacific; June 2017. 
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proposed changes to indicators to improve accuracy and precision.6,7 The Second Biennial Meeting on 

Accelerating Progress in Early Essential Newborn Care was a follow-up to the EENC data validation. It 

was designed to allow country teams to review validated EENC data for their own country, to discuss 

strengths and barriers to programme implementation, and to develop country road maps for accelerating 

progress on EENC in the next five years. 

 

1.2 Objectives 

 
The objectives of the Second Biennial Meeting on Accelerating Progress in Early Essential Newborn 

Care were: 

 

1) to share results, progress and strategies on scaling up EENC using the M&E Framework 

including the Maternal Death Surveillance and Response review; 

2) to identify successes and challenges in scaling up EENC with an emphasis on care for at-risk 

pregnancies and newborns and improving systems support and quality of care for EENC 

including antenatal and delivery and postpartum care; and 

3) to update country biennial road maps for eight priority countries, and to review the draft 

Second Biennial Report on Accelerating Progress in Early Essential Newborn Care in the 

Western Pacific Region. 

 

The main outputs from the meeting were: 

 

1) completed draft of the Second Biennial EENC Progress Report with review and 

consensus of country participants; 

2) completed draft country road maps for sustaining and further scaling up EENC in eight 

countries; and 

3) endorsement and commitment by ministerial level staff to continue to support, promote 

and advocate EENC. 

 

1.3  Participants and resource persons 

 

A total of 76 participants attended the progress meeting. Thirty participants came from the eight priority 

countries including vice ministers, and staff from departments responsible for reproductive, maternal, 

newborn, child and adolescent health (RMNCAH) programmes. Five temporary advisers – from China, 

Japan, the Philippines, the United Kingdom of Great Britain and Northern Ireland, the United States of 

America and Viet Nam – provided technical support and facilitation. Nineteen representatives from 

international organizations and observers from other organizations attended, including Japan International 

Cooperation Agency (JICA) (headquarters and country offices), Department of Health of Australia, 

Ministry of Health of Viet Nam, National Center for Global Health and Medicine (NCGM) of Japan, Save 

the Children (country offices), Alive and Thrive (Hanoi office), St. Luke's International Hospital (Japan), 

Korea Foundation for International Health Care (KOFIH) (Cambodia), GIZ (Cambodia), and Jigme Dorji 

Wangchuk National Referral Hospital (Bhutan). The secretariat comprised 18 members: five from the 

WHO Regional Office for the Western Pacific; six from WHO country offices in Cambodia, the 

Lao People's Democratic Republic, Papua New Guinea, Solomon Islands and Viet Nam; one from WHO 

headquarters in Geneva; two from the UNICEF East Asia and Pacific Regional Office; and four from 

UNICEF country offices in China, Mongolia, the Philippines and Viet Nam. Four from UNICEF country 

offices in Cambodia, Lao People's Democratic Republic, the Pacific and Papua New Guinea attended the 

meeting as observers (see Annex 1 for the list of participants). 

                                                
6
 WHO/WPRO.  Report of the Second Biennial Meeting of the Independent Review Group on Validation of Early Essential Newborn Care 

Progress, Manila, Philippines, 27–29 June 2017. WHO, Manila, 29 August 2017. 
7
Country reports: Report of the Second Biennial Meeting of the Independent Review Group on Validation of Early Essential Newborn Care 

Progress, Manila, Philippines, 27–29 June 2017. WHO, Manila, 29 August 2017. 
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1.4 Meeting venue, agenda and opening remarks 

The meeting was held in Da Nang, Viet Nam from 14 to 17 August 2017. The meeting agenda is provided 

in Annex 2. 
 
Participants were welcomed by Dr Nguyen Duc Vinh, Director of the Maternal and Child Health 

Department, Ministry of Health, Viet Nam. He highlighted that the EENC progress meeting was the second 

review in the region and that care of newborn babies and mothers is an essential priority for all countries. 

Regular reviews of data are essential to ensure that countries stay on track to meet country targets and 

receive assistance when needed. He welcomed participants to Da Nang and expressed his hope that the 

meeting would allow an exchange that would lead to further scale-up of EENC and continued success.  

 

Dr Howard Sobel, Coordinator of the Reproductive, Maternal, Newborn, Child and Adolescent Health Unit, 

WHO Regional Office for the Western Pacific then read the introductory remarks of Dr Shin Young-soo, 

WHO Regional Director, who could not be in attendance on the first day. In his message, Dr Shin 

emphasized the importance of newborn health to further improving child health in the Region; and the 

tremendous progress already made by EENC. He encouraged the priority countries to accelerate their 

efforts to scale up EENC and emphasized that all partners are committed to supporting the effort with 

political, technical and financial support. Dr Chris Hirabayashi, Regional Advisor (Health), Chief of 

Regional Health Section, UNICEF East Asia and Pacific Regional Office, then welcomed participants and 

reinforced the importance of newborn health and the continued commitment of UNICEF to promoting the 

newborn agenda and EENC at all levels. Dr Nguyen Duc Vinh was then elected chair of the meeting and 

the meeting rapporteur was presented and agreed upon. 

2. PROCEEDINGS 

2.1 Methods 

Organization 

Reviews of country progress and hospital visit: The first two and a half days of the meeting were 

conducted as small-group reviews of country progress, a poster session, plenary presentations and plenary 

reviews of the draft EENC progress report. Country data from the Expert Validation of EENC Progress 

and a country profile that summarized key country indicators were provided to each country team. Small 

group work was guided by worksheets that provided a framework for all discussions. Country teams 

developed two-year road maps for country activities needed to continue scale-up. At the end of the fourth 

day, participants made a site visit to the Da Nang Hospital for Women and Children. 

High-level forum and press conference: The second half of the third day and the fourth day were 

conducted as a high-level forum at which country vice ministers and senior level representatives reviewed 

meeting findings, presented experience and lessons learnt from their own countries, and finalized the 

Chair’s Statement highlighting a consensus on next steps for further expanding and sustaining EENC 

across the region. The press conference included EENC videos and comments from vice-ministerial staff; 

the press received information packets, conducted one-on-one interviews with country and partner 

representatives and attended the tour of the Da Nang Hospital for Women and Children. 

Country data 

EENC country data validated by the Independent Review Group (IRG) were available to each country. 

Data were provided in five tables comprising EENC input, output, outcome and impact measures: scale-up 

readiness benchmarks, EENC facility standards, hospital impact indicators, population coverage indicators 

and impact indicators. Key indicators were summarized graphically on a country profile that was also 

made available to each country team.   
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Small group reviews 

Small group worksheet guides are presented in Annex 3. 

• Bilateral country dialogue on progress to introduce and scale up EENC (Sessions 5 and 6, Day 1).   

Pairs of country teams used a systematic approach to review progress in main system and programme 

areas needed to introduce and scale up EENC. Each country team had 30 minutes to ask the other team 

about progress in the technical area using the group worksheet framework as a guide. Four rounds 

were completed. Main questions asked at each round are summarized in Box 1. Country teams were 

encouraged to ask any questions they felt relevant and to give details of how the programme has been 

operating in their own settings. A dialogue between countries was encouraged. Findings of the group 

discussion were recorded on flip charts and presented during a gallery walk; all teams walked between 

country tables and reviewed main findings from each country discussion.  

Box 1. Country questions: EENC bilateral country dialogue 

 

Round 1: Review the poster and identify three highest clinical performance indicators. (Table 1A)   

Q1: For each high-performing indicator – what accounts for the success? Describe in detail the 

process used to achieve the outcome reported, including programme actions, policies, directives, 

incentives, accreditation, human resource management, and who in each case drove the process. 

 

Round 2: From the poster, identify the three worst performing indicators. (Table 1B) 

Q1: For each low-performing indicator – what accounts for the low performance? Describe in detail 

key challenges which have stood in the way of achieving better results. 

 

Round 3: Building sustainable systems for EENC – quality assurance, hospital environments, accreditation 

(Table 1C) 

Q1: EENC promotes the formation of quality assurance teams to self-manage hospital 

implementation. Are EENC hospital teams working? What can be done to improve the 

effectiveness of teams? 

Q2: Describe how allocation of staff, space, beds and commodities in hospitals have helped or 

hindered EENC implementation. What improvements are needed? 

Q3: Describe in detail regulatory standards or accreditation mechanisms that have been introduced to 

improve EENC. What improvements are needed? 

 Round 4: Long-term sustainability of EENC – financing and pre-service education. (Table 1D) 

 

Q1: How has financing for newborn health at the national, provincial or hospital level contributed to 

or limited progress with EENC? 

Q2: Have EENC clinical standards and coaching methods been incorporated into pre-service 

education for doctors, midwives and nurses? If yes, how was this accomplished? If no, what 

needs to be done to ensure that this happens? 

 

• Root cause analysis and actions to address operational issues that interfere with scaling up EENC 

(Session 9, Day 2) 

Participants divided into six groups to review each of six programme gaps or problems. For each question, 

they reviewed the root causes and possible actions to address these causes. Each group visited all six 

stations. Findings were summarized on flip charts and reviewed during a gallery walk. Root cause analysis 

questions are summarized in Box 2.  
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Box 2. Root cause analysis questions 

A. Operational issues that interfere with scaling up EENC to all facilities and health workers 

B. Operational issues leading to insufficient quality assurance systems including accreditation and insurance   

C. Operational issues that interfere with improved care for preterm babies 

D. Operational issues that interfere with delivery of EENC to babies born by caesarean section 

E. Operational issues that interfere with dignified, respectful and optimal antenatal and delivery care for 

(including emergency obstetric and newborn care) 

F. Operational issues leading to conflict of interest 

 

• Country group work: road map for the next biennium – planning actions to address gaps and scale up 

EENC (Sessions 12 and 13, Day 3) 

 

Country teams identified priority areas that needed to be addressed for further scaling up EENC in their 

own setting, challenges and actions to address challenges. A set of priority actions for the next two years 

were developed, including staff responsible for taking action. Findings were presented during a gallery 

walk. 

 

Poster sessions (Session 8, Day 2) 

 

Each country team had prepared at least one poster and a set of local EENC documents including the 

adapted EENC Clinical Practice Pocket Guide, policies and plans, informational materials and other 

relevant materials developed and used locally. Posters were displayed with country materials and all 

participants circulated freely, with country participants available to answer questions and explain data and 

other information presented on posters.   

 

Plenary reviews and presentations 

 

• Presentations and videos (Sessions 2, 3, 4, 7 and 11) 

 

Presentations were made on global progress with newborn care (Dr Anthony Costello, Director, Maternal, 

Newborn, Child and Adolescent Health, WHO, Geneva) and on the findings of the independent validation 

of EENC country data (Dr Maria Asuncion Silvestre, Chair of the EENC IRG). Videos were presented on 

the current status of EENC roll-out in the region (session 4), EENC with caesarean section (session 7) and 

a documentary on EENC introduction in China and the Philippines (session 11). 

 

• Plenary reviews (Session 10, Day 2 and session 14, Day 4) 

 

Plenary reviews were conducted of the draft progress report and of meeting conclusions and 

recommendations. All participants reviewed sections of the draft progress report and entered edits directly 

into the electronic version circulated. Edits and additions to conclusions and recommendations were made 

in real time in front of the group, directly into the file, until consensus was reached.   

2.2 Summary of findings: EENC programme review 

Findings come from the independent validation of EENC progress, the bilateral country dialogues on 

EENC, the root cause analysis and information summarized in poster sessions. 

2.2.1 Scale-up readiness for EENC: policies, plans and guidelines to support action 

Ten benchmarks are used to track scale-up readiness for EENC (Figure 4-1, Annex 4). All eight priority 

countries provided data for at least nine benchmarks, with data available for 95% of benchmarks overall. 

Eighty-six percent of available data were validated. Data were least often validated for the benchmarks 

"EENC stakeholder group formed" and "mechanisms established to ensure that professional associations 

are supporting implementation of EENC" due to insufficient supporting documentation. 
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Main findings: 

 

• Four of the eight countries have achieved seven or more benchmarks, with two achieving six 

benchmarks, one five and another three. Five of eight countries have all completed a newborn 

health situation analysis, appointed a newborn health focal person in the Ministry of Health, 

adapted the EENC Clinical Practice Pocket Guide, and conducted annual implementation reviews 

for EENC. The least achieved benchmarks remain the establishment of an EENC stakeholder 

group (not achieved or partially achieved by five countries) and incorporation of EENC 

interventions into pre-service curricula (no data available from four countries and no updated data 

since 2015 for four countries).  

 

• Seven of eight countries improved the status of benchmarks from 2015, with five countries 

showing improvements in 2–4 benchmarks, and two countries showing improvements in one 

benchmark. Only one country showed no improvement in any benchmark since 2015. 

 

• Improvements in benchmark status were most significant for adaptation of the EENC clinical 

protocol (four countries) and professional associations' support for EENC (three countries). 

A decline in benchmark status across the eight countries was noted for development of a funded 

12-month EENC action plan, while establishment of a stakeholder group and incorporation in 

pre-service curricula showed no change from 2015.  

 

• Four countries did not report any data on incorporation of EENC interventions in pre-service 

curricula and four did not report new data since 2015. In 2015, reporting countries showed that the 

proportion of EENC interventions incorporated into pre-service curricula is in the range 62–92% 

for medical curricula, 39–62% for nursing and 39–96% for midwifery. However, it is not clear 

whether further progress has been made in the last two years. 

 

Comments on progress 

 

• Although four countries have begun the process of integrating EENC interventions and coaching 

methods into pre-service curricula, new data were not available on how widely this has been done. 

Assessment of training curricula requires time and specialized staff. In many countries, multiple 

curricula are available for each category of staff (medical, midwife, nurse) – staff time and resources 

need to be made available to ensure reviews of content are conducted systematically. In the remaining 

four countries, integration of EENC interventions into pre-service curricula remains more limited. In 

these countries, a process is required that includes agreement to conduct curricula reviews by senior 

staff at professional training institutions and high-level political commitment by senior clinical and 

programme staff. 

 

• The decline in benchmark status for the development of a funded 12-month EENC action plan is likely 

to reflect funding delays rather than an absence of all funds. Nevertheless, funding delays are an 

important problem that restricts implementation and there was general agreement that these need to be 

better managed with ministries of finance. In some settings, positive developments were noted in 

availability of government funding for EENC, most notably the Lao People's Democratic Republic, 

which has secured adequate government funds for roll-out of EENC nationally. Other countries largely 

run EENC using national or subnational funding mechanisms, including China, Mongolia, the 

Philippines and Viet Nam. 

 

• Stakeholder groups to support EENC have shown no improvement since 2015. Participants queried 

whether traditional groups of this type are necessary to support scale-up, since there are other 

mechanisms available, including general planning, budgeting and financing groups, as well as use of 

other media for immediate communication in-country, including social media. Countries will continue 

to explore both the feasibility and value of such coordination groups. 
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2.2.2 EENC health facility standards: health worker practices and supportive systems 

Twenty-three indicators are reported for EENC facility standards. Data were available for 65% of 

indicators across all countries (a doubling of availability from 2015), partially available for 30% and not 

available for 4%. A total of 92% of all indicators were validated. Data validation was not possible for a 

few indicators where supporting data were not provided, or were not adequate for validation. 

Main findings: 

• Six per cent of national and regional hospitals, 14% of first-level referral hospitals and 12% of first-

level facilities have conducted EENC coaching, yielding a total of 3363 facilities across the eight 

priority countries. This is a 9% increase from 2016.8 If China is excluded from the analysis (the largest 

country in the Region which has begun EENC in only six early implementation hospitals), EENC 

coaching has reached 84% of national and regional hospitals (N=153), 81% of first-level referral 

(N=1471) and 18% of first-level facilities (N=11 013) in the other seven priority countries.  

• Fifty-five per cent of hospitals had established an EENC hospital team, a dramatic increase from 22% 

in 2016.9 However, 19% of established teams met standards for conducting a quality improvement 

approach. 10   

• In Cambodia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam over 75% of 

national and regional hospitals have received coaching. More than 80% of first-level referral hospitals 

received coaching in Cambodia, Mongolia, the Philippines and Viet Nam, and more than 50% in 

Papua New Guinea and Solomon Islands. Most progress since 2016 has been made by 

Papua New Guinea and Solomon Islands, which increased the proportion of hospitals implementing 

EENC by 13% and 45% respectively. The Lao People's Democratic Republic showed greatest progress 

in the number of first-level referral hospitals that have introduced EENC, with a 19% increase in 

hospitals. Cambodia, Mongolia, the Philippines, Papua New Guinea and Solomon Islands have begun 

coaching at first-level facilities (Table 1).  

• It was agreed that facilities included in the denominator for determining EENC coverage must be 

providing delivery services and conducting at least five deliveries per month on average. In both the 

Lao People's Democratic Republic and the Philippines, EENC facility coverage estimates had included 

facilities not providing delivery services or providing very low numbers of deliveries; coverage 

estimates were therefore revised using new denominator figures. 

• A low proportion of all mothers have screening results recorded for syphilis (32%) or HIV (47%). 

Screening practices for syphilis were generally lower for babies born at subnational hospitals than for 

those born at higher-level facilities (Figure 4-2, Annex 4). 

 

• Partographs were completed correctly for only 59% of term deliveries, with the remainder incomplete 

or incorrectly completed.   

