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Health and well-being are of 
paramount importance for a 
state to progress – with Haryana 

committed to improving the health of its 
residents. As we celebrate our “Swarna 
Jayanti” in 2017 we are making giant 
leaps in Haryana’s overall growth and 
development. The survival of neonates 
and children is important to sustain 
these strides in state building. Health 
systems have been strengthened which is 
evident from the eradication of polio and 
success of other child health programs. 
In Haryana, the infant mortality rate have 
reduced by 24 points per thousand live 
births over the last 10 years (SRS Bulletin, 
2005-2015). The neonatal mortality 
rate contributes 65% of the total infant 
mortality rate and continues to be high 
in Haryana at 24 deaths per thousand 
live births (SRS, 2015) in comparison to 
other well performing states. Improving 
health outcomes of neonates is complex 
and demanding as it requires taking into 
account the social, economic and cultural 
environment along with biological factors. 

The health of the mother is equally 
important to improve survival and 
wellbeing of neonates and children. 
Meeting the needs of adolescent girls 
leads to healthy mothers and healthy 
children. Through the “Beti Bachao Beti 

Padhao” programme, 
we have resolved to 
improve health and living 
conditions of women and 
girls and remain committed 
to a more equitable society. 

 The Haryana Newborn 
Action Plan (HNAP) thus 
becomes extremely 
relevant in this life 
cycle approach in order 
to sustain improved 
outcomes. We are in a 
process of revitalizing our 
systems to achieve the 
ambitious targets of the 
Sustainable Development 
goals (SDGs). Haryana 
Newborn Action plan 
(HNAP) reaffirms the state’s 
commitment to the global 
agenda to end preventable deaths of 
mothers and newborns. Haryana will 
realize the dream of health as a human 
right and provide quality services to the 
last mile. HNAP is one of the many steps 
towards attaining this goal.
 

Shri Manohar LaL Khattar
Honorable Chief Minister

Haryana

MESSAGE 
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Health is an important aspect required 
to establish the foundations of a 
progressive state. Provision and 

access to a comprehensive array of health 
services across the continuum of care is 
critical to ensure a healthy life cycle. Over 
the last two decades, India has witnessed 
a significant reduction in the quantum of 
child deaths. Since neonatal deaths are 
the biggest contributor to child deaths, 
an attempt to improve child survival 
hinges on improving newborn health. 
In Haryana, neonatal death scenario is 
similar to India and had witnessed a very 
low level of decline prior to the National 
Rural Health Mission. Haryana has initiated 
several initiatives at the health facility and 
community level over the last ten years 
which has resulted in a sharp decline in 
IMR and NMR. The IMR has shown a decline 
of five points from 41 per 1000 live births 
(SRS, 2013) to 36 per 1000 live births (SRS, 
2014) – with Haryana being one of the 
four states to have achieved the maximum 
decline in IMR. 

The Haryana Newborn Action Plan (HNAP) 
is a sincere effort to address biological, 
socio-cultural and economic factors 
affecting newborn health. HNAP is the 
reflection of cumulative efforts of health 
department, academic institutions, 
technical experts on newborn health 
and partner agencies like USAID to move 
forward towards achieving a single digit 

NMR. HNAP will help 
functionaries to identify 
short term, mid-term and 
long term objectives for 
the state, district and sub-
district levels. The purpose 
of identification of these 
objectives is to provide 
a roadmap to the health 
department and other stake 
holders to collaborate in 
a systematic way towards 
achieving a common goal. 

Haryana is determined 
to complement India’s 
commitment to the global 
agenda and affirming its 
priority for newborns. 
Cumulative efforts towards 
saving lives of newborn 
in Haryana will need 
improved health system and utilization 
of various service delivery platforms and 
HNAP will guide stakeholders to achieve 
the same. The HNAP will also enable the 
State to develop appropriate policy and 
programmatic level changes. On behalf 
of the people of Haryana, I wish for the 
effective implementation and success of 
the HNAP.
 

Shri aniL Vij
Honorable Health Minister

Haryana

MESSAGE 
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Remarkable progress has been made 
in the recent decades towards 
reducing the number of child deaths 

in India, with an observable decline in 
neonatal mortality at a slower pace. This 
is equally true for Haryana. Although 
under-5 mortality in Haryana declined at 
an accelerated rate (from 96 in 2001 to 
43 in 2015, SRS Bulletin), progress on the 
front of newborn deaths has been slower. 
A large proportion of newborn deaths are 
preventable. Therefore, in order to reduce 
child mortality and end preventable deaths, 
intensified action and guidance are needed 
to ensure newborn survival, as 56% of 
under-5 deaths are neonatal deaths. 

