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NOTE 

The views expressed in this report are those of the participants in the 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 Meeting on Accelerating Progress in Early 
Essential Newborn Care, which was held in Japan from 21 to 25 September 2015.  
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SUMMARY 

 

 
A Meeting on Accelerating Progress in Early Essential Newborn Care was organized in Tokyo, 
Japan, from 21 to 25 September 2015 by the WHO Regional Office for the Western Pacific, the 
National Center for Global Health and Medicine (NCGM) in Japan, the United Nations Children’s 
Fund (UNICEF) Regional Office for East Asia and Pacific, and the United Nations Population 
Fund (UNFPA) Asia-Pacific Regional Office. Eight priority countries in the Western Pacific 
Region (Cambodia, China, the Lao People's Democratic Republic, Mongolia, Papua New Guinea, 
the Philippines, Solomon Islands and Viet Nam) that have introduced Early Essential Newborn 
Care (EENC) reviewed progress and developed road maps for action in the next two years. 
 
In his opening remarks, Dr. Shin Young-soo, WHO Regional Director for the Western Pacific, 
emphasized the importance of EENC to reducing both newborn and child mortality and WHO’s 
commitment to supporting countries to accelerate progress in implementation of EENC. 

 
Since endorsement in 2013 of the Action Plan for Healthy Newborn Infants in the Western Pacific 

Region (2014-2020), the priority countries have begun the introduction and scale up of EENC. 
Important steps have been taken in the areas of EENC policy, planning, coordination and 
implementation. The majority of countries have funded EENC implementation plans, have a 
newborn health focal point in the Ministry of Health and have functioning national EENC technical 
working groups. Across the priority countries, at least 408 health facilities have begun EENC 
coaching, and 9943 delivery and newborn care staff have been coached. Coaching has proved to be 
highly effective in changing health worker practices. Quality improvement for EENC has been 
introduced at the national and subnational levels in seven countries. Data on most indicators in the 
Early Essential Newborn Care Monitoring and Evaluation Framework 2014-2020 are collected. A 
marketing c communications campaigned titled “The First Embrace” was launched in five countries 
in 2015. 

Progress toward institutionalizing the maternal death surveillance and response (MDSR) review 
was also highlighted in several of the priority countries. The first MDSR national reports with 
analyses based on the aggregated maternal death cases were published in the 
Lao People's Democratic Republic, Papua New Guinea and Viet Nam over the last two years.  

Participants from Member States noted that quality of service delivery needs to be improved in 
several areas, including ensuring exclusive breastfeeding and uninterrupted skin-to-skin contact of 
adequate duration immediately after birth, eliminating early bathing of newborn infants and 
prelacteal feeding, and introducing Kangaroo Mother Care (KMC) for preterm and small babies. In 
the area of monitoring evaluation, hospital EENC data remain incomplete and inconsistent and 
under-registration and under-reporting of live births and neonatal deaths remain common. 
Population-based indicators of immediate newborn care practices and postnatal care are often not 
included in large sample surveys. With regards to financing for EENC, most countries have not yet 
costed and budgeted national five-year EENC action plans. 

Based on the strengths and challenges identified in EENC implementation, country road maps 
were developed for the next biennium. These roadmaps addressed: planning and securing long-
term financing, communications and advocacy, scaling up coaching of the basic EENC package, 
strengthening monitoring and evaluation, and developing, testing and introducing new methods 
and guidelines for newborn health in collaboration with WHO and other partners. 
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1. INTRODUCTION 

1.1 Meeting organization 

 
A Meeting on Accelerating Progress in Early Essential Newborn Care was organized in Tokyo, Japan, 
from 21 to 25 September 2015 by the WHO Regional Office for the Western Pacific, the National 
Center for Global Health and Medicine (NCGM) in Japan, the United Nations Children’s Fund 
(UNICEF) Regional Office for East Asia and Pacific, and the United Nations Population Fund 
(UNFPA) Asia-Pacific Regional Office. Eight priority countries in the WHO Western Pacific Region 
that have introduced EENC: Cambodia, China, the Lao People's Democratic Republic, Mongolia, 
Papua New Guinea, the Philippines, Solomon Islands and Viet Nam, reviewed progress and developed 
road maps for action in the next two years. 

The meeting was conducted as detailed country discussions on EENC programmes, EENC 
information and EENC financing. Proceedings included presentations, group work and plenary 
discussions. 

1.2 Meeting objectives 

 
The objectives of the meeting were: 

1) to share results and progress based on the Early Essential Newborn Care Monitoring and 

Evaluation Framework 2014-2020 and maternal death surveillance and response (MDSR) 
review; 

2) to identify opportunities and develop plans to improve monitoring of progress in EENC 
through better data production, dissemination and use, including use of information and 
communications technology-enhanced solutions; and 

3) to identify funding gaps and facilitate a dialogue on financing with development partners 
including the Global Financing Facility. 
 

The main outputs from the meeting were: 

1) documentation of progress, gaps and next steps to accelerate EENC in the eight priority 
countries; and 

2) development of a road map for accelerating progress in EENC, including institutionalizing 
regular collection and use of EENC data and improving financing of EENC and delivery care. 
 

2. PROCEEDINGS 

2.1 Opening session  

Participants were welcomed by Dr Howard Sobel, the Coordinator of the Reproductive, Maternal, 
Newborn, Child and Adolescent Health unit at the WHO Regional Office for the Western Pacific. A 
video message from Dr Shin Young-soo, WHO Regional Director for the Western Pacific, was then 
presented. Dr Shin emphasized the importance of newborn health to further reducing child health in 
the Region and the important role that EENC will play in efforts to tackle the problem. He encouraged 
the priority countries to accelerate their efforts to scale up EENC and emphasized that the WHO 
Regional Office for the Western Pacific will support country efforts. Dr Tamotsu Nakasa, Director, 
Technical Cooperation Center, Bureau of International Cooperation, NCGM Japan, followed with a 
welcome to participants on behalf of NCGM. Proposed chairpersons for meeting sessions and the 
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meeting rapporteur were then nominated and agreed upon (meeting chairpersons and rapporteur are 
presented in Annex 2) 
 

2.2 Methods 

The workshop was conducted as small group reviews of country progress, plenary presentations and 
plenary reviews of the draft progress report. Country data from the validation of EENC progress were 
provided to each country team, as well as country profiles that summarized key country indicators. 
Small group work was guided by worksheets which provided a framework for all discussions. On the 
final day, many participants attended an optional site visit to the NCGM. 

Country data 

Country data from the validation of EENC progress was available to each country. Data were 
provided in the areas of EENC inputs, outputs, outcomes and impact measures in five data tables: 
scale-up readiness benchmarks; implementation indicators (roll-out of EENC, implementation 
indicators); hospital impact; population coverage indicators; and impact indicators. Key indicators 
were summarized graphically in a country profile that was also made available to each country team.  

Small group reviews 

Small group worksheet guides are presented in Annex 3. 

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

Pairs of country teams used a systematic approach to review progress in the 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 encouraged 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 flipcharts and 
presented during a “gallery walk”; all country teams walked between country tables and reviewed 
main findings from each country discussion. 

Box 1. Country questions EENC bilateral country dialogue 
 

Round 1: Introduction and Scale up of EENC – successful approaches  (Table 1A)  
1) What are your three biggest successes with the introduction and scale-up of EENC? 
2) For each area of success describe in detail the process used to achieve the outcome reported, including 

programme actions and who was responsible. 
 
Round 2: Introduction and Scale up of EENC – challenges (Table 1B) 

1) What are your three biggest challenges to achieving high coverage and quality of EENC? 
2) For each challenge describe in detail what has worked and what has not, and possible reasons. 

Round 3: Tracking EENC progress – methods and challenges of information (Table 1C) 
1) What information systems, surveys or mechanisms are currently being used to collect data for tracking 

EENC? 
2) Describe the main challenges you face in getting accurate, precise, timely and complete data for 

tracking EENC. 
3) Describe any policy (including regulatory standards or accreditation mechanisms), information and 

communications technology (ICT) application or other strategies that have been introduced to support 
monitoring of EENC and how these helped to improve EENC data production, dissemination and use. 
Round 4: Financing mechanisms within countries (Table 1D) 
Round 4: Financing mechanisms with countries (Table 1D)What are the main sources of funds coming 
from for maternal and newborn care (government budget, external donors, other domestic sources, 
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• Advisory panel group work: Scaling up EENC (Sessions 8, 9, 11, 15) 
 
Panels were formed in three technical areas: maternal and newborn health; EENC information; and 
EENC financing. Groups identified the main operational issues, gaps, barriers and actions to address 
these issues. Advisory panels presented findings in plenary sessions and question-and-answer sessions 
conducted with all participants. 
 

• Country group work: approaches to strengthen collection, quality, analysis and use of data using 
the Early Essential Newborn Care Monitoring and Evaluation Framework 2014-2020 and to 
improve financial management and advocacy (Sessions 12, 16) 

 
Country teams reviewed monitoring and evaluation for EENC and possible actions to address 
problems. Main findings were presented and discussed with the large group during a gallery walk. 
 

• Country group work: road map for the next biennium – planning, costing and financing to address 
gaps and scale-up EENC (Sessions 17, 19) 

 
Using group work and discussions from previous meetings, country teams identified priority areas 
that needed to be addressed for further scaling up EENC in their own setting, and actions needed to 
address the challenges. A set of priority actions for the next two years was developed, including staff 
responsible for taking action. Findings were presented in a gallery walk. 
 
Plenary reviews and presentations 

 

• Presentations (Sessions 3, 4, 7 and 14) 
 
Presentations were made on regional progress with EENC, the Workshop on Validation of Early 
Essential Newborn Care Progress, Japan’s efforts to reduce maternal and newborn mortality over the 
last 100 years, and an update of maternal health, including maternal death surveillance and response 
in the Region.  
 

• Plenary reviews (Sessions 10, 18 and 20) 
 
Plenary reviews of the draft regional progress report and of meeting conclusions and 
recommendations. Participants reviewed the draft documents. Edits and additions were made in real 
time in front of the group – and directly into the file – until a consensus was reached.  

 
2.3 Summary of findings: EENC programme review 

Findings come from the expert validation of EENC progress, the bilateral country dialogues on 
EENC, and the findings of the Technical Advisory Panel on EENC Programming. Findings of the 
Technical Advisory Panel are presented in Annex 5. 

 

 

payments made by patients), and what are the policies put in place for providing financial protection? 
4) Describe the budget allocation process both between Ministry of Finance and Ministry of Health and 

within the Ministry of Finance (budget planning, negotiation, approval, disbursement, and reporting of 
expenditures).  

1) At the local level, how are funds managed? How much autonomy exists (fiscal decentralization)? 
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2.3.1 Scale-up readiness for EENC: policies, plans and guidelines to support action 

Scale-up readiness benchmarks assess the status of several policy and planning measures important 
for introducing and supporting EENC (Table 4-1, Annex 4). Benchmarks are necessary but not 
sufficient for programme implementation.  
 
Data availability and validation 

Ten benchmarks are used to track scale-up readiness for EENC. All eight priority countries provided 
data for at least nine benchmarks, with data available for 95% of benchmarks overall. Three countries 
did not have data available for Benchmark 10 – proportion of EENC interventions included in pre-
service curricula. Seventy-seven per cent of all available data were validated. Data most often not 
validated were for the benchmarks “EENC stakeholder group formed” (Benchmark 6) and 
“mechanisms established to ensure that professional associations are supporting implementation of 
EENC implementation” (Benchmark 9) (Table 1). 
 
 

Fig. 1. Status of ten EENC scale-up readiness benchmarks by country, August 2015
 

 

 
 

Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila, Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PNG = Papua New 
Guinea, PHL = Philippines, SLB = Solomon Islands, VNM = Viet Nam 
 

 

Main findings 
 

• Of the eight countries, seven have completed a newborn situation analysis and a detailed 12-
month plan; five have a functional EENC technical working group and staff member allocated as 
responsible for EENC in the Ministry of Health; four have conducted annual EENC programme 
reviews and have established a stakeholder group to support EENC; three have adopted a five-
year EENC Action Plan and developed mechanisms for professional association engagement; and 
three have adapted, translated and produced the Early Essential Newborn Care: Clinical Practice 

Pocket Guide for local use (Fig. 1). Three countries are finalizing the clinical pocket guide and are 
close to completion. Four countries are in the process of completing five-year action plans for 
endorsement.  
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• No data were available from three countries on the proportion of EENC interventions 
incorporated into pre-service curricula. For the five countries reporting data, the proportion of 
EENC interventions in pre-service curricula ranges from 62–92% for medical curricula, 39–62% 
for nursing and 39–96% for midwifery. 

•  
Strengths and challenges: scale-up readiness 

 

• All countries reported data on the status of nine or more benchmarks. Three countries have 
achieved six or more benchmarks. 
 

• A five-year EENC action plan has been developed or is in the process of being developed in 
seven countries and formally adopted in three countries.  
 

• Adaptation of the Early Essential Newborn Care: Clinical Practice Pocket Guide is a process that 
must be undertaken systematically to ensure that the guidelines are consistent with evidence-
based recommendations and translated accurately. In implementing countries, this process has 
required: 1) engagement with a number of stakeholders, especially programme staff and 
professional associations; 2) reconciling global evidence-based recommendations with local 
policies and guidelines; and 3) “back translations” to ensure accurate translations of content. 
Three countries had regional support for adaptation of the pocket guide, which was welcomed.  
 

• Data are often not available on the proportion of EENC interventions included in pre-service 
curricula. Assessment of training curricula requires time and specialized staff. In some countries 
multiple curricula are available for each category of staff (medical, midwife and nurse) – staff 
time and resources need to be made available to ensure reviews of content are done 
systematically. 
 

• Half the countries have not established a stakeholder group or mechanisms for systematically 
engaging professional associations. 

 
 
Table 1. Summary of the availability of data on EENC scale-up readiness benchmarks and 

validation status by country, August 2015
 

* Number of benchmarks per country is 10; across 8 countries data were collected for 10*8 = 80 indicators 

** Validation of data applies only to those benchmarks for which data was available, and for benchmarks that had been 
achieved or partially achieved. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 

 
 
2.3.2 Implementation of EENC: health worker practices and supportive systems 

Implementation of EENC requires widespread coaching of health providers responsible for childbirth 
and newborn and postpartum care, as well as health systems that provide sufficient human resources, 
medicines, commodities, financial protection, referral care and supportive policies. 