 

 

                                                
8 National- and regional-level facilities: offer services of first- level referral plus advanced neonatal care including continuous positive airway 

pressure (CPAP); serve as teaching hospitals; and provide support to lower-level facilities. First-level referral facilities offer services of first level 

plus management of preterm labour and common complications of prematurity (for example, oxygen), complications of delivery including assisted 

delivery and caesarean sections. First-level facilities where deliveries take place should have capacity for care of breathing and non-breathing 

babies. 
9 Estimated from a random sample of EENC implementing hospitals across eight countries: N=153 in 2016 and N=178 in 2017. 
10 The quality improvement approach consists of: (1) regular and documented meetings of the EENC team, (2) at least two EENC assessments per 
year, and (3) developing and updating an EENC hospital action plan at least quarterly. 
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Table 1. Health facilities that have begun coaching and total number of staff coached by country, June 2017 

System level Cambodia China Lao People's 

Democratic 

Republic 

Mongolia Papua 

New 

Guinea 

Philippines Solomon 

Islands 

Viet Nam Total  

N 

Proportion of health facilities providing delivery services that have begun EENC coaching 

National/Regional 
5/6 

3/ 

1954a 
4/7 4/7 1/1 

104/ 

119 
1/1 10/13 132 

First-level referral 99/ 

102 

3/ 

6850
a
 

49/153 21/21 18/31 
324/ 

385 
6/9 

677/ 

771 
1197 

Primary health facilities 1035/ 

1164 

0/ 

7009
a
 

0/139 
23/ 

113 

173/ 

717 

665/ 

897 

138/ 

292 

ND/ 

7000 
2034 

Proportion of staff coached in health facilities that have introduced EENC 

National 254/ 

ND 

692/ 

848 

194/ 

280 

258/ 

347 

135/ 

192 

890/ 

2133
b
 

122/ 

122
c
 

1187/ 

2125 

3736 

First-level referral 877/ 

1099 

289/ 

319 

374/ 

489 

502/ 

600 

579/ 

ND 

786/ 

1801
b
 

100/ 

242 

7426/ 

14 229 

10933 

Primary health facilities 2926/ 

4248 
0 0 

140/ 

546 

ND ND 186/ 

346 

ND 3252 

a There is a total of 25 860 health facilities in China, all of which may not provide delivery services. Denominator for first-level referral facilities may include regional facilities; 10 045 facilities 

in China do not have a classification for level. 
b A total of 14 006 health workers have been coached in the Philippines, however a breakdown of coaching data by health facility is not available from all facilities. Data shown here by level are 

only for selected facilities. 
c Staff coached likely to be less than 100% due to staff turnover. 
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• Sixty-nine per cent of women delivering term babies were given food and fluids during labour, 50% 

were offered mobility and a non-supine position during labour, and 24% had a companion of choice 

continuously during labour and in the delivery room.   

 

• Episiotomy was done for 43% of term deliveries. Episiotomy is generally conducted at all levels and is 

more common at the national level. The range of episiotomy rates varied from 8% to 77% between 

countries.  

 

• Oxytocin was given within one minute of birth to 79% of mothers regionally, a relatively high 

proportion. However, 21% of mothers are not receiving oxytocin in the early post-delivery period, a 

gap that needs to be closed.   

 

• Across the Region, a high proportion of term babies received skin-to-skin (STS) contact (87%) within 

one minute of birth (75%). Fifty-seven per cent had completed the first breastfeed before separation 

from the mother. More than a third remained in uninterrupted STS contact for at least 90 minutes 

(36%). Rates of early STS contact are high across all levels of facility, with subnational facilities 

generally having higher rates. Of term babies, 95% received any breastfeeding, 62% were breastfed 

early and 85% were exclusively breastfed, with 56% receiving both early and exclusive breastfeeding. 

Ten per cent of all term babies were bottle-fed. Other harmful or non-effective practices are now much 

less common, with 90% of all term babies receiving dry cord care and 74% receiving delayed bathing 

(more than 24 hours after birth) (Figures 4-3 and 4-4, Annex 4) 

 

• Preterm and low birthweight (PT/LBW) babies do not receive the same care as term babies, with a 

lower proportion receiving any STS contact (67%) within one minute of birth (56%). Twenty-nine per 

cent received breastfeeding before separation from the mother and 17% remained in uninterrupted STS 

contact for at least 90 minutes. Of all preterm babies, 72% received any breastfeeding, 22% were 

breastfed early, 69% were exclusively breastfed, with 17% receiving both early and exclusive 

breastfeeding. Twenty-four per cent of all preterm babies were bottle-fed (Figures 4-3 and 4-4, 

Annex 4) 

 

• Other key management steps for preterm deliveries also require improvement, with 61% of women 

24–34 weeks of gestational age receiving corticosteroids and 35% below the gestational age of 32 

weeks receiving magnesium sulfate (Figure 4-5, Annex 4). 

 

• Kangaroo Mother Care (KMC) was reportedly practised for 35% of preterm babies, a significant 

improvement from 7% in 2016. Of those who received KMC, only 15% received KMC for at least 

18 hours in the previous 24 hours.   

 

• EENC was performed with caesarean section by 41 of 83 hospitals sampled (49%) with 99 of 380 

(26%) caesarean births receiving any STS contact. National caesarean section rates in the eight priority 

countries range from 4% to 34% or about 6.2 million births each year (Figure 4-6, Annex 4).
11

 If 

estimated rates of STS contact with caesarean section are applied, around 4.6 million babies each year 

in the Region are not receiving the benefits of EENC.   

 

• Essential medicines and commodities were generally available in facilities, with stock-outs rarely a 

problem for most medicines. Stock-outs were reported most commonly for antenatal corticosteroids. 

Oxytocin was generally available, but in several facilities was stored at room temperature, not at 8 °C 

as recommended. Continuous positive airway pressure (CPAP) machines were often not available at 

                                                
11 Estimate calculated by applying national Caesarean section and facility delivery rates (sources: Country Demographic and Health Surveys and 

Multiple Indicator Cluster Surveys, 2006 – 2015, National Health Statistics Annual Report of China, 2016, Mongolia Health Indicators, 2015) to 

2015 birth cohorts (The State of the World’s Children, UNICEF, 2016). 
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first-level referral facilities capable of using them. Ambu bags and masks were available and 

functional in 81% of resuscitation areas (438 of 541) across 161 health facilities and newborn 

resuscitation areas were within two meters of delivery beds (as recommended by EENC standards) in 

81% of facilities (131 of 161), indicating that delivery room organization needs improvement in some 

cases. 

 
Comments on progress 

 

• Scale-up of EENC for term deliveries have continued in all countries. This has been the result of: 

continued political commitment at national, subnational and hospital levels; appointment of staff to 

coordinate EENC in ministries of health; and continued adaptation and adoption of updated evidence-

based policies and guidelines. 

 

• Scale-up has occurred most rapidly in countries with a cadre of strong hospital facilitators who lead 

coaching roll-out. Because emphasis has been placed on ensuring coaching quality for practice change, 

EENC facilitators must be nationally accredited before coaching on their own. Accreditation requires 

staff to complete basic EENC coaching, an additional day of facilitator instruction and then at least one 

coaching session under supervision. For this reason, increasing scale-up requires investments in 

building a cadre of facilitators at national and subnational levels. This process has worked best when 

select hospitals are established as centres of excellence (CoEs) to lead coaching in their own catchment 

areas (for example, Viet Nam has established the National Obstetrics and Gynaecology Hospital, Da 

Nang Hospital for Women and Children and Tu Du Hospital as CoEs in each of the main regions of 

the country). Since coaching is conducted in hospitals by local staff over two days, it does not have 

costs associated with traditional off-site training. 

 

• Quality improvement teams have been established in many hospitals to support EENC roll-out but are 

not always active. Common reasons for this include lack of support by senior hospital staff, the 

existence of multiple quality teams and resistance to forming a new team, lack of staff engagement and 

reluctance by obstetric and paediatric staff to collaborate. There was general agreement that EENC 

teams are effective when active and vital to improving collaboration and coordination between staff. 

Those countries where they have been effective have had a central directive, which requires formation 

and clear criteria for membership, strong commitment from hospital leaders, and integrated EENC 

teams with existing quality assurance teams and systems to avoid duplication.   

 

• Including EENC standards in hospital/facility accreditation mechanisms is essential for promoting 

uptake. This has already been done or is under way in Mongolia and the Philippines and is being 

considered by other countries. Performance-based financing at the subnational level, as is being 

introduced in Solomon Islands, is another mechanism for ensuring that EENC practices are 

incorporated into routine delivery. Accreditation of hospitals for the Baby-friendly Hospital Initiative, 

which will allow incorporation of EENC standards and guidelines, is also being used in China and 

Papua New Guinea. 

 

• All countries recognize that management of PT/LBW babies remains a problem. KMC has not yet 

been adopted nationally in most countries; all are now in the process of adapting and introducing KMC 

using EENC Module 4. There are a number of common barriers to adoption including lack of policies 

and guidelines, inadequate space and beds for KMC in health facilities, and reluctance by staff, 

hospital decision-makers and national policy-makers. The KMC approach further builds on EENC 

hospital teams who are responsible for collecting simple data, preparing facilities and improving staff 

KMC skills. 

 

• Application of EENC with caesarean sections has been difficult in all countries. Those countries that 

have successfully applied EENC relatively widely to caesarean section deliveries (Philippines and Viet 

Nam) report that introduction requires strong endorsement by senior decision-makers (obstetrics, 

paediatrics, midwifery, and anaesthesiology), the development of a protocol for practice, coaching of 
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operating room staff in teams, and re-organization of operating and recovery room environments and 

protocols.  

 

• It was noted that the over-medicalization, including the overuse of neonatal care units (NCU) for 

preterm babies and of caesarean section deliveries, had been driven by a number of factors including: 

increasing medico-legal concerns and the belief that the use of medical approaches reduce legal risk; 

profit motive for both hospitals and medical staff in some, but not all, settings; and the fears, beliefs 

and perceptions of health staff – who often assume that medicalized approaches are superior. All these 

factors will need attention as improved care for PT/LBW babies is introduced. 

 

• Overuse of infant formula remains a problem in many settings, with milk companies increasingly 

aggressive in paying incentives to health staff. Most countries have adopted the international code of 

marketing of breastmilk substitutes but do not effectively monitor or enforce the code. Medical staff 

accept milk company gifts to supplement their incomes, when hospital and national policies are not 

clear or widely understood, and when no mechanisms for monitoring and enforcing violations are in 

place. Functional baby friendly hospital systems, which include regular accreditation, can help reduce 

these practices; and are recommended as one approach to reduce violations. Increasingly, strong 

maternal leave and workplace regulations are being established to make exclusive breastfeeding more 

feasible for working mothers. Countries with a strong community tradition of breastfeeding and less 

developed marketing activities (for example, Solomon Islands and Papua New Guinea) have less of a 

problem in this area. 

 

• In most countries availability of essential medicines and supplies is not a major problem due to 

strengthened supply and distribution systems. Nevertheless, focal stock-outs still occur and action is 

needed to address these gaps using approaches tailored to local systems. Similarly, availability of 

adequate hand washing facilities and alcohol hand gel remains a problem in some facilities and 

requires targeted action. Countries generally agreed that actions to address gaps must begin with 

raising awareness of hospital and provincial managers and searching for local solutions using available 

resources. 

 
2.2.3 Hospital impact: tracking EENC clinical outcomes for quality 

Nine indicators are reported on hospital impact. As in 2015, reporting of hospital data by implementing 

hospitals remains limited. Of hospitals that have introduced EENC, only 16% (n=80) reported hospital 

impact data. Complete data were available for 71% and partial data for 12% of indicators. Frequently, data 

were not disaggregated by gestational age or birthweight. Partial reporting also occurred because not all 

hospital levels reported, with lower-level hospitals less likely to report. Ninety-eight percent of hospital 

impact indicators for which data were available, or partially available, were validated.  

Large-scale collection of hospital data has not been possible in any country except Mongolia which has 

integrated hospital impact data into the routine maternal and child health (MCH) surveillance system that 

collects data every two weeks from all facilities using an electronic database. Cambodia has integrated five 

EENC indicators into a web-based hospital information system, although data quality issues remain. In the 

Lao People’s Democratic Republic data have been collected from four national and 13 provincial hospitals, 

but requires manual data collection from registers by designated staff and external support from the 

national level.   

 

Comments on progress 

• Problems with hospital data collection remain at many levels. Case definitions for live births, neonatal 

deaths and stillbirths may not match international standards; case definitions of neonatal sepsis and 

asphyxia are variable and different between and within countries; and in some settings babies in 

neonatal intensive care units (NICU) are discharged when very sick or likely to die and therefore never 

registered as deaths. Impact data are often partially or not recorded at all in hospital charts and 
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registries and are difficult to obtain because they are split between maternity and NICU registers. Data 

entered into an existing routine information system are therefore often unreliable, inaccurate and non-

comparable to other hospitals.    

• Assessments of hospital routine reporting systems are useful for identifying gaps and problems so that 

action can be tailored to local needs. Assessments conducted in Cambodia and Mongolia in 2016 have 

provided useful information on system gaps that need to be improved. Reviews of this type are 

recommended for other countries in Region.   

• A network of national sentinel EENC reporting hospitals where data quality can be monitored and 

ensured may be considered in countries where impact data have been difficult to collect. Sentinel 

tracking over time may be the most accurate and reliable method to follow trends in the short to 

medium term. 

• Hospital data collection and management remains an important issue in the next phase of scale up. As 

a primary objective, hospitals need to collect, manage and use their own impact data for tracking 

progress. A secondary objective is receiving and managing impact data at the central level for national 

tracking. 

2.2.4 Population coverage: reaching all newborn babies with essential interventions 

No new data were available in this area since 2015 for four countries; with three countries (China, 

Mongolia and Viet Nam) adding updates from routine health management information systems (HMIS) 

data, and Solomon Islands from a demographic and health survey (DHS). 

Thirteen indicators are reported to track population-based coverage (Figures 4-7-9, Annex 4). All eight 

countries reported on the coverage indicators, with data available for 67% of indicators. Ninety-one per 

cent of available data were validated. Coverage data were least often available from countries that have not 

conducted large-sample population-based surveys regularly. Indicators most frequently reported were 

skilled birth attendance, facility delivery rates and caesarean section rates, and postnatal care within two 

days of birth. Indicators least frequently reported were immediate and postnatal newborn care practices. 

Comments on progress 

• It is essential that the next round of population-based surveys (such as DHS and Multiple Indicator 

Cluster Surveys (MICS)) include key EENC indicators, especially those on immediate newborn care 

practices, for which tested survey instruments are available. This will require programme managers 

and planners to be actively involved in the questionnaire development process. 

• Continued increases in deliveries by skilled attendants and at facilities are noted in most priority 

countries. Those countries that have achieved the highest rate of progress have used innovative 

approaches to encourage and improve timely access to delivery services. In Cambodia, key approaches 

included a midwifery incentive scheme for safe deliveries and efforts to remove financial barriers, 

including expansion of health equity funds, performance-based financing of facilities and maternal 

health vouchers. In China, a "basic public health service package" is government funded and provides 

free services for the life cycle of women and children (including neonatal home visits, and all child and 

maternal health services); and universal medical insurance now covers 1.34 billion Chinese residents. 

Mongolia provides all services free of charge to women and children and has introduced maternity 

waiting homes to ensure that pregnant women from remote areas reach delivery facilities on time.  

• High skilled delivery coverage (Figure 4-1) means that improving quality of care is even more 

important for further reductions in maternal and newborn deaths and illness. In addition, increasing 

rates of facility delivery mean that caesarean section deliveries are likely to further increase. 

Population coverage data show very high caesarean section rates in three priority countries, 

particularly in urban areas (Figure 4-1). While data are not available on the proportion of unnecessary 
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caesarean sections in countries with high rates, caesarean section rates higher than 10% are not 

associated with reductions in maternal and newborn mortality. In addition, as was noted in Section 3, 

only 26% of caesarean section deliveries receive STS contact. Future efforts will need to focus on 

eliminating procedures conducted for non-medical reasons and ensuring babies born by caesarean 

section also benefit from EENC. 

• National coverage rates mask important inequities by wealth and education status, urban/rural 

residence and other factors that remain common in most countries.
12

 
13

 For example, although 

caesarean section rates in Cambodia are 6.3 nationally, rates between provinces range from 2 to 14. 

Similarly, in the Lao People's Democratic Republic, with national caesarean section rate of 4, rates 

between provinces range from 0.5-15. Location of high-risk populations may influence which areas 

(and facilities) are targeted for early implementation and scale up of EENC, as well as strategies 

needed to introduce and support quality practices. Unnecessary procedures, a growing problem with 

increased facility delivery rates, will need to be better understood and evidence-based criteria more 

widely adopted. 

2.2.5 Population impact: reducing newborn morbidity and mortality 

Five indicators tracking newborn health impact were reported by all eight countries (Table 4-1, Annex 4). 

New data on preterm birth rates using modelled estimates were added where data had not been available in 

2015.14 China, Mongolia and Viet Nam updated impact data using routine health information statistics and 

Solomon Islands did so using DHS data. Sources of impact data included United Nations Inter-agency 

Group for Child Mortality Estimation (IGME) (for neonatal mortality estimates and causes of death), 

population-based surveys, and routine surveillance data in countries with relatively high system coverage 

and reporting (China and Mongolia). Eighty-five per cent of impact indicators for newborn health were 

reported by countries. Data were most frequently unavailable for perinatal mortality. Ninety-four per cent 

of available data were validated. 

Comments on progress 

• All countries collect mortality and birthweight data and use these data for tracking progress. Findings 

were similar to those in 2015.   

• Preterm birth rates should be included in population-based surveys or routine data systems, given the 

important contribution preterm deliveries make to neonatal mortality.   

• Countries should prioritize improving the collection of newborn data using routine HMIS. Current 

challenges with routine information systems include under-registration and under-reporting of live 

births and neonatal deaths (number and causes), no routine reporting of neonatal deaths separate from 

child deaths, and non-application of globally recommended standard case definitions for many 

indicators. HMIS data are currently used for tracking newborn health impact data in two countries 

(China and Mongolia), although the accuracy and precision of these data have not been validated.  

2.3 Summary of findings: EENC high-level forum 

Vice ministers and other senior staff from the eight priority countries participated in two round-table 

discussions, the first focusing on country experiences and strategies for scaling up EENC and the second 

on how to build and sustain high-level commitment (Annex 5). A summary of responses to key questions 

is presented in Table 2. 

                                                
12 Barros AJ, Ronsmans C, Axelson H, Loaiza E, Bertoldi AD, Franca GV et al. Equity in maternal, newborn, and child health interventions in 

Countdown to 2015: a retrospective review of survey data from 54 countries. Lancet 2012; 379(9822): 1225-33. 
13 Country Demographic and Health Surveys and Multiple Indicator Surveys, 2005–2015. 
14 Blencowe H, Cousens S, Oestergaard MZ et al. National, regional, and worldwide estimates of preterm birth rates in the year 2010 with time 
trends since 1990 for selected countries: a systematic analysis and implications. Lancet 2012; 379: 2162-72 
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Although approaches used in countries are different, there was consensus on factors that had enabled 

progress in maternal and newborn care and strategies needed to continue progress, summarized in the 

Chair’s Statement of the High-level Forum for Accelerating Progress in EENC (Annex 6).  

 

Common areas of consensus agreement included:  

 

− Continued policy support and advocacy is essential. Strong political leadership using decrees, laws, 

changes in accreditation and insurance systems, and updated clinical protocols are needed at the 

central, provincial and hospital levels to mandate the adoption of evidence-based practices. Continued 

advocacy is needed to ensure increased allocation of government resources towards EENC in recurrent 

budget allocations. Most countries are financing many aspects of EENC scale-up using local resources, 

though cost-sharing with partners continues.  