The state has been focusing on improving 
access and quality of service provision 
during pregnancy, childbirth and after 
childbirth. There has been a marked 
increase in women who avail antenatal 
check-ups (from 51% in NFHS 3 to 63% 
in NFHS 4). Institutional deliveries have 
also gone up from 38% (NFHS 3) to 80% 
(NFHS 4). Newborn care corners (NBCCs) 
have been equipped at all delivery points. 
All 21 district hospitals have functional 
Special Newborn Care Units (SNCU) to 
provide level 2 specialized care. Haryana 
is the first northern state to initiate 
pentavalent vaccine and one of the four 
states where Rotavirus was introduced in 
routine immunization from March 2016. 
Haryana state is also planning to introduce 

Pneumococcal Vaccine 
under “Haryana Swarna 
Jayanti”. Schemes such as 
Janani Suraksha Yojana (JSY), 
Janani Shishu Suraksha 
Karyakram (JSSK), Facility 
Based New Born Care 
(FBNC) and Home Based 
New Born Care (HBNC) are 
steps towards ensuring zero 
out of pocket expenditure 
and improving access to 
healthcare for the vulnerable 
sections of society. 

In order to intensify these 
efforts towards improving 
newborn health, the 
Haryana Newborn Action 
Plan (HNAP) is expected 
to guide the efforts of 
individual districts to design 
and develop district -specific plans for 
accelerating progress towards SDGs and 
work towards the long-term goal of ending 
preventable deaths. I am confident that 
the HNAP will provide a sharper focus on 
implementation of the existing and new 
initiatives for the newborns both for their 
survival and subsequent sustainable growth 
and development.

Shri aMit jha
Principal Secretary, Health

Govt. of Haryana

FOREWORD
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The global development agenda is 
being shaped by the Sustainable 
Development Goals (SDGs); which 

ensure health, promote well-being for all 
ages and commit to reducing inequalities. 
Children born in poor families are twice 
more likely to die before the age of five as 
compared to wealthy families. In Haryana, 
the infant deaths have reduced from 60 in 
2005 to 36 in 2015 as per SRS data – a 24 
point decline over a period of 10 years. This 
is indeed commendable and an opportune 
moment to congratulate the entire health 
team of Haryana to bring about this 
change. Despite these tremendous efforts, 
there is still scope for improvement. The 
neonatal mortality rate contributes 65% of 
the total infant mortality rate and continues 
to be high in Haryana at 24 deaths per 
thousand live births (SRS 2015). The global 
SDG target is to reduce this to 12 deaths per 
thousand live births by 2030. In addition, 
the still birth rate in Haryana is higher than 
the national average as per SRS data. 

There is an urgent need to address the 
causes of these deaths. An improvement 
in mortality can be brought about by 
implementation of evidence based 
practices especially those focusing on 

delivery and 48 hours 
beyond delivery. Emphasis 
should be on strengthening 
quality of care for pregnant 
mothers during antenatal 
period and intra-natal 
period; with a focus on 
care around birth for the 
mothers and babies. The 
HNAP document provides 
a roadmap for supporting 
the state to reduce newborn 
mortality. The strategies 
highlighted in INAP and 
further tailored to Haryana 
in this document would 
help achieve these targets. 
A special focus is required 
to reduce inequities 
in the state. There is a 
need to adapt our health 
system and make it more 
responsive to meet health needs of the 
population. I believe that our efforts for 
HNAP implementation will fast track health 
systems to achieve these goals. 
 

SMt. aMneet P. KuMar
Mission Director (NHM)

Haryana

PREFACE
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At the beginning, I would like the 
convey my best wishes to the efforts 
of all health workers in Haryana 

due to which the state has witnessed a 
significant decline in mortality indicators 
particularly maternal and child mortality 
rates. At the same time, we are confronted 
with the fact that around 12,000 neonatal 
deaths take place every year – which calls 
for an accelerated response. 