Indicator 

 

KHM CHN LAO MNG PHL PNG  SLB VNM n/N 
 

Scale-up readiness benchmarks* (N=80) 

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

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

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

Validated** 7 3 9 7 7 7 0 7 47/61 (77%) 

Not validated** 0 3 1 1 3 1 5 0 14/61 (23%) 
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Data availability and validation 

Fourteen indicators are reported to track the roll-out of EENC. Data were available for 33% of 
indicators across all countries, partially available for 42%, and not available for 25%. Ninety-five per 
cent of all indicators were validated. Data validation was not possible for a few indicators where 
supporting data were not provided, or were not adequate to allow validation (Table 2). 

Main findings 

• Across all eight countries, at least 19 national, 66 regional and provincial, 267 first-level referral 
and 56 primary health facilities have begun EENC coaching (Fig. 2). In all the countries, EENC 
coaching has begun with the core components of EENC – management of a breathing baby and a 
non-breathing baby. Coaching on prevention and management of preterm and low-birth-weight 
babies and management of newborn sepsis has not yet been conducted. Coaching materials for 
complications during childbirth (emergency obstetric care) were developed and piloted in one 
country – Solomon Islands. 

• At least 584 national staff, 2201 regional and provincial staff, 64 first-level referral and 2252 
primary-level staff have been coached (Table 4-2 in Annex 4). By August 2015, an additional 
4842 childbirth, newborn and postpartum care staff have been coached in Viet Nam across 63 
provinces and municipalities, translating into a coaching coverage of 34%, although at the time of 
the preparation of this report the number of staff coached at each health facility level had not yet 
been determined. Therefore these data are not included in the data summary by level. When data 
from Viet Nam are included, a total of 9943 staff have been coached in EENC regionally.  

• The proportion of health facilities that have begun coaching using EENC standards in national 
hospitals ranges from 80–100% in the Lao People's Democratic Republic, Mongolia, Papua New 
Guinea and Solomon Islands. Coaching coverage in regional and provincial hospitals ranges from 
11% in Solomon Islands to 100% in Cambodia and Mongolia. EENC coaching coverage is lowest 
for first-level referral hospitals and primary-level facilities, with the exception of Cambodia that has 
begun coaching at 100% of first-level referral facilities. (Table 4-1 in Annex 4) 

• National staff coaching coverage in EENC implementing facilities ranges from 1% in 
Papua New Guinea to 90–100% in Cambodia, the Lao People's Democratic Republic and 
Mongolia. Regional and provincial staff coaching coverage ranges from 9% in Papua New Guinea 
to 90% the Lao People's Democratic Republic. Staff coaching coverage is lowest for first-level 
referral and primary-level facilities.  

• A quality improvement approach for EENC has been introduced by all national EENC 
implementing hospitals in the Lao People's Democratic Republic, Mongolia, Papua New Guinea, 
Solomon Islands and Viet Nam. The approach has been introduced at all provincial hospitals in 
the Lao People's Democratic Republic and has begun in Cambodia and Mongolia. Overall in the 
Region, 22% of implementing facilities have formed an EENC hospital team, 14% are using a 
quality improvement approach, and 12% have received at least three EENC supervisory visits in 
the previous 12 months (Fig. 3).  

Childbirth, newborn and postpartum care clinical practices were assessed in 46 hospitals in the 
region (Fig. 4). Findings from observations and interviews with 446 mothers showed that 
immediate skin-to-skin contact is practised by 63% of mothers, but with only 25% completing the 
first breastfeeding before separation. Most babies were exclusively breastfed in the postnatal 
period (83%). Almost a quarter of babies were still being bathed before 24 hours. Less than half 
of mother charts (37%, N=366) had partographs completed correctly, and KMC is used for 
management of few preterm babies (7%, N=15).  
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Table 2. Summary of the availability of data on EENC implementation indicators and 

validation status by country, August 2015 

Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 

progress, Manila Philippines 11–12 August 2015. WHO, Manila, 12 September 2015. 
* Number of indicators per country is 14; across 8 countries, data were collected for 14*8 = 112 indicators. 
** Validation was conducted for indicators with data available or partially available. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 

 
 
Strengths and challenges: implementation of EENC 

 
Scaling up coaching 
 

• Many countries have scaled up coaching – in some cases widely. Scale up has occurred most 
rapidly in countries with a cadre of strong hospital facilitators who led the process. It is 
generally agreed that roll-out should begin with hospitals, since health providers and 
managers in hospitals strongly influence practices of lower level staff, and they are required 
to support further roll-out. 

• In China, EENC interventions are being incorporated into Baby Friendly Hospital Initiative 
standards.  

• Hospital-based scale up of EENC and coordination of resources requires strong planning and 
management at both central and subnational levels. 

• Successful hospital implementation has required strong hospital leadership. Several countries 
have issued hospital policies or directives to support EENC practices. 

• A relatively low facilitator-to-participant ratio is needed to support coaching and requires 
investments in a large cadre of high-quality facilitators to support roll-out.  

• Since hospitals conduct their own staff training, they need to be adequately equipped to do so 
(mannequins and other coaching supplies). 

• Scale up is limited by time constraints – hospital staff may not have sufficient time to coach 
their own staff, as well as those in other facilities. Rapid turnover of facility staff is also a 
problem in some countries, meaning that re-coaching is frequently required. 

 
Improving clinical practice 
 

• Clinical data show that non-recommended and dangerous practices, such as early bathing 
continue. 

• In several countries (China, the Lao People's Democratic Republic, Mongolia, 
Papua New Guinea, the Philippines and Viet Nam) EENC centres of excellence are being 
established as a mechanism for supporting wider adoption of EENC. 

• Prolonged skin-to-skin contact in the first 90 minutes of life, non-separation of mother and 
newborn infant, and breastfeeding counselling in the early newborn period remain crucial to 
improving rates of early and sustained breastfeeding, but they have been slow to change due 
to a number of factors. Routine admission to neonatal care unit (NCU) or observation areas, 

Indicator 

  

KHM CHN LAO MNG PHL PNG SLB VNM n/N 

 

Implementation Indicators – Roll-out of EENC (N=112*) 

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

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

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

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

Not validated** 
0 0 1 0 1 0 2 0 

4/84 (4.8%) 
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based on arbitrary weight or gestational age criteria rather than physiologic criteria, is still a 
common practice. Unnecessary NCU admissions for preterm and post-caesarean section 
babies remain common, putting these already high-risk newborn infants at even greater risk. 
Eliminating unnecessary admissions not only will save resources, but save newborn lives.  

• The influence of the baby formula industry on caregivers, families and medical staff is 
increasing. Consequently, many babies receive breast-milk substitutes with increased risk of 
illness and death. No country was found to have strong enforcement of the International Code 

of Marketing of Breast-milk Substitutes. In many countries, more women are now working in 
factory or manufacturing jobs, with limited maternity leave available, making sustained 
exclusive breastfeeding more difficult. 

• The hospital quality-improvement approach is not yet widely used by hospital teams. This 
will be important in the longer term for improving and sustaining practices. 

• KMC is lifesaving, but few hospitals in the Region routinely practice it. 

• Challenges remain to supporting clinical practice changes, including defining staff roles and 
responsibilities, organization of work, ensuring that all staff are coached, and managing 
perceived pressure from family and relatives. 

• Hospital data collection on staff coaching status is often insufficient. 

• EENC has been introduced with caesarean section deliveries in some countries, but is still not 
widespread. Lessons learnt from implementing hospitals have not been widely disseminated. 

• Institutionalizing MDSR in several countries contributes to the improvement of care during 
childbirth and the postpartum period. However, the number of maternal deaths that are 
reported and reviewed remains limited. More importantly, the component of “response and 
monitoring the response” in the MDSR cycle is still weak in countries.  

 
Medicines and commodities 
 

• In many countries medicines and commodities are available and are not a barrier to effective 
EENC. However, gaps remain for some medicines and commodities especially in subnational 
facilities. 

 

Health communication and advocacy 
 

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

includes strategic actions on: (1) ensuring an enabling environment for EENC; and 
(2) engaging communities and families to increase demand for EENC. To support 
implementation of these actions, an integrated marketing communications campaign, called 
The First Embrace, was conceived with the following components: a distinct brand and visual 
identity; print materials (posters, primers and key visuals); a short film; and a website that 
serves as a hub for information and dissemination of materials. 

 

• The First Embrace has been launched in four countries following translation of campaign 
materials in local languages: Mongolia (May 2015); the Philippines (May 2015); Viet Nam 
(July 2015);and China (October 2015). Launches have been conducted online (e.g. through 
social media) and through organized events (e.g. press conferences, hospital tours and media 
interviews). Results have been encouraging with active engagement on social media and an 
over an estimated US$ 2 million in media value. The Lao People’s Democratic Republic has 
plans to launch the campaign. 
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Fig. 2. Total number of health facilities providing delivery services and number implementing 

EENC, by country, August 2015  

 

 
 

Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila Philippines 11–12 August 2015. WHO, Manila, 12 September 2015. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 

 
Fig. 3. EENC implementation, seven countries*, 2015 

 
Data for 199 EENC implementing facilities** 
 

 
*Data from seven countries (except China). In the Philippines, there are 196 EENC implementing facilities. However, as 
EENC implementation data were provided by seven facilities, only these facilities have been counted in the total number of 
EENC implementing facilities in the Region. Similarly, in Viet Nam, EENC has been scaled to all 63 provinces and 
municipalities of the country. At the time of data collection, however, the number of implementing facilities was unknown. 
Data were available from only three Viet Nam hospitals, and these were counted in the denominator. 
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**N = 199: 11 national, 11 regional, 31 provincial, 91 first-level referral hospitals and 55 primary facilities.  
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila, Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015. 

 
Fig. 4. EENC clinical practice – facility data, seven countries, 2015 

 
Observations of 446 live births and review of 366 partographs in 46 hospitals*:  
 

 
* 14 national, 13 regional, 10 provincial/first-level referral hospitals, and nine primary facilities. Kangaroo Mother Care 
(KMC) data based on observations of 15 preterm babies in 38 hospitals. 
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila, Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

 
 

2.3.3 Hospital impact: tracking EENC clinical outcomes for quality 

Data availability and validation 

Only 9% of all implementing hospitals reported hospital impact data (31/330) (Table 3). Twelve 
indicators are reported on hospital impact. Of those hospitals reporting, 9% had all data available and 
58% had partial data available. No data were reported for 32% of all hospital indicators. Ninety-nine 
per cent of hospital indicators were validated. Most frequent indicators with no data were the use of 
antenatal steroids for preterm labour and the use of KMC for preterm babies. Partial reporting also 
occurred because not all hospital levels reported – with lower-level hospitals less likely to report. One 
country, the Lao People's Democratic Republic, did not report any hospital indicators by weight or 
gestational age because of difficulties abstracting these data from records – although data are 
available and will likely be collected in the future. 

Partial and incomplete hospital data make it difficult to establish trends. Sixteen months of data from 
Da Nang Hospital for Women and Children in Viet Nam are shown in Fig. 5. Data allow long-term 
trends to be tracked – and to identify outbreaks or unusual increases in cases to be identified. EENC 
coaching began in Da Nang Hospital for Women and Children in July 2014. Trend data suggest a 
downward trend in NCU admissions and cases of sepsis.  
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Table 3. Summary of the availability of data on EENC hospital impact indicators and validation 

status by country, August 2015 
 

* Number of indicators per country is 12; across 8 countries data were collected for 96 indicators. 
**Implementing hospitals are national, regional/provincial, and first-level referral hospitals implementing EENC at the time 
of data collection.  
#Validation was conducted for indicators and benchmarks with data available or partially available. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

 
 

Strengths and challenges 

 

• Most countries have begun collecting hospital impact data on a small scale. In Mongolia, 
hospital data will be integrated into the routine maternal and child health surveillance system 
that collects data every two weeks from all facilities; an important landmark in making 
hospital data collection routine and sustainable. In the Lao People's Democratic Republic, 
with support from WHO and the Centre for International Child Health, Melbourne, Australia, 
the Ministry of Health has begun testing the use of a simple hospital database for collecting, 
aggregating, storing and analysing hospital data. 

 

• Data collection remains a challenge for several reasons, including the need for designated 
staff to collect and input data, multiple data gaps and errors due to lack of clarity on indicator 
definitions and logistical challenges associated with abstracting data from maternity and NCU 
registers. 
 

• Data management will be an important issue in the next phase of scale up. As a primary 
objective, hospitals need to collect, manage and use their own data for tracking progress. A 
secondary objective is receiving and managing data at the central level for national tracking.  

• Currently, hospital data are entered into Excel spreadsheets and consolidated by the Ministry 
of Health and WHO staff. Direct data entry into a web-based system is a long-term goal. The 
WHO Regional Office for the Western Pacific is working on establishing a web-based 
regional data base. 

 
  

Indicator 

  

KHM  CHN LAO MNG PHL PNG SLB VNM n/N 

 

Hospital impact indicators – roll-out of EENC (N=96*) 

Proportion of implementing hospitals 
reporting data for EENC hospital 
indicators** 

3/109 0 6/8 6/6 9/196 3/7 1/4 3/3 31/330 (9.4%) 

Data available 0 0 0 9 0 0 0 0 9/96 (9.4%) 

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

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

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

Not validated# 0 0 0 0 0 1 0 0 1/65 (1.5%) 
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Fig. 5. Neonatal Care Unit (NCU) admissions, sepsis and asphyxia cases, Da Nang Hospital for 

Women and Children, Viet Nam, January to December 2014 

 

Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila, Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

 

 
2.3.4 Population coverage: reaching all newborn infants with essential interventions 

Improving population coverage of EENC interventions is the primary programme outcome and a 
result of effective policy and systems inputs.  

Data availability and validation 

The status of population-based coverage indicators for EENC is summarized Table 4 and in Fig. 4-1, 
Fig. 4-2 and Fig. 4-3 in Annex 4. Fourteen indicators are reported to track population-based coverage. 
Coverage indicators were reported by eight countries and were available for 54% of all country 
indicators. Coverage data were most often not available from China and Papua New Guinea, which 
have not conducted large-sample, population-based surveys regularly. 