 

− Improved monitoring and enforcement of laws and standards is essential. Monitoring and 

enforcement of laws is often not being done effectively, particularly in the areas of marketing of 

breast-milk substitutes and over-medicalization including overuse of caesarean section and other 

procedures.   

 

− Systems to support quality of care need continued support. Mechanisms to provide ongoing 

support for quality are essential, beginning with upgrading pre-service training curricula – an area that 

has not yet received enough attention. They also include formation of hospital EENC teams to conduct 

self-monitoring, accreditation systems for both facilities and health workers that take into account 

EENC practice standards and MCH insurance systems that cover and reimburse EENC core practices.   

 

− Over-medicalization is an emerging major problem in most countries in the Region that must be 

recognized and addressed. Overuse of caesarean section and episiotomy as well as over-admission of 

stable neonates to NICUs remain very common. This trend is a result of many factors, including rapid 

economic growth, increasing influence of the private sector, aggressive efforts by commercial interests 

and conflict of interest by both institutions and staff. While it is recognized that adoption and use of 

technology can have many benefits, it is also essential that ineffective, harmful and cost-ineffective 

practices be limited by strong regulation and policy guidance. 

 

− Marketing of breast-milk substitutes remains rampant and is a challenge to increasing 

breastfeeding prevalence. Vice ministers reaffirmed their strong commitment to the International 

Code of Marketing of Breast-milk Substitutes, related World Health Assembly resolutions and the 

Mother–Baby Friendly Hospital Initiative. Combatting this problem will require efforts on multiple 

fronts including enforcement of marketing laws, strict application of facility breastfeeding standards 

through accreditation and other methods, improved maternity leave and workplace legislation to 

support longer and exclusive breastfeeding, and legal methods for limiting or excluding companies 

from the marketplace. 

 

− Engaging professional associations and civil society organizations will be important for further 
scale-up. Engagement of professional and civil partners is essential for building community 

acceptance and demand for EENC and will be an important area to emphasize in the next phase. 
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Table 2. Summary of country achievements and key technical actions from the high-level forum, 

August 2017 

 
Country Key achievements Key technical actions 

Cambodia • Increased skilled birth attendance from 22% to 

89% between 2005 and 2014 

• EENC introduced in 91% of health facilities 

and 71% of staff coached in EENC, 2011–2017 

• Immediate STS for 65–77% of term births 

• Decrease in neonatal mortality rate from 28 to 

18 deaths per 1000 live births between 2005 

and 2014 

Reducing financial barriers through: 

• Performance based financing, incentive 

schemes for safe deliveries (supply side) 

• Maternal health vouchers 

• Expansion of health equity funds and 

government subsidy schemes from 185 

to 1258 health facilities between 2009 

and 2016 
China • Most women (99.7%) deliver in health facility 

• Achieved MDG 5, decreased under-5 deaths 

by 89% between 1990 and 2015 

• Reduced neonatal deaths by 90% between 

1990 and 2015 

• EENC piloted in 6 hospitals with 84% of staff 

coached in EENC and all with EENC teams 

• Immediate STS for 86–88% of births  

• High-level prioritization of interventions 

for safe deliveries, including subsidies 

for facility deliveries 

• Established large MCH surveillance 

system, data used to inform planning 

• Concurrent efforts to address 

determinants of MCH, namely in 

improving literacy rates and access to 

improved WASH 

• 7000 baby-friendly hospitals responsible 

for 66% of all deliveries nationally 

Lao People's 

Democratic 

Republic 

• EENC is fully funded by the Government  

• EENC aligned with the goals of the five-year 

National Socioeconomic Development and 

five-year Health Sector Development Plans 

• EENC introduced in all national- and 

provincial-level hospitals  

• Immediate STS for 66–71% of births 

• EENC in the service package of 

National Health Insurance 

• EENC is monitored by high-level 

officials and committees 

• EENC integrated into human resource 

planning, financing, and the national 

health information system 

Mongolia • Achieved MDGs 4 and 5 targets on maternal 

and child mortality and skilled birth 

attendance 

• Universal (>99%) skilled birth attendance  

• Rapid scale-up of EENC to all national and 

provincial hospitals (attending to >90% of 

births)  

• 92% of facilities have EENC teams 

• Immediate STS for 62–63% of births 

• Maternal and child care is free of charge 

• Maternity waiting homes established in 

all hospitals by Ministerial Order to 

enable women in remote areas to access 

facility care 

• MCH surveillance system established in 

2013. Data used to inform planning 

Papua New 

Guinea 
• EENC scaled-up to 9 of 24 provinces 

• Immediate STS for 10–44% of births 

• EENC coaching for 70% of staff where 

introduced 

• Coordination and strategic dialogues with 

development partners and health 

stakeholders, especially the paediatric 

and obstetric societies. 

• Prime Minister promotes increased 

facility delivery rates as a priority 

• Establishment of maternal and perinatal 

death surveillance response systems in 

provinces  
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Country Key achievements Key technical actions 

Philippines • First country to roll out EENC starting in 

2010, has served as a study site  

• Scale-up of EENC and KMC across the 

country 

• 78% of facilities implementing EENC of 

which 75% have EENC teams 

• Immediate STS for 65–69% of births 

• Decrease in neonatal mortality rate from 16 to 

13 deaths per 1000 live births between 2008 

and 2013 

• EENC included in key national 

directives including the Essential 

Newborn Care Protocol (2009) and 

Newborn Care Clinical Practice Pocket 

Guide (2008) 

• EENC and KMC included in the 

Philippine Health Insurance Corporation 

accreditation standards and service 

packages 

• Strong policy action to combat formula 

companies 

Solomon 

Islands 
• 48% of facilities have introduced EENC 

• Immediate STS for 70% of births 

• Consistently high newborn exclusive 

breastfeeding rates (>85%) 

• National policy on exclusive 

breastfeeding and implementation of the 

Mother–Baby-Friendly Hospital 

Initiative. Strong commitment at 

subnational levels to appropriate infant 

feeding practices 

• High-level support for EENC 

introduction 

Viet Nam • Skilled birth attendance rates 94% 

• EENC introduced to 99% of national, 

provincial and district hospitals with 61% of 

staff coached 

• EENC teams in 63% of hospitals 

• Immediate STS for 82–92% of births 

• Strong high- level commitment to EENC 

 

• EENC incorporated into several national 

RMNCH guidelines and plans  

• Directive to hospitals on EENC 

complemented with accreditation by 

Provincial People's Committee (PPC). 

Thus, the guideline instructs what to do 

and the PPC ensures it gets done 

• National Programme on Reproductive 

Health includes funds for EENC 

• Three hospitals established as EENC 

COEs to monitor EENC implementation 

and provide technical assistance to 

lower-level facilities 

 

2.4  Summary of findings: Country two-year road maps for EENC 

Representatives from the priority countries discussed the current status of EENC implementation, and 

identified challenges and priority actions for the next biennium. Country road maps for the next biennium 

are presented in Annex 7.    

 

Country road maps provide a clear course of action for the next two years and focus on consolidating gains 

already made and further expanding scale-up (Table 3). The emphasis placed on each action will vary 

according to the current status of EENC implementation and systems capacity in countries.  

 

Areas of focus across countries include: 

 

− National and hospital policies, guidelines and advocacy: Including finalizing and adopting national 

KMC guidelines; review and revision of national policies (routine delivery practices; use of EENC 

with caesarean section; magnesium sulfate for women delivering <32 weeks; STS uninterrupted for 90 

minutes); inclusion of EENC practices into pre-service curricula for medicine, nursing, midwifery; and 

strategies for better monitoring and enforcement of milk code using civil society and professional 

associations.  

 

− Clinical practice: Including expanding EENC teams to coordinate coaching – linking obstetrics, 

midwifery and paediatrics; regular meetings of EENC hospital teams to assess progress with 

checklists, modify hospital environments and develop plans of action; introduction of KMC in 
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facilities conducting EENC to a high level with functioning EENC teams (EENC Module 4); 

introduction of EENC for uncomplicated caesarean section in larger hospitals with reasonable EENC 

practices; and including EENC/KMC practices in hospital accreditation methods. 

 

− Expanding and maintaining quality of clinical coaching of staff: Including continuing roll-out of 

EENC coaching for current and new staff (ensuring that coaching meets standards – 6:1 participant-to-

facilitator ratio; 2 days full-time); developing plans for expansion to provincial and district hospitals; 

improving provincial capacity to support EENC in collaboration with early implementation hospitals; 

and considering establishing COEs for EENC. 

 

− Environmental hygiene: Targeted action through directors of hospitals, provincial and district health 

departments and clinical staff to improve patient education on handwashing, and review strategies for 

making soap, disposable towels or hand gel available. 

 

− Medicines and supplies: Targeted action through directors of hospitals, provincial, district health 

departments and clinical staff to address gaps in affected wards; discussion of gaps with pharmacy 

staff; development of methods for ensuring availability of resuscitation areas and equipment where 

needed with senior clinical staff. 

 

− Improve availability of data for tracking progress: Including conducing HMIS EENC reviews to 

identify gaps and develop approaches to addressing gaps; developing standard NCU registers; 

improving and standardized case recording in delivery and newborn registers; ensuring national 

support to include key EENC indicators in DHS and MICS; and beginning the process of integrating 

EENC indicators into existing HMIS. 

 

Table 3. Summary of priority actions developed by eight countries: consolidating gains and further 

scaling up EENC in the next biennium 

 
Quality area Current status Proposed principal actions 

National and 

hospital policies, 

guidelines and 

advocacy 

• Delivery practices do not always 

meet evidence-based standards 

• EENC not practised for all 

routine deliveries; or for 

caesarean sections 

• KMC not rolled out widely 

• Policy on magnesium sulfate for 

preterm delivery of women <32 

weeks not always established 

• Some hospitals do not have 

policies on delaying routine tasks 

for 90 minutes or requiring a 

resuscitation area to be at least 2 

metres from all delivery beds. 

• More involvement of 

professional associations and 

civil society needed 

• Better monitoring and 

enforcement of breaches of milk 

code 

• Finalize national KMC guidelines  

• Senior clinical staff to review and consider 

revising national policies in key areas where 

possible – using evidence-based information to 

support policy change (including: routine delivery 

practices; use of EENC with caesarean section; 

magnesium sulfate for women delivering <32 

weeks; STS uninterrupted for 90 minutes) 

• Incorporate EENC practices into pre-service 

curricula for medicine, nursing, midwifery 

• Explore strategies for better monitoring and 

enforcement of milk code using civil society, 

professional associations and others  
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Quality area Current status Proposed principal actions 

Improving quality 

of clinical practice 

 

 

• Routine partograph and other 

delivery practices such as 

companion and position of choice 

often not practised appropriately 

• Early and prolonged >90 minutes 

STS contact still needs emphasis 

and application for all deliveries. 

• Breastfeeding before separation 

and early breastfeeding (15–90 

minutes) still needs emphasis 

• Limited EENC with caesarean 

section 

• Preterm babies tend to be 

separated early, not receive STS 

or early and exclusive 

breastfeeding 

• Routine tasks – Hep B, routine 

eye care, BCG, Vitamin K1 given 

not recorded in case notes 

• Hospital teams not yet 

conducting self-monitoring – 

need to begin regular reviews of 

practice to take action to address 

gaps. 

• Hospital policy changes – in key areas (with 

national guidance – see above). 

• Expand EENC teams to coordinate coaching – 

linking obstetrics, midwifery and paediatrics 

• Regular meetings of EENC hospital teams to 

assess progress with checklists, modify hospital 

environments and develop plans of action 

• Begin introduction of KMC in facilities 

conducting EENC to a high level with functioning 

EENC teams (EENC Module 4). 

• Being EENC for uncomplicated caesarean 

section, but not until EENC practices for routine 

deliveries meet practice standards. 

• Include EENC/KMC practices in hospital 

accreditation methods 

Expanding and 

maintaining 

quality of EENC 

clinical coaching 

• More EENC coaching is needed, 

especially at district level  

• Need more master facilitators at 

the provincial level to expand to 

other hospitals 

• New coaching for KMC and 

EENC with caesarean section is 

needed – but not until EENC is 

performing well for routine 

deliveries. 

 

• EENC coaching for current and new staff – 

beginning with those in positions to provide 

delivery and immediate newborn care. Ensure 

coaching meets standards – 6:1 participant-to-

facilitator ratio; 2 days full-time 

• Develop plan for expansion to provincial and 

district hospitals – including training of master 

facilitators at provincial level, selection of 

hospitals and funding. 

• Improve provincial capacity to support EENC in 

the province in collaboration with early 

implementation hospitals.  

• Consider establishing COEs for EENC 

Environmental 

hygiene 
• Many facilities do not have 

adequate handwashing facilities 

in all rooms 

• Sinks do not always have soap 

and disposable towels or alcohol 

hand gel, particularly in postnatal 

care wards 

• Targeted action through directors of hospitals, 

provincial district health departments and facility-

based action to improve patient education on 

handwashing, and review strategies for making 

soap, disposable towels or hand gel available 

Medicines and 

supplies 
• Resuscitation area not always 

within 2 metres of all delivery 

beds  

• Medicine gaps in some areas are 

noted – especially at lower levels 

• Some equipment gaps, in 

particular CPAP and bag and 

mask 

• Targeted action through directors of hospitals, 

provincial, district health departments and clinical 

staff to address gaps in affected wards; discussion 

of gaps with pharmacy staff 

• Senior clinical staff to review methods for 

ensuring availability of resuscitation areas and 

equipment where needed 
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Quality area Current status Proposed principal actions 

Improve 

availability of data 

for tracking 

Progress 

• Hospital impact data still not 

widely available 

• Problems with collection of 

routine data from registers 

include – registers not completely 

filled out, case definitions of 

newborn death and stillbirth and 

newborn sepsis/asphyxia not 

always applied 

• Key EENC indicators not yet 

integrated into existing HMIS or 

DHS questionnaires  

• Conduct HMIS EENC reviews to identify gaps 

and develop approaches to addressing gaps 

• Develop standard NCU registers 

• Paediatrics and obstetrics staff to review how 

delivery and NCU registers are completed and to 

ensure that these use national case definitions and 

are completed for each case. 

• National level to ensure that the next DHS 

includes indicators on: STS contact, immediate 

drying, bathing, early breastfeeding and prelacteal 

feeds. 

• Begin process of integrating EENC indicators into 

existing HMIS  

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions  

The principal conclusions of the meeting were the following: 

 

• All priority countries in the Region (Cambodia, China, the Lao People’s Democratic Republic, 

Mongolia, Papua New Guinea, Philippines, Solomon Islands and Viet Nam) have continued scale-up 

of EENC and submitted updated monitoring and evaluation data for 2016–2017. Validation by the 

Independent Review Group (IRG) was essential for tracking progress and identifying actions to 

strengthen implementation. 

• There has been significant progress in EENC policy, planning and coordination since 2015. Four 

additional countries have adapted the EENC Clinical Practice Pocket Guide and three more countries 

have established mechanisms for professional associations to support EENC. Five of eight countries 

have now all completed a newborn health situation analysis, appointed a newborn health focal person 

in the respective ministry of health, adapted the EENC Clinical Practice Pocket Guide and conducted 

annual implementation reviews. 

• EENC has been introduced in 3363  facilities (an increase of 9% from 2016) and 30 251 staff members 

have been coached (an increase of 9% from 2016). EENC hospital teams have been formed in 55% of 

hospitals, with 19% of hospitals conducting routine quality reviews.    

• EENC coaching and quality improvements have proven to be highly effective in changing health 

worker practices. Three in four term babies are now placed in immediate skin-to-skin contact, and 

more than half (57%) remain in sustained contact until the first breastfeed – an increase from 48% in 

2015. The percentage of term babies exclusively breastfed in the immediate newborn period has also 

increased from 80% to 85% between 2015 and 2017. 

• Successful strategies for scale-up of EENC have included strong political support and leadership 

within countries, increased availability of domestic funds at all levels, development of a cadre of high-

quality accredited facilitators and EENC centres of excellence to lead coaching in their own catchment 

areas, improved coordination and collaboration between obstetrics and paediatric staff using hospital 

teams, and incorporation of EENC standards into hospital accreditation and insurance systems.  

• Preterm and low birthweight babies (PT/LBW) represent 50% of all newborn deaths, but are less likely 

than term babies to receive immediate skin-to-skin contact (56%), sustained skin-to-skin contact until 

the first breastfeed (29%), and exclusive breastfeeding in the immediate newborn period (69%). 
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Kangaroo Mother Care (KMC) was received by only 35% of preterm babies (a fivefold increase from 

2015).  

• EENC is performed in only around one in four caesarean section deliveries in the Region (26%). 

Around 4.6 million babies born by caesarean section each year in the Region are not receiving the 

benefits of EENC.   

• Evidence-based practices during pregnancy are not consistently applied, with less than 50% of women 

receiving syphilis and HIV testing. 

• Evidence-based practices during childbirth are not consistently applied, with fewer than half of women 

offered a position of choice or allowed a companion during labour and routine episiotomy widely 

practised. Non-respectful care during childbirth remains an important problem. 

• Over-medicalization is an increasing problem that is putting mothers and babies at increased risk. 

Overuse of caesarean section is a problem in many hospitals, with population-based caesarean section 

rates well above 10% in three out of eight countries and rates often higher in urban areas. Early 

separation of stable preterm babies and babies born by caesarean section from their mothers for 

observation in neonatal units puts them at increased risk of hypothermia, infection and death. 

Unnecessary procedures and practices are often a result of conflicts of interest with financial incentives 

driving their use. 

• Widespread violations of the International Code of Marketing of Breast-milk Substitutes and 

availability of formula in the health system are limiting progress in improving exclusive breastfeeding 

rates. The use of bottle feeding and formula milk in hospitals continues to occur.   

• A number of actions are proposed for continued expansion and support of EENC, including: 

incorporation of EENC practices into hospital accreditation standards and health insurance 

reimbursement packages; continued promotion of adopting universal health coverage (UHC) coverage 

mechanisms for pregnant women and babies; greater attention to high-risk and vulnerable groups that 

are less likely to have access to high-quality delivery care; efforts to increase community demand and 

engage civil society organizations; and strengthened laws and decrees in the areas of over-

medicalization and conflicts of interest, coupled with mechanisms for effectively enforcing these laws. 

• In many countries, Maternal Death Surveillance and Response reviews as well as facility reviews of 

near-miss cases often are not conducted adequately to improve the quality of care. Strategies for 

improving the feasibility and use of these approaches are needed. 

• Draft country road maps were developed to address challenges in service delivery, accreditation 

mechanisms and conflicts of interest following bilateral country dialogues, root cause analysis and 

country group work. 