It is said that a nation is judged on how 
it treats its weakest members of the 
society. For our health department, 
pregnant women and newborns are 
one of the most vulnerable groups in 
terms of high mortality. Government of 
India had launched the India Newborn 
Action Plan (INAP) in 2014 to intensify 
efforts towards improving newborn 
health. Haryana took the initiative of 
being one of the first states to implement 
the recommendations of the INAP and 
is developing a state specific newborn 
action plan to act as a guidance note for 
the State Health Department for reducing 
newborn mortality. 

The current rate of decline in mortality 
is insufficient to achieve the single digit 

still birth rate and neonatal 
mortality rate by 2030.. 
There is a need to adopt a 
multipronged and evidence 
based approach to achieve 
these ambitious targets. 
With the institutional 
delivery rates above 80%, 
it provides us with an 
opportunity to provide 
quality and evidence based 
care particularly in intra-
partum and immediate 
post-partum period. I 
earnestly hope that this 
action plan would be used 
as a reference at state, 
district and sub district 
levels to strengthen facility 
and community based care 
to pregnant women and 
newborns and bring down 
newborn mortality.
 

Dr. SatiSh KuMar aggarwaL
Director General Health Services

Haryana

MESSAGE 
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As a follow up to the India Newborn 
Action Plan, the Haryana Newborn 
Action Plan has been drafted as 

a state specific roadmap for reducing 
preventable newborn deaths and stillbirths 
and achieving the desired targets for NMR 
and SBR by 2030. The document looks 
into the current situational analysis of 
newborn health in the state and the state 
initiatives for reducing neonatal mortality. 
It documents the process followed 
for development of the HNAP and its 
implementation. Based on the activities 
undertaken by the state, and available 
resources it suggests a roadmap for the 
state to implement evidence based high 
impact interventions for achieving the 
target of Single digit NMR and SBR by 2030. 

This document is intended to be a 
dynamic document that may be updated 
periodically. While the goals and evidence 
based interventions remain static, the 
implementation strategy and action points 
will have to be reviewed periodically to 
assess the progress, its pace and emerging 
barriers. Based on periodic review of 
monitoring framework indicators, mid-
course corrections for changing or 
reprioritizing actions may be done. 

HNAP is a document intended to be used 
by state and district level policy makers 
and program managers. It defines the 
monitoring framework for the proposed 
roadmap and actions. The monitoring 
dashboard should be reviewed regularly 
at state and district level and additional 
indicators are for the same may be 
monitored at district level more frequently.

HNAP DOCUMENT - Purpose & Use
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INTRODUCTION

India has been playing an important role 
in reducing global burden of childhood 
morbidities and mortality, which has 

resulted in 59% reduction in under five 
mortality since 1990. During the same 
period of time 53% reduction has been 
achieved in Infant Mortality Rates (IMR) 
while there has been only 44% reduction 
in Neonatal Mortality Rates (NMR). In his 
message the honorable Union Minister of 
Health and Family Welfare, Government of 
India reflected the same thing that “India 
has witnessed a significant reduction in the 
quantum of child deaths. Since neonatal 
deaths are the biggest contributor to 
child deaths, an attempt to improve child 
survival hinges on improving newborn 
health”. Although, the annual burden of 
neonatal deaths in India has reduced from 
1.35 million in 1990 to 0.76 million in 2012, 
we still face a huge challenge to reduce 
further the number of deaths. 

In 1990, India had the 3rd highest NMR in the 
region with Bangladesh and Nepal leading 
the list (Annexure 1). Now 25 years later in 
2015 India continues to have the same status. 
Now Pakistan and Afghanistan are the two 
countries that have NMR higher than India in 
2015, while Bangladesh and Nepal were able 
to sustain higher Annual Average Reduction 
(AAR) than India and reduce their NMR. 
During the same period of time, Sri Lanka 
and China has achieved single digit NMR and 
their current NMRs are 5 and 6 respectively. 

Global Every Newborn Action Plan (ENAP) 
was launched at the World Health Assembly 
in June, 2014 by WHO and UNICEF. The 
ENAP is based on epidemiology, evidence, 
and global and country learning, setting a 
framework to end preventable newborn 
deaths and stillbirths by 2035.

The India Newborn Action Plan (INAP) — 
developed in response to the Global Every 
Newborn Action Plan (ENAP) — outlines 
a targeted strategy for accelerating the 

reduction of preventable newborn deaths 
and stillbirths in the country. INAP was 
launched in September 2014. The INAP 
states that all stakeholders working 
towards improving newborn health in India 
will stridently work towards attainment of 
the goals of “Single Digit NMR by 2030” and 
“Single Digit SBR by 2030.”