Ninety-seven per cent of indicators were validated. Indicators most frequently not reported were in the 
areas of immediate newborn care practices (newborn infants dried after birth, skin-to-skin contact, 
bathing practices and prelacteal feeding), and postnatal care (PNC) – newborn infants receiving care 
and mothers receiving counselling within 48 hours of birth. Questions for most of these indicators 
have been developed and tested but are infrequently included in routine large-sample household 
surveys, such as DHS. The proposed indicator on early PNC and counselling has not yet been 
developed or tested. 

 

 

July 2014: EENC coaching begun 

for delivery and paediatric staff  
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Main findings 

• Skilled birth attendance rates range between 42% in the Lao People's Democratic Republic and 
99% in China and Mongolia. In most priority countries, rates of delivery by skilled attendants and 
at facilities have increased steadily in the last decade. 

• National caesarean section rates are high in China (35%), Mongolia (23%) and Viet Nam (28%). 
Rates are below 10% nationally in Cambodia and the Lao People's Democratic Republic. China 
has reduced the national caesarean section rate from 41% in 2008, a significant achievement. 

• The proportion of newborn infants breastfed within one hour of birth is half or less in Viet Nam 
(27%), the Lao People's Democratic Republic (39%), and the Philippines (50%) and above 50% 
in Cambodia (63%), Solomon Islands (75%) and Mongolia (93%). 

• Of six countries with data, the proportion of babies with a reported birth weight was 43% in the 
Lao People's Democratic Republic, 70–90% in Cambodia, the Philippines and Solomon Islands, 
and over 90% in Mongolia and Viet Nam. Measuring and reporting birth weight is an essential 
component of EENC and required for determining postnatal care.  

• Prelacteal feeds were not commonly given in Solomon Islands, Cambodia and the 
Lao People's Democratic Republic (6%, 19% and 23% respectively) and commonly given in 
Viet Nam (72%) and the Philippines (36%). EENC discourages prenatal feeding since it increases 
the risk of infection and may discourage early breastfeeding. 

• Seven countries reported data on PNC contacts within 48 hours for the mother; five of these 
countries also reported PNC contacts for the newborn infant as well as the mother (71%). Ninety 
percent or more of mothers received PNC within 48 hours in Cambodia, China, Mongolia and 
Viet Nam, 72% in Philippines, and less than 50% in the Lao People’s Democratic Republic and 
Solomon Islands. Close to 90% of newborn infants received PNC within 48 hours in China, 
Mongolia and Viet Nam, 77% in Cambodia, 54% in the Philippines and 41% in the 
Lao People’s Democratic Republic. Cambodia and the Philippines showed gaps between rates of 
maternal and newborn PNC, suggesting that in many cases newborn infants do not receive PNC at 
the same time as the mother.  

 
 

Strengths and challenges 

 

• High coverage is noted for several indicators – particularly deliveries by skilled birth 
attendants and at facilities. This remarkable achievement, while making it possible to reach a 
high fraction of the population, makes the quality of childbirth, immediate newborn care and 
postpartum care paramount to further reductions in maternal and newborn deaths and illness. 

• High caesarean section rates are noted in some countries, particularly in urban areas. At 
population level, caesarean section rates higher than 10% are not associated with reductions 
in maternal and newborn mortality rates. The review did not investigate in detail how many 
unnecessary procedures were done in the Region, but globally, non-medically indicated 
caesarean sections are the most common cause of prematurity. This puts mothers and babies 
at risk of adverse outcomes compared with normal spontaneous deliveries and increases 
health care costs.  
 

• None of the countries submitted population data on the percentage of newborn infants dried 
after birth.  

• Inequities in intervention coverage by wealth, education, urban/rural residence and other 
factors remain common in most countries. Location of high-risk populations may influence 
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which areas (and facilities) are targeted for early implementation and scale up; as well as 
strategies needed to introduce and support quality EENC – for example, facilities in remote 
areas may have difficulty recruiting and retaining staff, may lack electricity or water, and may 
have gaps in medicines and commodities that are different from facilities with easier access to 
infrastructure. 
 

• Early newborn care (drying, skin-to-skin contact and delayed bathing) and newborn postnatal 
care indicators are often not included in population-based surveys – although tools to measure 
these indicators are available. Population-based data on skin-to-skin contact were available 
only from the Philippines, which reported that 64% of all newborn infants were placed in 
skin-to-skin contact nationally (Philippines National Demographic Health Survey 2013). 

• A proposed indicator on postnatal care and breastfeeding counselling has not yet been 
developed and tested, and therefore has an uncertain accuracy and precision. It has been 
removed from the EENC monitoring and evaluation framework and will be tested as a 
research question.  

 

• Some countries do not conduct population-based surveys regularly. Data from population-
based surveys, collected using standard methods, are essential for tracking programme reach 
and progress, and for planning.  

 

 

Table 4. Summary of the availability of data on population coverage indicators and validation 

status by country, August 2015 

 

* Number of indicators per country is 14; across 8 countries, data were collected for = 112 indicators. 

** Validation was conducted for indicators and benchmarks with data available or partially available. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

 

 

2.3.5 Population impact: reducing newborn morbidity and mortality 

Data availability and validation 

Five indicators tracking newborn health impact were reported by all eight priority countries. Sixty-
five per cent of impact indicators were reported by countries; no data were available for 35% of 
indicators. Ninety-two percent of all indicators were validated. Data were most frequently unavailable 
for perinatal mortality and the prevalence of preterm births (Table 5).  

Routine surveillance data were used for reporting impact in two countries with relatively high system 
coverage and reporting (China and Mongolia). DHS survey data calculated the perinatal mortality rate 
and preterm birth rate in only one country (the Philippines). Modelled data from the Inter-agency 
Group for Child Mortality Estimation (IGME) were used to calculate newborn mortality in 4/8 

Indicator 

  

KHM CHN LAO MNG PHL PNG  SLB VNM n/N 

 

Summary of EENC Review Table 4: Coverage Indicators for EENC (N=112*)) 

Data available 9 6 9 8 10 2 9 8 61/112 (54%) 

Data not available 5 8 5 6 4 12 5 6 51/112 (46%) 

Validated** 9 6 9 8 10 2 7 8 59/61 (97%) 

Not validated** 0 0 0 0 0 0 2 0 2/61 (3.3%) 
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countries. Similarly, Child Health Epidemiology Reference Group (CHERG) data were used to 
estimate causes of newborn death in four countries. 

Main findings  

• In all countries, newborn deaths now represent a minimum of 40% of under-5 child deaths 
(Table 1).  

• Newborn mortality rates in five countries are now low enough to make survey-based 
estimates less valid and reliable. These include the Philippines and Solomon Islands (13/1000 
live births) and Viet Nam (12/1000 live births), Mongolia (10/1000 live births) and China 
(6/1000 live births) (Table 6). 

• The most important causes of neonatal deaths in all countries remain preterm/low birth 
weight, asphyxia and infection. Data are often not collected on perinatal mortality and the 
preterm birth rate (Table 8). 

• Routine collection of data on preterm birth rates is insufficient in all countries. The case-
definition was found to vary and ICD-10 definitions, under the International Classification of 
Diseases, were not used systematically. 

Table 5. Summary of the availability of data on impact indicators and validation status by 

country, August 2015 

 

* Number of indicators per country is 5; across 8 countries, data were collected for 40 indicators. 
** Validation was conducted for indicators with data available or partially available. 
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

 

  

Indicator 

  

KHM  CHN LAO MNG PHL PNG  SLB VNM n/N 

 

Summary of EENC Review Table 5: Impact Indicators for EENC (N=40*) 

Data available 2 5 3 4 5 1 3 3 26/40 (65%) 

Data not available 3 0 2 1 0 4 2 2 14/40 (35%) 

Validated** 2 4 3 3 5 1 3 3 24/26 (92%) 

Not validated** 0 1 0 1 0 0 0 0 2/26 (8%) 
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Table 6. Population impact indicators by country and validation status, August 2015 

 

  
KHM = Cambodia, CHN = China, LAO = Lao People's Democratic Republic, MNG = Mongolia, PHL = Philippines, PNG = 
Papua New Guinea, SLB = Solomon Islands, VNM = Viet Nam 
Source: Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 
progress, Manila Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015 

Strengths and challenges 

 

• All countries collect mortality and birth weight data and use these data for tracking progress. 

• Routine health information systems are used for tracking impact data in two countries, 
although the accuracy and precision of these data have not been validated. Use of routine data 
systems will be important in the longer term as newborn mortality rates decline in other 
countries. For routine health management information systems (HMIS) to be accepted as 
valid and reliable estimates of population mortality, these systems will need to be periodically 
evaluated. 

• Routine health information systems in some countries do not collect newborn mortality rates; 
under-5 child deaths are reported which aggregate newborn deaths. Disaggregation of 
newborn deaths from under-5 child deaths is essential for tracking progress. 

• Perinatal deaths audits are not routinely conducted in any country. They should be considered 
in selected facilities to better understand underlying systems barriers leading to death and take 
action to address problem areas. A standard tested methodology is needed for regional use. 

• Declining newborn mortality rates will make it increasingly difficult to collect mortality data 
using standard samples sizes used in population-based surveys.  

2.4 Summary of findings: review of monitoring and evaluation for EENC 

Findings come from country bilateral discussions, country group reviews of EENC monitoring and 
evaluation, and EENC information from the Technical Advisory Panel. MDSR data come from a 
regional review of progress conducted in March 2012. A summary of the findings of the Technical 
Advisory Panel is presented in Annex 5. 
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The Early Essential Newborn Care Monitoring and Evaluation Framework 2014-2020 will support 
implementation of EENC and allow the tracking of progress and use of data for making programme 
decisions. Effective and sustained implementation will require commitments to a planning, 

implementation and quality improvement cycle.
1
 This cycle includes annual reviews of progress at the 

national level, a continuous quality self-improvement approach using EENC hospital teams, and 
periodic (every five years) strategic planning to set direction and outline a road map for continued 
implementation, using data. Key components of the planning and implementation cycle have been 
introduced and used in countries to support planning and implementation – and are supported by tools 
and guidelines from the WHO Regional Office for the Western Pacific. Hospital teams are at the core 
of the approach, functioning semi-autonomously and being a resource for expansion and support of 
activities within their own catchment areas. Routine data collection systems will replace surveys for 
gathering routine monitoring data over the longer term. However, surveys remain the mainstay for 
collecting national coverage and impact data for most countries. Annual EENC implementation 
reviews are used to track clinical practice, validate hospital team performance and support planning. 
 
MDSR reports with aggregated maternal mortality data and recommendations have been developed in 
the Lao People’s Democratic Republic, Papua New Guinea and Viet Nam. Geographical coverage and 
the number of reported and reviewed maternal mortality cases have been increasing in the 
Lao People’s Democratic Republic and Viet Nam. Monitoring and evaluation has been improved in 
these two countries though annual workshops focusing on improving the MDSR system. In the 
Philippines, the role of professional associations in the MDSR system is being considered. Findings 
from MDSR reviews are being used in countries to improve quality of care. In Viet Nam, for 
example, data showing that 46% of maternal deaths resulted from delays after arriving at the facility 
led to identification of actions to improve clinical management.  

Strengths and challenges 

 

• The Early Essential Newborn Care Monitoring and Evaluation Framework 2014-2020 has 
been included in all national five-year EENC action plans, as have definitions, frequency of 
reporting and possible data sources. The indicators have been reviewed by EENC 
coordinating committees, which completed the recent EENC data validation.  

• The quality, completeness and timeliness of routine health information system data are often 
poor. Key newborn indicators are not always reported in routine systems including newborn 
mortality as a separate category from under-5 child mortality. National reporting for most 
indicators is required annually. 

 

• In some countries routine monitoring and feedback systems are in place for tracking the 
quality of care, and these can be adapted to include some EENC practices. 

 

• Newborn deaths are often under-reported because of under-reporting in communities and 
misclassification by health workers. 
 

• The number of indicators for tracking implementation and hospital impact is a concern for 
many countries. However, several indicators are available from existing sources of data. 
Strategies to improve simplicity and speed of data collection will increase the likelihood that 
data are collected.  

• Hospital EENC quality improvement teams have been introduced in some countries 
(Cambodia, the Lao People's Democratic Republic, Mongolia, Papua New Guinea and the 

                                                
1
 Early Essential Newborn Care Monitoring and Evaluation Framework 2014-2020. WHO, Manila, October 2015. 
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Philippines). These teams drive implementation in their own hospitals, collect hospital data 
and immediately use data for taking action. Teams are not yet widespread in any country. 
 

• Population-based surveys are essential for tracking coverage of newborn health interventions, 
but often do not incorporate newborn health indicators. Low newborn mortality rates in some 
countries lead to increasingly imprecise survey estimates. 

 

• Annual EENC Implementation Reviews have been found to be useful for understanding and 
validating clinical practice and facility support from a representative sample of EENC 
implementing health facilities and have been useful for developing hospital policy directives 
to support clinical practice. Ensuring that countries budget and plan for annual reviews will be 
an ongoing challenge. 

 

• While EENC hospital impact data are critical to decision-making, the method currently 
requires trained staff to abstract data from maternity and NCU registers. This can be time 
consuming, and gaps in records make completing all indicators difficult.  

• Most countries have implemented a national policy requiring notification of all maternal 
deaths. Capacity has improved at the hospital level, as well as at the national level, to report 
and review maternal deaths in a timely manner. At the district level, however, capacity 
remains limited to review deaths, conduct quality-of-care assessments regularly in a sample of 
maternity facilities, monitor reporting in communities and provide feedback. 

• In many settings, national guidelines and protocols are not aligned with global WHO 
recommendations. Solomon Islands has addressed this by updating its national protocol for 
normal deliveries, prolonged labour, pre-eclampsia and eclampsia, and postpartum 
haemorrhage in accordance with WHO recommendations. Staff who have been coached in 
EENC have also been coached in an additional module on emergency obstetric care.  

2.5 Summary of findings: review of financing for EENC 

 
Findings come from country bilateral discussions and from the Technical Advisory Panel on ENNC 
financing. A summary of the findings of the Technical Advisory Panel is presented in Annex 5. 
 
Predictable and sustainable sources of funding are required to further roll-out EENC. Currently all 
countries have developed rolling one-year implementation plans, financed by the Ministry of Health 
in collaboration with WHO, UNICEF and other partners. Full costing of EENC introduction and 
expansion has not yet been completed in any country, which limits the ability to advocate for 
resources over the long term. Many components of EENC are already funded in recurrent government 
budgets, such as human resources, essential infrastructure, and medicines and commodities. The 
additional marginal cost of introducing EENC is likely to be relatively low. In addition, it is crucial 
that cost savings expected from widespread implementation of EENC, including reduced costs of 
treatment for sick children, reduced NCU admissions, and provision only of recommended care 
during childbirth and postpartum, are also factored into cost calculations.  