• The draft Second Biennial Progress Report of the Action Plan for Healthy Newborn Infants in the 

Western Pacific Region provides a comprehensive overview of the current status of EENC 

implementation in the Region and priority actions to consolidate gains in the next biennium. 

• Regional support from the World Health Organization (WHO), United Nations Children's Fund 

(UNICEF) and other partners for scaling up EENC is acknowledged, with further progress made in 

implementing the Regional Action Plan. 
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3.2 Recommendations  

3.2.1 Recommendations for Member States 

Member States may consider the following: 

 

1) Specific activities for countries were included into their country road maps and presented in the 

plenary. Integration of existing EENC implementation plans is critical.   

2) To review and revise national policies to be consistent with evidence-based standards and define roles 

and responsibilities of EENC teams. 

3) To accelerate scale-up of EENC towards meeting the EENC target in the Western Pacific Region of at 

least 80% facility coverage while ensuring that the quality of coaching is maintained, followed by 

establishing quality improvement processes to sustain practices in health facilities. 

4) To continue at least biennial EENC implementation reviews using the revised indicators for planning 

and tracking progress proposed by the IRG (EENC Module 1), including more attention to delivery 

care practices and EENC for routine caesarean sections. 

5) To introduce and further scale up KMC in national, regional and provincial hospitals (EENC 

Module 4). 

6) To conduct reviews of routine health management information systems to identify gaps in reporting of 

maternal and newborn indicators, take action to address gaps, and improve routine reporting systems, 

as well as to investigate methods to improve regular use of maternal death surveillance and response to 

improve quality of care. 

7) To review national and hospital policies on evidence-based criteria for caesarean sections and take 

action to eliminate unnecessary procedures and ensure that EENC is conducted for all routine 

caesarean sections. 

3.2.2 Recommendations for WHO and UNICEF 

WHO and UNICEF are requested to do the following: 

 

1) To send the revised version of the draft Second Biennial Progress Report at the earliest possible date 

for final review. 

2) To finalize and make available final guidelines for introducing KMC for PT/LBW babies (EENC 

Module 4) as well as for management of maternal complications (EENC Module 5). 

3) To support Member States to develop and implement their country road maps, including: 

(a) introducing and scaling up KMC for PT/LBW babies; (b) reviewing hospital and national policies 

on caesarean section and introducing EENC for routine caesarean section deliveries; (c) increasing 

emphasis on improving delivery care practices and respectful care during delivery; (d) incorporating 

EENC standards into staff and facility accreditation standards and insurance mechanisms; 

(e) reviewing information systems for maternal and newborn data to improve monitoring and quality, 

including strengthening maternal death surveillance and response; and (f) clearly defining indicators 

for tracking progress including delivery facilities to be targeted for EENC and targets for staff 

coaching. 

4) To continue to convene the IRG to validate EENC country data followed by Member States meetings 

to review progress biennially. 



  

25 

 

5) To finalize and widely disseminate findings of the Second Biennial Meeting of the IRG and the 

Second Biennial Meeting on Accelerating Progress in Early Essential Newborn Care as technical 

reports and peer-reviewed journal articles to document progress and encourage wider adoption of the 

approach.  

6) To facilitate the development of the follow-on Regional Action Plan (2020–2030) for adoption at the 

2019 session of the WHO Regional Committee for the Western Pacific. 
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ANNEX 2 

TIMETABLE 

Time Day 1, Monday, 

14 August 

Day 2, Tuesday, 

15 August 

Day 3, Wednesday, 

16 August 

Day 4, Thursday, 

17 August 

 

 

08:00–08:30 

08:30–09:15 

 

 

 

 

 

 

 

 

 

09:15–09:45 

 

 

 

 

09:45–10:00 
 

Technical Meeting 
 

 

 

 

 

Registration 

(1)  Opening ceremony 

- Welcome and opening 

remarks: 

Ministry of Health of 

Viet Nam, 

WHO and UNICEF 

- Introduction of        

   participants 

- Nomination of chair, 

rapporteur 

- Objectives, outputs,  

   agenda 

- Administrative  

    announcement 

 

(2)  Global overview on  

  progress with 

  maternal and newborn 

  care  

 

(3)  Report of the 

Independent Review 

Group on Early 

Essential Newborn 

Care (EENC)  
 

(4) EENC progress report 

infographic video 

 

 

 

 

(7)  Video (First Embrace  

on caesarean  

section) 

(8)   Poster session 

(Market Place) 

 

 

 

 

 

(11) Video 

documentary 

(EENC in China) 

(12)  Country group 

work: development 

of country road 

maps 

 

High-level Forum 

(Part II) 

 

(8) Video II : First 

Embrace 

documentary 

(9) Roundtable II: 

How to build and 

sustain high-level 

commitment 

(10)  Chair's summary 

followed by 

discussion  

(11)  Closing  

Administrative 

announcement 

 

 

 

 

 

 

 

 

 

 

10:00–10:30 Mobility break Mobility break Mobility break Mobility break 

10:30–12:00 

 

(5)  Bilateral country  

         dialogue on progress  

    to introduce and  

   scale-up EENC 

(9) Root cause analysis  

and actions to  

       address operational  

    issues for EENC 

 

(12)  Country group 

work (continued) 

(13)  Gallery walk to 

review country 

road maps 

         Administrative 

announcement 

Technical Meeting 

(Continuation) 

(14)  Conclusions and 

recommendations 

(15)  Closing of the 

technical meeting 
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12:00–13:00 Lunch break Lunch break Lunch break Lunch break 

13:00 

13:30 

 

14:00 

 

(5) Bilateral country 

          dialogue (continued) 
9)  Root cause analysis 

and actions 

(continued)  

 

High-level Forum 

(Part I) 
 

(1) Opening ceremony 

- Welcome and 

opening remarks: 

 Ministry of Health 

Viet Nam, 

- WHO Regional 

Director 

 - Nomination of the 

Chair and  

  Vice Chair 

   

(2) Group photo 

(3) Video I : EENC 

progress report 

infographic video 

(4) Global overview on 

maternal and 

newborn health  

(5) Report on the 

technical meeting  

(6) Roundtable I: 

Exchange of 

country experiences 

and strategies  

 

       Administrative 

      announcement 

Press Conference  

 Market place for the 

press 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

15:00–15:30 Mobility break Mobility break Mobility break Hospital Tour –  

Da Nang Hospital for 

Women and Children 

 

 

 

15:30-16:00 

 

16:00-17:30 

(5) Bilateral country     

      dialogue (continued)  

(6) Summary of country  

       findings 

(10)  Review of the draft 

Second Biennial 

Progress Report of 

Implementing the 

Action Plan for 

Healthy Newborn 

Infants 

(7) Closed session with 

the high-level 

representatives on 

the Chair's 

summary 

18:30-20:00 Welcome Reception  Regional Director's 

Dinner for 

the High-level 

Representatives 
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ANNEX 3 

SMALL GROUP WORKSHEETS 

Tables 1 A-D: Bi-lateral Country Dialogue on country progress to introduce and scale-up EENC  

(Session 5) 
  

Table 1A: Introduction and Scale-up of EENC – highest performing clinical indicator (Round 1) 

 

  Country Presenting: _________         Country Reviewing: _________ 

 

1. Review the poster and identify the three 

highest clinical performance indicators    

1. 

 

2. 

 

3. 

For each high performing indicator – what accounts for the success? Describe in detail the process 

used to achieve the outcome reported, including programme actions, policies, directives, incentives, 

accreditation, human resource management and who in each case drove the process. 

 

Highest performing indicator 1:   

 

 

 

 

 

 

 

 

Highest performing indicator 2: 

 

 

 

 

 

 

 

 

Highest performing indicator 3:   
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Table 1B: Introduction and Scale-up of EENC – lowest performing clinical indicator (Round 2) 

 

  Country Presenting: _________         Country Reviewing: _________ 

 

1. Review the poster and identify the three 

lowest clinical performance indicators     

1. 

 

2. 

 

3. 

For each low performing indicator – what accounts for the low performance? Describe in detail key 

challenges which have stood in the way of achieving better results 

 

Lowest performing indicator 1:   

 

 

 

 

 

 

 

 

Lowest performing indicator 2: 

 

 

 

 

 

 

 

 

Lowest performing indicator 3:   
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Table 1C: Building Sustainable Systems for EENC – quality assurance, hospital environments, 
accreditation (Round 3) 

 

Country Presenting: _________         Country Reviewing: _________ 

 

 

1. EENC promotes the formation of quality assurance teams to self-manage hospital 

implementation.  Are EENC hospital teams working? What can be done to improve the 

effectiveness of teams? 

 

 

 

 

 

 

2. Describe how allocation of staff, space, beds and commodities in hospitals have helped or 

hindered EENC implementation? What improvements are needed? 

 

 

 

 

 

 

3.  How have regulatory standards or accreditation mechanisms contributed to improving EENC 

practices in hospitals.  What improvements are needed? 

 

 

 

 

 

 

 

 



  

37 

 

Table 1D: Long term Sustainability of EENC – financing and pre-service education (Round 4) 

 

  Country Presenting: _________         Country Reviewing: _________ 

 

 

  

Summarize findings from Rounds 1 – 3, then discuss the following questions:  

1. How has financing for newborn health at national, provincial or hospital level contributed to 

or limited progress with EENC?  What improvements are needed? 

 

 

 

 

 

 

 

 

 

 

 

 

 2. Have EENC clinical standards and coaching methods been incorporated into pre-service 

education for doctors, midwives and nurses?  If yes, how was this accomplished?  If no, what 

needs to be done to ensure that this happens? 
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Root cause analysis to address operational issues that interfere with Scaling up EENC (session 9) 

 

Table 2A: Root cause analysis to address operational issues that interfere with scaling up EENC to 
all facilities and health workers (Group 1) 

 

Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

 

Problem Statement Root causes  Proposed actions  

 

In the eight priority countries, a 

total of 30 251 staff from 2522 

facilities participate in EENC. 

However, this is only 8% of the 

total target for facilities. The 

regional 2020 target is “at least 

80% of facilities where births 

take place are implementing 

EENC.” Thus, an urgent 

priority is to overcome barriers 

to rapid scale up.   

 

 

 

 

 

 

In the eight priority countries, 

25% of babies do not receive 

immediate skin-to-skin contact 

and 18% receive immediate 

skin-to-skin contact but are 

separated before breastfeeding. 
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Table 2B: Root cause analysis to address operational issues leading to insufficient quality assurance 
systems including accreditation and insurance (Group 2) 

 
Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

Problem Root cause Proposed actions to address 

problems 

Accreditation mechanisms for 

both health staff and for health 

facilities are often not in place 

to support and sustain practice 

changes. In many countries 

minimum practice requirements 

are not clearly defined or are 

not implemented/monitored 

 

 

 

EENC hospital quality teams 

have been formed in many 

EENC hospitals – but many 

still do not conduct regular self-

monitoring and take action to 

improve practices. Many 

hospitals have not yet formed 

teams. 

 

 

 

  

Health insurance coverage and 

reimbursement policies can 

promote EENC by paying for 

core EENC practices around 

delivery. However, in many 

countries this has not yet been 

done. 
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Table 2C: Root cause analysis to address operational issues that interfere with improved care for 
preterm babies (Group 3) 

 

Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

 

 

  

Problem Statement Root causes Proposed actions  

 
In all priority countries in our region, 

only 67% of preterm babies were 

found to receive any skin-to-skin 

contact and 29% breastfed while 

remaining in skin-to-skin contact. 

Furthermore, only 35% of preterm 

babies were given Kangaroo Mother 

Care (KMC).  

 

Sufficient space and staff are often 

not allocated for KMC even though 

this is known to save the lives and 

reduce admissions to NCUs (and 

reduce the staff and space required 

for NCU). Finally, KMC is usually 

only intermittent (where continuous 

KMC is needed to save lives). 

 

 

 

 

Paediatricians and neonatologists 

often still require preterm babies, 

who are otherwise stable and well, to 

be admitted to NCU for a period of 

observation.  This separation from 

the mother puts them at risk of 

infection, hypothermia, bottle feeding 

and formula use. 
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Table 2D: Root cause analysis to address operational issues that interfere with delivery of EENC to 
babies born by caesarean section (Group 4) 

 

Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

 

Problem Statement Root causes Proposed actions  

 
Only 26% of babies born by 

caesarean section were found to 

receive any EENC. (Nevertheless, 

several hospitals have begun EENC 

with caesarean sections and find that 

it is feasible and improves outcomes 

for mothers and babies.) 

 

 

 

 

 

Unnecessary caesarean section is 

very common in our region, 

significantly increasing the risk of 

morbidity and mortality for mothers 

and babies. 
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Table 2E: Root cause analysis to address operational issues that interfere with dignified, respectful 

and optimal antenatal and delivery care for (including emergency obstetric and newborn care) 
(Group 5)  

 

Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

 

Problem Statement Root causes Proposed actions  

 
In most priority countries in our 

region, care provided during ANC 

and delivery can be disrespectful, 

undignified and even abusive.  

 

 

 

 

In most countries management of 

pregnancies both at ANC and 

delivery needs improvement. 

However, maternal death surveillance 

and response and facility reviews of 

near-miss cases often are not done 

adequately to improve the quality of 

care.   
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Table 2F: Root cause analysis to address operational issues leading to conflict of interest (Group 6) 

 
Review the Bi-lateral country Dialog Templates (Table 1B, C, D) completed yesterday. The group should 

drill deep into the problem to identify true root causes. The group should further provide evidence the 

analysis is correct. Last, the group should propose actions to address the root causes.  

 

Problem Root cause Proposed actions to address 

problems 

 

Over-medicalization including 

unnecessary procedures and 

admissions to NCU is commonplace. 

In this region, 30% of babies are born 

by caesarean section. At the national 

level, this should be around 10%. 

Healthy babies are often admitted to 

the NCU. Often these are due to 

conflicts of interest which not only 

create financial barriers for clients, 

but risk mother and baby’s health. 

 

 

 

 

Violations of the international code 

of marketing of breastmilk substitutes 

are rampant in this region. In most 

countries the health system is used 

for its promotion. These include 

direct sponsorship of health workers 

and hospital administrators. As a 

consequence, breastfeeding rates are 

low. Breastfeeding is one of the most 

powerful protections to baby that we 

have. 
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Country Group work: road map for accelerating scale-up of EENC in the next biennium: 

Addressing critical gaps in technical, policy, information and financing (Session 10)  
 

Table 3. Key actions in the next biennium to address high priority areas below expected level of 

implementation or not yet started 

 
Country: ____________    

 

High priority areas 

below expected level 

of implementation or 

not started 

Main technical, policy, 

information and financial 

challenges to improving 

EENC in the next biennium 

Key actions to address the challenges 
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Table 4. List the key next steps towards implementing the road map 

 
Country: ____________    

 

Next step Responsible  Person Timing 
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ANNEX 4 

EENC DATA TABLES AND FIGURES 

Figure 4-1. Number of countries achieving EENC scale-up readiness benchmarks, 2015 and 

2017 
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Figure 4-2. Antenatal care and delivery practices, by facility level, June 2017 

 
Data based on exit interviews 1,344 postpartum mothers in 161 health facilities: 32 national, 121 first-level 

referral and eight first-level.  Data on syphilis testing, HIV testing, and episiotomies from chart reviews of 1366 

postpartum mothers. Data on timing of oxytocin injection based on observations of 385 deliveries. 
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Figure 4-3. Skin-to-skin contact practices – term and preterm babies, 161 health facilities, 

June 2017 
 

 
 

Figure 4-4. Breastfeeding practices – term and preterm babies, 161 health facilities, June 2017 
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Figure 4-5. Management of preterm and low birth weight newborns (N=344*), 85 hospitals, 

June 2017 

 

 
*For the indicators antenatal corticosteroids 24-24 weeks N=227, and for magnesium sulfate <32 

weeks N=75 

 

Figure 4-6. Caesarean section deliveries receiving skin-to-skin contact, June 2017 
 

           
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PNG = 

Papua New Guinea, PHL = Philippines, SLB = Solomon Islands, VNM = Viet Nam 
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Figure 4-7. Population coverage for skilled birth attendance, facility delivery and caesarean 

section, eight countries, 2006–2015
15 

 

 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia,  

PNG = Papua New Guinea, PHL = Philippines, SLB = Solomon Islands, VNM = Viet Nam 

 

Figure 4-8. Population coverage for prelacteal feeding, early breastfeeding and exclusive 

breastfeeding 0–28 days, eight countries, 2006-2015
26

 
 

 
KHM = Cambodia, LAO = Lao People's Democratic Republic, MNG = Mongolia,  

PNG = Papua New Guinea, PHL = Philippines, SLB = Solomon Islands, VNM = Viet Nam 

 

 

                                                
15

 Country Demographic and Health Surveys and Multiple Indicator Cluster Surveys, 2006 – 2015. National Health Statistics 

Annual Report of China, 2016. Mongolia Health Indicators, 2015.  
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Figure 4-9. Population coverage for maternal and newborn postnatal care, six countries,  

2006–2015
26 

 

 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = 

Philippines, SLB = Solomon Islands, VNM = Viet Nam 
 

Table 4-1. Population impact indicators by country, June 2017 

 

Impact indicator  KHM CHN LAO MNG PHL PNG SLB VNM 

Neonatal mortality rate 

(per 1000 live births) 
18 5.4 30 10.2 13 25 9 12 

Perinatal mortality rate 

(per 1000 LB) 
20 4.9 

No 

data 
14.6 22 

No 

data 
14 

No 

data 

Proportional causes of NN death: 
 Sepsis 

 Tetanus 

 Birth asphyxia 

 Pre-term birth 

 Congenital anomalies 

 

17.0 

0.3 

24.0 

29.0 

17.0 

 

2.6 

0.0 

25.5 

30.8 

15.2 

 

18.0 

1.4 

29.0 

26 

10.0 

 

2.8 

0 

7.5 

No data 

9.6 

 

13 

0.4 

23 

44 

17 

 

15 

1.1 

27 

31 

11 

 

15 

0.4 

25 

29 

19 

 

7.6 

0.6 

13.5 

40.5 

22.2 

Low birth weight rate (<2500g) 
7.9 2.6 14.8 No data 21.4 

No 

data 
10.2 6.8 

Pre-term birth rate 

(< 37 weeks) 
10.5 7.8 10.8 13.5 14.9 6.5 12.4 9.4 

KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia,  

PNG = Papua New Guinea, PHL = Philippines, SLB = Solomon Islands, VNM = Viet Nam 
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COUNTRY RESPONSES TO QUESTIONS: 

HIGH-LEVEL FORUM 

Country Questions Answers 

CAM Cambodia reduced maternal 

mortality from 406 to 

192/100,000 live births in a 

decade. This was probably 

related to the incredible 

increase rise in deliveries by 

skilled attendants which 

increased from 10% to 89% 

during the same period. 