Newborn health outcomes is a complex 
issue influenced by biological, social, 
economic and other factors which are 
difficult to address. Recent initiatives of 
Government of India reflects country’s firm 
commitment to the global agenda and 
affirms its priorities for newborn health. 
The program implementation has been 
riddled with several persistent issues 
related to Human Resource for Health 
(HRH), quality of care, leadership and 
governance, financing and information 
system. As per SRS data in last 12 years 
since 2001 to 2013, NMR for India and 
Haryana has been almost stagnant till 2010 
and has started to show a downward trend 
between 2010 and 2013 (Figure 1). 

Different life cycle stages have direct 
or indirect impact on newborn health 
outcomes as it was visualized under 
RMNCH+A strategy which was launched in 
2013. We need comprehensive approach to 
address issues of different life cycle stages 
affecting most the NMR for achieving the 
target of single digit NMR.
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Death  
(in thousands)

1990 2000 2012* relative reduction 
from 1990 to 2000

relative reduction 
from 2000 to 2012

relative reduction 
from 1990 to 2012

Neonatal deaths 1354 1118 758 17% 32% 44%

Infant deaths 2333 1751 1097 25% 37% 53%

Under-5 child deaths 3325 2414 1359 27% 44% 59%

Source: UN inter-agency group *Source MoHFW estimates

 Table 1: Estimate of child deaths in India for years 1990, 2000 and 2012
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 Figure 1: Stagnancy of neonatal mortality in India and Haryana
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As a follow up to INAP, as a 
commitment to reducing 
preventable newborn deaths and 

stillbirths, NHM Haryana developed 
the Haryana Newborn Action Plan. A 
coordinated, comprehensive planning 
and implementation of newborn-
specific actions within the context of 
Reproductive, Maternal, Newborn, Child 
and Adolescent Health (RMNCH+A) 
strategy is the core of HNAP. This is in 
collaboration with stakeholders from the 
private sector, civil society, development 
partners and professional associations and 
others. The goal is to achieve equitable 
and high-quality coverage of care for all 
women and newborns by accelerating 
progress and scale up of high-impact yet 
cost effective interventions.

In concurrence with INAP, the HNAP is 
guided by the principles of Integration, 
Equity, Gender, Quality of Care, 
Convergence, Accountability, and 
Partnerships. It includes six pillars of 
intervention packages across various 
stages with specific actions to impact 

stillbirths and newborn health. The six 
pillars are: Preconception and Antenatal 
care; Care during labour and child birth; 
Immediate Newborn Care; Care of healthy 
newborn; Care of small and sick newborn; 
and Care beyond newborn survival.
The Haryana Newborn Action Plan will 
provide a framework for translating the 
commitment into action. District level 
clearly defined plans will be implemented 
and monitored for reducing preventable 
newborn deaths and stillbirths.

HNAP Haryana Newborn Action Plan
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Haryana State has been working on 
newborn health related issues by 
involving partner agencies. These 

include Indian Academy of Paediatrics 
(IAP), National Neonatology Forum (NNF), 
development partners (USAID, WHO, 
UNICEF), academic institutes (PGIMER, 
Chandigarh; PGIMS, Rohtak) Civil Society 
Organizations (SWACH, SAS, PHFI). The 
State had established Special Newborn Care 
Units (SNCUs) in each of the 21 districts 
by 2012 and these are functional and 
operating successfully. All delivery points 
in the state are equipped with functional 
Newborn Care Corners (NBCC) and the 
staff nurses have been trained on NSSK to 
support established NBCCs. The state has 
also identified 66 Newborn Stabilization 
Units (NBSUs) in sub-district facilities. The 
equipment for NBSUs has been purchased 
but due to lack of workforce functionality 
of these NBSUs is an issue. A total of 850 
newborn beds have been added in the 
public health system. At community level 
majority of ASHA workers are trained 
in HBPNC and HBPNC programme is 
implemented in all the districts in the state. 
 
SnCuS at DiStriCt hoSPitaL
The State had appointed Yashodas in the 
district hospitals and sub district hospitals 
to support mothers in the care of the 
newborn. In addition, a dedicated neonatal 
nurse was also posted in the labour rooms 
of district hospitals to facilitate the care of 
newborns at birth. Due to lack of funds, 
both these additional manpower have 
been discontinued till further decision. 
Special efforts were made to equip the 
labour rooms for optimal delivery of 
services for the mother and the newborn. 

