I‘ XY World Health
(& /¥ Organization

A PROMISE RENEWED




About Every Newborn

The Every Newborn action plan is based on the latest epidemiology, evidence and global and country learning,
and supports the United Nations Secretary-General’s Every Woman Every Child movement. The preparation was
guided by the advice of experts and partners, led by WHO and UNICEF, and by the outcome of several multi-
stakeholder consultations and a web-based consultation with more than 300 comments. Discussed at the 67th
World Health Assembly, Member States endorsed the document and made firm commitments to put in practice
recommended actions. The Director General has been requested to monitor progress towards the achievement of
the global goal and targets and report periodically to the Health Assembly until 2030.

WHO Library Cataloguing-in-Publication Data
Every Newborn: an action plan to end preventable deaths.

1.Infant Mortality — prevention and control. 2.Infant, Newborn. 3.Stillbirth. 4.Perinatal Care. 5.Pregnancy Outcome.
[.World Health Organization

ISBN 978 92 4 150744 8 (NLM classification: WA 900)

© World Health Organization 2014

All rights reserved. Publications of the World Health Organization are available on the WHO website
(www.who.int) or can be purchased from WHO Press, World Health Organization, 20 Avenue Appia,
1211 Geneva 27, Switzerland (tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail: bookorders@who.int).

Requests for permission to reproduce or translate WHO publications —whether for sale or for
non-commercial distribution— should be addressed to WHO Press through the WHO website
(www.who.int/about/licensing/copyright_form/en/index.html).

The designations employed and the presentation of the material in this publication do not imply the expression of
any opinion whatsoever on the part of the World Health Organization concerning the legal status of any country,
territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines
on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed or
recommended by the World Health Organization in preference to others of a similar nature that are not mentioned.
Errors and omissions excepted, the names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained in
this publication. However, the published material is being distributed without warranty of any kind, either expressed
or implied. The responsibility for the interpretation and use of the material lies with the reader. In no event shall the
World Health Organization be liable for damages arising from its use.

Printed in South Africa


www.who.int
mailto:bookorders%40who.int?subject=
www.who.int/about/licensing/copyright_form/en/index.html

-VERY NEWBORN

An Action Plan To End Preventable Deaths

JUNE 2014



Contents
Lo FOIEWOId L 3
ii. Acronyms and key definitioNs ... 4
1. EXECUTIVE SUMMIAINY ..o o
2. TodAy's [ANASCAPE .. Q
EXISTING COMMITINIENTS. L 10
IO TS 11
CUMENT SITUGTION 11 12
3. Effective interventions for improving the health
of newborns across the confinuumofcare ... 14
4. ViSioN AN QOGS oo 18
5. Strategic objectives and prinCiples ... 20
SHAOTETIC OJECTIVE T .. 22
SHOTETIC ODJECTIVE 2. 24
SITAEQIC OIJECTIVE 3 28
SHOTETIC OJECTIVE 4 32
SIOTEgIC ODJECTIVE B 36
6. Framework fOr SUCCESS ... 39
IMPACT FIAMEWOTK ..o 39
COVEIOE TAITETS e 40
MEGISUIES OF SUCTESS ... 4]
MIIESTONES 42
COre INAICATONS L. 44
7. The WAy fOrWOIA. .. 45
RESEAICI OIIONTIES e 45
COOIAINTION 45
8. Actions by CONSTITUENCY ... 46
RETEIENCES ... 48
Summary of action plan ProCESS ... 50
ANNEX
Annex 1: Sixty-Seventh World Health Assembly Resolution WHAG/ . 10:
Newborn hedlth action pIan.......... 51
Annex 2: Maternal mortality farget setting proCess. ..o 53



E\/ER)Y NE\/\/BOQN ‘ An Action Plan to End Preventable Deaths

Forewora
oy the United Nations Secretary-General Ban K-moon

The world can be proud of progress achieved since the launch of the Global Strategy for
Women’s and Children’s Health in 2010. The Every Woman Every Child initiative has generated
new attention and investment to address some of the most neglected causes of women'’s and
children’s mortality.

At the same time, we must confront the tragic fact that each year, 289 000 women still die
while giving life and an estimated 18 000 children die every day from preventable diseases and
circumstances. This is an appalling tragedy that demands an accelerated response.

It is time to give newborns a more prominent place on the global health agenda. We must do
much more to save the 2.9 million newborns dying during their first 28 days of life each year.
The day of birth is the most dangerous day, when nearly half of maternal and newborn deaths
and stillbirths occur. It is also the day babies face the greatest risk of disability.

Protecting newborns means ensuring proper care for their mothers before, during and after
pregnancy. The majority of these deaths are preventable, caused by complications related to
prematurity, birth and severe infections. Preterm and small babies are in much greater peril,
including the long-term risk of stunting and developing non-communicable diseases like diabetes
and hypertension as adults.

The Every Newborn action plan takes forward the Global Strategy for Women'’s and Children’s
Health. By focusing on the quality of care at birth, we can save millions of lives and accelerate
progress towards the Millennium Development Goals.

| ask governments, civil society, donors, the private sector and other partners to take action to

address preventable newborn deaths and ensure that the rights of women and children are fully
recognized. The strong accountability mechanism under the Every Woman Every Child umbrella
will ensure that resources and results are tracked when it comes to commitments to newborns.

Let us do all we can to ensure a healthy start for all mothers and newborns. This will open the
way for progress across the development agenda and around the world.



ACIoNyms

MDG Millennium Development Goal

NMR Neonatal mortality rate

RMNCAH Reproductive, maternal, newborn, child and adolescent health
SBR Stillbirth rate

WHO World Health Organization

Key definitions
Low birth weight Weight of less than 2 500 g, irrespective of gestational age

Newborn death The death within 28 days of birth of any live-born baby regardless
of weight or gestational age

Preterm birth A baby born < 37 completed weeks gestation

Small for gestational age Infant below the 10th percentile of birth weight for gestational age.
An SGA baby may be preterm or full-term.

Stillbirth A baby born with no signs of life, weighing more than 1 000 g or with more than
28 completed weeks of gestation (for international comparison purposes)
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Execufive summary

The promise and potential of Every Newborn: an action plan to end

preventfable deaths

Although remarkable progress has been made
in recent decades to reduce the number of
child deaths worldwide, too many newborns
continue to die each year despite the availability
of feasible, evidence-based solutions.
Newborn survival and health and prevention
of stillbirths were not specifically addressed

in the Millennium Development Goal (MDG)
framework and consequently received less
attention and investment. Newborn deaths
and stillbirths are reducing at a slower rate
than under-5 deaths and maternal deaths (7).
Now is the time for the global health
community to prioritize this unfinished agenda.

Today, we have unprecedented opportunities to
turn the tide and address newborn health, as
far more is known about effective interventions,
service delivery channels and approaches

to accelerate coverage and quality of care.
Recently, renewed commitments to saving
newborn lives and preventing stillbirths have

been made by many governments and partners
in response to the United Nations Secretary-
General’s Global Strategy for Women’s and
Children’s Health (2) and its accompanying
Every Woman Every Child initiative, Committing
to Child Survival: A Promise Renewed (3),

and to recommendations made by the
Commission on Information and Accountability
for Women’s and Children’s Health (4) and the
United Nations Commission on Life-Saving
Commodities for Women and Children ().

The much-needed attention specifically

for newborn health has triggered multiple
stakeholders to propose this Every Newborn:
an action plan to end preventable deaths.

The Every Newborn action plan is based on
epidemiology, evidence, and global and country
learning, setting a framework to end preventable
newborn deaths and stillbirths by 2035.

The final plan was endorsed at the 67th World
Health Assembly in May 2014 (Annex 1).



The action plan sets out a vision of a
world in which there are no preventable
deaths of newborns or stillbirths, where
every pregnancy is wanted, every birth
celebrated and women, babies and
children survive, thrive and reach their
full potential. Nearly 3 million lives could

be saved each year if the actions in the plan
are implemented and its goals and targets
achieved. Based on evidence of what works,
and developed within the framework for
Every Woman Every Child, the plan enhances
and supports coordinated, comprehensive

planning and implementation of newborn-
specific actions within the context of national
reproductive, maternal, newborn, child and
adolescent health (RMNCAH) strategies

and action plans, and in collaboration with
stakeholders from the private sector, civil
society, professional associations and others.
The goal is to achieve equitable and high-
quality coverage of care for all women and
newborns through links with other global
and national plans, measurement and
accountability.

Key messages

3 million babies and women could be saved each year through investing
in quality care around the fime of birth and special care for sick and small
newborns. Cost-effective solutions are now available to protect wormen and
children from the most dangerous day of their lives — the day of birth.

Unfinished agenda: Newborn health and stillbirths are part of the “unfinished agenda” of the
Millennium Development Goals for women'’s and children’s health. With newborn deaths still
accounting for 44% of under-5 deaths globally, newborn mortality and stillbirths require greater
visibility in the emerging post-2015 sustainable development agenda if the overall under-5
mortality is to be reduced.

We have solutions to address the main causes of newborn death: More than 80% of all
newborn deaths result from three preventable and treatable conditions — complications due to
prematurity, intrapartum-related deaths (including birth asphyxia) and neonatal infections. Cost-
effective, proven interventions exist to prevent and treat each main cause. Improving quality of
care around the time of birth will save the most lives, but this requires educated and equipped
health workers, including those with midwifery skills, and availability of essential commodities.

Women’s and children’s health is a smart investment, particularly with specific attention
to care at birth: High coverage of care around the time of birth and care of small and sick
newborns would save nearly 3 million lives (women, newborns and stillbirths) each year at an
additional running cost of only US$ 1.15 per person in 75 high burden countries. This would have
a triple impact on investments — saving women and newborns and preventing stillbirths.

Action with a plan: The Every Newborn action plan was developed in response to country
demand. It sets out a clear vision of how to improve newborn health and prevent stillbirths by
2035. The plan builds on the United Nations Secretary General’s Global Strategy for Women'’s
and Children’s Health and the Every Woman Every Child movement by supporting government
leadership and providing guidance on how to strengthen newborn health components in existing
health sector plans and strategies, especially those that relate to reproductive, maternal and child
health. Every Newborn calls upon all stakeholders to take specific actions to improve access to,
and quality of, health care for women and newborns within the continuum of care.
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Vision, goails, guiding principles and strategic objectives
Vision

A world in which there are no preventable deaths of newborns or stillbirths, where every
pregnancy is wanted, every birth celebrated, and women, babies and children survive, thrive and
reach their full potential.

Goals

Goal 1: Ending preventable newborn deaths Goal 2: Ending preventable stillbirths

By 2035, all countries will reach the target of By 2035, all countries will reach the target of
10 or less newborn deaths per 1 000 live births 10 or less stillbirths per 1 000 total births and
and continue to reduce death and disability, continue to close equity gaps.

ensuring that no newborn is left behind.

Guiding principles

e Country leadership e Equity
e Human rights e Accountability
e Integration e |nnovation

Strategic objectives

Strengthen and invest in care during labour, birth and the first day and week of life.
Improve the quality of maternal and newborn care.
Reach every woman and newborn to reduce inequities.

Harness the power of parents, families and communities.

o &> Db o=

Effective interventions

We now have unprecedented opportunities
for improving newborn health after decades of
research that have generated solid evidence
on the burden and causes of neonatal
mortality, demonstrated effective interventions
and service delivery channels, and identified
ways to accelerate progress and scale up
interventions to save lives. High-impact,
cost-effective interventions for newborn health,
like breastfeeding support and kangaroo
mother care, form one component of
integrated health services for RMNCAH.

Interventions for both woman and baby
delivered at the same time in the same place

Count every newborn through measurement, programme-tracking and accountability.

by the same health care provider/team will
have the highest impact on saving lives and
improving health outcomes. High coverage

of interventions before, during and after
pregnancy could save nearly 3 million women,
stillbirths and newborns by 2025 in 75 high-
burden countries at an additional cost of only
US$ 1.15 per capita (6). The packages of care
with greatest impact on ending preventable
neonatal deaths and stillbirths include: care
during labour, childbirth and the first week of
life; and care for the small and sick newborn.
These packages are the focus of the Every
Newborn action plan as they would not only
save the most newborn lives but also prevent
maternal deaths and stillbirths.



Framework for success

The Every Newborn action plan establishes
specific global and national targets and
milestones for quality of care, newborn
mortality and stillbirth rates, monitoring,

Call to action

The intrinsic link between the survival and health
of newborns, stillbirths and the survival, health
and nutrition of all women of reproductive age,
including before, during, between and after
pregnancy is clear. The action plan emphasizes
the need to reach every woman and newborn
when they are most vulnerable — during labour,
birth and in the first days of life. Investment in
this critical time period provides the greatest
potential for ending preventable neonatal
deaths, stillbirths and maternal deaths, and
would result in a triple return on investment.

Health research in the delivery, development
and discovery of appropriate interventions
must be at the forefront of efforts to reduce
newborn mortality and stillbirths. Research and
innovation can help improve delivery of health
services and discover new solutions to prevent
preterm birth and other causes of maternal
and newborn death. Improving delivery of
known interventions is a top priority.

investments and the implementation of national
plans to support RMNCAH. Achieving these
milestones will help ensure that the vision and
goals for 2035 are achieved.

We must act now. We know the main
causes of newborn deaths, and we have the
knowledge and tools to prevent them. It is not
too late to accelerate progress towards the
MDGs. We must also prioritize quality care at
the time of birth for women and newborns in
the post-2015 sustainable development agenda
and include indicators for newborn mortality
and stillbirths. A healthy society is one in which
women and adolescent girls, newborns and
children survive and thrive.