Between 2010 and 2014 

newborn mortality reduced 

from 28 to 19/1000 live births. 

Other countries will be keen 

to understand how did 

Cambodia make this happen?  

All the progress has been achieved with strong political commitment from the 

Royal Government and Ministry of Health of Cambodia. This includes a 

midwifery incentive scheme for safe deliveries, improved health infrastructure, 

medical equipment and supplies, increased quantity and quality of health staff, 

especially midwives for reducing home deliveries. At the same time access to 

delivery care was improved by removal of financial barriers, expansion of health 

equity funds, performance-based financing of facilities and maternal health 

vouchers. EENC built on this development to rapidly scale up. 

 

Achieving UHC requires 

equitable access to MCH 

services. Cambodia has 

initiated several financial 

protection mechanisms for 

women and children. Can you 

describe the different 

mechanisms? What are the 

merits and challenges of the 

main ones?  

In an effort to remove financial barriers and promote equitable access to MCH 

service many financial arrangements have been implemented such as exemptions 

for the poor, health equity funds or government subsidies and maternal health 

vouchers scheme. Health Equity Funds (HEFs) are the Ministry of Health’s main 

social health protection mechanism to reduce financial barriers to health services 

for the poor. Expansion of health equity funds and a government subsidy scheme 

has significantly increased from 185 to 1258 hospital and health centres in 2009 

– 2016 respectively. 

 

Reduced financial barriers is widely recognized as one of key drivers behind the 

impressive increases seen in the proportion of deliveries by skilled birth 

attendants and deliveries in health facilities in recent years. Thus, removal of 

financial barriers to access health services is still one of the components of the 

“Fast Track Initiative Roadmap for Reducing Maternal and Newborn Mortality 

2016-2020”.  

 

The Royal Government of Cambodia is committed to achieving Universal Health 

Coverage (UHC) for its population by ensuring that all people obtain the health 

services they need without financial hardship when paying for them. The 

Government is currently developing a comprehensive national strategy for the 

social protection system, which includes health insurance system for salaried 

workers/employees and civil servants, as well as Cambodian citizens in the 

informal sector, while the poor are covered by Health Equity Funds. 

What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

First, we should have a clear political commitment which is strongly supported 

by politics, mandates, legislation, and adequately financed.  Government vision, 

policies and standards should be clearly articulated - and Development Partners 

encouraged to contribute. Second, we should create clear strategies to guide how 

to reach the goal. Third, we should establish the coordination mechanism through 

the technical working group for health lead by the Ministry of Health with 

involvement of all relevant health partners and for better alignment.  

Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates. Caesarean 

section can be a lifesaving 

procedure, but when done 

when not needed, it increases 

risk of death and illness of 

The Royal Government of Cambodia endorsed the Sub-Decree 133 on marketing 

of products for infant and young child feeding and the multi-sectorial mechanism 

with line ministries for enforcement such as oversight board and executive 

working group were set up and led by the Ministry of Health. Breastfeeding was 

included as a theme of the National Nutrition Day. At the operational level, 

breastfeeding was promoted through the EENC of health facilities, especially the 

baby friendly hospitals. The safe motherhood protocol has emphasized caesarean 

section with indication only to avoid the risk of death and illness of mother and 
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mother and baby. Admissions 

to NICU can be lifesaving, but 

when not needed exposes 

babies to dangerous bacteria. 

To some degree, these 

generate money and create 

conflicts of interest. We need 

advice what we can do to 

tackle these stubborn 

problems. May we hear from 

each of you? 

baby. A set of criteria of newborn admission to NICU is clearly recommended in 

the National Clinical Practice Guideline for neonatal sepsis to prevent exposing 

babies to dangerous bacteria.  

 

CHN* China managed to reduce 

maternal and newborn 

mortality from 97 to 

27/100,000 and 30 to 6/1000 

live births, respectively 

between 1990 and 2015. 

Other countries will be keen 

to understand the major 

factors that account for this? 

How did political commitment 

contribute? 

 

The Government of China has always attached great importance to maternal and 

child health. The key ingredients to China’s success in maternal and child health 

are threefold: 1) political commitment, 2) targeted policies with accompanying 

financing; and 3) strong monitoring and evaluation. 

 

First, in past 25 years, a series of MCH relevant laws, regulations and policy 

were developed, and clear MCH targets to be achieved were set up  in these 

national plans, aligned with MDGs, including Law of People's Republic of China 

on Maternal and Child Health (1994), Implementation Guidelines of Law of 

People's Republic of China on Maternal and Child Health (2001), China 

National Plan of Action for Child Development (1995-2000, 2001-2010, 2011-

2020), China National Plan for Women’s Development (1991-2000, 2001-2010, 

2011-2020). 

 

Second, the service delivery system and quality of Maternal and Child Health has 

been improved continuously, and the equity in accessing MCH services has made 

steady progress via serious targeting actions. China's government provides 12 

free basic MCH services such as immunization programs, health care during 

pregnancy, and health care for children 0-6 years old. Also, many major public 

health service projects for maternal and child health contributed to the success, 

like:   

• Decreasing MMR and eliminating neonatal tetanus project 

• Promoting hospital delivery to guaranteeing maternal and infants’ safety, 

and providing subsidy in rural areas 

• Prevention of mother to child transmission of HIV, syphilis and hepatitis B 

• Folic acid supplement to prevent neural tube defects 

• Breast cancer and cervical cancer screening among rural women 

• Promoting Breastfeeding  

• Neonatal resuscitation  

• Newborn screening project in in poor areas 

• Improving nutrition status of children in poor areas by using YYB 

• Pilot program of prevention and control on thalassemia 

 

The third important factor is established and strengthened comprehensive MCH 

information system to provide support for policy development, evidence-based 

decision-making and MCH health intervention and evaluation. 

Achieving UHC requires 

equitable access to MCH 

services. Can you describe the 

different financial protection 

mechanisms women and 

children? What are the merits 

and challenges of the main 

ones? 

 

 

There are 3 major health financing resources for women and children.  

• First one is earmarked government budget for ‘Basic public health service 

package’ which was mentioned before.  The subsidy standard was increased 

to 50 yuan per capita in 2017, and gradually extended to the life cycle of 

women and children (including neonatal home visit, child health 

management, preschool child health management et al., as well as maternal 

health management, including prenatal care, postnatal visit, and health check 

at day 42 after delivery et al.) 

• Second one is universal medical insurance.  There are a total of 1.34 billion 

Chinese residents covered by new rural cooperation medical insurance and 

basic medical insurance for urban labours and residents, so universal 
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coverage for basic medical insurance has almost been achieved. On top of 

basic medical insurance, there is also medical aid/critical illness insurance 

which has improved coverage for vulnerable group and patients with critical 

illnesses.  

• The third one is out-of-pocket payments. 

 

However, challenges remain for China’s children, for example:  

• China’s youngest children benefit less from China’s health investments. 

Infants were 2.44 times more likely to be uninsured than older children. 

Families have high healthcare costs for their newborns and youngest 

children. 

• Government health investments in newborn and child health vary 

considerably between provinces, and so outcomes are variable. 

• Children having at least one migrant parent were 1.90 times more likely 

to be uninsured than those living with non-migrant parents. 

Unnecessary caesarean is a 

major and worsening problem 

in Asia. Can you describe 

high-level efforts currently 

being made to reduce 

unnecessary caesarean 

sections? Again, how does 

political commitment 

contribute towards these 

efforts? 

There is still a high caesarean section rate in China. There are many reasons for 

this high CS rate, such as continuous growing deliveries, limited obstetric 

resources, and preference of pregnant women, et al. And, many of them are 

unnecessary. 

 

Several actions are being taken to reduce unnecessary caesarean sections, 

including: 

 

The China National Plan of Action for Women’s Development (2011-2020), 

which promotes essential counselling and health education for pregnant women 

to improve awareness on natural delivery, helps women to select appropriate 

delivery methods, and to control the caesarean section rate.  

 

Strengthening baby friendly hospitals. The National Health and Family Planning 

Commission launched reviews of baby-friendly hospitals, including indicators on 

decreasing non-medical caesarean sections.  7000 baby friendly hospitals 

responsible for 66% of all deliveries. 

 

Plans to mobilize more maternal health resources, including enhancing 

midwifery techniques (with specific attention to most cost-effective, proven 

interventions around birth), health promotion programs, and region-specific 

policies for reducing the high CS rate. 

 

Do a lot of social mobilization/communication to encourage change in attitudes. 

ANC mothers groups exist and can play a role. 

 

 Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates. Caesarean 

section can be a lifesaving 

procedure, but when done 

when not needed, it increases 

risk of death and illness of 

mother and baby. Admissions 

to NICU can be lifesaving, but 

when not needed exposes 

babies to dangerous bacteria. 

To some degree, these 

generate money and create 

conflicts of interest. We need 

advice what we can do to 

tackle these stubborn 

problems. May we hear from 

Breastfeeding is not a one-woman job. Women who choose to breastfeed need 

support from their governments, health systems, workplaces, communities and 

families to make it work. 

 

Government need to commit more on this issue. The Chinese government 

developed regulations on marketing of breastmilk substitutes, revised advertising 

laws, developed  protection regulations for female employees, as well as clear 

requirements on breastfeeding counselling, maternal leave, settings of 

breastfeeding room (10 squares of love).  In the Chinese National Plan of Action 

for Child Development (2011-2020), we are set a target for the exclusive 

breastfeeding rate of over 50% by 2020. 

 

Recently, the Chinese government issued the “National Nutrition Plan (2017-

2030)”. This plan demands local government to improve environment for 

breastfeeding, and increase the breastfeeding rate. 

 

The National Health and Family Planning Commission have launched a review 

of baby-friendly hospitals. There are relevant indicators on improving obstetric 
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each of you? 

 

and paediatric service provision, increasing breastfeeding rates and decreasing 

caesarean section rates. 

 

Also, not only the health department, many other ministries and departments 

need to be involved. In China, All-China Federation of Trade Unions, All-China 

Women’s Federation, National Working Committee on Children and Women are 

involved in development of breastfeeding relevant policy and conduct many 

advocacy activities to create breastfeeding supportive environment. 

 What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

 

In China, as we know, there are still significant inequities in health outcomes 

between and within areas, between population groups, and even between younger 

and older children. Political leadership at the highest level is vital to prioritizing 

the needs and rights of women and children across government sectors. The 

important and also efficient way to sustain high-level commitment is to ensure 

that health is part of and builds on high political national policies liking poverty 

alleviation, healthy China 2030. Also Multi-sectoral collaboration between 

different arms of government working closely, we believe, should also be 

important to achieve health targets. 

 

Second, develop multi-stakeholder accountability and oversight. The NPC and 

CPPCC in China provides a very strong platform, to ensure and foster active 

engagement of multi stakeholders (civil society organizations, academia, the 

business community, media, funders and other stakeholders) in developing plans 

and programmes and also for monitoring and review of implementation. 

 

We are also committed to strengthening national and subnational political and 

administrative capacity and leadership and the relationship between central and 

state authorities, including using efficient performance management mechanisms 

that include evidence-based standards. 

 

For limited resources, we always use the strategy of pilot-policy-scale up - even 

for the interventions with global evidence-base - through collaboration with 

WHO and UNICEF and other partners. We then use evidence of impact and 

effectiveness to mobilize more stakeholders and partners to build high level 

commitment for wider scale-up. 

LAO** The Lao People's Democratic 

Republic is moving towards 

sustainable EENC by 

integrating and aligning the 

program to Health Sector 

Reform (HSR). Please tell us 

what you have achieved so 

far. 

 

(Recommended question for 

Part I) 

The current Health Sector Reform (HSR) is composed from 5 pillars; (1) 

Human Resource; (2) Health Financing; (3) Governance; (4) Service Delivery; 

and (5) Health Information.   

 

Sustainability in terms of human resource development is secured by including 

EENC into the preservice education curriculum.  

 

In terms of sustainable funding, operational costs are funded through the Health 

Sector Development Plan, and it will remain affordable through National Health 

Insurance. 

 

The EENC program implementation and outcomes are monitored through 

DHIS2 (a single web-based data management system of the Ministry of Health). 

 

EENC can be a good example for other programs in integrating and aligning to 

health system, and that is how the health system can be strengthened. EENC can 

also demonstrate how each component of health system links and functions 

together in order to ensure services 

The Lao People's Democratic 

Republic presents an amazing 

story. In 2016, just two years 

after the introduction of 

EENC, it was fully funded by 

the government to scale up the 

program to all provinces. 

As neonatal mortality remains very high, EENC became one of the 11 priority 

areas in the national RMNCH strategy and action plan. 

 

Including EENC in the 8th five-year Health Sector Development Plan (HSDP) 

ensured sufficient government budget for nation-wide rollout. 

 

Likewise, we are seeking sustainability by integrating the EENC program into 
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Other countries will be keen 

to understand. How the cost of 

EENC rollout became fully 

funded by government?  

 

Recommended question for 

Part II when Dr Bounnack is 

present 

 

each component of health system, while contributing to acceleration of on-going 

health sector reforms. 

 

Please elaborate more on how 

EENC is seeking 

sustainability through 

integration into health system, 

and at the same time, 

accelerating the ongoing 

health sector reform? Tell us 

about the synergy (or mutual 

gain) between EENC as a 

program and Health Sector 

Reform. 

 

The current Health Sector Reform (HSR) is composed from 5 pillars; (1) Human 

Resource; (2) Health Financing; (3) Governance; (4) Service Delivery; and (5) 

Health Information.  

Sustainability in terms of human resource development is secured by including 

EENC into the preservice education curriculum.  

In terms of sustainable funding, operational costs are funded through the Health 

Sector Development Plan, and will remain affordable through the National 

Health Insurance. 

 

What is the role of the policy 

makers such as Vice Minister 

and Director Generals in 

EENC implementation, or 

more broadly, RMNCH 

strategy operation? 

 

Or  

 

The national RMNCH committee has total of 11 sub-committees accountable for 

respective strategic objectives - 7 technical areas including EENC, and 4 health 

system components. 

Each sub-committee is led by a deputy director general, or director of national 

centres and central hospitals. The Vice Minister or minister himself chairs the 

overall national RMNCH committee. 

Sub-committees raise issues that need attention of policy makers to the semi-

annual committee meeting. Minister and vice minister provide guidance and 

mobilize resources for outstanding issues that are beyond the capacity of 

technical sub-committees to solve.  

 

Standards of practice are essential for driving movement towards evidence-based 

practices. 

 

 

What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

 

 

EENC needs to be aligned to high-level policy and strategy in order to maintain 

high-level commitment. 

It addresses the highest goals of our country through 8th five-year National 

Socio-Economic Development Plan (HSEDP) and also for graduation from the 

Least Development Country status.  As Health Sector Reform towards UHC is 

gaining a strong political momentum, showing how EENC is contributing to 

HSR results in high-level commitment.  And of course, demonstrating concrete 

results such as positive behavioural changes in health providers, and benefits for 

mothers is essential.  

 

Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates. Caesarean 

section can be a lifesaving 

procedure, but when done 

when not needed, it increases 

risk of death and illness of 

mother and baby. Admissions 

to NICU can be lifesaving, but 

when not needed exposes 

babies to dangerous bacteria. 

To some degree, these 

For breastmilk substitutes, we are now drafting a decree on marketing of 

breastmilk substitutes to be enacted late this year in order to limit inappropriate 

marketing to protect babies, their families and health providers. We need to 

establish technical standards to avoid over-medicalization such as unnecessary 

caesarean sections and NICU admissions, while considering optimal provider 

payment mechanism to avoid moral hazard. 
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generate money and create 

conflicts of interest. We need 

advice what we can do to 

tackle these stubborn 

problems. May we hear from 

each of you? 

MNG Mongolia had among the 

fastest scale ups of Early 

Essential Newborn Care. How 

was this able to happen? 

Again, how does political 

commitment contribute 

towards these efforts?  

 

With the assistance of financial and technical support of WHO, EENC coaching 

was organized and a total of 30 national trainers were prepared. These EENC 

national trainers conducted a series of trainings for EENC related health 

professionals of all 21 provinces, three maternity hospitals and NCMCH. 

Currently, 80% of EENC related health professionals have been trained. After 

the coaching a pilot project for EENC was introduced in five maternity hospitals 

including NCMCH in UB and province general hospital and 23 soum first-level 

referral hospitals in Huvsgul in collaboration with the WHO and UNICEF. 

 

Based on the successful implementation of the pilot project the Ministerial order 

335 was issued in 2014 to allow scale-up of EENC in all provinces. 

 

In addition to that an action plan for EENC implementation at the national level 

has been enforced since that time. Ministerial orders were used to require the 

establishment of EENC teams in each facility which provides obstetric care. In 

compliance, each hospital developed an administrative order formalizing 

membership, roles and responsibilities to ensure clinical practice reflected EENC 

standards. Currently, 49 health facilities are providing EENC during deliveries, 

covering > 90% of all deliveries in Mongolia. Routine monitoring and annual 

implementation review of EENC is done for advancing implementation and 

identifying plans for further improvement.  

 

Mongolia is one of the few 

countries (along with 

Cambodia) that achieved both 

MDG targets for maternal and 

child mortality reductions. 

Other countries will be keen 

to understand the major 

factors that account for this? 

How did political commitment 

contribute? 

 

Mongolia aimed to reduce both the under-five mortality rate and maternal 

mortality ratio by 4 times, between 1990 and 2015. Mongolia has recorded a 

decline in under-five mortality rate from 97.2 deaths per 1000 live births in 1990 

to 18.3 in 2012.  

 

The Government of Mongolia has formulated and implemented the following 

key policy documents including strategies and national programs step-by-step 

over last two decades:  

- National 4 programs on Reproductive Health, 1997-2016 

- Maternal Mortality Reduction Strategies, 2001-2004, 2005-2010 

- Strategy on sustainable supply and safety of medicines and medical 

tools for reproductive health, 2009-2013 

- Strategy on Maternal and newborn health, 2011-2015  

- Strategy on implementation of EENC, 2014-2020 

- Program on “Program on newborn screening and surveillance”, 2014-

2020  

 

Successful implementation of the aforementioned strategies and programs has 

contributed significantly to achieving a four-fold reduction in child mortality and 

a maternal mortality ratio by 2015. In addition, the Mongolian government is 

fully committed to ensure sustainability of high vaccination coverage, national 

implementation of integrated management of childhood Illness (since 2002) and 

universal facility-based deliveries.  All health services for children and antenatal 

and obstetric care is free of charge in the country. This ensures universal access 

to health services for pregnant women and children. Also social welfare for 

pregnant women and mothers with newborns supports improved care around 

pregnancy, delivery and the early newborn period.    