 
There was general agreement that costing of EENC and advocacy with decision-makers in ministries 
of health and of finance are important steps in ensuring that EENC is incorporated and protected in 
routine budgets. Similarly, increased awareness of development partners is needed to ensure that 
available resources are shared and allocated appropriately. 
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Strengths and challenges 

 

• Most countries have developed and funded one-year EENC implementation plans using a 
combination of Ministry of Health and development partner funds. Five-year EENC action 
plans are not yet fully costed or funded in any country. 

• Many development partners are interested in EENC and are potential funders in the longer 
term. 

• Some countries have national health insurance schemes in place that provide free services for 
women, mothers and babies. Other countries do not yet have a comprehensive insurance 
scheme, but are providing free services for high-risk groups. All countries recognize that 
adequate financial protection for mothers and children, including newborn infants, is critical, 
and are working towards this goal. 

• A formal investment case for EENC, which outlines long-term impact and cost savings from 
the implementation of EENC, has not yet been developed in any country.  

• Challenges remaining for making sufficient funds available for EENC include low priority of 
newborn care within ministries of health, insufficient understanding by ministries of finance 
about the potential impact of EENC on maternal and newborn health and the resulting cost 
savings, misalignment between budget estimates by the Ministry of Health and Ministry of 
Finance, and decreasing funding from development partners – and in certain settings – central 
governments. 

• Implementation is limited by delays in disbursement of funds, lack of systems for tracking 
external funding flows, poor expenditure reporting systems, and weak governance that makes 
systems complex and unwieldy. 

• Poor communication within ministries of health, as well as between ministries of health and 
government decision-makers, remains an important issue that limits funding allocation for 
newborn health. This results in lack of understanding of the issue and lack of prioritization in 
budgets. 

2.6 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 6. There was consensus across all countries that priority actions 
need to focus on: 

• planning and securing long-term financing; 

• communications and advocacy; 

• scaling up coaching of the basic EENC package; 

• strengthening monitoring and evaluation for EENC; and 

• developing, testing and introducing new methods and guidelines for newborn health in 
collaboration with WHO Western Pacific Region and other partners (Table 7). 

 
The emphasis placed on each action will vary according to the current status of EENC implementation 
and systems capacity in countries.  

 
Country road maps provide a clear course of action for the next two years and focus on consolidating 
gains already made, including securing financing, scaling up EENC coaching and quality self-
improvement, and ensuring that monitoring and evaluation for EENC is in place.  
 



- 20 - 
 

Over the longer term, several priority areas were identified. Work in these areas is currently being 
undertaken and will be ongoing, but all will be essential for sustaining EENC into the future: 
 

• Roll-out quality improvement mechanisms, including coaching for management of preterm 
and low-birth-weight babies and neonatal sepsis, as well as complications during childbirth. 
Coaching in these areas will be conducted once core EENC practices have been established. 
Institutionalizing KMC will be central to improving management of preterm babies.  

 

• Incorporate EENC standards and coaching methods into pre-service education curricula for 
doctors, midwives and nurses. Ideally all staff will be coached using EENC standards as part 
of basic training. 
 

• Ensure financial protection for mothers and newborn infants so that all childbirth, newborn 
and postpartum care is provided free of charge. Priority countries in the Region currently 
provide different levels of protection using different mechanisms. In the longer term these 
will need to be consolidated and strengthened. 
 

• Strengthen monitoring, reporting and enforcement of the International Code of Marketing of 

Breast-milk Substitutes. 
 

• Incorporate EENC into routine reproductive, maternal, newborn, child and adolescent health 
plans and budgets at all levels of the health system to ensure that it is a part of routine systems 
in all countries. 

 

Table 7. Summary of Priority Actions Developed by Eight Countries: consolidating gains and 

further scaling-up EENC in the next biennium 

 
EENC programme area Priority actions proposed for the next two years 

Complete planning and 
secure long-term 
financing for EENC 

Finalize and cost five-year EENC action plans, including a scale-up plan for 
EENC coaching and hospital quality improvement. 

Integrate EENC plans into existing maternal and child health plans to avoid 
duplication and maximize efficiency. 

Integrate the EENC budget into the routine maternal and child health budget. 

Develop an investment case for EENC outlining the cost implications of full 
implementation and use for advocacy. 

Advocate for funding with policy-makers, senior Ministry of Health staff, Ministry 
of Finance staff and development partners, share costs in the early phases of scale 
up but aim to transfer all costs to government sources over time. 

Communication and 
advocacy 

Build consensus around EENC by providing more information on EENC to 
decision-makers in government – namely the Ministry of Health and Ministry of 
Finance, professional associations, and senior health providers using existing 
routine meetings or reviews and other fora for exchanging information. 

Develop communication materials and strategies for better educating women, 
families and others in the community, including during routine facility visits for 
antenatal care. 

Further scale up coaching 
of the basic EENC 
package (management of 
a breathing baby and a 
non-breathing baby) 

Complete adaptation of the Early Essential Newborn Care Clinical Pocket Guide 
and harmonize EENC standards with other technical guidelines; adapt the most 
recent version of the WHO Facilitators Guide: Strengthening care of the 

breathing and non-breathing newborn infant: the First Embrace and Establishing 

Quality Improvement for Early Essential Newborn Care in Hospitals guide  

Identify and coach a pool of EENC facilitators to support scale up, including 
hospital staff at national and subnational levels, and implement EENC clinical 
coaching scale-up plan using facilitators.  

Form hospital quality improvement EENC teams at each implementing hospital 
and coach hospital teams to collect and use data on clinical practices and facility 
support for EENC. Link into routine hospital quality self-improvement teams 
where possible. 
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EENC programme area Priority actions proposed for the next two years 
Ensure availability of medicines, commodities, equipment and other support for 
EENC. 
Integrate EENC medicines and commodities into essential medicine and 
equipment lists, and use findings from regular facility reviews to identify gaps and 
take action. 

Strengthen monitoring and 
evaluation for EENC 

Adapt Early Essential Newborn Care Monitoring and Evaluation Framework 

2014 - 2020: integrate indicators into existing tools, get approval for tools, secure 
government approval for integration into routine systems and link with e-health 
initiatives where possible. 

Integrate population-based indicators for newborn health into large-sample, 
population-based surveys. 

Conduct annual implementation reviews and planning linked with regular in-
facility or external supervision.  

Pilot EENC in early implementation hospitals and evaluate intensively.  

Continue and expand Maternal Death Surveillance and Response (MDSR). 

Develop, test and 
introduce new methods 
and guidelines in 
collaboration with WHO 
Western Pacific Region 
and other partners 

Neonatal death audits method and guidelines. 

Coaching approach and materials for prevention and management of preterm and 
low-birth-weight babies. 

Coaching approach and materials for complications during childbirth (Emergency 
Obstetric Care).  

Coaching approach and materials for management of neonatal sepsis. 

 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 
 
The principal conclusions of the workshop were: 
 
Significant progress has been achieved in key areas: 

 

• Priority countries in the Region (Cambodia, China, the Lao People's Democratic Republic, 
Mongolia, Papua New Guinea, the Philippines, Solomon Islands and Viet Nam) have begun 
the introduction and scale up of Early Essential Newborn Care (EENC) and the collection of 
monitoring and evaluation data.  

 

• Priority countries have taken important steps in the areas of EENC policy, planning, 
coordination and implementation. The majority of countries have funded EENC 
implementation plans, have a newborn health focal point in the Ministry of Health and have 
functioning national EENC technical working groups. Annual EENC implementation plans 
have been funded by government and development partners. Across the priority countries, at 
least 408 health facilities have begun EENC coaching, and 9943 delivery and newborn care 
staff have been coached. Coaching has proved to be highly effective in changing health 
worker practices. Quality improvement for EENC has been introduced at the national and 
subnational levels in seven countries. Data on most indicators in the Early Essential Newborn 

Care Monitoring and Evaluation Framework 2014-2020 are collected. 
 

• Progress toward institutionalizing the maternal death surveillance and response (MDSR) 
review was noted in several of the priority countries. The first MDSR national reports with 
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analyses based on the aggregated maternal death cases were published in the 
Lao People's Democratic Republic, Papua New Guinea and Viet Nam over the last two years. 
The recommendations in the report guide further action in each country. 
 

• Programme staff, planners and policy-makers are increasingly recognizing that the 
implementation of EENC reduces unnecessary neonatal care unit admissions, delivery 
procedures (episiotomies, augmentation of labour and caesarean sections), and the treatment 
costs of sick children, resulting in lower costs to the system and out-of-pocket expenditures 
for families. 

• A marketing communications campaigned titled “The First Embrace” was launched in China, 
Mongolia, the Philippines and Viet Nam in 2015. The campaign was conceptualized with a 
distinct brand and visual identity, print materials (posters, primers and key visuals), a short 
film, and a website that serves as a hub for information and dissemination of materials. In 
each country, campaign materials were translated into local languages. 

 

Substantial improvements in quality of service delivery, information and financial management 

are needed to accelerate and sustain progress: 

 

• Quality of service delivery needs to be improved in several areas, including ensuring 
postpartum exclusive breastfeeding and uninterrupted skin-to-skin contact of adequate 
duration, eliminating harmful practices, (such as early bathing of newborn infants and 
prelacteal feeding), and introducing Kangaroo Mother Care (KMC) for preterm and small 
babies. 

 

• Under-registration and under-reporting of live births and neonatal deaths (numbers and 
causes) remain common. Incomplete and inconsistent data are most commonly noted for 
indicators of EENC implementation and hospital impact, which require new data collection 
methods. Only a small fraction of all hospitals in seven countries report hospital impact 
measures, and these data are not incorporated into routine systems in any country. Population-
based indicators of immediate newborn care practices and postnatal care are often not 
included in large-sample, population-based surveys. 

 

• Most priority countries have not yet costed and budgeted national five-year EENC action 
plans. EENC plans in many countries need to be fully costed so that an investment case can 
be made to ministries of health and finance, as well as development partners. Better 
communication and advocacy with policy-makers is needed to facilitate budget allocations for 
EENC. Lack of functional financial structures and decentralized fiscal autonomy impede 
timely disbursements of funds for EENC programmes and payment of health worker salaries. 
Universal health coverage (UHC) programmes must ensure that terms provide sufficient 
resources for women, mothers and babies.  

 
3.2 Recommendations  
 
Member States may consider: 

 
1) Integrating country road-map actions into existing short- and long-term EENC 

implementation plans.  
 

2) Reviewing existing data collection systems – health information systems, population 
surveys such as Demographic Health Surveys (DHS) and Multiple Indicator Cluster 
Surveys, health facility surveys and other surveys – to identify appropriate data 
sources for EENC indicators.  



- 23 - 
 

 
3) Conducting annual EENC Implementation Reviews, and using data from these 

reviews to plan and track progress of EENC programmes. 
 

4) Developing a scale-up approach for EENC that centres on the formation of hospital 
quality teams to deliver standard EENC using a continuous quality assurance process. 
 

5) Establishing KMC in hospitals where EENC is being correctly and routinely 
practiced.  
 

6) Fully costing five-year EENC plans, developing an investment case and advocating 
for resources with policy-makers, development partners and the Global Financing 
Facility. 
 

WHO and development partners may: 
 

1) Send the updated version of the draft First Biennial Report of Progress towards 

Implementing the Action Plan for Healthy Newborn Infants as early as possible for 
final review.  

 
2) Set core EENC indicators for national tracking and develop metadata for these 

indicators.  
 
3) Support Member States to implement their country road maps, including:  
 

a. development and enforcement of EENC standards, monitoring and 
enforcement of the International Code of Marketing of Breast-milk 

Substitutes, introduction of KMC and management of sick newborn infants; 
b. institutionalization of monitoring and evaluation for EENC; and  
c. costing and development of an investment case for EENC; advocating for and 

securing resources from policy-makers, development partners and others; and 
improving financial management systems. 

 
4) Convene the independent review group to validate EENC data, convene biennial 

meetings of Member States, and convene advisory panels for specific issues needing 
enhanced support.  

 
5) Support manuscript development for peer-reviewed publication of the findings of the 

EENC progress review and other data from early implementation in the Western 
Pacific Region. 