If we commit to working together as a global
community to take the specific actions outlined
in the Every Newborn action plan, we can
achieve our vision of a world in which there are
no preventable deaths of newborns or stillbirths,
where every pregnancy is wanted, every birth
celebrated, and women, babies and children
survive, thrive and reach their full potential —
and in doing so create equitable societies

and transform human development.
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loday's landscape

The numiber of child deaths worldwide has declined markedly in

recent decades, largely through interventions to lower mortality affer

the first month of life. The mortality rafe among children under-5 years

of age has fallen globally by almost 50% (from 90 deaths per 1 000
live births in 1990 fo 48 deaths per 1 000 live births in 2012), but the
neonatal mortality rate decreased only 3/7% (from 33 deaths per
1 000 live births 1o 21 deaths per 1 000 live births) over the same

period and represented, in 2012, 44% of the tofal child mortality (/).

Many newborn deaths are preventable and
could be avoided if the actions in this plan
were implemented and its goals and targets
achieved. The draft action plan is based on
evidence of what works. It recognizes that
survival of a newborn is a sensitive marker of a
health system’s response to its most vulnerable
citizens and calls upon all stakeholders to
improve access to, and quality of, health care
for women and newborns within the continuum
of care that spans pre-conception, pregnancy,
childhood and adolescence.

The action plan sets out a vision of a world

in which there are no preventable deaths of
newborns or stillbirths, every birth celebrated,
and women, babies and children survive, thrive
and reach their full potential. To realize this
vision, the plan proposes strategic objectives,
goals and mortality targets by 2035, with
intermediate targets for 2020, 2025 and 2030.
Targets are also proposed for coverage of
quality care for women and babies around the
time of birth, care of sick and small newborns
and postnatal care. The action plan includes an
impact framework, milestones and indicators to
measure progress.



Developed within the framework for the

Every Woman Every Child initiative, the plan
aims to enhance and support coordinated,
comprehensive planning and implementation of
newborn-specific actions within the context of
national RMNCAH strategies and action plans.
The goal is to achieve equitable and high-quality
coverage of essential, referral and emergency
care for women and newborns in every country
through links with other global and national
plans, measurement and accountability.

The focus is primarily on newborn survival
and health and the prevention of stillbirths.
These targets were not included in the MDG
framework and consequently received less
attention and investment, resulting in slower
reductions in mortality.

Stillbirths, newborn survival and health are
intrinsically linked with the survival, health and
nutrition of women before conception and
during and between pregnancies. The periods
of greatest risk for morbidity and mortality for
woman and child are the hours that precede
and the hours and days that follow birth. The
action plan therefore emphasizes the need to
reach every woman and newborn when they
are most vulnerable — in labour, during birth
and in the first days of life. Intervention in

this critical time period provides the greatest
potential for ending preventable neonatal
deaths, stillbirths and maternal deaths, and
would result in a triple return on investment.
The plan is part of the broader initiative to end
preventable maternal and newborn deaths;
strategic objectives and targets to achieve
the goal of ending preventable maternal deaths
have also been prepared (Annex 2). The
objectives are complementary to those of

the Every Newborn action plan and intended
for coordinated implementation.

The action plan has been drafted in close
consultation with stakeholders; a draft version
uploaded on the World Health Organization
(WHO) website in February 2014 elicited more
than 300 formal comments. The plan takes
into account all inputs, the findings from an
analysis of obstacles to scaling up effective
interventions to improve newborn health (8),

We need 1o
reach every
woman and

a comprehensive epidemiological analysis

(9) and a review of the evidence of the
effectiveness of the proposed interventions (6).
The final plan was endorsed at the 67th World

Health Assembly (WHA) in May 2014, newborn
Existing commitments when they
Putting the action plan into practice wil are most
strengthen existing commitments, such as \/U|ﬂerC1 b|@ _

the pledge made in the Family Planning 2020
initiative (70), “A Promise Renewed” (which
calls for an end to preventable child deaths) (3)
and strong regional and global undertakings to
ending preventable maternal deaths. Given the
large proportion of deaths of under-5-year olds
that occur in the neonatal period and the close
link between maternal and neonatal mortality,
these commitments will not be fulfilled without
specific efforts to reduce neonatal mortality and
stillbirths. The plan builds on, and links to, other
global action plans, such as those on nutrition,
vaccines, malaria, pneumonia, diarrhoea, water
and sanitation, and elimination of mother-to-
child transmission of HIV, syphilis and neonatal
tetanus, and takes into consideration multiple
timeframes for achievement of these existing
commitments’ targets and goals.

during labour,
oirth and In
the first days
of life

Many governments and partners have renewed
their commitments to saving the lives of
women and newborns in response to the
United Nations Secretary-General’s Global
Strategy for Women’s and Children’s Health
(launched in 2010) (2) and accompanying
initiative Every Woman Every Child, and to the
recommendations from the Commission on
Information and Accountability for Women’s and
Children’s Health (4) and the United Nations
Commission on Life-Saving Commodities for
Women and Children (5). Recognizing that
progress in newborn health has lagged behind
advances in maternal and child health, the
action plan takes forward the Global Strategy’s
mission, supporting the call by the World Health
Assembly in resolution WHAS8.31, Working
towards universal coverage of maternal,
newborn and child health interventions (77),

to commit resources and to accelerate national
action to build a seamless continuum of care
for RMNCAH. These initiatives also affirm
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women’s and children’s health as matters of
fundamental human rights.

The Global Investment Framework for Women'’s
and Children’s Health estimates that additional
investment of US$ 5 per person per year on
RMNCAH across the continuum of care would
produce a nine-fold return on investment in
social and economic benefits in the highest-
burden countries (72).

The Sixty-fourth World Health Assembly in

2011, in resolution WHAB4.12 on WHO's role

in the follow-up to the United Nations High-level
Plenary Meeting of the General Assembly on the
MDGs (73), expressed deep concern at the slow
and uneven progress towards MDGs 4 and 5.

In resolution WHAG4.13 on working towards the
reduction of perinatal and neonatal mortality (74)
the Health Assembly observed that movement
towards reducing perinatal and neonatal mortality
had stagnated and requested the Director-
General to promote targeted plans to increase
access to high-quality and safe health services
that prevent and treat perinatal and neonatal
conditions. The action plan responds to that
request and also reflects the Health Assembly’s
decisions in resolution WHAG4.9 on sustainable
financing structures and universal coverage (75).

Rights

Under Articles 6 and 24 of the Convention on
the Rights of the Child (76), every newborn
child has the inherent right to life, survival and
development, the highest attainable standard
of health and access to health care services for
treatment and rehabilitation. The notion of legal
obligations is reinforced in General Comment
No. 15 by the Committee on the Rights of

the Child on the child’s right to the highest
attainable standard of health and health care,
which specifies that States have an obligation
to reduce child mortality and that particular
attention should be paid to neonatal mortality.

The United Nations Human Rights Council
welcomed the technical guidance on the
application of a human-rights based approach
to the implementation of policies and
programmes to reduce preventable maternal
morbidity and mortality in September 2012
(77), reinforcing women’s rights to access
quality, appropriate and affordable services
and support across the continuum of care.
The Council’s resolution A/HRC/22/L.27/Rev.1
on the right of the child to the enjoyment of the
highest attainable standard of health affirmed
the importance of applying a human-rights-




based approach to eliminating preventable
maternal and child mortality and morbidity
and requested Member States to renew
their political commitment and take action
to address the main causes of mortality and
morbidity.

Current situation

In addition to 2.9 million babies who die in the
first month of life (7), it is estimated that 2.6
million babies are stillborn (die in the last three
months of pregnancy or during childbirth) (9)
and some 289 000 women die each year from

complications of pregnancy and childbirth (78).

The global annual average rate of reduction in
neonatal mortality since 1990 has been 2.0%,
lower than that of maternal mortality (2.6%)
and under-5-year old mortality (2.9%) (7).

Most newborn deaths occur in low- and
middle-income countries. Two thirds of

all neonatal mortality is reported from 12
countries, six of which are in sub-Saharan
Africa?. Countries with a rate of 30 or more
deaths per 1 000 live births account for 60%
of all newborn deaths.

Many countries with a high burden of newborn
deaths have experienced recent conflict or
humanitarian emergencies. Others have weak
health systems with limited infrastructure

and low density of skilled health workers

and the population faces high out-of-pocket
expenditures. Inequitable access to quality
health services for women and children results
in stark disparities in mortality rates and
intervention coverage between and within
countries. Nevertheless, 11 low- and lower-
middle-income countries have reduced their
neonatal mortality rate (NMR) by more than
40% since 2000P, showing that it is possible
to make rapid progress.

Fig. | Causes of deaths in children under & years of age, 2012

Meningitis 2.6%

Pertussis 0.9%
HIV/AIDS 1.6%

Measles 1.5% >~

Noncommunicable _
diseases 3.9%

Pneumonia
13%

Other
conditions
11.4%

\Y[e]le]{Te!
7.3%

Diarrhoea
9.2%

Complications from
preterm birth
35%

Intrapartum-related
24%

Sepsis/meningitis
15%

Pneumonia 5%

Congenital 9%

Other 8%

Tetanus 2%

Diarrhoea 1%

Neonatal
44%

y

More than 80% of newborn deaths are in small babies
(preterm or small for gestational age) in the highest burden settings.

Source: WHO Global Health Observatory, 2014 (19). Estimates are rounded, and therefore may not sum fo 100%.

@ In descending order of annual number of newborn deaths: India, Nigeria, Pakistan, China, Democratic Republic
of the Congo, Ethiopia, Bangladesh, Indonesia, Angola, Kenya, United Republic of Tanzania, Afghanistan.

® Bangladesh, Cambodia, Democratic People’s Republic of Korea, Egypt, El Salvador, Malawi, Mongolia, Rwanda,

Senegal, Sri Lanka and United Republic of Tanzania.



E\/E |—\>\/ NE\/\/BOQN ‘ An Action Plan to End Preventable Deaths

Social determinants are an important factor in the health of
women and newborns. Poverty, inequality and societal unrest
undermine maternal and newborn care in nuMmerous ways, such
as poor nutritional status of girls and women (including during
pregnancy) and inadegquate housing and sanitation. Complex
humanitarian emergencies cause dramatic movements of people
(including pregnant women and newborns) and compromise
access fo functional health systems. Low education levels, gender
discrimination and a lack of empowerment prevent women from
seeking health care and making the test choices for their own and
their children’s health, resulfing in perilous delays and unnecessary
deaths. This action plan acknowledges the inherent links between
confextual factors and maternal and newtborn health and focuses
primarily on health system solutions.

Three causes accounted for more than 80% of
neonatal mortality in 2012 (Fig. 1): complications
of prematurity, intrapartum-related neonatal
deaths (including birth asphyxia) and neonatal
infections (sepsis, meningitis, pneumonia, and
diarrhoea) (719). Complications of prematurity are
also the second leading cause of all deaths of
children aged under 5 years. Annually, 15 million
babies are born prematurely (20) and 32.4
million with a weight below the tenth percentile
for their gestational age (27); 10 million do

not breathe at birth, of which 6 million require
basic neonatal resuscitation (bag and mask
ventilation) (22).

The highest risks of death in utero, in the
neonatal period and throughout infancy and
early childhood, are faced by small and low-
birth-weight babies, that is, those who are born
preterm or small for gestational age, or both.
More than 80% of all newborn deaths occur
among small babies in southern Asia and sub-
Saharan Africa (9).

Disabilities remain an important issue. Many
could be prevented by adequate care during
labour and childbirth and in the neonatal period.
Preterm babies who survive the first month of
life face higher risks of post-neonatal mortality,
long-term neurodevelopmental impairment,
stunting and noncommunicable disease (23).
Babies who are smalll for gestational age face

risks of stunting and adult-onset metabolic
conditions. Four million term or near-term
neonates have other life-threatening conditions,
including intrapartum-related brain injury, severe
bacterial infection and pathological jaundice,
which result in life-long impairments (9). More
than a million neonates survive each year with
long-term neurodevelopmental impairment. It

is therefore important to look beyond survival
and provide appropriate follow-up care for
children affected by these conditions to ensure
early detection and appropriate care and
rehabilitation (9). As Article 23 of the Convention
on the Rights of the Child (76) stresses, it is
also important to meet the needs of mentally or
physically disabled children.

Some 10% of the entire global burden of
disease is related to neonatal and congenital
conditions (9). As the Health Assembly
recognized in resolution WHAB3.17 on birth
defects (24), factors leading to birth defects
and congenital abnormalities can affect health
outcomes for babies who survive the neonatal
period, as do many of the diverse causes

and determinants of congenital disorders.
Prevention of birth defects and provision of care
for affected children need to be integrated into
existing maternal, reproductive and child health
services, with social welfare provision for all who
need it.

13
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cffective inferventions for improving
the health of newlborns across the
continuum of care

Unprecedented opportunities for improving newborn health now
exist affer decades of analysis and research that have generated
information on the burden and causes of neonatal mortality,
demonstrated effective inferventions and service delivery channels,
and identified ways to accelerate progress in extending the coverage

of interventions fo reduce mortality (25).

Effective interventions for improving survival for levels of service delivery (26). Many are
and health of newborns form one component delivered from common platforms for health
of integrated health services for RMNCAH care delivery; integrated planning and delivery
(Fig. 2). These are well documented across can ensure efficient and effective health

the life course and have been packaged services for women and children.
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Fig. 2 Packages in the continuum of care
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Every Newborn action plan
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maternal and newborn deaths and stillbirths as well
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BEFORE PREGNANCY PREGNANCYESS) \ND BiRTH  FIRST WEEK POSTNATAL CHILD

3 MILLION LIVES SAVED EACH YEAR
With an additional investment of US$ 1.15 per capita.

Source: The Lancet Every Newborn Series, Mason E et al. Lancet, 2014 (27).