 

In the last few decades maternal and children mortality has been monitored at 

each health facility level and reported to central health authorities. The maternal 

and child mortality recording system has been improved to improve the quantity 
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and quality of data. A maternal and children health surveillance system was 

established in 2013. In-depth death review of each case is conducted to identify 

reasons and further actions. Maternal and child mortality review is discussed two 

times a year at managerial board meetings at the Ministry of Health. We believe 

that strengthening data collection and use has been important to get mortality 

levels even lower. 

 

Despite its vast landmass with 

migratory and rural residents, 

Mongolia has near universal 

facility-based deliveries. What 

were the major reasons for 

this success? What challenges 

did Mongolia have to 

overcome to bring care to the 

most remote parts of the 

country?  

 

In 2001, Ministerial Order No. 39 was issued to improve antenatal and obstetric 

care. According to this decree, high-risk pregnant women are referred to the 

upper level health facilities. It means almost all high- risk women are able to get 

antenatal and obstetric care from qualified specialists in secondary and tertiary 

level facilities. This has contributed to improved access to quality services for 

those living in more remote areas.  

 

Also a total of 341 maternity waiting homes for pregnant women who live in 

remote areas were established in soum health centres, provincial general 

hospitals and the National Center for MCH. Pregnant women are referred to this 

maternity home at least 7-14 days prior to delivery. Of eligible pregnant women, 

60-80% used waiting homes. Referral procedures to these maternity waiting 

homes are specified by Ministerial Order No. 338 in 2014. The Mongolian 

experience on establishing functional maternity waiting homes for pregnant 

women has been shared with health authorities of East Asian countries such as 

the Lao People's Democratic Republic and Indonesia. 

 

To improve human resources in the field of OB&GYN in soum level, an 

undergraduate training program for preparing midwives has been provided by 

Nursing Schools since 2001. 

 

Quality of care in facilities was improved by adapting WHO guidelines into 

national policy. Turning guidelines into improved clinical practice used the 

following process: advocacy workshops and training on how to use guidelines 

are organized among various stakeholders-including decision-makers and service 

providers from hospitals and professional groups; revising the undergraduate and 

graduate training curriculum to align with the guidelines; including revised 

guidelines/standards in routine monitoring, with results routinely reported to 

senior management including Minister and responsible Vice Minister.  

 

Reproductive health services have been strengthened across country through 

provision with the essential contraceptives and commodities in collaboration 

with development partners – including remote areas. Reviews show that stock-

outs rarely occur.  

 

Since 2007, the Government of the Luxembourg, the Government of Mongolia 

(GoM) and the UNFPA have supported implementation of a Telemedicine 

Project to promote equitable access to quality maternal and newborn care in 

Mongolia.  Service providers in remote areas receive clinical consultations and 

training from specialists in the capital on improved care for mothers with 

pregnancy and childbirth complications. 

 

What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

 

There is a National Health Committee led by the Prime Minister and co-chaired 

by the Minister of Health. All vice ministers of relevant ministries are members 

of this committee. This helps ensure promotion of population health in all 

policies and intensifying multi-sectoral collaboration. 

 

The Ministry of Health organizes a development partners’ meeting on routine 

basis to discuss how to improve the well-being of the Mongolian population 

through encouraging health in all policies and effective and efficient multi-

sectoral collaboration.  

 



  

59 
 

Country Questions Answers 

Reduction of MMR is included as one of main criteria to evaluate the 

performance of governors and local authorities including associated 

governmental agencies at national and sub-national level.  

 

The Government of Mongolia has a "Mother and Child Health Promotion Year" 

periodically and in the framework of this yearly campaign stakeholders and 

development partners are engaged for fostering initiatives such as "Mother and 

child friendly province and district", "Mother and child friendly governors", 

"Mother and child friendly hospitals" etc. 

 

Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates in the 

region. Caesarean section can 

be a lifesaving procedure, but 

when done when not needed, 

it increases risk of death and 

illness of mother and baby. 

Admissions to NICU can be 

lifesaving, but when not 

needed exposes babies to 

dangerous bacteria. To some 

degree, these generate money 

and create conflicts of 

interest. We need advice what 

we can do to tackle these 

stubborn problems. May we 

hear from each of you? 

From ancient times in Mongolia breastfeeding was supported by community. We 

would like to emphasize two key policy documents and their enforcement in 

relation to breastfeeding. 

 

In 2005, a law on Breast milk substitutes was endorsed by the Parliament aiming 

to limit advertisement, import and consumption of breastmilk substitutes. But in 

reality, it was not successfully enforced and monitored. So the government 

decided to invalidate the aforementioned law via launching a new law on Food 

for infants in 2017. The new law aims to encourage exclusive breastfeeding for 

babies at least up to 6 months and feeding babies continuously with breastmilk 

until age of 2. Regulatory documents will be developed for better endorsement.  

 

High admission rate to NICU: the majority of the admitted newborns are preterm 

babies in Mongolia. Thus best practices or interventions such as EENC and 

KMC should be introduced for to manage preterm and caesarean section 

deliveries. Also we have determined that preterm admission rates are high in the 

country due to referral of preterm newborns for clinical observation within 24 

hours after delivery, even though they are healthy.  

 

Caesarean section: the rate is high in provincial centres and Ulaanbaatar because 

of the good referral system of high risk pregnant women – so some of the 

elevated rate is in these centres is because of an increased number of high-risk 

cases. To decrease the caesarean section rate for those mothers who do not need 

a caesarean section, we need to work on improving quality of ANC and 

perinatology services, promotion of reproductive age women’s health, and 

empowering health professionals to manage pregnancy of women who have had 

previous caesarean section. 

 

PNG* Can you describe the role of 

professional medical societies 

towards making sustainable 

improvements for maternal 

and newborn health? 

In PNG, the professional societies are technical advisers to the National 

Department of Health in matters related to health services. The O&G Society 

provide technical advisory role to the Government, following its annual 

symposium. The next one is scheduled from 30 August to 1 September and the 

theme revolves on Cancer of Cervix, the most common cancer among women in 

PNG. 

 

Focusing now on improving HW practices and expanding reach of facilities to 

lower levels.  50% caesarean section rate in private; 75% of care is public and is 

free.  Over medicalization is not the primary problem. 

We understand the Prime 

Minister Peter O'Neill 

recently supported action to 

increase demand for women 

to give birth in a facility. Can 

you tell us a bit about this?  

 

In Nov 2016, the Prime Minister made a statement in the media (radio and 

newspaper) that he wants 100% of mothers delivering in health facilities. It was a 

strong statement which was embraced by the public. While the message from his 

statement has good intentions, it needs to be translated into plans for action. The 

EENC biennial meeting provides an opportunity to revisit the statement and 

brainstorm among my colleagues on defining high impact interventions to 

progress the PM’s aspiration for increased health facility deliveries and improved 

health services for mothers and newborns. 

 

PNG has huge complexities. 

For example, it's hard to 

The national health plan (PNG 2011–2020) has clear policy guidelines for 

reducing maternal, infant and child deaths. A number of specific policies 
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imagine delivering health 

services in an environment 

with 800 languages. It is also 

a highly decentralized 

government. Can you describe 

how you go about addressing 

maternal and newborn 

mortality? 

reinforce government’s plans to reduce deaths as highlighted in the newborn 

policy, child health policy and reproductive health policy. In 2010 a “Ministerial 

task force on Maternal Health” was established and endorsed by the Minister of 

Health to address the high maternal and newborn deaths in PNG. The high-level 

direction called for action to mobilise a whole-of-country response to reduce 

preventable deaths.  

 

The minister instructed provincial health authorities to establish their own 

maternal health task force. In a few provinces, this has resulted in setting up 

maternal and perinatal death surveillance response (MDSR) systems to report, 

review and respond to the causes of maternal and perinatal deaths. Having an 

effective and functional MDSR system in place in each province ensures that 

each maternal and perinatal death is reported, reviewed, analysed, and actions 

taken to respond to the issues contributing to death, in a health systems manner.  

This is a tool for improving maternal and newborn health at all levels from the 

lowest health facility to hospitals. There needs to be further capacity building in 

the provinces in this area. This agenda is still developing, and PNG government 

is committed to strengthening the MDSR intervention as part of its current 

national plans. 

 

How do you gain the buy-in 

from stakeholders and dev 

partners to support the 

national agenda on maternal 

and newborn? 

The PNG government establishes two distinct mechanisms for holding strategic 

dialogue with dev partners and health stakeholders: a) Biannual health summit 

where health situation, issues and resource planning are discussed; b) Monthly 

dev partners meeting where specific areas of opportunities and concerns are 

discussed. Our DPs and stakeholders are generally supportive and cooperative. 

What we need is better coordination and alignment so that the investment 

achieves maximum results and there is no wastage of inputs.  This function rests 

with government and we are constantly working on it. 

PHL Unang Yakap, The First 

Embrace, started in 

Philippines. In five years, you 

managed to scale up all over 

the country. Can you describe 

the key events that helped 

make this happen?   

The national policy, Administrative Order 2009-0025 – Adopting New Policies 

and Guidelines on Essential Newborn Care, was signed in 1 December 2009. 

This was considered part of the health sector reform needed as far as newborn 

care is concerned.   

 

In 2010-2011, WHO and the Department of Health (DOH) embarked on a Scale-

Up Essential Intrapartum and Newborn Care Implementation Project. Eleven 

DOH, state university, and local government hospitals were engaged and an 

intensive quality improvement approach was used to troubleshoot interpretation 

of the policy and how it could be implemented. Capacity development of 

frontline health care staff combined with political engagement with hospital 

management teams was instrumental in the success of the project. A Best 

Practice Forum in 2011 in Makati City was conducted to highlight the lessons 

learned from implementing facilities. 

 

In PHL, ‘The First Embrace’ is ‘Unang Yakap’ in the local language.  The 

Unang Yakap social marketing campaign was used by the Philippines to increase 

demand of the implementation of this in both government and private hospitals.  

A number of methods were used, including the development of a clearly 

recognizable ‘brand’. 

 

DOH Regional Offices’ were involved following the 2011 after the Best Practice 

Forum. Six batches of implementation and planning workshops were funded and 

organized by the Central Office National Newborn Care Program – for Luzon, 

Visayas and Mindanao. DOH Regional Offices together with DOH-retained 

national and regional hospitals were engaged. Together with this was the 

publication of the MNCHN-EINC Manual of Implementation for Hospitals. 

Curriculum integration and advocacy with the academic health professional 

organizations – EENC evidence based standards have been included in pre-

service training curricula – an ongoing process coordinated by professional 
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organizations.  This is the current priority.  Curriculae are still influenced by 

over-medicalized, outdated, western standards – trained HWs often do not 

practice evidence-based methods. So curricular need to be changed. 

Inclusion in professional licensure examination (Professional Regulation 

Commission or PRC).  EENC evidence-based standards are now a part of the 

examination. 

Integration in the Philippine Health Insurance Corporation’s (PhilHealth) 

Newborn Care Package (NCP) – this makes core EENC practices a part of the 

package covered by insurance – and has driven practice change. 

Integration with Mother-Baby-Friendly Hospital Initiative. The 10 Steps to 

Successful Breastfeeding – Mother-Baby Friendly Hospital Initiative 

Accreditation was linked to EINC practices as well. 

The National Maternal Newborn Health Technical Working Group was created 

by the Department of Health in partnership with health professional 

organizations on perinatology, neonatology, maternal and child health nursing 

and midwifery organizations. 

The Philippines has managed 

to apply EENC to most (56%) 

caesarean sections. Similarly, 

Kangaroo Mother Care is 

most widely available in 

Philippines compared with 

other countries. What is the 

story behind this? How did 

high level leadership support 

this to happen? 

For caesarean section:  As described previously, the EINC Integration with 

Mother-Baby-Friendly Hospital Initiative was helpful to achieve this. The 

National Newborn Care Program and the National Infant and Young Child 

Feeding Program have ensured that the mother-friendly criteria of the EINC will 

be part of the overall implementation of the “The 10 Steps to Successful 

Breastfeeding.” Hence hospitals that applied to be certified for Mother-Baby 

Friendly Hospital Initiative Accreditation ensured that this will all be done 

together. A “Clinical Practice Guideline on Intrapartum and Immediate 

Postpartum Care” was also jointly developed by POGS and DOH supported by 

WHO. 

 

Kangaroo Mother Care (KMC):  This began in the Philippines at the Dr Jose 

Fabella Memorial Hospital.  Initial progress was pushed by a very active national 

‘champion’ (Dr Socorro “Sookee” Mendoza, a neonatologist who completed 

training in Bogota, Colombia from the Fundacion Canguro, one of the world-

renown training institution on kangaroo mother care).  She secured DOH funded 

the training of seven (7) DOH-retained national hospitals in the early 2000s. 

However, no national program on KMC was developed nor was there a national 

policy issued for this.  She then established a non-government, non-profit 

organization that aimed to bring KMC to government and private hospitals. 

Following the AO 2009-0025 on essential newborn care, KMC Foundation used 

this DOH policy as a means to communicate to DOH-retained, other government 

and private hospitals on KMC.  This resulted to almost 20 hospitals that have 

become Centres of Training and Excellence on Kangaroo Mother Care. 

In 2013, during the First Global Newborn Health Conference, the Philippine 

delegation conceptualized the development of an integrated course on caring for 

preterm and low birth weight or small babies. In October 2014 the DOH started 

the five-day Training of Trainers Course on the Care for Small Baby. 

Training was supported by hospital teams, consisting of an obstetrician-

gynaecologist, paediatrician (or neonatologist), one nurse each coming from the 

hospital delivery room, maternity ward and neonatal care unit, and one medical 

social worker. National and regional DOH offices supported training. To date, 

we have almost more than 140 mix of DOH-retained, local government unit 

provincial and private hospitals translating to almost more than 850 trained 

trainers. This excludes those that have undergone the two-day orientation course 

conducted by each of these trained hospitals on their own. 
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What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

  

Building on gains from scaled-up implementation of maternal and newborn care 

programs will require sustainable mechanisms. I recommend to our colleagues 

here from other Ministries to invest in quality improvement (QI) practices at the 

health facility level and also at the state-wide or province-wide health 

management level. The QI should be coupled with continuous coaching, 

mentoring and supportive supervision activities across the hierarchy of the 

organization to imbibe a culture of excellence and dynamism.  When facilities 

know that they are empowered to improve their practices, it becomes a liberating 

development for top level management of Ministries and Departments as the 

latter two can focus more on monitoring and evaluation and also continuous 

funding support to local implementation. 

Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates. Cesarean 

section can be a lifesaving 

procedure, but when done 

when not needed, it increases 

risk of death and illness of 

mother and baby. Admissions 

to NICU can be lifesaving, but 

when not needed exposes 

babies to dangerous bacteria. 

Conflicts in interest may play 

a role in each of these 

challenges. We need advice 

what we can do to tackle these 

stubborn problems. May we 

hear from each of you? 

The Philippines has Executive Order 51 (s.1986) or the Milk Code, and its 

revised Implementing Rules and Regulations, and also the Expanded Promotion 

of Breastfeeding Act – Republic Act 10028 (amending Republic Act 7600 – 

Rooming-in and Breastfeeding Act). If we ensure that these policies are also 

implemented by health facilities and integrated in maternal and newborn care 

services, then, hospital managers and clinicians will be guided.  A draft national 

policy on managing conflicts of interest is on its way within the DOH Office for 

Health Regulation. 

 

Increasing the maternity leave to 90 days will better ensure that mother will 

breastfeed their babies; establishing human milk banks in strategically positioned 

DOH retained hospitals, as well as creation of community breastfeeding support 

groups, also help in increasing breastfeeding rates. 

 

Milk company violations of the code can result in refusal to certify for sales in 

the country.  Therefore the country can reject companies. Also have introduced a 

breast-milk banking system – good for social engagement and to help eliminate 

commercial practices. 

SLB Solomon Islands has 

achieved a rapid scale up of 

EENC, reaching all 10 

provinces and half of all 

health facilities in just two 

years (2015-2017). Can you 

introduce two different 

factors that made this 

possible?  

There has been strong political commitment to the Reproductive, Maternal, 

Newborn, Child and Adolescent Health programme whereby under branding of 

“RMNCAH” it has become a flagship programme of the Ministry of Health. This 

political support is linked to the National Health Strategic Plan 2016-2020, which 

prioritizes SBA with health facility based deliveries and newborn care 

improvements. Furthermore, all 4 "Key Results Areas” have aspects related to 

improving services related to Maternal and Child health. 

 

Similarly, political commitment has ensured that the Ministry of Health ensures 

that donor funds are directed toward MCH programs (where EENC is a focus) 

and particularly to low performing provinces. In fact, Ministry of Health 

executive level support has been instrumental in ensuring budget support and HR 

allocations to Provincial health systems, with 40% of health funding directed to 

Provincial health spending and newborn health as a key component. 

 

A National Program officer is dedicated solely to coordinating Newborn Health 

initiatives and the EENC program, supporting financial planning and 

coordination for implementation, with training of trainers to scale up the roll out 

of coaching on EENC.  

 

A key area that Solomon 

Islands aims to improve is the 

use of data for decision 

making on Newborn health 

and other important MCH 

programs. How is Solomon 

Islands making progress in 

this area? 

Currently, Solomon Islands utilizes a DHIS system in which all health facilities 

report monthly on a number of maternal and child health indicators, essential 

medicine availability and other health facility standards indicators. The 

Reproductive, Maternal and Child health team is supporting the revision and 

inclusion of further indicators to support monitoring of the Newborn health 

progress. 

 

Training and support for HIS programmes from the National team and within the 

Provinces, to improve the collection and quality of data, is also progressing. 
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Provincial Directors and Programme Directors receive regular data trend updates 

through the HIS department. 

 

Partners and research groups are supporting Newborn health situational progress 

in key hospitals and health facilities and the National Programme is supporting 

Newborn Health research initiatives 

What advice do you have for 

stakeholders and 

development partners to 

build and sustain high-level 

commitment?  

 

For the stakeholders and development partners:  to collaborate with the MHMS 

Reproductive Health Director and focal point on EENC to ensure that national 

strategies and priorities are supported, to use the national standards of care 

(which are now consistent with international standards), and the EENC coaching 

approach developed by the MHHS, and the national reporting system. Engage in 

regular meetings with the MHSM on program progress and clear support for the 

EENC 5 year action plan. Specifically, support may need to be optimized to fit 

the different Provincial requirements on newborn care, where the bottlenecks for 

progressing EENC may differ. 