As per the High risk strategy of the state, 
special efforts are being done for early 
identification of high risk pregnancies at 
sub-centres and above, referral to FRU for 
appropriate management by gynecologist 
and delivery in FRUs. The state has also 

been implementing the Preconception 
package for pregnant women. The 
package includes screening of couple, 
peri-conceptional folic acid and marriage 
counselling.

Academic institutions are roped in too for 
training and supportive supervision of 
newborn health related interventions. The 
State has been implementing different 
models of Supportive Supervision. The 
USAID supported MCHIP model of Regular 
Appraisal of Program implementation in 
district (RAPID) Essential newborn care 
and resuscitation (ENBCR) was used to 
score the delivery points in all districts 
on the newborn care readiness, identify 
gaps and train staff involved in newborn 
care. JHPEIGO supported use of Standards 
Based Management and Recognition 
Tool for assessment of labor room 
followed by Clinical Skills training for the 
district hospitals in the 5 HPDs (Hisar, 
Jind, Panipat, Palwal and Mewat) and 2 
other districts (Bhiwani and Narnaul) as 
suggested by the state.  

NEWBORN HEALTH State Specific Initiatives
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Currently GoI’s model of Supportive 
Supervision, is being used in the districts. 
Supportive Supervision in the five GoI 
designated HPDs is being done by District 
Level Monitors (DLMs) from the lead 
partner agency USAID supported Vriddhi 
project. The focus of the supportive 
supervision is assessment of facility 
readiness for delivering quality intra-
partum and immediate post-partum care. 
Vriddhi project is also implementing the 
Care Around Birth strategy, a strategic 
approach to reducing preventable deaths 
among mothers and newborns and 
stillbirths, in 31 high case load facilities in 
the five high priority districts (Jind, Palwal, 
Mewat, Hisar and Panipat). 

Under Beti Bachao and Beti Padhao (B3P) 
initiative, the State is also trying to involve 
multiple stakeholders to ensure survival of 
female babies specifically and in general 
to all newborns. The initiative includes 
strict implementation of PC-PNDT Act 
and creating value of girl child through 
strategic communication campaign 
directed towards the community.
State also has developed several web 
based portals for monitoring program 
implementation related to maternal 
and child health beyond the provision 

of traditional HMIS and/or DHIS-2 data 
sources. Now comprehensive data set on 
maternal death and perinatal mortality 
is available on the Maternal and Infant 
Death Reporting System (MIDRS) portal 
(Annexure 2). The MIDRS portal also 
captures the Still Birth Rate data. This data 
can be utilized for district level monitoring 
of mortality data, actions for health 
system strengthening and prioritize areas 
for supportive supervision in the state. 
The SNCU software helps to track the 
newborns admitted in the SNCU and their 
follow up. For improving the use of data 
at all levels, Haryana has been organizing 
several data usage workshops at district 
and higher levels. In these workshops 
major focus was training of medical 
officers and district officials on the use of 
data for programmatic action. Although, 
many initiatives have been taken by the 
state, it is the right time for the state to 
introspect its perspective about newborn 
health and how program implementation 
can be improved at district and sub-
district levels.

Newborn Health State Specific Initiatives
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HNAP PROCESS

The Haryana Newborn Action Plan 
is a dynamic document which 
provides the state and districts a 

framework for action. The State envisions 
it as a live document that will guide the 
implementation at scale for high impact 
interventions, supporting monitoring and 
review and allow for midcourse corrections. 

The purpose of the HNAP document is 
to provide a cohesive vision and clearly 
defined goals and targets for state and 
district level program officers. It also 
defines the road map for implementing 
interventions that would help the districts 
in achieving the defined objectives. The 
document underpins the need for inclusion 
of state and district specific needs in line 
with the local socio-cultural context. 
The technical support for defining and 
rolling out of the process was given by 
USAID supported Scaling up RMNCH+A 
Project. The process of development of the 
Haryana Newborn Action Plan has been 
planned in the following steps. 

The process of HNAP development can be 
categorized in 4 phases and these phases 
have evolved with due course of time. This 
has been a result of several meetings held 
between Scaling Up RMNCH+A Project and 
NHM Haryana officials. 