The packages of care with greatest impact save nearly 3 million women, stillbirths and

on ending preventable neonatal deaths and newborns by 2025 in 75 high-burden countries
stillbirths include: care during labour, around at an additional cost of US$ 1.15 per capita
birth and the first week of life; and care for (Fig. 3) (6). Since these packages would save
the small and sick newborn. High coverage the most newborn lives as well as prevent

of interventions before conception, as well maternal deaths and stillbirths, these are the
as before, during and after pregnancy could focus of the Every Newborn action plan.

Flg. 3 Lives that could be saved by 2025 with universal coverage
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Source: The Lancet Every Newborn Series, Bhutta Z et al. Lancet, 2014 (6).
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Interventions in the package of “care during
labour, around birth and in the first week

after birth” include (but are not limited to)
skilled care at birth, basic and comprehensive
obstetric care, management of preterm births
(including the use of antenatal corticosteroids),
and essential newborn care (hygienic care,
thermal control, support for breastfeeding

and, if required, newborn resuscitation). It is
important that the interventions for mother and
newborn are seen as a functional unit delivered
in a narrow time window by the same health
care provider (or team) and in the same place,
with referral for management of complications
including mother and baby together. These
packages could prevent more than 1.9 million
maternal and newborn deaths and stillbirths
by 2025 with universal access (6).

The package of “care of small and sick
newborns” comprises interventions to deal
with complications arising from preterm birth
and/or small for gestational age, and neonatal
infections (sepsis, meningitis, pneumonia

and those causing diarrhoea). Appropriate
management of small and sick newborns
includes extra thermal care and support for
feeding for small or preterm babies, including
kangaroo mother care, antibiotic treatment for
infections and full supportive facility care. The
last encapsulates additional feeding support
(including cup and nasogastric tube feeding
and intravenous fluids), infection prevention
and management, safe oxygen therapy,

case management of jaundice and possibly
surfactant and respiratory support. Focusing
on small or sick newborns could prevent
almost 600 000 newborn deaths by 2025 (6).

Postnatal care provides the delivery platform
for care of the normal newborn, including the
promotion of healthy practices and detection
of problems requiring additional care. It is
provided in a different time window, often by
different providers in different places. Care of
the normal newborn includes early initiation
of (exclusive) breastfeeding, prevention of

Care around

hypothermia, clean postnatal care practices

and appropriate cord care. Close observation Th o Tme Of
for 24 hours and at least three additional )
postnatal contacts (on day 3 (48-72 hours), bWTh SAVES
between days 7 and 14, and at six weeks mMmothers
after birth) is recommended for all mothers .

. g and their
and newborns to establish good care-giving
practices and detect any life-threatening Nnewborns

conditions (28). Qﬂd prevemTS

stilloirths and
disability

Other interventions across the continuum of
care are also vital for the survival and health

of women and their babies. For example,
antenatal care provides an opportunity for
integrated service delivery for pregnant
women, including obstetric services, but

also covers infections, such as preventing,
detecting and treating malaria and syphilis in
pregnancy, caring for women with tuberculosis
and HIV infection, preventing mother-to-child
transmission of HIV and reducing harmful
lifestyle practices such as smoking and
alcohol use. According to WHO’s World Health
Statistics (29), the coverage rate of some
interventions, such as vaccination with tetanus
toxoid, is already high in many settings (82%
of all newborns are now protected at birth
against neonatal tetanus); there is therefore less
potential for averting deaths (see Fig. 3), but
coverage rates must remain high. Some 81%
of women receive antenatal care at least once
during pregnancy, but only 55% receive the
recommended minimum of four visits or more
(29), and the quality of care is often suboptimal.

Care before and between pregnancies affects
the survival and health of women and their
babies. Family planning is a vital contributor
through delaying, spacing and limiting births,
all of which can reduce newborn mortality

and boost the health of mothers, their babies
and their other children. Access to family
planning and the right to control if, when and
how frequently to become pregnant empower
women and girls and improves babies’ health
and survival. Investments in family planning will
contribute significantly to an overall reduction in
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Care for women before and during pregnancy, childbirth and the
postnatal period and between pregnancies and for the newborn
is best provided by a dedicated health professional qualified in
midwifery. Care should e respectful and should optimize normal
pioclogical processes. In most cases, the person providing care will be
a professional midwife, who will need support from a team composed
of other health professionals, such as nurses, obstetricians and
paediatricians, when complications arise. The feam could provide all
aspects of care in seffings where there are no professional midwives:
for these seffings, the ferm "midwifery personnel” is used.

maternal and neonatal mortality: reducing the
number of unintended pregnancies could avert
60% of maternal and 57% of child deaths (72).

Additional components of care before and
between pregnancy that affect newborn

health include life-skills education, nutrition,
prevention and management of harmful
practices (including smoking and alcohol use),
identification and treatment of conditions such
as sexually transmitted infections and mental
illness, and tackling intimate partner violence.
The nutritional status of women is of particular
importance, as a woman undernourished
before pregnancy is more likely to give birth to
babies who are preterm or small for gestational
age at birth, or both. This risk is determined
partly by undernutrition of a woman in her own
first 1 000 days and during her adolescence. It
is essential to break the intergenerational cycle
of ill health and undernutrition, especially given
increasing evidence about links between low
birth weight and undernutrition in the first 1 000
days of life and the rise of noncommunicable
diseases in adulthood.

Preventing early unintended pregnancy in
adolescent girls is a major component of
efforts to improve newborn health (30). Very
young mothers and their babies face greater
risks from pregnancy and birth (37). Delaying

pregnancy in adolescent girls is a powerful
means of saving maternal and newborn lives
and empowering girls to finish their education.

Community health workers, especially in rural
areas, can play an important role in bridging the
gap between health services and families, and
home visits made by them during pregnancy
and in the first week after childbirth have been
shown to have a positive impact on newborn
care practices and NMR (32,33). They are

also effective in detecting and referring mothers
with postpartum complications and offering
family-planning counselling. Other community
agents, such as traditional leaders, influential
family members and traditional birth attendants,
also influence the demand for, and access to,
skilled care.

The provision of a continuum of care
throughout the life course requires seamless,
functional coordination between levels of
health services and the public and private
sectors. Delivering health care to women

and newborns requires coordination between
technical programmes and initiatives

and collaboration among all concerned
stakeholders: governments, professional
associations, civil society, academic and
research institutions, the business community,
development partners and families.
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The vision of the Every Newborn action plan is of a world in which

there are no preventable deaths of newborns or stilloirths, where

every pregnancy is wanted, every birth celebrated, and women,

oabies and children survive, thrive and reach their full potential,

Goal 1: ending preventable newborn deaths

All countries will reach the target NMR of 10
or less newborn deaths per 1 000 live births
by 2035 and continue to reduce death and
disability, ensuring that no newborn is left
behind. Achievement of this target will result in
an average global NMR of 7 deaths per 1 000
live births, a figure that is consistent with, and
necessary to the achievement of, the target
set in Committing to Child Survival: A Promise
Renewed of ending preventable child deaths.
By 2030, all countries will reach 12 or less

newborn deaths per 1 000 live births resulting in
an average global NMR of 9 deaths per 1 000
live births (other interim targets are shown in
Fig. 4). It is intended that these targets will also
link to forthcoming proposed goals for ending
preventable maternal deaths. All countries
should ensure this goal is also achieved

for underserved populations, maximizing
human capital. The goal may be considered a
continuation of MDG 4 to cover the unfinished
business of reducing newborn deaths.

Fig. 4 Ending preventable newlborn and child deaths
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Source: The Lancet Every Newborn Series, Lawn JE et al. Lancet, 2014 (9).
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Goal 2: ending preventable stillbirths

All countries will reach the target stillbirth rate
(SBR) of 10 or less stillbirths per 1 000 total
births by 2035 and continue to close equity
gaps. Achieving this goal will result in an
average global SBR of 8 per 1 000 total births.
By 2030, all countries will reach 12 or less

stillbirths per 1 000 total births resulting in an
average global SBR of 9 deaths per 1 000 total
births (other interim goals are shown in Fig.

5). All countries should focus on addressing
inequalities and use audit data to track and
prevent stillbirths.

Fi0.5 Ending preventable stillirths
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Source: The Lancet Every Newborn Series, Lawn JE et al. Lancet, 2014 (9).

The ambitious targets proposed in this action
plan of ending preventable newborn deaths
and stillbirths by 2035 — with intermediate
targets for 2030, 2025 and 2020 - require
universal, equitable and high-quality coverage

of essential, referral and emergency care
for every woman and newborn in every
country. This demands measurement,
accountability and linkages with other
global and national plans.




Strategic objectives and principles

To achieve the vision and goals, the Every Newborn action plan proposes five strategic objectives.

Strategic objective 1

Strengthen and invest in care during labour, birth and the first day and week of life.
A large proportion of maternal and newborn deaths and stillbirths occur within this period,
but many deaths and complications can be prevented by ensuring high-quality essential care
to every woman and baby during this critical time.

Strategic objective 2

Improve the quality of maternal and newborn care. Substantial gaps in the quality

- of care exist across the continuum for women’s and children’s health. Many women and
newborns do not receive quality care even when they have contact with a health system
before, during and after pregnancy and childbirth. Introducing high-quality care with high-
impact, cost-effective interventions for mother and baby together — delivered, in most cases,
by the same health providers with midwifery skills at the same time — is key to improvement.

Strategic objective 3

Reach every woman and newborn to reduce inequities. Having access to high-

quality health care without suffering financial hardship is a human right. Robust evidence for
approaches to ending preventable newborn deaths is available and, if applied, can effectively
accelerate the coverage of essential interventions through innovations and in accordance
with the principles of universal health coverage.

Strategic objective 4

Harness the power of parents, families and communities. Engaged community leaders
and workers and women'’s groups are critical for better health outcomes for women and
newborns. Education and empowerment of parents, families and communities to demand
quality care and improve home care practices are crucial.

Strategic objective D

Count every newborn through measurement, programme-tracking and
accountability. Measurement enables managers to improve performance and adapt actions
as needed. Assessing outcomes and financial flows with standardized indicators improves
accountability. There is a need to improve metrics globally and nationally, especially for birth
outcomes and quality of care around the time of birth. Every newborn needs to be registered
and newborn and maternal deaths and stillbirths need to be counted.
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Principles

The Every Newborn action plan is based on six guiding principles.

Country leadership

Countries have primary ownership and
responsibility for establishing good governance
and providing effective and good-quality
reproductive, maternal and newborn health
services. Communities’ participation in the
planning, implementation and monitoring of
policies and programmes that affect them

is a central feature of such leadership and

one of the most effective transformational
mechanisms for action and accountability for
newborn health. Development partners should
align their contributions and harmonize actions.

Human rights

Principles and standards derived from
international human rights treaties should guide
all planning and programming for reproductive,
maternal and newborn health and all phases

of the programming process. Evidence and
practice show the vital importance to health and
development of many human rights outcomes.

Integration

Providing every woman and newborn with
good-quality care that is available without
discrimination and is accessible and acceptable
requires integrated service delivery. Coordinated
health system approaches involving multiple
programmes, stakeholders and initiatives
across the continuum of RMNCAH and
nutrition are therefore essential, without losing
visibility for newborn-specific content.

Equity

Equitable and universal coverage of high-
impact interventions and a focus on reaching
excluded, vulnerable and poorest population
groups are central to realizing the rights of
every woman and newborn to life, survival,
health and development.

Accountability

Effective, accessible, inclusive and transparent
programme-coverage and impact-monitoring
mechanisms, independent review and action
by all relevant actors are prerequisites for
equitable coverage, quality of care and optimal
use of resources. Accountability also includes
access to processes and mechanisms for
remedies, whether legal, administrative or
other.

Innovation

Best practice evidence of strategies that
broaden the coverage of interventions

for newborns and reduce mortality has

been accumulating over recent decades.
Innovative thinking about ways to increase the
participation of all stakeholders and reach the
poorest and most underserved populations

is nevertheless needed. More research and
development is required to optimize the
application of knowledge of which interventions
and strategies are most effective.
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Strategic objective 1:
Strengthen and invest in care during labour,
oirth and the first day and week of life

Rationale

The period occurring after 28 weeks of
gestation to the first month after birth is
especially important not just for survival,

but also for early childhood interaction and
development, when foundations for the
evolution of cognitive and psychosocial skills
are created. Furthermore, it is during labour,
birth and the first week of life that 44%

(1.2 million) of stillbirths, 73% (2 million) of
newborn deaths and 61% (176 290) of
maternal deaths occur (9).

Every pregnant woman should receive essential
care provided by a skilled attendant who is
proficient to monitor labour and assist the

birth, able promptly to detect and manage
complications competently, and capable of
arranging for immediate referral when needed.
Every baby should receive essential newborn
care starting immediately after birth, during

the first day, and continued at critical intervals
in the first week of life and beyond.

Although globally the proportion of women
giving birth with a skilled attendant (physician,
nurse or midwife) has increased to 70%, great
disparities in coverage and quality of care
exist between and within countries. Coverage
of skilled care at birth in sub-Saharan Africa
reaches only half the population (29). Skilled

care around childbirth is most efficiently
provided in many countries in public or private
health facilities, as immediate access to
emergency obstetric and newborn services
when complications occur is crucial to the
survival of mother and child.