Solomon Islands has 

consistently improved upon 

and achieved high rates of 

exclusive breastfeeding 

postpartum, what are some of 

the factors contributing to 

this and how will the country 

maintain this as the 

marketing of breastmilk 

substitutes likely gets 

stronger and products 

cheaper? 

Solomon Islands is blessed with a strong positive cultural and customary attitude 

towards breastfeeding.  However, there has been significant high-level policy 

support backing the achievements in exclusive breastfeeding. There is a national 

policy for exclusive breastfeeding and hospitals have been supported through the 

mother-baby friendly hospital initiative. Provincial Directors and Hospital 

directors support the MBFHI, which restricts marketing materials and the use of 

breastmilk substitutes. 

 

A National newborn health committee that reports directly to Undersecretary 

level with strong support from development partners, hospital clinicians and 

international research organizations and newborn health specialists. 

 

Breastfeeding specific trainings have been prioritized (for health professionals 

and community health volunteers) to support breastfeeding by mothers and 

discourage bottle feeding (which can be dangerous due to access to clean and 

sterilized water sources) and this has helped mothers feel empowered to 

breastfeed and midwives and nurses to consistently engage mothers to breastfeed 

early and exclusively.  

 

VNM*** In scale, Viet Nam has the 

fastest scale up of any 

country, reaching two-thirds 

of all staff involved in 

delivery care in facilities in 

less than 2 years. Viet Nam 

had a unique push and pull 

system. Can you describe 

this? How does Viet Nam 

finance this program?  Also, 

we'd like to understand how 

did this Strategy help 

implement the ongoing Health 

Sector Reform? 

The Ministry of Health issued a decision on approval of guideline for EENC for 

normal deliveries in November 2014 and a decision on EENC for caesarean 

section in November 2016. Responsibility for accreditation is given to the 

People's Party Congress or PPC. Thus, the guideline instructs what to do and the 

PPC ensures it gets done.  

 

Other facilitating factors include:  

• The Action Plan on EENC is included in the National Action Plan on 

Health protection for mothers, newborn and children period 2016–2020 

• 3 centres of excellence have been established in the north, the centre and 

south which cover all 63 provinces from provincial to district and 

commune levels 

• Department of Science and Technology of MOH issued official documents 

to request all medical training facilities to include EENC in Skill Birth 

Attendance SBA training. So far EENC training is included in medical 

college curriculum of some medical colleagues (However there has not yet 

been any national report/survey on numbers of medical training facilities 

which have incorporated EENC standards in pre-service training)  

• EENC implementation is included in the Criteria for assessing the hospital 

quality of MOH from 2016  

• Government funding from National Target Program has been used for 

EENC training and monitoring.  

 

The Government has been trying to support as much as possible through National 

Program and local funding. We also encourage all IDPs to involve in this process 
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such as WHO, UNICEF, and EU  

 

Health facilities providing delivery services have begun implementing EENC 

based on their capacity and practical situation. By implementing this program, 

the quality of services of the RH system from centre to grass root levels has been 

improved, bringing better health outcome for mothers and newborn/infants.  

Achieving UHC requires 

equitable access to MCH 

services. Can you describe 

the different financial 

protection mechanisms for 

women and children 

mechanisms? What are the 

merits and challenges of the 

main ones?  

 

MCH services are paid by the health insurance (base on their scheme, economy 

situation, and ethnic minority).  Currently, 82% of the population has health 

insurance. The poor and some ethnic minorities receive full insurance coverage 

free of charge and the near poor have a graded co-payment based on their ability 

to pay.  

 

What advice do you have 

stakeholders and development 

partners to build and sustain 

high-level commitment?  

 

1. Support and align with the policies of the Ministry of Health;  

2. Work within the health system to help it to improve; do not create parallel 

projects;  

3. Develop and implement appropriate policies such as including EENC in to 

the criteria for hospital quality assessment.  

4. Conduct regular M & E on key indicators and use this to develop guidelines 

and directives.  

5. Advocate promoting issues that that might be difficult for us to say, such as 

the problem with milk code violations.  

Marketing of breastmilk 

substitutes is rampant and 

effective, dropping our 

breastfeeding rates. 

Caesarean section can be a 

lifesaving procedure, but 

when done when not needed, 

it increases risk of death and 

illness of mother and baby. 

Admissions to NICU can be 

lifesaving, but when not 

needed expose babies to 

dangerous bacteria. To some 

degree, these generate money 

and create conflicts of 

interest. We need advice 

what we can do to tackle 

these stubborn problems. 

May we hear from each of 

you? 

 

In Viet Nam, these are daunting issues. Viet Nam's massive economic growth 

has many of these unintended consequences.  

 

The Viet Nam Parliament adopted Decree 21 or the Decree on Trading In and 

Use of Nutritious Products for Infants (No.21/2006/ND-CP).  A review of 

implementation of Decree 21 prompted the formulation of Decree 100- Decree 

on the trading in and use of feeding products for infants, feeding bottles and teats 

(Decree #100/2014/NDCP). To guide health facilities implementation, MOH has 

developed Circular No. 38 dated 1/11/2016 in which MOH assigns provincial 

DoH to assess whether their facilities meet the requirements of BFHI and post on 

the local website and report to MOH. MOH also does assessments randomly The 

Ministry of Health has also trained health inspectors throughout the country in 

collaboration with UNICEF, IBFAN-ICDC and Alive & Thrive to make sure all 

health facilities follow the Decree and Circular strictly.  

 

The Ministry of Health is also currently conducting routine inspections to assess 

the compliance and address violations. 

 

Decree 100 and Circular 38 has also since 2016 been included in criteria for the 

Hospital Quality Standards and Accreditation System. The proposed way 

forward is to link the performance of the hospital with the funding mechanisms 

of the health sector, including the level of health insurance reimbursements. This 

means that the higher performance hospitals will receive a higher funding 

amount (performance-based funding). 

 

Our research showed that the short maternity leave currently available resulted in 

mothers not having enough time to care for their babies – so that they resort to 

infant formula. Thus, the Parliament passed a Labor Law in which maternity 

leave has been increased from 4 to 6 months with fully paid. 
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ANNEX 6 

CHAIR’S STATEMENT: HIGH-LEVEL FORUM 

1. The Western Pacific High-level Forum on Accelerating Early Essential Newborn Care was held 

on 16-17
th
 August 2017 in Da Nang, Viet Nam. The Forum was chaired by H.E. Prof. Nguyen 

Viet Tien, Vice Minister of Health Viet Nam, supported by Honourable Herminigildo V. Valle 

Undersecretary of Health of Philippines, as a vice-chair. The meeting was attended by Vice 

Health Ministers, Under and Assistant Secretaries and representatives from Cambodia, China, Lao 

People’s Democratic Republic, Mongolia, Papua New Guinea, the Philippines, Solomon Islands, 

and Viet Nam.  

 

2. We, the Vice Ministers, Under and Assistant Secretaries and representatives (in the eight 

countries), had a positive and productive discussion through exchanging experiences with 

accelerating Early Essential Newborn Care (EENC) since the last biennial meeting in 2015.   

 

3. We reaffirm that ensuring an enabling socio-political economic environment is required for a 

healthy start for every newborn and a safe motherhood, and to make progress towards achieving 

Universal Health Coverage (UHC) and the Sustainable Development Goals’ principle of leaving 

no one behind. 

 

4. We recognize the health, economic and social consequences of death and illness of pregnant and 

post-partum women in their prime of life and their babies.  Their mortality and morbidity 

constitute a large burden, particularly in low and low middle-income countries, and require urgent 

unified action at national, regional and global levels. We underscore that prominent investments 

in EENC will have a strong impact on the health and well-being of women, newborns and society.  

 

5. We reiterate the need for accelerated action emphasized in the United Nations Secretary-

General’s Global Strategy for Women’s, Children’s and Adolescents’ Health (2016-2030) and by 

the Every Newborn Action Plan (2014), the World Health Assembly Resolution 64.R13 Working 

towards the reduction of perinatal and neonatal mortality (2011) and the Action Plan for Healthy 

Newborn Infants in the Western Pacific region (2014-2020). 

 

6. We are proud of the significant progress made by the countries in our Region, with over 30,000 

health workers from over 2500 health facilities now participating; and the vast improvements in 

the quality of care provided by them.  However, we recognize the need to expand coverage of 

EENC to reach approximately five times more mothers and newborns.  

 

7. We note with satisfaction the implementation of the recommended actions of the 1
st
 Biennial 

Meeting on Accelerating Early Essential Newborn Care, held in Tokyo, 2015. 

 

8. We highlight the challenges of scaling up EENC posed by outdated health provider practices; 

weak accreditation standards and quality improvement mechanisms; weak and/or unenforced 

regulation of conflicts of interest; lack of quality information generated from national and 

regional health information systems to guide policy development and clinical decision-making; 

and, insufficient resources.  

 

9. We also note with grave concern that marketing of breastmilk substitutes remains rampant and is 

a challenge to increasing breastfeeding prevalence. We reaffirm our strong commitment to the 
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International Code of Marketing of Breastmilk Substitutes, the Mother-Baby Friendly Hospital 

Initiative and the related World Health Assembly Resolutions. 

 

10. We further note that harmful practices such as unnecessary admissions into neonatal care units 

and unnecessary medical procedures expose newborns and mothers to unnecessary risk of health 

facility acquired infections, long-term disability and death.   

 

11. We emphasize the importance of identifying and eliminating conflicts of interest at all levels of 

the health system that result in suboptimal feeding; unnecessary admissions; medical procedures; 

and harmful practices. 

 

12. We pledge to continue our efforts to provide quality care to all mothers and newborns by; 

increasing awareness and understanding of standards of appropriate care; increasing multi-

sectoral collaboration to identify underlying problems and implement sustainable actions and 

system changes to benefit women and newborns, in accordance with national EENC action plans 

and policies;  enforcing laws and regulations to prevent conflicts of interest and harmful and 

unnecessary medical practices; and, actively and effectively supporting and monitor progress of 

national EENC action plans. 

 

13. We reiterate our commitment to build a resilient health system, in line with national strategies for 

the attainment of SDG Goals, especially universal health coverage; and, to strengthen national 

capacities to scale-up EENC by intensifying ongoing multi-sectoral efforts to support national 

EENC action plans. 

 

14. We reaffirm our commitment to work together to promote international and regional collaboration 

and partnerships to strengthen country and regional surveillance, response, and R & D capacity to 

make EENC available at every delivery toward UHC in the Region. 

 

15. We request WHO and UNICEF, through the secretariat, to support an EENC network to share 

lessons learned and enable other exchanges such as study tours. 

 

16. We acknowledge continued support from WHO/UNICEF and development partners and request 

ongoing support to countries in the Region to accelerate adoption and scale-up of EENC 

interventions.  
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ANNEX 7 

COUNTRY ROADMAPS FOR THE NEXT BIENNIUM 

Country: Cambodia 

High priority areas 

below expected level of 

implementation or not 

started 

Main technical, policy, 

information and financial 

challenges to improving 

EENC in the next biennium 

Key actions to address the challenges 

1) INC in focus 

prolonged STS 

contact (at least 60 

minutes). 

− Lack of staff commitment 

and motivation for 

behaviour change in INC 

practice 

− Overload of works 

− Limitation of knowledge 

regarding STS. 

− Increase capacity of staff through on-site 

coaching 

− Regular monitoring through supportive 

supervision 

− Exchange visit/training 

2) Improve QI for 

EENC in hospital 
− Poor management of the 

hospital 

− No consent/leadership from 

the director of hospital 

− Incorporate key EENC indicators into 

the existing QI checklists 

− Regular monthly coordination meeting 

and quarterly assessment  

3) Appropriate 

antenatal 

corticosteroid for 

preterm delivery 

− Inconsistency between the 

national safe motherhood 

protocol and EENC pocket 

guide 

− Staff capacity building 

(and practice) 

− Alignment and harmonization of 

evidence based 

− Staff capacity building 

4) Neonatal death 

surveillance and 

review 

− No policy/tools and guide 

(in early discussion) 

− Incorporate function into existing system 

− Develop/adapt policies, tools, guides 

− Identify additional key players 

(peadiatricians) 

5) Develop national 

NCU manual and 

establish NCU in 

selected hospitals  

 

− Hospital specific manual 

(for only the national 

hospital level) 

− No standard operating 

procedures for NCU and 

NICU (esp. minimum 

standards). 

− Establish ad hoc technical WG 

− Develop standard minimum manual for 

provincial hospital 

− Set up NCU in some selected provincial 

hospitals 

6) HMIS improvement 

on newborn care 

data management 

 

− Limitation of number of 

newborn care indicators in 

the HMIS 

− No newborn care 

classification of ICD 10 in 

the HMIS  

− Advocate to include additional newborn 

care indicators in the HMIS/DPHI. 

− Capacity development in data entry and 

verification. 

7) KMC 

implementation and 

scaling up  

 

− Yet capacity development 

on updated KMC clinical 

guideline 

− Space limitation for KMC 

implementation in health 

facilities 

− Lack of KMC commodities  

− Staff capacity development and 

coordination 

− Internal hospital arrangement for space 

for KMC implementation (maternity and 

NCU) 



  

68 
 

8) STS during 

caesarean section 

(SOP development) 

 

− Yet manual/SOP/Guideline − Development manual/SOP/guidelines 

through consultation with paediatricians, 

neonatologist and obstetricians. 

  

Next Steps for Implementing the EENC Road Map 

 

Next step Responsible   Timing 

− Human resource review on EENC/INC 

facilitators’ coaching and EENC 

monitoring and supervisors team 

− Coaching plan and exchange visit 

− Funding supports 

 

− Newborn care WG 

and NMCHC*  

− Provincial health 

department (PHD), 

hospitals 

− Q4 2017 

− Incorporate key EENC in QI checklists 

− Endorse checklist for scaling up 

− Newborn care WG − Q4 2017 

 

− Consultation on revision and update of safe 

motherhood protocol for hospital 

− Capacity development (training and 

coaching) 

 

− NMCHC − 2018 

− Review and revise of maternal death audit 

(MDA): ToR, job description, membership, 

tools  

− MDA team 

− Newborn care WG 

− 2018 

− Develop the manual for NCU at provincial 

hospital 

− Set up provincial hospital NCU  

 

− Newborn care WG − Oct. 2017 

− 2018 

− Consultation and advocate with the 

department of planning and health 

information (DPHI) 

 

− Newborn care WG − Oct. 2017 

− Training, coaching, and monitoring 

 

− NMCHC 

− Newborn care WG 

− Q4 2017 

− Consultation for development of SOP for 

STS in caesarean section 

 

− NMCHC 

− Newborn care WG 

− Q4 2017 

 

 *National maternal and child health center 
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Country: China 

High priority areas 

below expected level of 

implementation or not 

started 

Main technical, policy, 

information and financial 

challenges to improving EENC 

in the next biennium 

Key actions to address the challenges 

Development of national 

technical guideline 

 

Lack of evidence in China (e.g. 

against suction for infection 

control) 

 

 

Experts recommendations 
 

Cost effective analysis, re government 

spending 
 

Collect China EENC evidence 

 
Form a national expert 

team for 

coaching/training, 

technical material 

development 

 

Not all experts accept EENC 

(e.g., no suction for infection 

control; cord infection and 

application of iodine on cord 

before drying) 

Same as above 

Introduce EENC to 10 

provinces 

 

 

Hospital leaders commitments 
 

HR constraint for Skin-to-skin, 

breastfeeding 

 

Coaching 

Advocacy targeting the hospital 

leaders/managers 

 

Scaling up EENC in 2 

provinces (where piloted, 

Shannxi and Sichuan) 

Lack of provincial experts Create Center of Excellency at each 

province 
 

Coaching more provincial facilitators 

 Promote KMC in more 

hospitals 

 

No space in NICU – need to 

rearrange NICU/ICU space 

Collect China KMC evidence 

Rearrange NICU/ICU space 

 

Next Steps for Implementing the EENC Road Map 

Next step Responsible  Person Timing 

Analyse results from 6 pilot hospitals 

Evidence in impact and cost-effectiveness 

analysis 

Focal points in each 

hospital 

End of 2017 

Revise and publish EENC recommendations 

 

Xu Tao (China CDC) 

 

End of 2017 

Organize a stakeholders meeting 

Advocate and convince opinion leaders 

 

Li Hong (NHFPC) Nov. 2017 

Form a national expert team 

Coach 20 national facilitators 

 

Xu Tao (China CDC) End of Sept. 2017 

Kick off meeting 

Launch and introduce in 4 provinces 

 

Li Hong (NHFPC) 

UNICEF 

19-20 Sept. 2017 

Coach 4 provincial facilitators team 

 

Xu Tao (China CDC) End of 2017 

Scale up 1st embrace in Shannxi and Sichuan 

province 

 

Xu Tao (China CDC) 

Save the Children 

End of 2018 

Launch and introduce in 6 provinces 

 

 

Li Hong (NHFPC) 

Xu Tao (China CDC) 

GATES Foundation 

2018 

Promote KMC in 10 hospitals 

 

Dr. Zhao Gengli (Peking 

University 1st Hospital) 

End of 2018 
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Country:  Lao People's Democratic Republic 
 

Area 
Problem 

statement 
action plan 

2016 2017 2018 
Responsible person 

Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

STS for 

C/S 

case 

STS for C/S 

case are not 

implemented 

Introduce in the 

model hospitals 
X                 Prof Duangdao 

(Mahosot Hosp) Dr 

Vimonlat and Dr 

Sivanhxay and Dr 

Kamphiew (Mother 

and Child Hospital) 

and Dr Sommana 

(DHC) 

Ensure routine 

practice in the 

model hospitals 

  X               

Develop a video     X             

Include into the 

EENC coaching / 

monitoring 

      X           

KMC 
KMC is not 

implemented 

Review protocol 

and approaches 

from other 

countries 

    X             Prof Duangdao 

(Mahosot Hosp) Dr 

Kongkham, Dr 

Khamphuwan, Dr 

Bouasengningnom 

and Dr Duangphone 

(DHC) 

Develop a protocol       X           

Training in central 

hospitals 
        X         

Rollout in 

provincial hospitals 
          X X X X 

Breast 

feeding 

Early and 

exclusive 

breastfeeding 

rate in 

hospitals 

introduced 

with EENC is 

low (48%)  

Prime-minister’s 

Decree on Code of 

marketing on BMS 

X                 

Dr Somchan 

(Nutritionist in 

Mahosot Hospital) 

and Dr Rathiphone 

(Center of Nutrition) 

Finalize BF 

reference book 
X                 

Redefining criteria 

for BFH 
  X               

Dissemination of 

BFHI, BF 

reference book 

    X             

Conduct coaching -

lactation 

counselling  

      X X         

ANC Low facility 

delivery  

Develop ANC/ 

PNC guidelines X                 SO 2&3 

PNC 

Early 

discharge 

(<24h), low 

exclusive BF  

Conduct trainings 

for ANC/PNC 

guideline 

  X X X X         SO 2&3 

Data 

use 
  Reflect in DHIS2 X                 SO 4&10 

Pre-

service 

training 

  

Reflect EENC 

(including KMC) 

in next revision of 

curriculums 

        X?         DTR 

Commu

-nity 
  

Ensure EENC 

component is 

integrated in the 

community service 

package 

X                 DHHP 
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Country: Mongolia 

ADDRESS HIGH PRIORITY AREAS BELOW EXPECTED LEVEL OF 

IMPLEMENTATION OUTPUT. 