  



- 24 - 
 

 



- 25 - 
 

ANNEXES 
 

Annex 1. List of participants, temporary advisers, representatives of agencies/observers 

and secretariat 

 
PARTICIPANTS 

 
CAMBODIA 

 
 

Dr Bun Sreng, Deputy Director, Department of Communicable Disease Control, 
Ministry of Health; 80 Sandach Penn Nouth Blvd (289), Sangkat Boeurgkak 2, 
Khan Tuol Kok, Phnom Penh. Tel. : +855 23884607;  bun_sreng72@yahoo.com 
 

 
Ms Kan Bola, Deputy Bureau Chief, Budget Formulation Department 
Ministry of Economy and Finance; St. 92, Sangkat Wat Phnom, Khan Daun Penh, 
Phnom Penh. Tel. : +855 964349799;  kan_bola@yahoo.com 

 
 Professor Tung Rathavy, Director, National Maternal and Child Health Center, 

Ministry of Health (NMCHC); 31A Street France, Sangkat Sras Chak, Khan Daun 
Penh, Phnom Penh. Tel. : +855 12222773;  rathavy@online.com.kh 

 
CHINA Mr Ding Yilei, Director of Rural Health Insurance System, Department of Primary 

Health Care, Ministry of Health, 14 Zhichunlu Road, Haidian District 
Beijing. Tel. : 18500199755;  dingyilei2014@126.com 
 

 
Ms Wang Xin, Division Director, Department of Planning and Finance 

Friendship Hotel Building 3, Zhongguancun South Street, Haidian District 
Beijing. Tel. : +8615201666285;  wangxin@nhfpc.gov.cn 
 

 
Mr Zhang Bo, Senior Program Officer, Department of Maternal and Child Health 
Care, Ministry of Health; 14 Zhi Chun Road, Haidian District, Beijing. 
Tel. : +8613581680593;  744546251@qq.com 
 

LAO PEOPLE'S 

DEMOCRATIC 

REPUBLIC 

Dr Southanou Nanthanontry, Director of Planning and Investment Division 
Department of Planning and International Cooperation, Ministry of Health 
Ban Nakhae, Saythany District, Vientiane. 
Tel. : (856-21) 252753;  southa13@gmail.com 
 

 
Dr Sommana Rattana, Deputy Chief of Local Hospital Division 

Department of Health Care, Ministry of Health, Simuong Road, Sisattanak District, 
Vientiane. Tel. : (856-20) 5561 4968;  sommana_68@yahoo.com 
 

 

 

 

Dr Bounnack Saysanasongkham, Deputy General Director, Department of Health 
Care, Ministry of Health; Simuong Road, Sisattanak District 
Vientiane. Tel. : (856-20) 5569 3915;  sbounnack@gmail.com 
 

 
Mr Phoukham Soulat, Deputy Head, Budget Department, Ministry of 
Health; 23 Singha Road, Nongboon Village, Sisattanack District, Vientiane. 
Tel. : (856-21) 911613;  mackhan7674@yahoo.com 
 

 

MONGOLIA 
Dr Ganchimeg Gombosuren, State Secretary, Ministry of Health and Sports 
Government Building 8 Olympic Street-2, Sukhbaatar District 14210 
Ulaanbaatar. Tel. : 976 9987 0401;  ganchimeg@mohs.gov.mn  
 
Dr Oyunkhand Ragchaa, Director, Strategic Policy and Planning Department, 
Ministry of Health and Sports; Government Building 8 Olympic Street-2, 



- 26 - 
 

Sukhbaatar District 14210, Ulaanbaatar. 
Tel. : 976 1126 0808;  ragchaah@yahoo.com 
 

PAPUA NEW 

GUINEA 

 

Dr Paison Dakulala, Deputy Secretary, National Health Services Standards 
National Department of Health; P.O. Box 807, Waigani, NCD. 
Tel. : 675 301 3776;  paison_dakulala@health.gov.pg 

 

 
Dr William Lagani, Manager, Family Health Services, National Department of 
Health; P.O. Box 807, Waigani, NCD. 
Tel. : 675 301 3706;  lagani.william@gmail.com 
 
Ms Freda Walai Sui, Technical Officer, New Born Care, National Department of 
Health; P.O. Box 808, Waigani, NCD. 
Tel. : 675 301 3779;  fredawalai@gmail.com 
 
Dr Kitur Urarang, Manager, Performance Monitoring and Research, National 
Department of Health; P.O. Box 807, Waigani, NCD. 
Tel. : 675 301 3650;  u.kitur@gmail.com 
 

PHILIPPINES 

 
 
 
 
 
 
 
 

 

 

 

Ms Racquel Alvendia, Chief Accountant, Department of Health, San Lazaro 
Compound, Rizal Avenue, Sta. Cruz, Manila 1003. 

Tel. : 632 711 6110;  benglemuel@yahoo.com 

 
Dr Maria Joyce Ducusin, Medical Officer V, Disease Prevention and Control 
Bureau, Department of Health, San Lazaro Compound, Rizal Avenue, Sta. Cruz, 
Manila 1003. Tel. No.: +63 917 572 5992, juducusin@yahoo.com 
 
Ms Frances Rose Elgo-Mamaril, OIC, Health Planning, Division/Supervising 
Health Program, Health Policy Development and Planning Bureau, Department of 
Health; Building 2, San Lazaro Compound, Rizal Avenue, Sta. Cruz, Manila 1003. 
Tel. : +63 0916 250 4010;  francesrose81@gmail.com 

SOLOMON 

ISLANDS 
Ms Anna Annety Jatobatu, National Newborn Health Coordinator 
Ministry of Health and Medical Services; P.O. Box 349, Honiara. 
Tel. : 677 28169;  Ajatobatu@nrh.gov.sb 
 

 Mr Silas Thomas Vau, Senior Budget Officer, Ministry of Finance and Treasury; 

P.O. Box 26, Honiara. Tel. : 677 23391;  svau@mof.gov.sb 

 

 Dr Thanh Huong Hoang, Senior Programme Officer, Health Statistics Division, 
Planning and Finance Department, Ministry of Health, 138A Giang Vo Street, 
Hanoi. Tel. : 0084 4 62732217;  huongtkthmoh@gmail.com 
 

 Ms Phuong Thi Quynh Nguyen, Expert, Socio Health Management Division, 
Department of Public Expenditures; 28 Tran Hung Dao Street 
Hoan Kiem District, Hanoi. Tel. : (84-4) 2202828 (ext 4027);  
nguyenquynhphuong@mof.gov.vn 
 

                      2. TEMPORARY ADVISERS 

 
Dr Hoang Thi Tran, Deputy Director, Da Nang Hospital for Women and Children; 208 Le Duan Street, 
Da Nang, Viet Nam. Tel. : +84903543115;  hoangtrandn@yahoo.com 
 



- 27 - 
 

Dr John Murray, Consultant, International Health, 1110 E. Court St., Iowa City, Iowa, United States of 
America. Tel. : 1-319-4718052;  jcsmurray@hotmail.com 
 
Dr Hiromi Obara, Acting Division Director, Division of Global Networking, Department of Global 
Network Partnership, Bureau of International Health Cooperation, National Center for Global Health 
and Medicine (NCGM); 1-21-1 Toyama, Shinjuku District, Tokyo, Japan. 
Tel. : (81) 906 547 6140;  h-obara@it.ncgm.go.jp 
 
Ms Pamela Putney, Consultant, International Health; P.O. Box 107, West Tisbury, Massachusetts 
02575, United States of America. Tel. : (508) 693-4973;  pputney@msn.com 
 
Dr Ma. Asuncion Silvestre, President, Kalusugan ng Mag-Ina, Inc.; 17F Green Grove Villa, Lantana 
Road, New Manila, Quezon City, Philippines. Tel. : +63 917 535 2438;  
 miannesilvestre@gmail.com 
 

3. REPRESENTATIVES OF AGENCIES/OBSERVERS 

 

ASIA AFRICA 

MIDWIFERY 

RESEARCH 

CENTER 

 

JAPAN 

INTERNATIONAL 

COOPERATION 

AGENCY 
(JICA) 

 

 

 

 

 

 

Dr Yoko Shimpuku, Asia Africa Midwifery Research Center, St. Luke’s 
International University, Tokyo 104-0044, Japan. Tel. : 03-5550-2264; Fax : 
03-5565-1626, yokokitty@gmail.com  
 
Mr Tomoya Yoshida, Director, Health Team 3, Human Development 
Department, Nibancho Cener Building, 5-25, Nibancho, Chiyoda-ku, Tokyo 
102-8012, Japan. Tel. : +82-3-5226-8367; Fax : +81-3-5226-6341 
 yoshida.tomoya@jica.go.jp 

 

Mr Kondo Nobutaka, Deputy Director, Health Team 3, Human Development 
Department, Nibancho Center Building, 5-25, Nibancho, Chiyoda-ku, Tokyo 

102-8012, Japan.  kondo.nobutaka@jica.go.jp 
 
Ms Aki Hashizume, Associate Expert, Health Team 4, Human Development 
Department; 5-25, Nibancho, Chiyoda-ku, Tokyo 102-8012, Japan.  
hashizume.aki@jica.go.jp 
 
Ms Keiko Osaki, Senior Advisor, Human Development Department 
5-25, Nibancho, Chiyoda-ku, Tokyo 102-8012, Japan. 
 osaki.keiko@jica.go.jp 
 
Ms Kyoko Sakurai, Program Officer; Health Team 3, Human Development 
Department; 5-25, Nibancho, Chiyoda-ku, Tokyo 102-8012, Japan.  
sakurai.kyoko@jica.go.jp 
 
Dr Hiroshi Takenaka, Senior Advisor, Human Development Department; 
Nibancho Center Building; 5-25, Nibancho, Chiyoda-ku, Tokyo 102-8012, 
Japan. Takenaka.Hiroshi@jica.go.jp 

 
JAPANESE 

ORGANIZATION 

FOR 

INTERNATIONAL 

COOPERATION 

IN FAMILY 

PLANNING 

(JOICFP) 

 

Ms Lisa Asamura, Chief, Human Resource Development Group, Hoken-
Kaikan Shinkan, 1-10 Ichigaya Tamachi, Shinjuku-ku, Tokyo 162-0843, Japan. 

Tel. : 81-3-3268-3454, Fax : 81-3-3235-9774;  lasamura@joicfp.or.jp 

 

Ms Amane Funabashi, Program Officer, Civil Society Partnership Group; 

Hoken-Kaikan Shinkan, 1-10 Ichigaya Tamachi, Shinjuku-ku, Tokyo 162-0843, 
Japan. Tel. : 81-3-3268-3454 
Fax : 81-3-3235-9774 



- 28 - 
 

 

MINISTRY OF 

HEALTH, 

LABOUR AND 

WELFARE, 

JAPAN 

Mr Hiroyuki Yamaya, Director, Office of International Cooperation 

1-2-2 Kasumigaseki Chiyoda-ku, Tokyo 100-8916, Japan. Tel. : +81-(0)3-3595-
2404 (direct), +81-(0)3-5253-1111 (ext. 7301); Fax : +81-(0)3-3502-6678, 
miyakawa-masami@mhlw.go.jp 
 
Dr Masami Miyakawa, Deputy Director, International Affairs Division; 1-2-2 
Kasumigaseki Chiyoda-ku, Tokyo 100-8916, Japan. Tel. : 81-(0)3-3595-2404 
(direct), 81-(0)3-5253-1111 (ext. 7318); Fax : 81-(0)3-3502-6678, miyakawa-
masami@mhlw.go.jp 
 

NATIONAL 

CENTER 

FOR GLOBAL 

HEALTH  

AND MEDICINE 

(NCGM) 

JAPAN 

 

Dr Tamotsu Nakasa, Director, Department of Health Planning and 
Management, Bureau of International Health Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Tel. : +81-3-3202-7181; Fax : +81-3-
3205-7861, tnakasa@it.ncgm.go.jp 
 
Dr Yasuo Sugiura, Director, Department of Global Network and Partnership, 

Bureau of International Health Cooperation, 1-21-1 Toyama Shinjuku-ku, 
Tokyo 1628655, Japan. Tel. : +81-3-3202-7181; Fax : +81-3-3205-7861 
 yasugiura@it.ncgm.go.jp 
 

Dr Yuriko Egami, Bureau of International Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Fax : +81-3-3205-7861 
 

Dr Mari Honda, Bureau of International Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Fax : +81-3-3205-7861 
 
Dr Azusa Iwamoto, Bureau of International Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Fax : +81-3-3205-7861 
 
Dr Tomomi Kitamura, Bureau of International Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Fax : +81-3-3205-7861 
 
Ms Megumi Ikarashi, Bureau of International Cooperation, 1-21-1 Toyama 
Shinjuku-ku, Tokyo 1628655, Japan. Fax : +81-3-3205-7861 

 

NIHON 

UNIVERSITY  

 

 

 

Assistant Professor Rikiya Matsukura; 1-3-2 Misaki-cho, Chiyoda-ku, 
Tokyo 101-8360, Japan. Tel. : 81-3-3219-3366; Fax : 81-3-3219-3329 

 matsukura.rikiya@nihon-u.ac.jp 

OSAKA MEDICAL 

CENTER 

AND RESEARCH 

INSTITUTE 

FOR MATERNAL 

AND  

CHILD HEALTH 

 

PARTNERSHIP 

FOR 

MATERNAL, 

NEWBORN 

AND CHILD 

HEALTH 

 

Dr Hiroyuki Kitajima, Director, Department of Neonatal Medicine 

840 Murodo-cho Izumi, Osaka 594-1101, Japan.Tel. : 81-725561220; Fax : 81-

725565682,  satotaku@mch.pref.osaka.jp 
 

 

 

 
Dr Takuyo Sato, Director, Osaka Maternal and Child Health Information 
Center; 840 Murodo-cho Izumi Osaka 594-1101, Japan. Tel. : 81 725561220; 
Fax : 81 725565682, satotaku@mch.pref.osaka.jp 

 

Ms Fumie Saito, ASIA Nongovernmental Organization Regional Coordinator 
IPPF-EESAOR, 246 Jalan Ampang, 50450 Kuala Lumpur, Malaysia. 
Tel. : 603-42-56-6122;  fsaito@ippfeaseaor.org 
 



- 29 - 
 

SAVE THE 

CHILDREN 

JAPAN 

 

UNICEF EAST 

ASIA  

PACIFIC 

REGIONAL 

OFFICE 

Mr Fujino Yasuyuki, Thematic Manager – Health and Nutrition, International 
Programme Division; 4th Floor, Yamada Building, 2-8-4 Uchikanda, Chiyoda-
ku, Tokyo 101-01047, Japan. Tel. : 81-3-6859-0069; Fujino@savechildren.or.jp 
 

Ms Kyoko Shimamoto, Health Specialist, Maternal, Newborn and Child; 19 
Phra Atit Road, Bangkok 10200, Thailand. Tel. : 66-2-356-9420;  

kshimamoto@unicef.org  

 

 

 

UNICEF JAPAN 

 

 

 

Dr Kunihiko Chris Hirabayashi, Director, United Nations Children’s Fund, 
Public Partnership Division Tokyo Office, 8th Floor, UNU Headquarters 

Building, 5-53-70 Jingumae, Shibuya-ku, Tokyo 150-0001, Japan. Tel. : 81-3-

5467-4431, Fax : 81-3-5467-4437;  khirabayashi@unicef.org 

 

             4. SECRETARIAT 

WHO REGIONAL 

OFFICE FOR THE 

WESTERN 

PACIFIC 

 

Dr Howard Sobel (Responsible Officer), Coordinator, Reproductive, 
Maternal, Newborn, Child and Adolescent Health, Division of NCD and Health 
through the Life-Course, WHO Regional Office for the Western Pacific; P.O. 
Box 2932, 1000 Manila, Philippines. Tel. : (632) 528 9868, Fax : (632) 526 
0279;  sobelh@wpro.who.int 
 

 Dr Mari Nagai, Technical Officer (Reproductive and Maternal Health), 
Reproductive, Maternal, Newborn, Child and Adolescent Health, Division of 
NCD and Health through Life-Course, WHO Regional Office for the Western 
Pacific; P.O. Box 2932, 1000 Manila, Philippines. Tel. : 632 528 9871 
 nagaim@wpro.who.int 
 