Packages of proven interventions should
ensure the provision of basic and additional
care for women and newborns to prevent

or treat the main causes of mortality.
Providing extra care to small (either small

for gestational age and/or preterm) and sick
babies is particularly important in reducing
neonatal mortality. Health personnel need to
be sufficiently competent and equipped to
support women and these babies, many of
whom do not need advanced or intensive care
and can be managed in a lower-level health
facility or possibly in the community. Inpatient
care facilities can play a vital role for babies
who need full supportive facility care. Recent
research indicates that simplified antibiotic
regimens for treatment of possible serious
bacterial infections delivered through outreach
services from primary health facilities might
save additional lives in settings where referral
is not possible.

Research is an important element of investing
in care around the time of birth and an integral
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part of the actions proposed in this plan.
Research priorities include understanding the
factors that impede or facilitate extending
coverage of proven interventions in low-

and middle-income countries, ways to fill
existing gaps (such as the need for greater
understanding of the biological basis of

term and preterm labour and new ways of
preventing preterm birth) and investigation of
the long-term effects, later in life, of morbidities
occurring before and around conception,
during pregnancy and in the first month of

life. Improving data collection and fostering
innovation and collaboration are also essential.

Proposed actions

Governments and all concerned stakeholders
should raise awareness and foster recognition
in communities that the time around childbirth
and the first week of life is vital to saving
maternal and newborn lives and assume
accountability for creating the conditions in
which every woman and newborn can realize
their right to health and health care.

All countries are encouraged to develop or
re-focus national strategies and action plans
in line with the principles, goals, targets and
strategic objectives of the action plan. Each
government should conduct a systematic
situational analysis and agree a set of core
interventions and packages that match the

local context, are relevant to the burden of
neonatal morbidity and mortality, and fit within
the continuum of care. Equitable access to
high-quality care during labour, childbirth and
the first week of the postnatal period should be
emphasized in all relevant country action plans.

Comprehensive maternal and newborn health
packages must be a part of core entitlements
under existing and emerging universal health
systems in all countries. National authorities
should institute measures to increase coverage
of skilled care at birth in health facilities.

They should support the implementation of
guidelines and policies to improve management
during labour and childbirth, including the use
of the partograph, a simple tool for monitoring
labour and anticipating complications, and
increase the number of postnatal visits to
women and their babies. Where necessary,
more midwives, auxiliary staff and community
health workers should be trained and retained.

National authorities, supported by
stakeholders, should cost plans and allocate
sufficient funding for women’s and children’s
health, with due emphasis on care around

the time of birth and the first week of life.
Governments and all concerned partners
should ensure that investments in maternal and
newborn health are sustained beyond 2015
and increased where needed.

Key actions for strategic objective 1: care at birth

Governments, in collaboration with stakeholders, should:

a. conduct a systematic situational analysis
and agree a core set of interventions and
packages for the local context

b. institute measures to increase the coverage
of skilled care at birth in health facilities

c. importance of the period around birth and
the first week of life for preventing maternal
and newborn deaths and stillbirths

d. increase accountability of all relevant
stakeholders

e. develop or sharpen national plans for
newborn health within the continuum
of RMNCAH and nutrition

f. allocate adequate financial resources
to implement the national plan
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Strategic objective 2:

Improve the quality of maternal and newlorn care

Rationale

Skilled care at birth is provided by midwives,
nurses and physicians in many countries, but
women who give birth with a skilled attendant
may receive suboptimal or poor-quality, non-
respectful care. The partograph is still not
commonly used, and infection-prevention

and newborn care practices immediately after
birth are often harmful and do not adhere to
the principles of the Baby-friendly Hospital
Initiative, which include keeping the baby warm,
keeping mother and baby together, initiating
breastfeeding early and promoting exclusive
breastfeeding. Creation of appropriate areas
for newborn care is often overlooked.
Increasing the number of births in health
facilities is therefore not sufficient to reduce
neonatal mortality, particularly early neonatal
deaths. Quality care for mothers and newborns
should be assured, even in natural calamities,
disasters or emergencies.

It is estimated that one in three pregnant
women needs some intervention during birth
and between 5% and 15% require a Caesarean
section (34). Many women and babies in
higher-mortality settings will not have access

to emergency obstetric, or even basic neonatal,
care. The incidence of birth complications,
intrapartum-related death and neonatal
encephalopathy rises with increasing neonatal

"

M
-

mortality, reflecting lack of quality obstetric
and neonatal emergency care. Though high
Caesarean section rates are not desirable,
rates of less than 5% are usually a marker
of unavailability of maternal and neonatal
emergency and intensive care.

Quality and equity of care affect health
outcomes in lower-mortality settings. As it is
difficult to predict need for emergency obstetric
services, every maternity service should be able
to provide basic life-saving interventions for
women and newborns and have uninterrupted
access to transport for referral when serious
complications arise.

Quality of care is particularly important for
reducing risks of disabilities or impairments.
For example, preterm babies are vulnerable to
eye complications. Blindness from retinopathy
of prematurity is preventable by improving
quality of neonatal care, including safer use

of oxygen, and by detecting retinopathy early.
Preterm infants must be followed up and their
eyes must be checked.

A seamless continuum between primary

care and referral-level facilities saves lives.
Community-based skilled birth attendants may
be common in low- and intermediate-mortality
settings where human resources and capacity
for training exist, but about one third of births
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Quality and
equity of care
affect health
outcomes for
mMmothers and
their bapies

globally (mainly in higher neonatal mortality
settings) occur at home without care from a
health professional. Effective community-based
approaches require a functioning continuum of
care and effective linkages to health facilities
with comprehensive emergency obstetric care.

There is overwhelming evidence that the
standard of education of physicians, nurses
and midwives is low in many countries.
Midwifery curricula in some do not meet global
standards, with students not acquiring the
competences necessary to provide good-
quality services with confidence. Limitations
in regulation and professional association
capacity mean that midwifery personnel have
little legal protection and lack an organized
voice to represent their interests. These
factors, combined with staff shortages, poorly
equipped facilities and low remuneration, lead
to poor motivation and low quality of care.

Health services need to deal with risk factors for
poor neonatal outcomes, such as adolescent
pregnancy, short birth intervals, malnutrition
(underweight and obesity), chronic disease
(such as diabetes), infectious diseases (like
tuberculosis and HIV disease), substance
abuse (tobacco and alcohol use, for instance),
domestic violence and poor psychological
health. Workplace policies are important in
supporting women during pregnancy and in the
postnatal period and should include regulations
to protect pregnant and lactating women from
physically demanding work (35). Behavioural
and community interventions to reduce
exposure to potentially harmful pollutants, such
as from traditional cook-stoves and second-
hand tobacco smoke, are also necessary.
Prevention, screening and management of
sexually transmitted infections (such as HIV
and syphilis), malaria and noncommunicable
diseases are often implemented through specific
programmes but have to be well integrated with
maternal and newborn health services.

Existing programme platforms can provide
specific links to improved newborn survival and

health and will contribute to strengthening the
quality of provided health services, including
those for family planning, HIV infection and
tuberculosis, syphilis, malaria, water and
sanitation, nutrition, integrated management of
childhood illness, home visits in the postnatal
period and immunizations (27).

Adolescent-friendly health services offering
sexual and reproductive health need to be
available to young people, as data show that
adolescents are not reached by health services
and HIV infection is increasing among them.
Prevention of early and unintended pregnancy,
along with care for girls and young women
during pregnancy, birth and in the postnatal
period, are vital to supporting their own and
their babies’ mental and physical health.

Many health facilities, particularly those

in remote areas, do not have life-saving
commodities for women and newborns, as
identified by the United Nations Commission

on Life-Saving Commaodities (5). Challenges
include unregistered new formulations of
medicines, major supply-chain bottlenecks,
stock-outs, costs in settings where services are
not free, and carers and health care providers
being uneducated about commodities and their
effectiveness. The private sector’s considerable
expertise in developing, manufacturing and
distributing medicines, medical devices and
technologies must be harnessed to increase
availability, especially in resource-poor settings.

Few global indicators exist for monitoring the
quality of maternal and newborn care, and
mechanisms for monitoring and evaluation

are non-existent in many countries. Maternal
and perinatal death surveillance and response
can be a powerful approach to improving care
quality. Many countries have adopted legislation
requiring notification of maternal deaths, which
can provide an entry point for a confidential
enquiry into causes leading to maternal death
and planning of remedial action. A similar
approach could be taken to perinatal mortality.
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Proposed actions

Governments, in collaboration with professional
associations, academia, training institutions
and other stakeholders, should regularly update
national policies and guidelines for interventions
around the continuum of care for women’s and
children’s health relative to global evidence-
based guidelines and locally defined strategies.
Additionally, they should operationalize effective
quality improvement systems and adopt and
enforce the implementation of norms and
standards for respectful and high-quality
maternal and newborn care.

Governments should adopt competency-
based curricula for training of health care
workers and put in place regulatory frameworks
defining the scope and practice of midwifery
and nursing, including specific skills of caring
for small-for-gestational-age or sick newborns,
lactation counselling and support training,

and the minimum standards of educational
requirement needed. Rectifying the shortage
of specialists, such as neonatologists and
breastfeeding counsellors, should also be
considered, where appropriate.

Staffing levels for each facility providing
maternal and newborn care need to be
planned in such a way that services can be
provided on a continuous basis, 24 hours

a day, seven days a week. Team work is
essential: teams in first- and second-level
referral hospitals should be multidisciplinary
and include specialized obstetric, paediatric
and anaesthetic staff to manage maternal
and neonatal complications.

Maternity facilities must have appropriate
infrastructure and be adequately equipped

to provide the care needed by mothers and
babies. The norms of infection prevention

and biosafety must be respected. Electricity,
water, sanitation and hand-washing facilities,
clean toilets, appropriate spaces for women to
give birth with privacy and dedicated areas to
manage sick hewborns safely must be in place.

After birth, women and newborns in health
facilities should receive all essential services

before discharge. Mother and baby should

be routinely accommodated in the same

room with provision made for mothers to
provide kangaroo mother care comfortably.
Expression and storage of breast-milk should
be encouraged in health facilities that care

for preterm, small-for-gestational-age and/

or sick babies, complemented by milk banks
in selected referral care facilities. Secondary
and tertiary care facilities should have suitably
equipped and staffed neonatal units and
nurseries and be linked to primary care facilities
through a well-functioning referral system. The
required postnatal care visits in the first week
after birth are necessary for counselling on
health-seeking behaviours and for detection of
any complications.

Life-saving commodities (including essential
technologies) for women'’s and children’s
health should be included in every national
essential medicines list and an uninterrupted
supply chain to all facilities, especially the most
peripheral, should be ensured.

Monitoring and improvement of quality of care
must be instituted in all public and private
maternity care services through, for example,
maternal and perinatal death surveillance and
response, birth and death registration (including
fetal deaths or stillbirths) and periodic surveys
of health facilities” availability and readiness.
Information technology can assist in real-

time monitoring: mobile phones, for example,
are valuable in increasing communication

and sharing data among health providers

and communities. Community and service
links aiming to improve care quality require
investment; audit meetings and accountability
are also key elements of the process of
improving quality of care.

Motivation of staff is an important determinant
for the quality of care. Innovative approaches
should also be applied as appropriate, such

as coaching, mentoring, accreditation and
continuous education to improve access

and quality of care. National authorities may
consider incentives such as financial payments,
bonuses and public recognition. Performance-
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based financing is being introduced in several
countries, but further investigation of its cost-
effectiveness and associated risks are needed.

Raising public awareness and increasing
community involvement can accelerate
improvements in quality of care.
Parliamentarians, who represent voters,
legislate, scrutinize and approve budgets and
oversee government actions, are therefore
seminal in determining women’s and children’s
well-being. Civil society and local leaders,
including business leaders, can strengthen
political will and help to increase public
awareness and community ownership of
problems and solutions. A free flow of data
and information is needed to enable this,
with results from annual health sector reviews
being made publicly available in line with
recommendations made by the Commission

on Information and Accountability for Women’s
and Children’s Health (4).

Engaging the private sector through public-
private partnerships can bring multiple benefits,
including: high-level advocacy; technology
transfer to low-income countries; lower costs
and increased availability of quality-certified
essential medicines and medical devices;
improved quality of care and the provision

of evidence-based services by private
practitioners; improved stewardship and
regulatory function of governments; transport
provision for emergency cases; stronger
employer-based health services and workplace
policies and programmes that support
pregnant women and new mothers; and
development of innovative technologies with
the potential to reduce newborn and maternal
deaths and prevent stillbirths and disability.

Key actions for strategic objective 2: improve quality of care

Governments, in collaboration with stakeholders, should:

a. update national policies, guidelines, norms
and standards for maternal and newborn
care

b. operationalize effective quality improvement
systems for respectful, high-quality maternal
and newborn care

c. adopt competence-based curricula for
training of health care workers, and put in
place regulatory frameworks for midwifery
and other health care personnel

d. ensure postnatal care visits in the first week;
and provision of quality extra care for small
and sick newborns

e. consider and evaluate innovative
approaches to motivate staff and to
improve access and quality of care;
further investigate cost-effectiveness and
associated risks of performance-based
financing, as has been introduced in some
countries

f. ensure that all facilities are adequately
staffed with multidisciplinary teams, are
able to manage maternal and neonatal
complications at referral-facility level, and
have basic optimum infrastructure

g. ensure life-saving commodities for women’s
and children’s health are included in every
national essential medicines list

=

develop strategies to engage private-sector
providers in increasing their advocacy for
action on newborn and maternal deaths
and stillbirths, and develop innovative
technologies to improve newborn and
maternal health outcomes

i. institute maternal and perinatal death
surveillance and response, including
notification of maternal and perinatal deaths
(preferably within 24 hours)

j. enhance public oversight of the quality
of maternal and newborn care through
raising public awareness and increasing
community involvement
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Strategic objective 3:

Reach every woman and newborm to reduce inequities

Rationale

Every woman and newborn has the right

to good-quality health care in line with the
principles of universal health coverage and
human rights. Access to high-quality maternal
and newborn care depends, among other
factors, on the availability of skilled health
workers who are motivated, adequately
equipped and equitably distributed. In many
countries, inequitable access to health
professionals, particularly in rural areas, is one
of the main factors behind persistent high
mortality rates for women and newborns.