• Increase 80% of health facilities introduced EENC; (80% of partographs completed correctly, 

80% of STS) 

• Implemented KMC in the selected hospitals; 

• Revised pre-service training curricula; 

 

High priority areas below 

expected level of 

implementation of not yet 

started 

Main clinical, policy, 

information and financial 

challenges to improving 

EENC in the next 

biennium 

Key action to address the challenges 

During the deliveries 

60% of partographs 

completed correctly 

 

• Should be change 

attitude and practice 

• Peer professional monitoring 

• Conduct in-service training for midwifes, 

nurses, obs-gyn, neonatologist 

• Self-monitoring 

• Revise pre-service midwifery  training 

curricula  

With companion during the 

childbirth 
• Attitude of health staffs 

• Attitude of family 

members 

• First embrace to mother (if need to father 

and doula) 

• To collect data to National social indicator 

sample survey  

• IEC activities by mass media, social 

network,  

Skin to skin low (no data) 

No data after caesarean 

section 

58% prolonged contact skin 

to skin 

Exclusive breastfeeding no 

data 

44% of preterm baby STS 

contact until first breastfeed 

Caesarean section is high 

24.8% 
• Many high risk women 

•  

• Renew national standard on caesarean 

section 

• Improve quality of antenatal care to early 

diagnose and treat associated diseases  

• Prevent and treat women pre-pregnancy 

(pre- pregnancy service package)  

KMC • Just start • Introduction of KMC to pilot hospitals  

Integrate EENC, KMC 

indicators to hospital 

accreditation 

•  • Revise hospital accreditation tools 

Environmental hygiene 

48% of hospital have 

alcohol gel/hand rub 

available in all delivery  

• Limited fund  • Needs assessment 

• Provide gel/ hand rub 

• Advocacy for local decision makers to 

provide sink and to improve washing 

infrastructure 

20% of hospitals have hand-

washing facilities in all 

hospitals 
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Next steps for implementing the EENC Road Map 

Next actions Responsible Timing Budget from  

EENC coaching 

Revise denominator and agree on 

target  

MoH, NCMC, NCHD, 

MNUMS 

Q3 2017 UNICEF, WHO 

Dissemination feedback workshop 

on accelerating progress EENC  

MoH, NCHD, MNUMS, 

UNICEF, WHO 

Q3 2017 UNICEF, WHO 

Advocacy for hospital directors/ 

managers on Encourage EENC 

NCHD, Province and city 

health department 

2017-2018 ADB, WHO 

Revise “MBFH initiative” tools  MoH, Prof advisor’s team. 

Prof association 

Q4 2017 UNICEF, WHO 

Revise update C section national 

standard 

MoH, Prof advisor’s team. 

Prof association 

Q4 2017 UNICEF, WHO 

To add questionnaire  to National 

social indicator sample survey  

MoH, NSO 2018 Gov, UNICEF, UNFPA 

Peer professional monitoring Province and city health 

department 

Since Q4 2017 - 

Prepare infographics by social 

network, handout, leaflet, poster  

NCMCH, PHI 2018 WHO, UNICEF 

Revise, update and print MCPC MoH, Prof advisor’s 

committee, 

Prof association 

2018 UNICEF, WHO 

Revise, update and print EENC MoH, Prof advisor’s 

committee 

Prof association 

2018 UNICEF, WHO 

Revise hospital accreditation tools MoH, NCHD, Prof advisor’s 

committee, Prof association 

2017-Q1, 

2018 

WHO, UNICEF 

To improve knowledge and skills  

Conduct in-service training for 

midwifes, nurses, obs-gyn, 

neonatologist 

NCHD, NCMCH, Prof 

advisor’s committee, Prof 

association 

2017-2019 Gov, UNICEF, UNFPA 

Revise pre-service midwifery, 

obs-gyn and  paediatricians  

training curricula, include EENC, 

KMC 

NCHD, MNUMS,  2017-2018 Sante Sud NGO, 

UNFPA 

Organize national workshop on 

Improving maternal and child 

health, including EENC 

MoH, NCMCH,  Oct, 2017 WHO 

Print and distribute poster job aid MoH, NCMCH, Prof 

advisor’s committee, Prof 

association 

2018-2019 WHO, UNICEF 

Immediate newborn care for term and preterm babies 

Finalize and edit KMC guideline MoH, NMU, NCMCH, Prof 

adviser’s committee 

Q4 2017 UNICEF 

Conduct KMC TOT and discuss MoH, WHO Oct, 2017 WHO, UNICEF 

Print and distribute KMC 

guideline 

MoH Q1-Q2 2018 UNICEF  

Introduce KMC at selected pilot 

hospitals 

MoH, Provice HD,  Q2 2018-2019 UNICEF, WHO 

Environmental hygiene   

Needs assessment   ADB, UNICEF 

Advocacy for local decision 

makers to provide sink and to 

improve washing infrastructure 

  Gov, local gov, ADB 
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Provide gel/ hand rub   Gov, local gov, partners 

Essential medicines and commodities  

Provide CPAP, AMBU bag,  etc.  2017-2019 Gov, local gov, 

UNICEF and other 

partners 

Sustainable provide essential 

drugs and medical commodities  

MoH, Local HD 2017-2019 Gov, local gov, 

partners,  
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Country: Papua New Guinea 

  

High priority areas 

below expected level 

of implementation or 

not started 

Main technical, policy, 

information and financial 

challenges to improving EENC in 

the next biennium 

Key actions to address the 

challenges 

Scale up to remaining 

facilities in 11 

provinces 

 

 

 

 

1. Funds 

2. Political will both at 

national/provincial/district level 

3. HR (facilitators, supervisors) 

capacity, vacancy 

4. Governance mechanism (dual 

system)  

5. Involvement of professional 

bodies (Paediatrics/Obstetrics 

society) 

1. Mobilise fund 

(Govt./DPs) 

2. Advocacy with the 

newly appointed Health 

Minister and Secretary 

Health for ownership 

3. Training and on-site 

mentoring 

4. Involvement and 

coordination amongst 

professional bodies 

EENC guideline to be 

incorporated in 

National Standard 

Guidelines 

1. The existing EENC guideline 

is yet to be endorsed  

2. Review and endorsement 

by CHAC, RHAC, 

Professional bodies 

Quality Improvement 

 

 

 

 

• Inadequate space for mothers to 

provide prolong STS 

• QI Tools –not contextualised 

• Lack of QI monitors 

• Aging workforce 

• Partial reporting (only 4/11 

provinces) 

 

• Policy –Safe Childbirth 

• Create a pool of 

national/provincial QI 

monitors 

• Regular mentoring and 

supportive supervision 

• Incorporation EENC 

reporting system into NHIS 

Community EENC 

scale-up (from 1-11 

provinces) 

 

 

 

• Funding 

• Lack of a standardised guideline 

for EENC 

• Community EENC needs to 

be incorporated into VHV 

guideline 

• Fund mobilization 

(Govt/DP) 

Incorporation of EENC 

into pre-service 

curriculum 

 

 

 

 

• Funding 

• EENC not included in preservice 

curriculum  

 

• Development of the EENC 

curriculum in consultation 

with Professional bodies, 

academia, faculties of 

Medical/i/Nursing/CHW 

Schools 

• ToT for faculties of schools 

 

  



  

75 
 

Next Steps for Implementing the EENC Road Map 
 

 

Next step Responsible  Person Timing 

Organising meeting with professional 

associations/societies 

 

 

 

Family Health Service 

(FHS), NDOH 

Sept-17 (Medical 

Symposium) 

Nov-17 (CHAC/RHAC) 

Briefing to new health minister and his 

team 

 

 

Secretary, Health Sept-17 

Official circular/instruction on EENC 

implementation to provinces and 

disseminated during NHC meeting 

 

 

FHS During National Health 

Conference-Nov 17 

Create a pool of national/provincial QI 

monitors  

 

 

 

 

FHS 1st Quarter 2018 

Development of PNG specific QI tools 

 

 

 

 

FHS, NDOH Nov-2017 

Incorporation of Community EENC 

into VHV guidelines 

 

 

 

 

FHS,NDOH Dec-2017 

 

Organising national preservice EENC 

ToT for incorporation into preservice 

training curriculum (MO, Midwifes, 

Nurses, CHW)  

 

 

 

HR,FHS Nov-2017 

Mentoring and Quality Improvement 

 

 

 

 

FHS Ongoing 

National VHV ToT and training of 

VHVs for roll out of community 

EENC  

VHV focal person and 

FHS 

Q1 2018 and continue till Dec 

2019 
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Country: Philippines 

High priority areas 

below expected level 

of implementation or 

not started 

Main technical, policy, 

information and financial 

challenges to improving 

EENC in the next biennium 

Key actions to address the challenges 

Improve skin to skin 

(Low Birth Weight, 

preterm and term) and 

breastfeeding rate 

(early and exclusive 

breastfeeding) 

 

 

• Policy enhancement 

needed 

• Capacity enhancement 

among hospitals 

• Finalize national policy on the 

quality of care for small babies 

• Focus implementation on care for 

babies born via caesarean section 

for term, preterm and low birth 

weight 

• Issuance of DOH memo to reiterate 

the Essential Mother and Newborn 

Care/MBFHI implementation for 

private and public hospitals (ie. 

Caesarean section deliveries, STS, 

EBF) 

• Strengthen capability of Regional 

Office MBFHI team for regular 

monitoring of ENC 

Continuing stock-outs 

of key medicines and 

laboratory agents (eg. 

RPR) 

 

 

 

 

 

• No clear hospital 

issuance on the 

availability/access of 

the key medicines 

• Current hospital 

procurement system 

(i.e. staggered 

procurement) 

• Establish regional procurement and 

distribution for maternal and 

newborn essential drugs/medicines 

for hospitals/health facilities 

• Establish access sites with the 

region 

• Develop forecasting capabilities for 

nursing. pharmacy/ procurement 

hospitals for all levels 

Antenatal care and 

delivery practices 

 

 

 

 

• “Historical practices” 

• Inadequate testing kits 

• Forum on improvement of antenatal 

care and delivery practices 

• Adapt AIR Tool in the monitoring 

for the implementation 

• Lobby for PHIC regarding 

partograph documentation 

 

Next Steps for Implementing the EENC Road Map 

 

Next step Responsible  Person Timing 

 

Develop a DOH memo on the following:  

 

 

 

  

1) Prioritization on the implementation of the 

Essential Maternal and Newborn 

Care/MBFHI for private and Government 

hospitals 

OTS/OFIM Q4 2017 

2) Establish regional procurement and 

distribution and access sites for the 

essential maternal and newborn 

drugs/medicines/laboratory reagents 

OTS/OFIM Q1-2 2018 
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3) Route policy draft on the quality of care 

for small babies to other DOH offices 

(comments and recommendations) 

FHO Q4 2017 

Request for a TA from WHO/UNICEF on 1) 

forecasting, 2) AIR Tool adaptation 

FHO Q4 2017 

Meetings with PhilHealth to include partograph in 

processing claims 

FHO/OB/OFIM Q4 2017 

Meeting with health professional organizations FHO Q4 2017 

Conduct forum on the antenatal care and delivery 

policies 

OB/OFIM 2018 

Conduct refresher course/orientation on MBFHI 

team on M&E 

FHO 2018 
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Country: Solomon Islands 

High priority areas 

below expected level 

of implementation or 

not started 

Main technical, policy, 

information and financial 

challenges to improving 

EENC in the next biennium 

Key actions to address the challenges 

First embrace message 

taken to the higher 

level advocacy, to 

gather support from 

parliamentarians and 

provincial governments  

 

 

Have a local newborn 

champion, but also seek support 

from the chairperson of 

parliamentarian Medical and 

Health committee (currently – 

Hon Charles Sigoto) so agenda 

for newborn health is 

prioritized 

Development of briefing package and 

support from MHMS undersecretary or 

Permanent secretary to champion first 

embrace at parliamentary level and support 

for provincial government accountability 

ENAP developed and 

integrated into the 

RCH corporate plan 

and alignment with 

NHSP 

 

Partially developed, as part of 

the RCH corporate plan, with 

KRA for NBH and priority 

activities, but needs 

strengthening and costing for 

provincial implementation 

External support to provide some situational 

analysis for current ENNC 

EENC Policy more 

comprehensively 

developed and 

reviewed to cover all 

components of EENC 

 

 

Partially in place, with policy 

for parts of ANC, delivery and 

newborn care, but review to 

include KMC and STS 

following caesarean section for 

example 

Required to clearly identify gaps in EENC 

policy and revise with Solomon Islands 

context in mind. 

Preservice for EENC 

incorporated into 

university curricula 

 

 

Work with SINU and other 

training colleges to integrate 

EENC into the curricula and 

update with required materials 

and coaching tools etc. 

Meeting with school of nursing and support 

to incorporate into training curricula. 

Advocacy and support from Director of 

nursing at national level – with nursing 

council support. 
DHIS including a 

number of key EENC 

indicators 

Currently reviewing M&E 

framework and MCH 

indicators, request HIS team to 

incorporate where possible into 

reporting forms 

Consultation with HIS department and 

programmes, ability to carry out trainings 

with provincial HIS managers 

Service delivery 

quality strengthened 

and ongoing EENC 

interventions improved 

 

 

 

Increase the number of EENC 

hospital and facility teams 

Supportive supervision and 

mentoring 

Review and address labour 

ward spaces in major hospitals 

and HR allocation and 

workflow to support improved 

clinical practices in regards to 

EENC 

Introduction of KMC and 

support for newborn care for 

preterm and low birth weight. 

Hospital leadership and management 

empowered and identified to implement and 

monitor. 

Collaboration with major stakeholders, 

higher level doctors, pharmacists, medical 

stores, medical board or medical 

equipment’s division 
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Strengthening clinical 

skills 

Including trainings on 

EMOC, KMC, 

partographs etc. 

 

 

 

Supportive supervision 

improved at all levels, including 

use of checklists and review of 

previous progress and 

challenges. 

Review of trainings for staff 

and refresher training plans. 

Included in planning and AOP, with 

budgets identified at both National and 

Provincial levels 

Assist supervisors that haven’t been 

performing supportive supervision with 

EENC tools and checklists. 

Strengthening medical 

supplies and testing 

(for STI as example) 

and strengthening of 

delivery environments 

and PNC 

 

 

Improve handwashing and 

hygiene commodities, with 

focus on key drugs (oxy and 

Mag sulphate) 

Involve relevant stakeholders, 

NMS and pharmacy, logistical 

support and partners involved 

in strengthening EML. 

Advocate and seek accountability from key 

management teams /leaders – pharmacy 

manager, NMS manager, supply and 

logistics systems analysis. 

Community based 

maternal and newborn 

care (EENC) 

strategy/action plan 

developed 

Not currently in place, although 

some community based MCH 

and newborn programme 

support exists through NGOs 

and partners 

To develop strategy and costed action plan 

which would also outline Provincial 

engagement and church partner 

engagement. 

 

Next Steps for Implementing the EENC Road Map 

 

Next step Responsible  Person Timing 
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Country: Viet Nam 

Key actions in the next biennium to address high priority areas below 

expected level of implementation or not yet started 

 

 

High priority areas 

below expected level 

of implementation or 

not started 

Main technical, policy, 

information and financial 

challenges to improving 

EENC in the next biennium 

Key actions to address the challenges 

 

Prolonged (> = 90min) 

STS for normal 

delivery is low 

 

 

Human resource and fund for 

monitoring 

 

Enhance technical monitoring and annual 

EENC report  

 

 

STS in caesarean 

section is at low 

coverage 

 

 

 

 

Fund for provincial training and 

monitoring 

 

TOT training to all province 

 

Conduct provincial training and monitoring 

 

 

KMC has just started 

in some area  

 

 

 

 

Human resource and fund for 

KMC training  

 

Develop national guideline 

 

TOT training 

 

Provincial training and monitoring 

 

Regular episiotomy 

 

 

 

 

Not clear guidance on 

episiotomy 

 

Review current guideline.  

 

Issue clear guidance and monitoring 

 

 

Not in supine position 

during active labour 

 

 

Not clear guidance on supine 

position during active labour 

 

Review current guideline.  

 

Issue clear guidance and monitoring 

 

 

 

Exclusive breast 

feeding  

 

 

 

 

Implementation is weak even 

policy and guidance issued 

 

Communication campaign 

 

Monitoring the implementation in health 

care facilities 
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List the key next steps towards implementing the road map 

 

 

Next step Responsible  Person Timing 

 

Improve quality of EENC 

implementation (prolonged time for 

STS for normal delivery): Enhance 

technical monitoring and annual 

EENC report  

 

MCH-MOH 

 

Provincial Reproductive 

Health Center 

 

 

2018-2019 

 

EENC for caesarean section: TOT 

training to all province 

 

Conduct provincial training and 

monitoring 

 

MCH-MOH 

 

Provincial Reproductive 

Health Center 

 

 

2018-2019 

 

KMC: Develop national guideline on 

KMC 

 

TOT training 

 

Provincial training and monitoring 

 

MCH-MOH 

 

Provincial Reproductive 

Health Center 

 

 

2018-2019 

 

Episiotomy and supine position during 

active labour : 

- Review current guideline.  

 

- Issue clear guidance and 

monitoring 

 

 

MCH-MOH 

 

2018-2019 

Inclusive breast feeding: 

 

+ Communication campaign 

 

+ Monitoring the implementation in 

health care facilities 

 

MCH-MOH 

 

Provincial Reproductive 

Health Center 

 

Hospitals/Health care 

facilities 

 

2018-2019 
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