WHO LAO 

PEOPLE’S 

DEMOCRATIC  

REPUBLIC 

Dr Honganh Chu, Consultant, Office of the WHO Representative in the Lao 
People's Democratic Republic, 125 Saphanthong Road, Unit 5, Ban 
Saphanthongtai, Sisattanak District, Vientiane Capital. Tel. : 856 21 81857; 
Fax: 856 21 353905, honganhc@wpro.who.int 
 

WHO PAPUA NEW 

GUINEA 

 

Dr Rufina Latu, Medical Officer (MCH), Office of the WHO Representative 
in Papua New Guinea; Ministry of Health, 4th Floor, AOPI Centre, Waigani 
Drive, Port Moresby. Tel. : +675 325 7827;  latur@wpro.who.int 
 

WHO VIET NAM 

 

Dr Hoang Thi Bang, National Professional Officer, Office of the WHO 
Representative in Viet Nam; 304 Kim Ma St., Hanoi. Tel. : +884 38500288;  
hoangth@wpro.who.int  
 

WHO REGIONAL 

OFFICE FOR 

SOUTH-EAST 

ASIA 

Dr Rajesh Mehta, Medical Officer, SE/CAH Child and Adolescent Health , 
WHO Regional Office for South-East Asia, World Health House, Indraprastha 
Estate , New Delhi 110 002, India. Tel. : +911123061922;  methara@who.int  
 

 

 

 



- 30 - 
 
  



- 31 - 
 

Annex 2. Timetable and meeting session chairs 
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(3) EENC: Overview of regional 
approach  

(4) Findings of the Independent 
Review Group on EENC 

 

(7) Presentation: Case-example: how 
Japan reduced maternal and newborn 
mortality over the past 100 years – key 
strategies, lessons for other countries in 
the Region (NCGM)  

 
 

 

 

(11) Financing advisory panel 
discussion on fiscal responsibility and 
how a ministry of health can improve 
its efficiency 

(12) Country group work: approaches 
to strengthen collection, quality, 
analysis and use of data for EENC 
using the M&E framework and to 
improve financial management and 
advocacy 

 

 

(14) Maternal health updates: 

- Approaches to strengthening  
 maternal health (WHO) 
- Current WHO  
recommendations and guidelines  
(WHO) 

- Strengthening midwifery (UNFPA) 
- Maternal health: focusing on 
improving equity and quality of  
care (UNICEF) 

 

 

 

 

(19) Country presentations; road map 
for next biennium: planning, costing and 
financing to address gaps and scale-up 
EENC 

 

 

10:00–10:30 Group photo and coffee/tea break Coffee/tea break Coffee/tea break Coffee/tea break Coffee/tea break 

10:30–12:00 

 

(5) Bilateral country dialogue on 
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(8) Advisory panel group work: 
Scaling-up EENC: discuss underlying 
reasons for operational issues, gaps and 
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c. Financing 

(12) Country group work (continued) 

 

(15) MCH advisory panel discussion on 
scaling up EENC  

 (16) Gallery walk: country poster 
presentations on approaches to strengthen 
collection, quality, analysis and use of data 
for EENC and to improve financial 
management and advocacy 

 

Country presentations (continued) 
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next steps 

(21) Rapporteur’s report 

(22) Closing ceremony 

- Closing remarks: Ministry of Health, 

Labour and Welfare, Japan and WHO  
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for healthy newborns  
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Paediatric Departments (opt in) 
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(6) Summary of country findings  

Review of draft progress report 
(continued) 
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Annex 3. Small group worksheets 

 
Table 1A. Introduction and Scale-up of EENC – successful approaches (session 5) 

(Round 1) 

 
Country Presenting: ____________         Country Reviewing: ____________ 

 

 1. What are your three biggest successes 
with introduction and scale up of 
EENC? 

 
Consider all aspects of the programme, 
including planning and policies, guidelines, 
staff clinical coaching and practice, health 
systems support for practice, financing; and 
community awareness and acceptance of the 
approach 
 

1. 
 
 
 
2. 
 
 
 
3. 

2. For each area of success – describe in detail the process used to achieve the outcome 
reported, including programme actions and who was responsible. 

 

Success Area 1:  
 
 
 
 
 
 Success Area 2: 
 
 
 
 
 

Success Area 3:  
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Table 1B. Introduction and Scale up of EENC – challenges (Round 2) 

 

 Country Presenting: ____________         Country Reviewing: ____________ 

 

 
  

1. What are your three biggest challenges to 
achieving high coverage and quality of 
EENC? 

 
Consider all aspects of the programme, 
including planning, policies, guidelines, staff 
clinical coaching, routine practices interfering 
with EENC, health systems support for practice, 
eliminating conflicts of interest (e.g., milk 
formula promotion), financing; and community 
awareness and acceptance of the approach 

1. 
 
 
 
2. 
 
 
 
3. 

2. For each challenge – describe in detail what has worked and what has not and possible 
reasons  

 

Challenge Area 1:  
 
 
 
 
 
 

Challenge Area 2: 
 
 
 
 
 
 

Challenge Area 3:  
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Table 1C. Tracking EENC progress – methods and challenges of information (Round 3) 
 

 Country Presenting: ____________         Country Reviewing: ____________ 

 

1. What information systems, surveys and/or 
mechanisms are currently being used to 
collect data for tracking EENC? 

 
Consider: Routine in-patient and out-patient 
care; hospital impact; population 
practices/coverage, clinical practice and quality 
of care (review EENC monitoring and 
evaluation framework) 

1. 
 
2. 
 
3. 
 
4. 
 
5. 
 

2. Describe the main challenges you face in collecting, analysing, disseminating and using 
complete, accurate and timely data for tracking EENC.  

 
 
 
 
 
 
 

3. Describe any policy (including regulatory standards or accreditation mechanism), 
information and communications technology (ICT) application, or other strategies that have 
been introduced to support monitoring of EENC and how these helped to improve EENC 
data production, dissemination and use. 
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Table 1D. Financing mechanisms within countries (Round 4) 
 

 Country Presenting: ____________         Country Reviewing: ____________ 

 

 

  

1. Where are the main sources of funds coming from for maternal and newborn care (government 
budget, external donors, other domestic sources, payments made by patients), and what are the 
policies put in place for providing financial protection? 

  

 
 
 
 
 
 
 
 
 
 

2.  Describe the budget allocation process both between the Ministry of Finance and the Ministry of 
Health and within the Ministry of Finance (budget planning, negotiation, approval, disbursement, and 
reporting of expenditures). 

 

 
 
 
 
 
 
 
 
 
 
 

3. At the local level, how are funds managed? How much autonomy exists (fiscal decentralization)? 
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       Advisory Panel Group work: Scaling up EENC (Session 8) 

 

Table 2A. Maternal and Newborn Programme Advisory Panel (Group 1) 
 
Review the Bilateral country Dialogue Templates (Table 1B) completed yesterday.  
Identify three major challenges that are common across at least several countries.  
Discuss underlying reasons for the problems and proposed actions to address them.  
 

Major challenges Underlying reasons for problems Proposed actions to address 
problems 

1. 
 
 
 
 
 
 
 
 
 

  

 
2. 
 
 
 
 
 
 
 
 
 

  

 
3. 
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Table 2B. Information Advisory Panel (Group 2) 

 
  

1. Review the Bilateral 
country Dialogue 
Templates (Table 1C) from 
yesterday. Identify three 
major challenges that are 
common across at least 
several countries.  
 

1. 
 
 
2. 
 
 
3. 

2. For these challenges, identify the underlying causes. These may be linked to factors such as 
lack of standards (e.g. for data collection, reporting, integration), resources (e.g. manpower, 
technology, tools, financing), and processes (e.g. governance, policies). 

 
 
 
 
 
 
 
 
 
 
 

3. What are some possible solutions to address the challenges? You may think of possible 
contributions from the Ministry of Health, programme managers, research and academic 
institutions, peer networks, and development partners. Also, recall from the bilateral country 
dialogues strategies implemented in countries that successfully improved tracking of EENC. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 - 39 -  

 
Table 2C. Financing Advisory Panel (Group 3) 

 
As our countries are rapidly advancing their economic status (low, middle and high income), 
increasingly, governments are expected to take more responsibility to operationalize programmes 
and donors are about pulling out. Review the Bilateral country Dialogue Templates (Table1D) 
from yesterday. Using this and your own knowledge, please discuss and answer the following 
questions.  
 

1. How can Ministry of Finance and Ministry of Health improve collaboration, specifically on 
financial management? What recommendation(s) does Ministry of Finance have for the 
Ministry of Health to improve financial management? 

 
 

2. What are the strengths and weaknesses of the health sector compared to other social sectors 
in securing funding?  

 
 

3. What can the Ministry of Health do to gain greater support from the Ministry of Finance to 
increase funding to Ministry of Health to fill the gap to accelerate improving maternal and 
newborn health? 

 
 
 
 
 
 
 

4. What can be done to improve financial protection for mothers and newborns? 
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Country group work (Session 12) 

 

Table 3A. Strengthening and institutionalizing data collection, quality, analysis  

and use of data for tracking roll-out of EENC system area 

 
Country: ____________  

         
  

  Main policy, programme and 
systems challenges in the next 

biennium (specify) 

Actions to address Challenges 

Data collection 
 
 
 
 

  

Data analysis 
 
 
 
 

  

Data 
reporting/dissemination 
 
 
 
 

  

Data use 
 
 
 
 
 

  

Data quality assessment 
 
 
 
 

  

Integration into the 
Hospital/Facility Health 
Information Systems 
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Table 3B. Improving financial management and advocacy 

 
Country: ____________  

 

System area Main challenge(s) to improving 
EENC in the next biennium 

(specify) 

Actions Ministry of Health and Ministry of 
Finance can take to address challenges 

Budget allocation 
(budget planning, 
negotiation, 
approval, 
disbursement and 
expenditure 
reporting) 

 
 
 
 
 
 
 
 

 

Financial 
management  

 
 
 
 
 

 

Mobilization of 
more funds from 
Ministry of 
Finance for 
mothers and 
newborns 

 
 
 
 
 
 
 
 
 

 

Local fiscal 
autonomy 
 

 
 
 
 
 
 
 
 
 

 

Financial 
protection for 
mothers and 
newborns 
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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 financial challenges and (Session 17)  
 
Table 4. 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 5. List the key next steps towards implementing the road map 

 
Country: ____________  
 

Next step Responsible Person Timing 
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Annex 4. Early Essential Newborn Care data tables and figures 
 

NOTE: The following abbreviations refer to Tables 4-1 and 4-2 and Figs. 4-1, 4-2 and 4-3: 

KHM = Cambodia CHN = China LAO = Lao People’s Democratic Republic MNG = Mongolia PHL = Philippines PNG = Papua New 

Guinea SLB = Solomon Islands VNM = Viet Nam  

 

 
Table 4-1. EENC scale-up readiness benchmarks by country, by current status and data availability.  

 

 Validated     Not validated due to lack of supporting documentation 

Benchmark 

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

KHM  CHN LAO MNG PHL PNG SLB VN

M 

% YES % NO 

DATA 

1. Newborn health situation analysis 

conducted in the previous five years and 

used for strategic planning  

Y  Y  Y  Y  Y  Y N Y 
7/8 

(88%) 
0/8 

2. EENC Five-Year Action Plan developed 

based on Regional Action Plan for Healthy 

Newborns, costed and adopted by the 

Ministry of Health  

P  Y Y Y P P N P 
3/8 

(38%) 
0/8 

3. Detailed 12-month EENC 

Implementation Plan developed and 

funded 

Y  P Y Y Y Y Y Y 
7/8 

(88%) 
0/8 

4. EENC technical working/coordination 

group formed and meeting regularly  Y Y Y Y P P Y P 

5/8 

(63%) 

 

0/8 

5. Full-time EENC/newborn health focal 

person appointed in Ministry of Health 
Y N P N Y Y Y Y 

5/8 

(63%) 
0/8 

6. EENC stakeholder group formed to 

engage key political leaders and 

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

4/8 

(50%) 
0/8 

7. Clinical Intra-Partum and Newborn 

Care Protocol adapted, reviewed and 

endorsed by key stakeholders – and 

available for local use (Clinical pocket 

guide for intra-partum and newborn care)  

P N Y Y Y P N P 
3/8 

(38%) 
0/8 

8. EENC Consensus-building/ programme 

review workshop conducted annually to 

inform development of annual 

implementation plans 

Y N Y Y Y  N N N 
4/8 

(50%) 
0/8 

9. Mechanisms established to ensure that 

professional associations are supporting 

implementation of EENC – policy 

statements supporting EENC, 

conventions, guidelines, training for 

members of the association 

N N Y  P  Y  Y N N 
3/8 

(38%) 
0/8 

10. Proportion of EENC interventions 

(normal and high risk delivery) included in 

pre-service training curricula:  
        

  

a) Medical ND ND 
88% 

 

62% 

 

92% 

 

65% 

 

65% 

 
ND  

3/8 

(38%) 

b) Nursing ND ND 
54% 

 

39% 

 

92% 

 

65% 

 
ND ND  

4/8 

(50%) 

c) Midwifery  ND ND 
65% 

 

39% 

 

96% 

 

69% 

 
ND ND  

4/8 

(50%) 
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Table 4-2. Summary of the status of EENC coaching roll-out, EENC data validation, August 

2015 

ND = No data 

1 No data from China included; Philippines data available from the national, regional and provincial levels 
only. Viet Nam data available from the national and regional level, although coaching has been initiated in a 
greater number of facilities than indicated in the table. At the time of data collection, the exact number was 
unknown. 