Currently, fewer than one in six countries with
the highest burden of maternal and neonatal
mortality reaches the minimum benchmark of
23 doctors, midwives and nurses per 10 000
population necessary to provide a basic
package of care (36). Severe shortages of
midwives exist in at least 38 countries (37).
These factors, combined with poor working
conditions and few incentives for staff to live and
work in remote areas or among disadvantaged
populations, lead to unequal distribution of health
workers and great inequities in access to care for
mothers and newborns in countries with a high
and inequitable burden of newborn deaths.

Costs of health services can present an
important barrier to families seeking care
during pregnancy and childbirth and in the
postnatal period. Direct costs, such as over-

the-counter payments for medicines and

fees for consultations and procedures, and
indirect costs on, for example, transport and
lost income have led to sharp inequities in
coverage, most notably for women who give
birth with a skilled attendant. Up to 11% of the
population in some countries incur high costs
in paying for health care, with as many as 5%
forced into poverty because of health care-
related expenditure, including costs associated
with essential maternal and newborn care (38).
The goal of universal health coverage stipulates
that everybody should be able to access
health services and not be subject to financial
hardship in doing so, but the world is falling
short on both counts, particularly for women
and children.

Special measures are necessary in health
service and community settings to overcome
violations of human rights where there is
gender bias against the girl child.

The absence of information on budgets limits
transparency and oversight for maternal and
newborn health. Few countries have conducted
national health accounts with specific sub-
accounts for maternal and newborn health, and
tracking of development assistance has become
prominent in the public domain only recently.

Private sector enterprises should take special
measures to promote community and
workplace support for mothers in relation to
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pregnancy and breastfeeding and feasible and
affordable child-care services, in compliance
with the provisions of ILO’s Maternity Protection
Convention (35). The private sector can and
should contribute to the promotion, protection
and support of early and exclusive breastfeeding
by ensuring that marketing and promotional
practices fully conform to the provisions of

the International Code of Marketing of Breast-
Milk Substitutes (39) and subsequent relevant
World Health Assembly resolutions (40) and

by complying with national legal and regulatory
provisions aimed at giving effect to them.

Reaching all women and newborns requires
investment in every aspect of the health
system, including leadership and governance,
the workforce, infrastructure, commodities and
supplies, service delivery, information systems
and financing. Different contexts require
tailored approaches, with specific attention

to preparedness for, and rapid response to,
complex humanitarian emergencies.

Proposed actions

A first proposed step for countries to move
towards universal coverage of maternal and
newborn care is to conduct a systematic
analysis of the barriers to extending provision
of the intervention packages necessary for
provision of good-quality care. These can

be found within the health system itself, but
gaps in family and community knowledge,
misperceptions and lack of resources can also
contribute. Results of such analyses should
be taken into consideration in the design of
national newborn action plans.

Integration of actions on the health of newborns
into existing RMNCAH initiatives and service
delivery platforms (including those for HIV, malaria
and immunization) will be crucial to ensuring that
no opportunities to reach mothers and newborns
are missed. Countries must critically assess what
services are needed, motivate health workers,
improve hospitals’ efficiency, eliminate waste and
corruption, and optimize the use of technologies
and health services.

Every country should have a comprehensive
development plan for the health workforce that
covers education and training, the distribution,
motivation and retention of skilled personnel,
and redresses the mismatch between
available health care workers and positions
through a system that tracks from pre-service
training through to posting and retention. It is
essential that health workers have respectful
attitudes and behaviours towards women and
newborns, and working conditions should
allow health workers to operate in a safe and
respectful environment. Plans should include
actions to expand and/or more equitably
redistribute the workforce and, where needed,
implement immediate remedial measures,
including appropriate remuneration. Provision
of housing, electricity and salary supplements
has been effective in motivating health workers
to serve in remote and underserved areas.

Optimizing performance of available staff is a
priority. Evidence that life-saving interventions
can safely be delegated to mid-level health
workers is strong, but only if they are
appropriately trained. Midwifery personnel,
for example, should be able to provide the
full range of emergency obstetric care where
referral possibilities are limited.

Governments should adopt and enforce laws
and policies on equity of access and quality

of maternal and newborn care in public and
private sectors. Policies should include: ensuring
women'’s and children’s universal access to
health care services without enduring financial
hardship; notification of maternal and perinatal
deaths; context-specific approaches to HIV
infection and infant feeding; ratification of ILO’s
Maternity Protection Convention (35); and
legislation to implement the International Code of
Marketing of Breast-Milk Substitutes (39).

Plans for extending maternal and newborn
health services should be based on objective
information and evidence. Countries need

to estimate requirements for the number

of pregnancies and births within a given
setting and build and equip the necessary
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infrastructure. They need to define a standard
package of maternal and newborn care for
each level of health provision and determine
the number of staff and constitution of
teams, including midwives and midwifery
personnel and, where needed, specialists
such as obstetricians, neonatal nurses and
paediatricians. Geographical mapping of
access points has been successful in several
countries in supporting decision-making on
the number and location of maternity facilities
to reach the greatest number of families and
communities. Sound planning should inform
increased investment in care quality around
childbirth.

Targeted programmes in and out of school
are needed to expand adolescents and
young adults’ access to, and use of, modern
contraceptive methods. Measures taken to
prevent early pregnancies should include
legislation to prevent or lower the number of
girls who marry under the age of 18 years and
life-skills education (for boys and girls) to help
to keep girls in school, reduce rates of coerced
sex, prevent early and unintended pregnancy
before 20 years and inculcate positive

cultural norms and traditions. Young people
should be able to access contraceptives

and comprehensive sexual education that

is empowering and which is designed to
enable them to make sexual and reproductive
decisions freely and responsibly. Countries
should provide the enabling environment

for this to happen. Youth-friendly health
services should be available to give pregnant
adolescents the full support they need to

be well prepared for birth and parenthood,
regardless of marital status.

Policies are needed to eliminate disparities

in health care access, including subsidizing

the cost of care and focusing on the most
vulnerable population groups to ensure that
good-quality maternal and newborn health
services are available at an affordable cost at
the point of use (which would mean free to
many people). Countries should reduce reliance
on out-of-pocket payments by increasing
forms of prepayment with pooling of funds

to share financial risks across the population.
Prepayment typically involves taxes and other
government charges and/or insurance. To
mobilize resources, governments must prioritize
the health sector in domestic budgets, increase
efficiency in collection of national revenue and
adopt innovative ways of raising funds through,
for instance, taxes on tobacco and alcohol.
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Countries must track total health expenditure Community strategies to improve demand

by financial source (and per capita) and total for services, birth preparedness and essential
expenditure on RMNCAH by financing source newborn care practices, including participatory
(and per capita). All major development women’s groups and home visits supported
partners should report their assistance for by community health workers, volunteers or
maternal and newborn health against their lay facilitators, have a critical role to play in
commitments and make covenants that reducing inequalities in mortality and access
would enable national authorities to establish to care. Evidence suggests that participatory
predictable budgets and reinforce mutual women’s groups have the largest impacts on
accountability. mortality among the poorest.

Key actions for strategic objective 3: reduce inequalities

Governments, in collaboration with stakeholders, should:

a. conduct a systematic analysis of obstacles e. adopt and enforce laws and policies on

to achieving full-scale, high rates of equity of access and quality of maternal and
coverage of effective intervention packages newborn care in public and private sectors
for quality care within the health system f. plan maternal and newborn health services
and community and take action to remove on the basis of an evidence-based agenda,
those obstacles and staffing required for its delivery
b. ensure the integration of actions for g. ensure elimination of barriers (social and
newborn health into existing RMNCAH financial) that limit access to care by mothers
initiatives and service delivery platforms so and newborns, including girls in some
that no opportunity to reach mothers and populations who are especially vulnerable
newborns is missed h. track national health expenditures, including
c. prepare and implement a development those for maternal and newborn health, and
plan for the health workforce to ensure mobilize additional domestic resources

competency and respectful behaviour,
improve the density, and increase
motivation and retention of relevant health
worker cadres as needed

i. develop targeted programmes in and out of
school to expand adolescents’ and young
adults’ access to, and use of, modern
contraceptive methods and give pregnant

d. Op’[lmlze performance Of aVallable Staﬁ by ado|escents the fu” Support they need
considering delegation of tasks to mid-level

health personnel with appropriate training
and support and the role of community
health workers in bridging gaps between
families and health services

consider community strategies to improve
demand for services, birth preparedness and
essential newborn care practices, including
home visits by community health workers
and participatory women'’s groups
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Strategic objective 4:

Harness the power of parents, families and communifies

Rationale

It is vitally important to overcome barriers to
accessing skilled care at birth and to harness
the power of parents, families and communities,
engaging them to seek care throughout
pregnancy, birth and the first days and weeks
of their children’s lives. This is particularly
important in low-income countries, where
almost half of mothers do not receive skilled
care during childbirth, more than 70% of babies
born outside facilities receive no postnatal care
and most maternal and newborn deaths and
stillbirths occur (47). Many newborns die at
home without any care having been sought.

It is essential to empower women, parents,
families and communities to seek health care
services when needed and to ensure they can
provide recommended care in the home by
themselves. Health outcomes, both positive
and negative, are determined by decisions
made within the household, the families’ ability
to reach care when needed and the quality

of the services received when they arrive.
Unfortunately, many actors outside of health
services are often not engaged in discussions
and efforts to improve their health and to
increase the coverage of essential interventions.

Programmes that seek to strengthen health
services through mobilizing community
members to adopt healthy practices, shifting
social norms to increase social support

and addressing barriers to access have
demonstrated the effects of such approaches.

The resulting changes are particularly evident for
maternal and newborn health (42). A woman'’s
right to make decisions is crucial for her health
and the health of her family.

Community-oriented activities can be broadly
categorized in four areas: (i) increasing
awareness of rights, needs, responsibilities
and potential problems related to maternal

and newborn health; (i) developing capacities
to stay healthy, make healthy decisions and
respond to obstetric and neonatal emergencies;
(iii) strengthening social support networks
among women, families and communities and
links with the health services; and (iv) improving
quallity of care through strengthening health
services’ interactions with women, families and
communities and responses to their needs (43).
Investment is necessary in each of these areas,
particularly in settings where maternal and
neonatal mortality rates are high and access to
health services is limited. Actions need to be
taken collectively by multiple parties alongside
efforts to improve the quality of health services.
Civil society can play a catalytic role through
existing and strengthened coalitions and
networks.

Families, especially parents, are at the forefront
of providing newborn care. They can and
should ensure certain aspects of care for the
healthy baby after birth, including keeping

the baby clean and warm, initiating early and
exclusive breastfeeding and performing proper
cord care (including the use of chlorhexidine, if
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appropriate). This is particularly important
for babies born at home or discharged a
few hours after birth. Even though practices
like breastfeeding are often considered as
natural behaviours, many women require
skilled support.

Interactions between carer and child are crucial
for psychosocial and cognitive development
and should start from the day of birth. Simple
communication and stimulation catalyse the
maturation of neurological pathways and are
relevant for term and preterm babies. Support
for early child development is an essential
component of newborn care.

Men can play an important role in maternal
and newborn health as partners, fathers and
community members. Men are often key
decision-makers in maternal and newborn
care-seeking behaviour and need to
understand the needs, risks and danger signs
of pregnancy, childbirth and postnatal periods.
Health programmes that are traditionally
designed to interact with women need to
broaden their understanding of men’s needs
and perspectives (without compromising
women’s rights), working with men and women
(adolescents and adults) and positioning
gender perspectives and reproductive rights
as pertinent to both. Health care workers need
to make it convenient for men to accompany
their partners and attend births, supporting
them to enhance couples’ communication and
decision-making.

In 2009, WHO and UNICEF issued a joint
statement on home visits for newborn

children based on research showing that visits
conducted by community health workers
improved newborn survival rates (44). Extensive
studies in Africa and Asia since then have
shown that home visits during pregnancy and
in the first week after birth increase the number
of women seeking antenatal care and receiving
skilled care during birth. Visits by community
health workers also help families to take better
care of the newborn and lead to improved
practices, such as delayed bathing and early
initiation of exclusive breastfeeding, resulting

in significant reductions in neonatal mortality.

Community leaders, family members, traditional
birth attendants and other influential people
can also be positive agents for support

(43). Depending on the context, elder family
members, such as grandmothers and
mothers-in-law, have a strong, culturally
sanctioned power for decision-making and
care, influencing, for example, the diet of
pregnant women, workload and household
responsibilities and use of emergency services.

Community mobilization through facilitated
participatory learning and action with women’s
groups is recommended to improve maternal
and newborn health, particularly in rural
settings with low access to health services
(45). The intervention can have a positive
effect on newborn mortality, and further
research may improve understanding of the
effects on maternal health and care-seeking.
Implementation of facilitated participatory
learning and action with women’s groups
should focus on enabling discussions in

which women can identify priority problems
and advocate for local solutions for maternal
and newborn health. In order to ensure
quality, this intervention should be implemented
with close monitoring and evaluation as well
as prior adaptation to the local context.

Lay health workers, including traditional birth
attendants, have successfully performed
functions related to health care delivery for
women and newborns and can be important
members of the health team. They are not
intended to replace a health professional in
attending births, but can effectively promote
maternal, newborn and reproductive health
interventions such as, but not limited to,
appropriate care-seeking, preparedness

for birth and complications, and support for
breastfeeding. Traditional birth attendants
are often valued and respected community
resources and finding new roles for them

in areas such as providing continuous support
for women during labour (in the presence of
a skilled attendant) and serving as a link
between communities and health services

is important (46).
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In conjunction with other actions, social and
mass media can be influential in imparting
knowledge, changing behaviour and instilling
social accountability for newborn health
services. Advocacy campaigns using radio
and television have contributed to increasing
the number of births in health facilities, early
initiation and exclusive breastfeeding, and
other interventions. Multi-pronged approaches
enhance the reach of messages.

The private sector’s considerable expertise in
strategic communications can be harnessed to
change social norms (such as acceptance that
maternal and newborn deaths are inevitable),
promote optimal health behaviours and increase
demand for good-quality care. Many private
corporations have capacity for conducting
research and mining diverse sources of data

to create understanding of what motivates
behaviours, an extremely valuable asset that
has not yet been tapped to its full potential.
Public—private partnerships are especially
amenable to multimedia advocacy campaigns
through existing private sector communications
platforms, television, radio, social media and
e-health and mobile-telephone technologies.

Civil society organizations can contribute
significantly to social mobilization, creating
political will and policy design, and can help

to hold governments and health services
accountable for implementing their programmes
and plans.

Systematic reviews of the results of evidence-
based approaches designed to harness the
power of women, parents and communities

are being conducted in areas such as:
preparedness for birth and complications;
transport schemes; maternity waiting homes;
community participation in programme
planning and quality improvement; alleviation

of financial barriers and cash transfers;
integrated case management of newborn and
childhood illnesses; the use of mobile telephone
technology; maternal and perinatal deaths
audits; and results-based financing (6). Findings
will inform future policy on these approaches.

Proposed actions

Maternal and newborn deaths and stillbirths
need to be recognized by communities, families
and individuals as avoidable and not inevitable.
To ensure zero tolerance of preventable deaths,
there has to be a change in social norms

and expectations surrounding childbirth and
newborn survival, and parents affected by
stillbirths or newborn deaths need to be given a
voice. Peer-to-peer strategies of using parents’
voices to mobilize civil society, mass media and
social media can be used to spread information
and change norms.

The analysis of obstacles proposed under
strategic objective 3 should also focus on factors
that determine the demand for maternal and
newborn health services and affect the provision
of recommended self-care in the home in
countries with a high burden of neonatal mortality.
Understanding the motivational, cultural,
structural and financial elements that support
families and commmunities to implement good
home care practices and seek appropriate care
for mothers and their newborns is essential for
devising an appropriate response. Programmes
should include activities to give women and
families a voice and allow their participation in
prioritizing problems and solutions.

Where access to health services is inequitable
or low, countries should consider investing

in community health workers as a powerful
resource for improving maternal and newborn
care, particularly in hard-to-reach areas, and
ensure their integration as an important human
resource alongside health professionals for
maternal and child health matters. Appropriate
training, supportive supervision, deployment and
compensation are necessary.

Consideration should be given to strengthening
community-based organizations such

as women’s groups to foster community
mobilization through dialogue-based
approaches such as facilitated cycles of
participatory learning and action. This is
particularly relevant among rural populations
for whom access to care is limited. Further
evaluation of the utility of this approach in poor
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urban areas and with other actors, including
men and grandmothers, is urgently needed.

Families, particularly men and fathers, also

have important roles. They should be involved

in individual household-level and community
activities to enhance their contribution to
supporting family health. Various channels can
build capacity to provide good home care, such
as health education, media campaigns and home
visits by trained community health workers.

Strengthening linkages between communities
and health facilities improves health outcomes
for women and their babies, especially where
referral services are provided. Mobile phone
technology, which is now widely available and
can reach remote areas in many countries,
provides one approach for improving these
linkages. It has been successfully used to supply
health messages, establish help lines and
facilitate real-time monitoring of births and deaths
and can be linked with community mobilization
interventions to create greater synergy.

Creating demand for services for underserved
communities requires innovative approaches
based on evidenced-based strategies. For
example, conditional cash transfers to families
and communities can be considered where
financial circumstances impede access

to health care, with careful monitoring to
demonstrate cost—effectiveness.

The Commission on Information and
Accountability for Women'’s and Children’s
Health has called for improved oversight

and transparency, urging parliamentarians,
community leaders, civil society and the
general population to demand information and
participate actively in planning and monitoring
health services and the quality of care received
by mothers and children. Countries should
pursue these recommendations. Similarly,

all concerned stakeholders should accept
independent accountability for implementing
this action plan at global level as part of their
commitment to saving the lives of newborns.

Key actions for strategic objective 4: parents, families and

communities

Governments, in collaboration with stakeholders, should:

a. promote zero tolerance for preventable
stillbirths and maternal and newborn deaths

b. maximize the power of parents’ voices, civil
society, mass media and social media to
provide information and change norms

c. conduct a systematic analysis of obstacles
to accessing quality maternal and
newborn services and uptake of essential
home care practices by women, families
and communities and actively involve
communities in determining priorities and
planning appropriate actions

d. equip families, including men, with the
knowledge and capacities to provide good
home care

e. strengthen links between community and
health facilities through applying innovative
approaches to reach remote areas

f. adopt combined approaches to improving
care quality within the home and from health
services

g. evaluate the utility of community-based
organizations such as participatory women’s
groups to foster community mobilization,
particularly among rural populations with
limited access to care

h. adopt evidence-based strategies to generate
and sustain demand for services using
community-oriented actions

i. engage, enable and support in-country
civil society organizations to demand
transparency and oversight and improve
access to, and quality of, care

j. engage the private sector to support multi-
media communication campaigns to change
social norms, promote zero tolerance for
preventable mortality and advocate for
optimal behaviours
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Strategic objective 5:
Count every newborn — measurement, programme
fracking and accountapility

Rationale

Vital statistics provide indispensable
information, in this case making policies more
effective and responsive to the needs of
women and children. In 2012, however, about
one third of 137 million births globally and
nearly all neonatal deaths and stillbirths went
unregistered (9). Half the countries in the WHO
African and South-East Asia regions do not
record cause of death in their vital statistics,
and serious deficiencies are present within
existing systems (47). The vital registration
systems in some countries do not follow global
recommendations about which child to count
and often function for only part of the country.
In others, not all deaths are registered. Failure
to collect high-quality data on registration of
births and deaths, including cause of death,
results in an absence of crucial information

for policy-making, planning and evaluation
across all development sectors, including
health and health services. The United Nations
Human Rights Council’s resolution (48), on
birth registration and the right of everyone to
recognition everywhere as a person before the
law, is entirely dedicated to birth registration
and legal identification for all, without
discrimination.

As governments and partners establish and
expand access to interventions related to
newborn health, more and better information
is needed for monitoring and assessing
progress towards achieving the commitments
made to ending preventable newborn deaths
and stillbirths.

Few universal indicators are available for
monitoring equity of access and quality of
maternal and newborn care. Some steps to
improve measurement have been initiated,
such as adding questions to household

survey instruments on postnatal care for
mothers and newborns and to facility-
assessment tools about the availability of
commodities specifically for newborns,
including resuscitation equipment and
antenatal corticosteroids. Many challenges
remain, however, in gathering these data.
Population-based household surveys, including
demographic and health surveys and multiple
indicator cluster surveys, have long collected
data on indicators on family planning, antenatal
care and attendance at birth. More information
on postnatal contacts for newborns has
recently been incorporated into these surveys
and the number of countries with available data
is steadily increasing. A process for generating
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indicators that can be considered for addition
to household surveys to measure newborn
care practices and the content of postnatal
care is a milestone proposed in this plan.

Major gaps persist in the collection of data

on outcomes, coverage and quality of care
around the time of birth, and much more
rigorous attention needs to be paid to the
development and testing of indicators and their
inclusion in health management information
systems. Few indicators related to the health
of newborns are currently included in routine
health management information systems, with
limited use of the data for improving quality.

A set of core and additional indicators for
tracking not only population-based coverage
of effective interventions, but also the quality
of care in health services, needs to be agreed
for use in varying contexts, including complex
humanitarian emergencies. Managers at all
levels need to know to what degree the system
can deliver essential maternal and newborn
services and identify performance weaknesses
that can be rectified through better planning,
budgeting and service delivery. Many of the
indicators can be integrated in routine health
information systems, with results validated
periodically through specific surveys.

Many countries have accepted maternal death
surveillance and response as an effective
means of identifying deaths, investigating
their determinants and taking remedial action
on preventable causes. The introduction of
perinatal audits in low- and middle-income
countries has the potential to reduce mortality
when solutions identified from the audit
process were linked to action (49). New
guidance from WHO and its partners provides
clear recommendations on how to implement
maternal death surveillance successfully

at full scale (560). The guidance promotes a
phased approach and suggests a focus on
strengthening maternal death surveillance and
response in health facilities before expanding
it to communities. Auditing maternal and
perinatal deaths and linking the results to a

national process has the potential to strengthen
capacity to avoid preventable causes of
mortality. Legal protection mechanisms that
would facilitate full enquiries are nevertheless
inadequate in many countries, meaning the

full potential of the approach often remains
untapped.

Proposed actions

Countries should introduce and invest in
improving birth and death registration systems
and consider innovative mechanisms for
gathering data, such as through community
health workers and use of mobile phones.
Registration of stillbirths and newborn deaths
should be accompanied by programmatically-
relevant categorization of the causes of deaths.
Additional data (such as gestational age and
birth weight) and consideration of the social
determinants of mortality should be included.
The quality and completeness of data need to
be monitored continuously and the data should
be disseminated as the basis for planning.

Investment and technical support are needed
to improve the quantity, consistency and
frequency of national input data for all maternal
and birth outcomes as part of a minimum
perinatal dataset linked to vital registration
and data derived from health facilities.
Countries should strengthen mechanisms for
maternal death surveillance and response
and surveillance of perinatal mortality, linking
this with perinatal death reviews and taking
action to address avoidable factors identified
through such reviews. It is also important to
track disability outcomes (such as retinopathy
of prematurity, deafness and cerebral palsy),
particularly for countries expanding neonatal
intensive care.

The global core indicators proposed as part of
the action plan (Table 1) should be evaluated by
stakeholders and, after assessment, integrated
into national health information management
systems. The set of indicators proposed

will be further developed as part of the
operationalization of the action plan, covering
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the domains of service readiness, outcomes,
service use, intervention coverage and quality
of care.

All stakeholders, from parliamentarians

and community leaders to civil society and

the general population, need to demand
information and participate in planning and
monitoring access to quality health services
received by women and children, possibly
through use of scorecards, to increase
accountability for implementing this action plan.

While routine systems are being strengthened,
countries and development partners should
undertake periodic household surveys to obtain
data on mortality, intervention coverage and
use of services. The private sector should also
be engaged in improving the collection and
quality of birth and death registration systems
and in investing, developing and executing
innovative mechanisms for gathering data,
especially through the use of mobile phones.

Key actions for strategic objective 5: count every newborn

Governments, in collaboration with stakeholders, should:

a. invest in birth and death registration
coverage and quality, promoting recording
of every birth, live or stillbirth, and recording
stillbirths and neonatal deaths

b. consider the use of specific perinatal death
certificates that capture additional data on
stillbirths, gestational age and birth weight in
addition to maternal complications

c. develop a minimum perinatal dataset and
ensure that all birth outcomes are collected,
with consistent definitions and cross-links to
databases for vital registration

d. institutionalize maternal and perinatal death
surveillance and response, linking this with
perinatal death reviews and taking action to
address avoidable factors identified through
such reviews

e. track morbidity and disability outcomes
especially when neonatal intensive care is
being expanded

f. evaluate and define national indicators of

service delivery for maternal and newborn
health (based on the global indicators
proposed in Table 1) and integrate them
into routine data collection systems and
instruments

g. urge parliamentarians, community leaders,
civil society and the general population to
demand information and participate actively
in planning and monitoring of access to
quality health services received by women
and children

h. develop strategies to engage the private
sector in improving the collection and quality
of birth and death registration systems
and in investing, developing and executing
innovative mechanisms for gathering data
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Fraomework for success

Impact framework

The impact framework shown in Fig. 6 inserts
“Every Newborn” into the “Every Woman
Every Child” concept and broadens the goals
to include ending preventable deaths for
women, stillbirths, newborns and children,
and improving child development and human
capital. The outcome level of the framework
includes all packages for RMNCAH. This
places the action plan’s particular emphasis
on care of women and babies during labour,

birth and the first week of life but also on care
of small and sick newborns, with the objective
of universal health coverage for all packages.
Increased coverage of quality of care requires
programme change to be expanded within
the health system and community. Inputs to a
strengthened health system require rigorous
measurement, strong programme tracking
and accountability. Finally, the socio-political,
economic, environmental, biological and legal
contexts affect all levels of change.