 

 

 

 

 

 

 

 

 

 

 

System Level 
KHM CHN LAO MNG PHL PNG SLB VNM Total n

1
 

 

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

National 2/5 ND 4/5 1/1 9/X 1/1 1/1 1/23 19 

Regional/Provincial 24/24 ND  4/17 3/3 30/X 2/20 1/9 2/66 66 

First-Level Referral 83/83 ND 0/137 21/25

5 

157/X 4/11 2/33 ND 266 

Primary Health Facilities ND/ 

1024 

ND 0/986 23/ 

123 

0/ 

4650 

26/ 

717 

7/ 

288 

ND 56 

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

National 147/ 

147 
ND 

174/ 

203 

105/ 

110 
ND 

2/ 

215 

79/ 

274 

77/ 

198 

584 

Regional/Provincial 454/ 

650 
ND 

111/ 

124 

277/ 

656 

960/ 

1289 

7/77 
7/ND 

385/ 

1327 

2201 

First-Level Referral  ND 0 49/51 ND 7/51 8/ND ND 64 

Primary Health Facilities 2074/ 

3915 
ND 

0 140/ 

546 
ND 

31/ 

151 
7/ND ND 

2252 

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

National 
0/5 ND 

4/4 1/1 1/1 0/1 0/1 
1/23 

7 

Regional/Provincial 3/24 ND 4/4 2/3 2/5 0/2 0/1 2/2 13 

First-Level Referral 0/83 ND 0 2/2 ND 0/4 0/2 ND 2 

Primary Health Facilities 0/ 

1024 
ND 

0 5/22 
ND 

0/26 0/7 
ND 

5 



47 
 

Fig. 4-1. Population coverage for skilled birth attendance, facility delivery and caesarean 

section, eight countries, 2006–2014
20 

 

 
 
Fig. 4-2. Population coverage for prelacteal feeding, early breastfeeding and exclusive 

breastfeeding 0-28 days, 8 countries, 2006-2014
2

 
                                                

2
 Country reports on the validation of EENC data: Workshop on the validation of early essential newborn care 

progress, Manila Philippines, 11–12 August 2015. WHO, Manila, 12 September 2015. 
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Fig. 4-3. Population coverage for maternal and newborn postnatal care, six countries, 2006–

2014
21 
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Annex 5. Summary of findings from the technical advisory groups 
 

Maternal and Newborn Programme Advisory Panel 
 
Chair : William Lagani (Papua New Guinea) 
Secretariat: Maria Joyce Ducusin (Philippines) 
Cambodia: Rathavy Tung 
China: Bo Zhang 
Lao People’s Democratic Republic: Sommana Rattana 
Mongolia: Ganchimeg Gombosuren 
Papua New Guinea: Freda Sui 
Solomon Islands: Anna Annety Jatobatu 
Viet Nam: Tuan Anh Dinh 
WHO: Mari Nagai, Hoang Thi Tran 
 
Challenge 1: Improving the health workers of practices on EENC 

• Underlying causes 
– Resistance to adopt the skin-to-skin contact because of lack of 

knowledge & “usual & convenient” practices  
– Concerns about safety on skin-to-skin positioning and drying cord 

care 
– Early separation of mother and baby due to lack of delivery beds 
– Lack of national protocol (China) 
– Outdated KMC & Sick Newborn Protocol  
– Lack of space for KMC 
– Non-exclusive breastfeeding because of the early separation  
– Formula company influence (Viet Nam) 

 
• Actions to be taken 

– Coaching by the experts on EENC 
– Timely and frequent (quarterly) supportive supervision with 

feedbacks 
 Develop EENC national protocol 

– Review and update the KMC protocol to align with the EENC  
– Identify a space existing in a facility  
– Coaching & provide basic support such as clothing, breastfeeding 

education  
– Implement the law , breastfeeding protection, with strict monitoring & 

feedback  
– WHO to support the country for the implementation of the law 

 
Challenge 2: Improving the quality, supply of EENC lifesaving commodities  

 
• Underlying Causes 

– No funds for EENC commodities procurement  
– Underevaluate the importance of the availability of the commodities 

(medicines, consumables and basic equipment: bag and mask, 
continuous positive airway pressure, etc.) 

 
• Actions to be taken 

– Include as a requirement the adequate and availability of the EENC 
commodities into licensing/accreditation of birthing facilties  
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Challenge 3: Engage and mobilize the family and community to increase demand  

 

• Underlying cause: Families not aware of the benefits of skin-to-skin, exclusive 
breastfeeding & timely bathing of the baby 
 

• Actions to be taken 
– Orient and reorient health workers & community health workers on 

the EENC , prenatal and postnatal care .  
– Placement of EENC information, education and communication 

materials in public and social media  
 
Challenge 3: Engage and mobilize the family and community to increase demand  

 
• Underlying Cause: families not aware of the benefits of skin-to-skin, exclusive 

breastfeeding & timely bathing of the baby 
 

• Actions to be taken 
– Orient and reorient health workers & community health workers on 

the EENC , prenatal and postnatal care .  
– Placement of EENC information, education and communication 

materials in public and social media  
 
Challenge 4: Strengthen the monitoring mechanism on EENC 

 
• Underlying causes 

– Lack of human resources to conduct the monitoring 
– No funds  
– Many existing monitoring tools per country and region 

 
• Actions to be taken 

– Integrate with existing monitoring mechanism in the programme  
– Advocate and allocate funds for monitoring 
– Review, update and develop 1 standard EENC monitoring tool  

 
Challenge 5: Institutionalizing EENC 

 
• Underlying cause: no clear guidance & support from the key top management  

 
• Actions to be taken: advocacy dialogue with top management for issuance of legal 

mandates on inclusion of EENC  
 

Information for EENC Advisory Panel 
 

Three major challenges that are 
common across at least several 
countries. 

 

1. Under-registration and under-reporting of live births and 
neonatal deaths (numbers and causes). 
 
2. Incomplete and inaccurate collection of data for EENC 
indicators. 
 
3. Lack of use of EENC data and information at different levels of 
the health system. 
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For these challenges, identify the underlying causes. These may be linked to factors such as lack of standards 
(e.g. for data collection, reporting, integration), resources (e.g. manpower, technology, tools, financing), and 
processes (e.g. governance, policies). 

For challenge 1: 

• Lack legal mandate for the reporting of neonatal deaths from facilities and communities. 

• Health staff do not report or do not properly report due to lack of awareness of neonatal death 
reporting requirements and lack of capacity to identify a “neonatal” death. 

• Health staff lack knowledge on the importance of reporting neonatal deaths.  

• Lack of proper definition of neonatal death. 

• Civil registration and vital statistics system (CRVS) does not functional well, especially in the 
registration of (neonatal) deaths and their causes.  

• High proportion of neonatal deaths occur in the communities.  
For challenge 2: 

 Policy 

• Lack legal mandate to collect data for EENC indicators. 
 Indicator management (core set, definitions and metadata) 

• Too many EENC indicators; will be difficult to include into the national core indicator set and may 
be costly to collect. 

• EENC indicators still not clearly defined (in the countries). 
 Data collection system  

• No clear identification of appropriate data collection tool and/or data collection system – routine 
health information system (HIS), programme HIS, survey, CRVS – for each of the EENC 
indicators. 

• EENC indicators currently not integrated into existing data collection systems in the country 
(routine HIS, programme HIS, surveys). 

• Lack standard data collection tool(s) for some of the input, process and output EENC indicators. 
 Resources (human, ICT and financial resources) 

• Limited capacity of staff for collection of quality data and their use. 

• Collection of data for EENC indicators may add data collection burden to the health staff. 

• Limited use of ICT for timely reporting. 

• May not have budget to integrate EENC data collection requirements into existing country collection 
systems.  

For challenge 3: 

• There is a lack of a system that drives the generation of evidence and its use in planning, 
management and other decision-making processes. 

• No direct link between evidence and planning and budgeting/costing. 

• There is lack of capacity to analyse data and generate information for appropriate use. 
 

3. What are some possible solutions to address the challenges? You may think of possible contributions from 
the Ministry of Health, programme managers, research and academic institutions, peer networks, and 
development partners. Also, recall from the bilateral country dialogues strategies implemented in countries 
that successfully improved tracking of EENC. 

For challenge 1: 

• Review or develop/update related maternal, newborn and child health (MNCH) policies to include 
reporting of neonatal deaths. 

• Link reporting of neonatal deaths to requirements for facility licensing and to regulatory systems. 

• Provide evidence that links child or neonatal deaths to economic costs. 

• Provide clear and operational definition of neonatal death and it causes. 

• Hold or set up venues for dialogues (intersectoral committee) with appropriate CRVS authorities to 
improve the registration of births and (neonatal) deaths. 

• Explore feasibility to integrate neonatal death review into maternal death review system; explore 
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feasibility to use verbal autopsy tools to capture information on neonatal deaths that occur in the 
communities. 

 
For challenge 2: 

 Policy 

• Review and develop/update policies to support collection of EENC-related indicators 
 Indicator management (core set, definitions and metadata) 

• Further rationalize the EENC indicator list to reduce the number. 

• WHO to select a limited set of mandatory core EENC indicators and a separate set of supplementary 
EENC indicators for countries to consider. 

• Develop metadata (specifies indicator name, rationale, definition, numerator, denominator, data 
source, frequency of reporting) for the EENC indicators. 

 Data collection system  

• Identify appropriate data sources for the EENC indicators and possible integration into existing 
information systems including ICT-based systems. 

 Resources (human, ICT and financial resources) 

• Explore possible integration of EENC data collection requirements into existing information systems 
to minimize any requirement for additional monitoring and evaluation staff, as well as not to increase 
reporting burden among current health workforce. 
 

For challenge 3: 

• Provide clear rationale for each of the EENC indicators with clear linkage to possible strategic or 
operational actions that can be taken at different levels of the health system. 

• Develop a plan for regular reporting and dissemination of EENC data to relevant stakeholders and in 
appropriate national or programme planning and review processes of the country. 

• WHO to develop a standard EENC monitoring and evaluation training material with a module on 
EENC data use to guide decision-making, and for countries to adopt this and integrate into existing 
country MNCH-related training. 
 

Overall solution: Develop a comprehensive EENC monitoring and evaluation plan with an indicator list, 
definitions, data sources, data collection tools (or list of standard questions), training module/plan, data use 
plan. 

 
Comments during the open forum: information for EENC 
 

• Develop resolutions as to what indicators to use, what data sources, where to integrate them 
and into what system (survey, routine HIS). 

• It will not be realistic to try to increase staff and budget to support EENC monitoring and 
evaluation work. The solution is to integrate monitoring and evaluation into existing systems 
(collection system, and training). This will not increase the burden among current health staff 
in charge of data management and training. 

• Important to identify indicators to be collected at what level of the system and actions linked 
to these indicators 

• Learn from the experience of maternal death reviews where there were challenges in the 
reporting deaths from the community to facility to central level, and challenges in the health 
workforce capacity to conduct the death reviews. Recommend to review the maternal death 
review framework and assess what can be adapted for neonatal death review system.  

• Neonatal deaths are a different issue from maternal deaths. Most communities do not give 
enough attention to it, and babies are not even given any religious ritual for burial. So there are 
other sets of challenges in monitoring newborn deaths in communities. 
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• Neonatal deaths are a more rare event than maternal deaths. So an estimate of numbers may 
not be needed yearly; five-year surveys on neonatal mortality rates may suffice. More 
important is to determine causes of neonatal deaths. 

• Need expert in EENC to participate in committee to determine neonatal cause of death in 
neonatal death reviews.  

 
Information Advisory Group members: 
Dr Sreng Bun (Cambodia)  
Dr Southanou Nanthanontry (Lao People’s Democratic Republic) 
Dr Kitur Urarang (Papua New Guinea) 
Ms Frances Rose Elgo-Mamaril (Philippines) 

Health Financing for EENC Advisory Panel 
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Annex 6. Country road maps for the next biennium 

 

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 

29 health centres have new 
staff 

Budget for coaching Coaching (DP support) 

Monitoring and evaluation 
(M&E) and information, 
education and 
communications (IEC) 
materials development 

Budget for these activities (2016–
2017) and integrate M&E into 
existing tools 

DPs, Meetings with DPs, QA, 
SDMG, programmes) 

Equipment and commodities 
 

Integrate into Essential Drug List and 
national budget plan 

Meeting (national) 

Study on financial protection 
for mothers and newborns 

Costing/budget plan Support from DPs 

Annual EENC review Review progress and gaps Annual review workshop (DPs) 

Preterm/low birth weight 
(LBW) newborn care 
 

Develop and implement on-the-job 
training with guidelines, training 
protocols/materials  

Advocacy for resources from 
DPs 

Care for sick newborns 
 
 

Develop and implement on-the-job 
training with training protocols, 
materials 

Advocacy for resources (DPs) 

Neonatal death audits 
 

Integrate and develop new 
mechanisms 

DPs 

Neonatal death audits   

 

Next step Responsible Person Timing 

Coaching on EENC & IEC 
materials development 

Working group on NBC/IMCI 2015, 2016-2017 

Integration of EENC indicators into 
existing tools 

Working group on NBC/IMCI and national 
programmes 

2016 

Integration of medications, medical 
equipment and commodities into 
essential drug list 

Working group on NBC/IMCI and national 
programmes 

 
2016 

Costing and include in the national 
budget plan for 2017 

RYMNCHN Task Force (Working group on 
NBC/IMCI and national programmes) 

 
2016 

Annual EENC review/EENC 
meetings 

Working group on NBC/IMCI  
2015, 2016, 2017 

Review/update/develop preterm and 
LBW, NBC and OJT with protocols 
and training materials 

Working group on NBC/IMCI, Department 
of Hospital Services and professional 
associations (Ob/Gyn and paediatric) 

 
2016–2017 

Review/update/develop care for sick 
newborns and OJT with protocols 
and training materials 

Working group on NBC/IMCI, Department 
of Hospital Services and professional 
associations 

 
2016–2017 

Study on financial protection for 
mothers and newborns 

DPs  
2016 

Neonatal death audits National Neonatal Death Audit Committee  
2016 
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CHINA 

 

Priority 1 – National EENC action plan 

Challenge Key action Responsible 
department 

Time 

Prioritise 
EENC  

1.Put EENC into 5-y national health  
action plan (2016-2020) including 
US 15 dollars of monitoring 
incentive for each EENC 
2.Show the evidence and function 
of EENC to further reduce neonatal 
death rate and U5 Mortality rate 
3.Advocacy to leaders for example 
minister of health, MOF 

Dept. of MCH End of 
2015 

Priority 2 – EENC technical pilot programme 

Raise 
funding 

1. Select 6 pilot hospitals implementing 
EENC coaching and guideline 
2. Field-visit to successful countries 
3.Establish EENC monitoring system in 
those selected hospitals 
4.Raise funding 

MOH 
WHO 
UNICEF 
… 

2015-
2016 

Priority 3 – EENC financial protection pilot programme 

Raise 
funding 

1.Select 3 pilot counties implementing 
EENC financial protection program 
2. Field-visit to successful countries 
which treat newborn pneumonia and 
diarrhea  etc.  
3.Establish EENC financial protection 
monitoring system in those selected 
counties 
4.Raise funding 

MOH 
WHO 
UNICEF 
… 

2015-
2016 

Priority 4-update BFHI (BABY FRIENDLY HOSPITAL INITIATIVE) standards including EENC 

Feasibility 
of EENC 

1.Evaluate two pilot programs 
2.If necessary, simplify and adapt 
EENC based on China circumstance 
3. Put EENC practices in new BFHI 
standards (2018-2020) 
4. Scale up coaching new BFHI 
standards 

MOH 
WHO 
UNICEF 
… 

2016-
2017 
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LAO PEOPLE'S DEMOCRATIC REPUBLIC  

 
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 EENC 
performance in eight 
implementing hospitals 

- Change behaviours 
- Use of information 
- Delayed disbursement 
- Use funds efficiently 

- Strengthen coaching and monitoring 
- Link evidence with short-term planning 

Establish a supporting 
system through 
coaching and use of 
monitoring tools 

- Lack of human resources 
both skills and quantity 

- No reporting system in 
place to collect needed 
information 

- Lack of response to 
recommendations 

- Involve hospitals directors  
- Strengthen coaching of existing staff 
- Recommend the use of 15% hospital 

revenues to support EENC 

Integrate relevant data 
collection to the 
existing hospital-based 
HMIS 

Delay and incomplete reports - Strengthen monitoring and follow up on 
reporting 

- Online and phone coaching 

Organize advocacy 
workshops 

Convince policy-makers to 
engage in EENC as part of 
RMNCH programme 

- Use existing routine information 
exchange events 

- Produce mass media products 

Extend to remaining 
provinces (12) 

Human resources: 7 of 10 
current trainers can continue 
and need more experience 

- Train more trainers 
- Carefully plan the expansion of training 

and implementation 

 

 
Next step Responsible Person Timing 

Integrate EENC as part of roles and functions of 
central hospital to support provincial hospitals 

Dr Bounnack, DHC October 2015 

Involve hospital directors in the coaching, 
monitoring procedures and responses 
 

Dr Bounnack 
Dr Sommana, DHC 

October to November 
2015 

Recommend the use of 15% hospital revenues to 
support EENC implementation 

Dr Bounnack DHIC 
DoF? 