Fig. 6 Every Newborn impact framework

Ending preventable deaths for women, stillbirths, newborns and children

Improving child development and human capital

EVERY NEWBORN

EVERY WOMAN EVERY CHILD

CARE OF
SMALL
OR SICK POSTNATAL = CHILD HEALTH

NEWBORN CARE CARE AND
DEVELOPMENT ADOLESCENT

= 7, . UN!V,ER§A7L7CQVERAG:E - 7 — HEALTH CARE

CARE
AROUND

PREGNANCY BIRTH

REPRODUCTIVE CARE
HEALTH CARE

QUALITY OF CARE WITH INNOVATION

Community
empowerment and healthy
home behaviours

Health
workforce

Health information
systems

Commodities
and technologies

Count every woman, every newborn, every child:
Accountability and data for action to achieve equity

Leadership, governance, partnerships and financing

INPUTS > OUTPUTS > OUTCOMEQ IMPACT

Contextual factors: epidemiological, environmental, economic and socio-cultural

Mortality targets will only be achieved through
improvements in coverage and quality of care
for women and babies at birth and care of
small and sick newborns. Interim targets of
evidence-based interventions for coverage and

quality of care around birth, care for newborns
at risk, home visits and participatory group
support for women and newborns are therefore
proposed (Fig. 7).
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Every Newborn coverage targets by 2020

a.

Coverage and quality of care around birth: 90% of women giving birth and babies

born in facilities will receive effective high-quality and respectful care that includes essential
care during pregnancy, labour and following birth, with preventive care and appropriate
management of complications for the mother and newborn. Maternal and perinatal death
surveillance, timely response and regular monitoring of quality of care will be an integral part
of maternal and newborn health services.

Coverage and quality of care for small and sick newborns: at least half of babies
who do not breathe spontaneously at birth after thorough drying and stimulation will be
resuscitated with bag and mask ventilation; at least half of stable preterm newborns or
babies weighing less than 2 000 g will receive kangaroo mother care and other supportive
care; and at least half of newborns with possible serious bacterial infection will receive
antibiotic therapy. Country-specific targets for comprehensive neonatal intensive care will
be set, including tracking of disability.

Home visits and participatory group support for women and newborns: each
country will achieve at least a 20% increase (or an increase to 90% if their baseline is above
70%) of early postnatal care for women and newborns within two days of birth to promote
breastfeeding, counselling and screening for maternal and newborn complications, and
postnatal family planning. Linking to community participatory approaches and parent
groups is an important component of this strategy.

Every Newborn coverage targets by 2025

a.

Coverage and quality of care around birth: 95% of women will give birth with a skilled
attendant, and every woman and her newborn will receive effective high-quality and
respectful care.

Coverage and quality of care for newborns at risk: at least 75% of babies who do not
breathe spontaneously at birth after thorough drying and stimulation will be resuscitated
with bag and mask ventilation; at least 75% of stable preterm newborns or babies weighing
less than 2 000 g will receive kangaroo mother care and other supportive care; and at least
75% of newborns with possible serious bacterial infection will receive antibiotic therapy.

Home visits and participatory group support for women and newborns: 90% of
women and newborns will receive early postnatal care of high quality within two days of
birth. The quality of postnatal care will be tracked with improved metrics to assess content
and longer-term outcomes, such as the nutrition goal of 50% exclusive breastfeeding in all
countries by 2025. Linking to community participatory approaches and parent groups is an
important component of this strategy.
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Measures of success

The Every Newborn action plan is about taking
action to achieve ambitious mortality targets
and coverage targets to end preventable
newborn deaths and stillbirths. The pathway
to impact will be marked by milestones, which
are defined at global and national levels for

the period 2014-2020 (Fig. 7). The milestones
will form the starting point for accountability
and independent oversight and the basis

for monitoring progress in implementation.
Monitoring and evaluation coincide with the
reviews of progress towards the MDGs in 2015
and will be ready for the prospective post-2015
sustainable development goals, linking to the
new accountability mechanism.

A more detailed monitoring plan, with coverage
and outcome metrics to track progress, is a
milestone at global level. These indicators will
need to be collected and used for national
programme action within countries. Clearly
delineating stillbirth interventions and strategies
represents another milestone.

The real change for women and their babies will
take place within countries. National milestones
include (but are not limited to) ensuring that:
commodities are included in national essential
medicine lists and tracked; the community
voice, especially of women, is heard; national
health plans are sharpened and costed so

as to deal appropriately with newborn health
and stillbirths; and national expenditure for
RMNCAH is tracked and reported.

Considering a woman and her baby together

forms a core concept of the action plan, so a
package of interventions is needed for both:
they are distinct yet interdependent, and

the interdependence is vital to both. As

a complement to this action plan, WHO,
UNICEF and partners will develop an Every
Mother Every Newborn Quality Initiative that
will focus on improving quality of care for
mothers and newborns in facilities, linked to
community actions and district health system
strengthening. A set of norms and standards for
quality of care around birth and the immediate
postnatal period will be defined and, once
established in consultation with countries and
technical experts, will need to be adapted and
adopted within countries.

Achieving the vision, goals, and mortality and
coverage targets outlined in the plan require
measurable indicators to track progress

and inform health policy and programmes.
The selection of the core indicators (Table 1)
involved a grading process for direct relevance
to the action plan framework, targets and
goals and review of current data availability.
Core indicators in some cases are agreed and
tracked, but some need to be further tested
and integrated into national measurement
systems. Urgent work is required to improve
the metrics for these and other supporting
indicators and increase the number of countries
routinely tracking them. The operationalization
of these core indicators and a wide list of
additional necessary indicators forms part of
the short-term milestones listed in Fig. 7.
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GLOBAL LEVEL

4
4

END PREVENTABLE NEWBORN DEATHS AND STILLBIRTHS
2035 Assessment of progress to national targets
of 10 or less for newborn deaths and stillbirths
Global NMR target of 7 per 1000 livebirths and SBR of 8 per 1000 total births

2030 Review of progress to national mortality targets
of 12 or less for newborn deaths and stillbirths
Global NMR milestone of 9 per 1000 livebirths and SBR of 9 per 1000 fotal births

2025 Review of progress to national mortality targets
Global NMR milestone of 12 per 1000 livebirths and SBR of 11 per 1000 total births

2020 Review of progress to national mortality targets

<—)~obo NMR milestone of 15 per 1000 livebirths and SBR of 14 per 1000 total births

« Accountability in post-2015 plans: Ensure
post-2015 development framework includes
specific fargets in newborn mortality and
stillbirth reduction, in addition to under-5 child
and maternal mortality reduction.

» Data: Monitoring plan, improving and using
programmatic coverage data and equity,
quality gap assessments, evaluation for
improved indicators and investment to ensure
that these are tracked at scale. Count every
birth and death for women and babies
including stillbirths, invest in civil registration
and vital statistics, and innovate to improve
and ensure the poorest are counted. Design
and test a minimum perinatal dataset.

- Quality: Develop standards of quality and
a core set of indicators for assessing quality
of maternal and newborn care at all levels
of health-care provision (Every Mother Every
Newborn Quality Inifiative).

Global milestones by 2020

* Investment: Ensure that investment in maternal

and newborn health is continued in 2015 and
sustained in the post-2015 development era.

* Innovation and research: Develop, adapt, and

promote access to devices and commodities
to improve care for mothers and newborn
babies around the fime of birth; and agree
on, disseminate, and invest in a prioritzed and
coordinated research agenda for improving
preterm and newborn health outcomes.
Particular focus is required for sfillbirths, who
have been left out and left behind.

- Coordination: Ensure coordinated support

among UN partners, donors, academics,
nongovernmental organizations and the
private sector, and intensify efforts in the 20
countries that account for 80% of all newborn
deaths.

+ Champions: Develop new newborn

champions, and engage champions for
RMNCAH to infegrate newborn messaging.

J
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NATIONAL LEVEL

N
2035 coverage targets assessment:
Universal coverage for all packages
J
)
2030 coverage targets assessment:
Achieve Sustainable Development Goals
2025 coverage targets assessment:
1. Care at birth: 2. Care of small and sick newborn: 3. Community care:
95% of births >75% kangaroo mother care; >75% sepsis 90% coverage for postnatal care;
receive quality management; comprehensive neonatal 50% exclusive breastfeeding at 6
care infensive care: country-specific fargets months
J
\
2020 coverage targets assessment:
1. Care at birth: 2. Care of small and sick newborns: 3. Community care:
90% of facility >50% kangaroo mother care; >50% sepsis 20% increase in postnatal care
births receive management; Comprehensive neonatal
high-quality care infensive care: country-specific fargets
J
( - -
National milestones by 2020

+ National plans: Review and sharpen national + Health workers: Ensure the fraining, deployment, and
strategies, policies, and guidelines for RMNCAH in line support of health workers, in particular midwifery
with the goals, targets, and indicators in Every Newborn  personnel, nurses, and community health workers.

‘?C*'O” plgn, including C'eaf focus on care around the Innovation and research: Develop, adapt, and promote
fime of birth and small or sick newbomn care. access to devices and commodities to improve care

- Data: Count every newborn by improving and using for mothers and newborn babies around the fime
programmatic coverage data and equity, quality gap of birth; and agree on, disseminate, and invest in a
assessments. Institutionalise civil registration and vital prioritized and coordinated research agenda for
statistics, adapt and use a minimum perinatal dataset, improving preterm and newborn health outcomes.
implement maternal/perinatal death surveillance Particular focus is needed for stillbirths, who have been
and response. left out and left behind.

+ Quality: Adopt Every Mother Every Newborn Quality + Engagement: Involve communities, civil society
Initiative standards of quality and indicators for representatives, and other stakeholders to harness
assessing quality of maternal/newborn care at all the power of individuals, families, and communities
levels of health system; and ensure access to essential ensuring access and coverage of essential maternal
commodities for RMNCAH. and newborn care.

* Investment: Develop or integrate costed human * Parent voices, champions: Shift social norms so that it
resources for health strategy infto RMNCAH plans, is no longer acceptable for babies to die needlessly,
ensure sufficient financial resources are allocated. just as it has become unacceptable for women to die

giving birth.
\ J
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Table T Proposed global indicators for the Every Newborn action plan

Core Every Newborn indicators
‘ 1. Maternal mortality ratio*

‘ 2. Stillbirth rate

3. Neonatal mortality rate*

Additional indicators

Intrapartum stillbirth rate
Low birth weight rate*
Preterm birth rate

Small for gestational age

Neonatal morbidity rates, such
as infection

Rates of long-term disability
after neonatal conditions

~

Coverage: care for
all mothers and for 6 months

newborns

Coverage: 8. Newborn resuscitation
complications
and extra care 9. Kangaroo mother care and

J
4. Skilled attendant at birth* Early initiation of exclusive
breastfeeding
5. Exclusive breastfeeding
6. Early postnatal care for mother
and babies*
J
)
7. Antenatal corticosteroid use Caesarean section rate*
feeding support
10. Treatment of neonatal
sepsis Py

Input: counting Birth registration*

Death registration, including caus
of death

)

A=A oA Cvery Mother Every Newborn
service delivery Quality Initiative with measurable
packages norms and standards

Care of small and sick newborn

* = indicator as defined and fracked in World Health Statistics 2013

Shaded = not currently routinely tracked

Bold = indicator requiring additional evaluation for consistent measurement and linked to milestones in

Fig. 7

Italics = input package requiring norms and standards to be defined and linked to milestones in Fig. 7

All indicators are to be tracked in such a way that they can be broken down to assess equity by, for instance,

urban/rural, regional, wealth quintile.
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The way forward

Research priorities

Research into delivery, development and
discovery needs to be placed at the forefront of
efforts to reduce neonatal mortality. Research
priorities for newborn health were identified by
a global exercise for 2013-2025: nine out of 10
priorities related to improving delivery of known
interventions.

The top research priorities for the delivery of
interventions include: finding approaches to
scale-up simplified newborn resuscitation at
lower levels of the health system; identifying
and managing newborn infection at community
level; removing barriers to the extension of
exclusive breastfeeding and facility-based
kangaroo mother care; evaluating the use of
chlorhexidine for cord care in neonates born
in health facilities; and developing strategies
to improve the quality of facility-based care
provided during labour and childbirth.

Development research priorities identified
included: adapting kangaroo mother care to
make it deliverable at community level; detecting
early high-risk women in pregnancy and labour
in the community; improving and simplifying
intrapartum monitoring; evaluating appropriate
oral antibiotics for treatment of neonatal sepsis;
defining the role of perinatal audits in improving
quality of care during labour and childbirth; and
developing lower-cost surfactant and devices for
use in low- and middle-income countries.

Discovery research priorities highlighted:
science and technology in order to understand
the causal pathways of preterm labour;

new tocolytics to delay preterm birth; stable

surfactant with easier mode of delivery;
effective maternal vaccines to prevent neonatal
sepsis; point-of-care diagnostics and new
biological agents better to identify and treat
neonatal sepsis; better ways to detect fetal
distress; and identification of biomarkers for
intrauterine growth retardation and antepartum
stillbirths.

Coordination

Putting the action plan into practice will
require participation of many stakeholders,
ranging from governments and policy-makers,
donor countries, the United Nations and
other multilateral organizations and global
philanthropic institutions to civil society,

health care workers and their professional
associations, the business community, and
academic and research institutions.

The plan defines priority actions to provide

a healthy start for every newborn within the
context of integrated RMNCAH programmes.
Maternal and child health services are an ideal
platform for delivering integrated packages
that include a range of interventions, including
those for malaria, HIV infection, nutrition

and immunization. It is vital that post-2015
development goals include the vision of healthy
societies in which women and adolescent
girls, newborns and children survive and thrive.
Coordination for implementation of this vision
will rely on a strong, secure continuum of care
to reduce dramatically preventable maternal,
newborn and child deaths, and which has the
potential to build more equitable societies and
transform human development.
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AcCtions by constifuency

Governments and policy-makers at national, regional and global levels

e National plans: review and revise national strategies,
policies and guidelines for RMNCAH in line with the
goals, targets, principles and indicators defined in the
Every Newborn action plan, including a clear focus on
care around the time of birth.

e Budgets: allocate sufficient financial resources to
maternal and newborn health, and ensure adequate
investment to improve quality and equitable coverage
of care.

¢ | egislation: adopt appropriate legislation on birth
registration, maternal deaths notification, maternity
protection and the International Code of Marketing
of Breast-Milk Substitutes.

¢ Health workers: develop or integrate a costed
strategy on human resources for health into RMNCAH
plans to ensure the training, deployment and support of
health workers, particularly midwifery personnel, skilled
birth attendants, nurses and community health workers.

e Quality: adopt standards of quality and core set of

indicators for assessing the quality of maternal and
newborn care at all levels of health care provision.

e Commodities: include essential commodities for

maternal and newborn health in national essential
medicines lists and ensure an uninterrupted supply
at all levels of the health system.

e Engage: engage with communities, civil society

representatives, professional associations, the private
sector and other stakeholders to harness the power
of individuals, families and communities to ensure
access and quality coverage of essential maternal and
newborn care.

e Accountability: count every newborn by

institutionalizing civil registration and vital statistics
maternal, perinatal and neonatal death surveillance
and response.

Organizations in the United Nations system and other multilateral agencies

e Policy: ensure that post-2015 development
framework includes specific targets in newborn
mortality reduction and stillbirth reduction, in addition
to under-5 year old child mortality and maternal
mortality reduction.

e Technical assistance: provide technical assistance
and support to government planning, implementation
and accountability efforts.

e Coordination: ensure coordinated support among
United Nations partners and intensify efforts in the 20
countries that account for 80% of all newborn deaths.

Donors and foundations

e Funding: mobilize funds to fill gaps and support the
implementation of costed, evidence-based, country-
owned RMNCAH plans that include a focus on birth.

e Health worker training: support the training and
deployment of health workers, including investing in
midwifery personnel, skilled birth attendants, nurses
and community health workers that can deliver quality
essential interventions focused on birth.

Private business

¢ Innovation: invest in developing and adapting
devices and commodities to care for mothers and
newborns around the time of birth; invest in social
and behavioural change campaigns, including those
that reach the poorest and most vulnerable.

e Quality: develop standards of quality and a core set

of indicators for assessing quality of maternal and
newborn care at all levels of health care provision.

e Investment: ensure that multilateral investment in

maternal and newborn health is continued in 2015
and sustained in the post-2015 development era.

e Champions: engage champions for RMNCAH in

order to provide coherent, coordinated and evidence-
based messages about newborn health.

e Commodities: support access to quality

commaodities by investing in innovative financing,
creating incentives for producers and purchasers,
supporting quality assurance and regulation, and
research and development efforts to improve
products.

e Accountability: engage in country compacts and

enhance accountability around financial flows.

e Implement: scale-up best practices and partner
with the public sector to improve and expand health
worker training and quality service delivery.
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Nongovernmental organizations, communities and/or parent groups

e Community health workers: support preventive
care before and after the period around birth and
referrals to basic and comprehensive facilities as
appropriate.

e Community leadership and accountability: foster
community leadership and accountability to remove
barriers (in relation to, for instance, transport), hold
health providers accountable for providing quality
services and strengthen links between communities
and facilities.

e Champions: identify and support local champions,
including parliamentarians, parent groups,
professionals, community health workers and
community leaders; engage and link champions for
RMNCAH and adolescent health in order to integrate
coordinated and evidence-based messages about
newborn health.

Academics and research institutions

e Prioritize research needs: agree upon and
disseminate a prioritized and coordinated research
agenda for improving preterm and newborn health
outcomes.

¢ Invest in research: encourage increased budget
allocations for research into innovative interventions.

Health professionals

e Essential interventions: prioritize essential

interventions around the time of birth and care of small

and sick newborns as part of an integrated package
of RMNCAH services.

® Health workers: provide quality and respectful
integrated services to babies and women through
accelerated training, retention and motivation
approaches.

® Demand: generate and sustain demand for services
using community-owned actions (for instance,
incentives such as conditional cash transfers,
insurance, transport, social mobilization, savings
credit schemes and cooperatives).

e Adolescents: give special attention to adolescent
girls and implement approaches to help to prevent
early and unintended pregnancies.

e Seek care: use families, communities and
community health workers, skilled birth attendants
and midwives in order to obtain essential maternal
and newborn care that saves the lives of babies and
women.

e Quality and accountability: be a voice for change;
demand quality, affordable, accessible services;
report poor services through government and
nongovernment mechanisms.

¢ Build research capacity: build capacity at research
institutions, especially in low- and middle-income
countries, and train professionals.

e Disseminate findings: disseminate research
findings and best practices.

® Build partnerships: strengthen global networks of
academic providers, researchers and trainers.

e Commodities: work with local and national bodies

to ensure consistent availability of commodities and
supplies essential for key interventions around the
period of birth.

e Quality: monitor quality of care, including through

use of maternal and perinatal death surveillance and
response.
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summary of action plan process

Although remarkable progress has been made in recent decades to reduce the number of child deaths
worldwide, the NMR globally has declined at a slower pace despite a large proportion of newborn deaths being
preventable. Opportunities for improving newborn health are unprecedented as, today, much more is known
about effective interventions and service delivery channels, and approaches to accelerating coverage and raising
quality of care. Recently, renewed commitments to saving the lives of newborn infants have been made by many
governments and partners, in response to the United Nations Secretary-General’s Global Strategy for Women'’s
and Children’s Health and its accompanying Every Woman Every Child initiative and to recommendations made
by the Commission on Information and Accountability for Women’s and Children’s Health and the United Nations
Commission on Life-Saving Commaodities. This response has triggered an initiative by multiple stakeholders to
propose to the global health community the development of a draft global action plan.

Preparation of the draft action plan

The preparation of the newborn health draft action plan has been guided by the advice of experts and partners, led
by WHO and UNICEF, and by the outcome of several multi-stakeholder consultations at different global and regional
forums.

A further consultative process followed with Member States, in particular regarding the goals and actions being
proposed for the five strategic directions of the draft action plan and their related targets, through one global and

two regional meetings of stakeholders. In addition a draft of the action plan was posted on the WHO website in
December 2013 for consultation by Member States and other stakeholders before the 134th session of the Executive
Board. At that session, the Board noted the proposed process for the further development of the draft action plan.

The subsequent web-based consultation was conducted, as outlined in document EB134/17 Add.1. A Note

Verbale was sent to Member States on 4 February 2014, describing the process and inviting feedback. In addition,
information about the web consultation was widely disseminated through social media and networks on RMNCAH to
encourage as broad a response as possible.

By the deadline of 28 February 2014, more than 300 comments had been received, including responses from

43 State, actors, 23 professional associations, 102 nongovernmental organizations, and many individuals. The
Secretariat took these comments into account in revising the draft action plan. The final plan was endorsed at the
67th World Health Assembly in May 2014 and supported by resolution 67/14.2 (Annex 1). Member States made firm
commitments to its implementation and requested the Director General to monitor progress towards achievement of
the global goal and targets and report periodically to the Health Assembly until 2030.

The proposed “Every Newborn: an action plan to end preventable deaths”, provides clear objectives and actions for
Member States and other stakeholders. It also proposes indicators that can be used to evaluate both progress in
implementation and the impact of the action plan. A detailed monitoring plan with coverage and outcome metrics to
track progress towards the goal and targets will be published as a separate document.
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ANnnex |
Sixty-Seventh World Health Assembly Resolufion WHASG/ . 10:
Newlborn health action plan

{ B\ \, World Health
W uOrganlzatlon

%
SIXTY-SEVENTH WORLD HEALTH ASSEMBLY WHAG67.10
Agenda item 14.2 24 May 2014

Newborn health action plan
Having considered the reports on the newborn health: draft action plan,’ monitoring the
achievement of the health-related Millennium Development Goals,? and health in the post-2015
development agenda;®

Recalling resolution WHA58.31 on working towards universal coverage of maternal, newborn
and child health intervention, resolution WHAB3.15 on monitoring of the achievement of the
health-related Millennium Development Goals, resolution WHAB4.9 on sustainable health
financing structures and universal coverage, resolution WHA64.13 on working towards the
reduction of perinatal and neonatal mortality, and resolution WHAB5.7 on implementation of
the recommendations of the Commission on Information and Accountability for Women’s and
Children’s Health;

Acknowledging the pledges and commitments made by a large number of Member States and
partners to the United Nations Secretary-General’s Global Strategy for Women’s and Children’s
Health, which aims to save 16 million lives by 2015;

Recognizing that millions of children and women die needlessly each year during and around the
time of childbirth, and that effective interventions are available and feasible for implementation at
scale to end preventable maternal, newborn and child deaths;

Recognizing that ending preventable maternal mortality will accelerate the achievement of the
newborn mortality target;

Concerned that there has been insufficient and uneven progress towards achieving Millennium
Development Goal 5 (Improve maternal health);

Also concerned that, although progress has been made towards achieving Millennium
Development Goal 4 (Reduce child mortality) in terms of the overall reduction of child mortality,
the reduction of perinatal and neonatal mortality has stagnated and the proportion of neonatal
deaths among all child deaths is increasing;

Recognizing the need to intensify action urgently in order to end preventable neonatal deaths and
preventable stillbirths, especially by improving access to and quality of health care for women and
newborns, particularly of those at risk, especially for high-risk groups and including the prevention
of the transmission of HIV from mother to child, within the continuum of care for reproductive,
maternal, newborn and child health,

" Document A67/21.
2 Document A67/19.
8 Document AB7/20. 5]



WHAG67.10

1. ENDORSES the newborn health action plan,’

2. URGES Member States? to put into practice the newborn health action plan, through steps
that include:

(1) reviewing, revising and strengthening their national strategies, policies, plans and guidelines
for reproductive, maternal, newborn and child health in line with the goal, targets and
indicators defined in the newborn health: action plan, and strongly committing to their
implementation with particular focus on high-risk groups;

(2) committing themselves, according to their capacities, to allocating adequate human and
financial resources to improve the access to and the quality of care, particularly care for the
mother and the newborn during labour, around birth and the first week, and achieve the
national newborn health targets in line with the global action plan;

(8) strengthening health information systems so as better to monitor quality of care and to track
progress towards ending preventable maternal and neonatal deaths and stillbirths;

(4) sharing information on lessons learnt, progress made, remaining challenges and updated
actions to reach the national newborn and maternal health targets;

3. REQUESTS the Director-General:

(1) to foster alignment and coordination of all stakeholders to support the implementation of the
newborn health action plan;

(2) to identify and mobilize, within approved current and subsequent programme budgets, more
human and financial resources for the provision of technical support to Member States in
implementing the newborn health component of national plans and monitoring their impact;

(8) to prioritize the finalization of the more detailed monitoring plan with coverage and outcome
metrics to track progress of the newborn health action plan;

(4) to take into due account the views expressed at the Sixty-seventh World Health Assembly
as well as the domestic context when supporting the implementation of the action plan at
the national level;

(6) to monitor progress and report, periodically until 2030, to the Health Assembly on progress
towards achievement of the global goal and targets using the proposed monitoring
framework to guide discussion and future actions.

Ninth plenary meeting, 24 May 2014
AB7/VR/9

' “Every newborn: an action plan to end preventable deaths” contained in document A67/21.
2 And, where applicable, regional economic integration organizations.
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ANNex 2
Ending Preventable Maternal Mortality (EPMM) -
Targets beyond 2015

A series of technical consultations and discussions convened by WHO, UNFPA, UNICEF,

USAID, the Maternal Health Task Force (MHTF), and the Maternal and Child Health Integrated
Program (MCHIP) and attended by a large number of stakeholders has resulted in the proposal

of a vision for ending preventable maternal mortality (EPMM) and maternal mortality targets for
2030. The latest of these consultations, held in April 2014 in Bangkok, was attended by over 95
participants from 34 countries, including many countries with high rates of maternal mortality. At
this consultation it was affirmed that EPMM is within reach and that progress can be accelerated
by positioning maternal survival in the context of every woman’s right to healthcare and the highest
attainable level of health across the lifespan. In acknowledgement that maternal health is a crucial
element of development, the consultation forged consensus on maternal mortality reduction
targets for inclusion in the post-2015 development agenda.

Targets for equitable GLOBAL maternal mortality reduction post-2015

Global target: Reduce global Maternal Mortality Ratio (MMR) to less than 70 maternal deaths per
100,000 live births by 2030.

Secondary global target: By 2030, no country should have an MMR greater than 140, a number
twice the global target.

Achieving the average global target implies that all countries contribute by reducing their MMR in
2010 by at least two-thirds by 2030. In order to meet the global target, countries with the highest
MMRs (MMR >420) will need to reduce their MMR at an annual rate of reduction greater than
5.5%. Therefore, the secondary target aims to eliminate extremes of inequity in global maternal
survival.

COUNTRY targets to reduce inequity in global MMR reduction
For countries with MMR less than 420 in 2010 (the majority of countries worldwide):
Reduce the MMR by at least two-thirds from the 2010 baseline by 2030.

For all countries with baseline MMR greater than 420: The rate of decline should be greater,
and in 2030, no country should have an MMR over 140.

To address inequity, the global community should work together to reduce extremes of mortality
and avert a situation where some countries have MMRs far above the global average and eliminate
disparities in MMR between sub-populations within countries.
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