January 2016 

Integrate relevant data for monitoring EENC to 
hospital-based HMIS and follow up (online and 
phone) 

Dr Sommana, DHC 
Dr Southanou and Dr.= 
Chansaly, DPIC 

October to December 
2016 

Train more trainers on EENC at national and 
provincial levels 

Dr Sommana, DHC November 2015 

Use existing routine meetings for advocacy Dr Bounnack, Dr 
Bouakhan, DHC 

From October 2015 
onward 

Integrate EENC budget plan to DHIC plan and 
budget 

Dr Sommana, DHC 
Dr Southanou, DPIC 

November 2015 
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MONGOLIA 

 
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. Lack of EENC 

knowledge among 
health workers and 
public awareness 
in community 

 

• Limited financial and 
technical support  

 

• Conduct coaching sessions with health 
workers 

• Create information and communications 
materials for community and for volunteers  

• Financial support from government, local 
government, donors and private sector  

2. Missing indicators 
for some EENC 
data 

 

• Update forms for tracking 
indicators for EENC 
(policy) 

• Change forms to reflect EENC indicators 
coaching, training, practice on how to 
complete new forms for data collection  

3. Capacity-building 
of the human 
resources teams 
for 
statistics/reporting 

• Updating IT system to 
include EENC indicators 

• Technical support on local 
levels to record data  

• Improve multisectoral cooperation – 
communication departments and 
Communication Regulation Committee 
(CRC)  

• Find funds from X for supplies and 
training/coaching 

4. Management to 
collect right 
information to 
analyse and to use 
data on time 

 
 
 
 

• Untimely data – human 
resources for health lack 
understanding of 
importance in recording 
data (limited staff 
available) 

• Poor infrastructure  

• Not enough budget, no 
computer, no supplies 

• Recruit more staff with technical skills  

• Buy more supplies, IT infrastructure 
(Internet connection) – slow down reporting 
ability  

• Change habits of health workers, for IT 
receive training/coaching/practise 

• To provide/send feedback to hospitals from 
MOHS 

• Use results to help with decision making  

5. Monitoring – need 
onsite review 
(Check quality of 
data and services) 

• Do not have 
planning/review/monitoring 
process 

• Monitoring in all steps of EENC for services 
(internal/external) 

 

 

Next step Responsible Person Timing 

Priority #1 

• Organize national train-the-trainers programme through 
coaching methods and practices on EENC for health 
workers  

• National trained coaches train/coach local health 
workers on EENC  

• Local workers increase public awareness on EENC  

• Create IC materials  

• Advocacy to other ministries  

 

• Officer at Ministry of 
Health  

• Consulting team  

• Maternal and Child Health 
National Centre 

• National Centre of Public 
Health 

 
 
November 
2015 
continue in 
2016 

Priority #2  

• Organize working group to update forms with EENC 
indicators  

 

• Working group – members 
include MOHS, other 

 
November 
2015 
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• Add curriculum for coaching 

• Get approval of forms under ministry order 

partners 

Priority #3  

• On eHealth platform (already being built) add EENC 
indicators  

• Meeting for cooperation with decision-makers and 
officers (several meetings) 

 
 

All under MOHS: 

• Department of Strategy and 
Planning 

• Department of Health 
Implementation 

• Department of Monitoring 
and Internal Audit 

 
Start 
October 
2015 

Priority #4 

• Give training, coaching on IT, statistics, local decision-
makers (hospital managers)  

• Advocacy to other ministries to gain support for IT 
(eHealth project) 

• To provide/send feedback to hospitals from MOHS 

• Use stats to help with planning process  

 

• MOHS 

• Consulting team  

 
Next year 
2016 

Priority #5 

• Evaluation and monitoring team send locally to survey 
facilities 

 

 

• MOHS 

• Nongovernmental 
organizations 

 
Starting 
2016 – 
twice a 
year 
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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 

Data availability 
and collection 

Incomplete data on EINC 
implementation – 
16 assessed out of 196 reported 
facilities implementing EINC 

- By phase implementation of the review/assessment of 
hospitals implementing EINC/MCHN 
(Phase 1 – hospitals with high rate of birth deliveries) 
- Finalize the EINC strategic plan with costing  
- Endorsement by the Ministry of Health for sharing to 
the health sector stakeholders 
- Meet with Philhealth for the inclusion of key EINC 
indicators in MCP requirements 
- Review issuances related to EINC (including 
MCHN), creation of implementation team at the 
national and regional level 
- Detailed 12-month EINC implementation plan 
reviewed/updated  

Governance 
(Program 
Management) 

-Lack of HR to oversee and 
monitor implementation of 
EINC 

- Creation of implementation team at the national and 
regional level 
- HR augmentation to priority health facilities 

Supplies/equipm
ent of EINC 

Limited availability of 
supplies/commodities/equipme
nt for EINC 

- Review HFEP list and recommend inclusion of EINC 
equipment for procurement as part of upgrading of 
birthing facilities 
- Procure the supplies/equipment gap 

Scaling up of 
EINC 
- Coaching 
- OJT 
- Pre-service 

training 

- Only few hospitals are 
implementing EINC, private 
sector not yet included in the 
roll-out 
- Coaching not implemented 

- Advocacy of professional societies during their 
continuing education 
- Pre-service training as part of the curriculum for 
medical doctors, midwives and nurses 
- on the job training or coaching 

 

Next step Responsible Person Timing 

Creation of EINC implementation team 
(National, Regional and Hospital) 

Program Manager October to December 
2015 

Develop facilitators’ guide on Coaching 
- Adaptation only (step by step procedure) 

Program Manager and WHO    First quarter of 2016 

Conduct TOT on Coaching (National and 
Regional) 

  

Conduct EINC support visit to the Phase 1 
identified priority birthing facilities 

Program Manager and EINC 
Implementation Team 

Second quarter of 2016 

Cascading of EINC protocols with partners - 
(UNFPA, UNICEF, JICA, POGS, PPS) adopt a 
health facility  

Program Manager responsible 
for the mapping  

Third quarter of 2016 
to 2017 

Workshop/ “write-shop” in finalization of EINC 
strategic plan 

Programme manager, EINC 
implementation team and WHO 

Second quarter of 2016 

Conduct a National Health Summit on Maternal 
and Child Health 

Family Planning Office April 2016 
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PAPUA NEW GUINEA 
 
 

High priority areas Actions

1. Positioning EENC in 

Existing Programs

• Develop EENC Strategy Plan within MCH 

Accountability Framework

• Develop costed plan

2. EENC Program roll-out � EENC integrated into Standard Rx 

Guidelines

� Coaching & pre-service curricula

3. M & E � Develop EENC Indicators 

� Develop M & E plan in line with MCH 

Accountability Framework

4.  Financing Develop resource mobilisation plan &

Financing tools

5.  Advocacy Develop advocacy tools for specific

audiences

PNG:  KEY ACTIONS FOR HIGH PRIORITY AREAS

 
 

EENC ACTION 
PLAN

Position 

EENC in 

Existing Prg

M & E EENC 
Financing

Costed plan
as a funding 

tool 

Resource 
Mobilisation

- Guidelines 

Integrated

- Coaching

Roll -out

EENC strategic plan
within MCH Acc

Framework

A
d

v
o

c
a

c
y
 a

t 
a

ll
 l
e

v
e

ls
 

Costed Plan

Develop EENC 
Indicators 

M&E 
Framework
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Activities Respons
Oct Nov Dec

1 2 3 4 1 2 3 4 1 2

1. Strategy Dev

- Costed

- MCH Acc fr-work

Dep Secretary

FHS Manager

2. Draft 1 Strategy
FHS, MCH, WHO, 

stakeholders

3. Submit to SEM FHS Manager

4. Draft 2 Strategy
FHS, MCH, WHO, 

stakeholders

5. Dev Partners mtg

- Advocacy

Dep Secretary

FHS Manager

6. M&E 
NHIS, EENC 

team

7. EENC Roll-out EENC team, FHS

Schedule Oct-Dec 2015

 
 
 

MCH Accountability Framework –
calls for accountability for use of resources to produce results

Professional 
associations

Multilateral 

organizations

Academic research/ 
training institutions

Governments

Donors and
foundations

Non-governmental 
organizations

Private sector

NGOs,  FBOs

Govt Dev Partners

Private Sector

Donors

EENC

National
Provinces, districts, 

h/facilities  
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EENC work depends on:

Resources

Influenced by 

POLITICIANS

Funding

Therefore: 

POLITICAL 

ADVOCACY

 
 

IF KEY STAKEHOLDERS 

DON’T GET ON BOARD 

NOW…..WE WILL NOT 

REACH ASHORE

EENC needs strong partnerships for shared 
resources and joint efforts, for the same goal…..
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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 

Expansion of EENC coaching Training materials 
Facilitators 
Funds 

Prepare an expansion plan with budget 

Continuing health facility 
strengthening 
 

Space, staff, medicines, 
supplies, commodities, 
clinical guidelines, basic 
amenities 

Consultations with: 
National medical store 
Ministry of Health for basic amenities 
at hospitals 

Quality maternal care 
coaching 
 

Training materials 
Facilitators 
Funds 

Prepare an expansion plan with budget 

Maternal and newborn death 
surveillance 
 

Awareness of staff and 
community 
Training of staff 
Funds 

Community awareness programme 
Training workshops 

Community-based maternal 
and newborn care (UNICEF 
support beginning from 
January 2016) 

No national guidelines  
No training package 
 

Develop national guidelines 
Adopt training package 

 
Next step Responsible Person Timing 

Expansion of EENC coaching 
1. Prepare the plan and do the 

costing 
2. Start implementation – TOT 

National NB Coordinator, Ministry 
of Health 

 
1. January to 

March 2016 
2. April to June 

2016 

Continuing health facility 
strengthening 

1. Mapping of health facilities 
2. Secure funds and procure 

medicines and commodities 

 
1. Provincial RH coordinator 
2. Nurse educator 

 
1. January to 

February 2016 
2. March to May 

2016 

Quality maternal care coaching 
1. Prepare the plan and do the 

costing 
2. Start implementation - TOT 

National NB Coordinator, Ministry 
of Health 

 
May to July 2016 

Maternal and newborn death 
surveillance 

1. Develop surveillance package 
for maternal death review and 
newborn death review 

2. Community awareness 

National NB Coordinator, Ministry 
of Health and Safe motherhood 
coordinator 

 
1. January to June 

2016 
 

2. April to May 
2016 

Community based maternal and 
newborn care (UNICEF support 
beginning from Jan 2016) 

1. Prepare national guidelines  
2. Adapt training package 

National NB Coordinator, Ministry 
of Health and safe motherhood 
coordinator 

 
1. January to 

March 2016 
2. April to June 

2016 
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VIET NAM 
 

 

Next step Responsible Person Timing 

 
Consultative meeting on EENC (TWG on 
HIMS, MCH, MSA,  

MCH 
DPF 

First quarter 2016 

Advocacy workshop on EENC (Ministry of 
Health’s Departments, PHDs) 

MCH First quarter 2016 

Update national guidelines on RH with 
EENC 
 

MCH Third and fourth quarters 
2015 

 

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 

 
Leadership  

Low awareness and support Evidence-based advocacy: 
 
Consultative meeting – MSA, MCH, MOF 
(TWG) 
Workshop – Planning 
 

 
Financing 

Leaders at all levels for EENC  
Media-appropriate panels 

Consolidation of 
clinical guide 
 
 
 
 
 

Non-unification (MCH not = to 
MSA) 

Update, workshop to consolidate 

Lack of skills of service 
providers 
 
Difficulty to change behaviour 

TOT 
Coaching 
Supervision 

Implementation and 
maintenance of EENC 

Change habit 
Rearrangement 

 

Quality improvement 
 
 

Finance 
Equipment 
Human resources (districts) 

Tools development 
Training for supervisors 
Supplement equipment 

Integration of EENC 
indicators 
 
 
 
 
 

EENC indicators not included 
in existing health statistic 
systems 

Workshop for consolidation 
Issue revised guide 
Update software and training 

Too many indicators 
IT application is low 
Statistician turnover frequently 

 

Demand increase People do not know about 
EENC and its benefits 

Communication campaign 
 
+IEC material 
+ IEC activities in hospitals and mass media 
Integrated info about EENC to MCH 
handbook 



www.wpro.who.int