PhaSe i – exPert grouP Meeting
Haryana state has developed its own 
sources of information systems other than 
standard data sources recommended by 
the GoI. Review and data analysis was done 
for MIDRS and other existing data sources 
like HBPNC, DHIS-2, surveys and others. 
Inferences of data analysis guided the 
drafting team to reach common consensus 
related to newborn health. Before sharing 
it with the districts, it was decided to share 
these findings with experts on newborn 
health for inputs on the state specific plan.
Hence experts in newborn health and 
public health who have been involved 

in planning, implementation and review 
of newborn health programs in the state 
were called for the “Expert group review 
meeting”. These technical experts were 
from the medical colleges, public health 
agencies, specialist from district health 
departments and NHM officials besides the 
state team of Scaling Up RMNCH+A Project. 
The list of experts is included in the list of 
contributors on page no. 12.

Identified experts had a meeting at 
Panchkula to review the findings. 
During this meeting progress and 
implementation status of newborn health 
related interventions were shared by 
the CH division and discussed in details. 
Detailed discussion on data analysis part 
was also done. Each intervention and 
its state specific context was discussed 
in detail. During the discussion detailed 
documentation was also done, and 
important recommendations from expert 
group meeting were recorded. There were 
few points during this discussion on which 
general consensus was not made. These 
points were left for the state officials for 
further discussion. 

Process of Development of Haryana 
Newborn Action Plan (HNAP): At a Glance 
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PhaSe ii – hnaP State LeVeL worKShoP 
After expert group review meeting it 
was decided to organize a State Level 
Workshop for district officials to orient 
them on India Newborn Action Plan 
(INAP), plan for state and districts specific 
newborn action plan. This workshop was 
organized for 2 days, and chief participants 
were the Civil Surgeons, Deputy Civil 
Surgeon NHM/DIO, Urban Nodal Medical 
Officer, District Program Managers NHM 
and Monitoring and evaluation officer. 
From each district 3-4 district officers were 
invited so that all concerned health officials 
can be involved in process of development 
of district specific newborn action plan. In 
the workshop these officials were oriented 
on different packages of India Newborn 
Action Plan and state’s perspective for state 
and district specific newborn action plan. 

During this workshop, selected 
experts (Paediatricians, Obstetricians 
& Gynaecologists, Newborn Health 
experts, Public Health experts and 
representatives of NGOs) from state and 
national level were called to guide and 
steer panel discussion based on different 
intervention packages mentioned in 
India Newborn Action Plan (INAP). These 
expert cum panelists were known in their 
respective fields and few of them had 
previous interaction with participants 
from various districts.

The agenda for the State level workshop 
was divided in 3 major categories as 
mentioned below:

Situational analysis
Data analysis and implementation status 
of different newborn health related 
packages were discussed in detail. 
Recommendations from expert group 
meetings were also discussed here with the 
expectations that district health officials 
will keep these recommendation in their 
mind while doing primary exercise on how 
to make district action plan. 

india newborn action Plan (inaP) 
As indicated by its name, it was the 
orientation on different intervention 
packages mentioned in India Newborn 
Action Plan Document. Purpose of these 
sessions was to orient participants on 
different high impact interventions so 
district officials can prioritize their recourses 
to include activities mentioned under these 
high impact interventions. 

District newborn action Plan (DnaP) 
•  After orientation of district officials on 

six intervention packages, group work 
was facilitated for the districts. Total 
of 7 teams were made and each team 
having participants from 3 districts. It was 
ensured that 5 HPDs were in different 
groups and each of the 7 teams must 

 Figure 2: Haryana Newborn Action Plan: Conceptual Framework
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have one technical resource person from 
Scaling Up RMNCH+A Project and other 
USAID partners for facilitation. 

•  A pre-designed template of 
interventions package was shared with 
participants to use for group work 
and later to make their district specific 
newborn action plans. This template was 
designed in such a way that it ensures 
blend of objectivity and subjectivity. 
Purpose of designing this template was 
to ensure that district officials include 
all the interventions mentioned in INAP 
document at various level of service 
provisions, from community to district 
hospitals. Districts were encouraged to 
incorporate their district specific real life 
findings to come up with a realistic plan. 
Technical resource persons supported 
districts in facilitations and ensured 
inclusion of important interventions. 

•  Third and the final step was to ask group 
members to share their findings with the 
house to facilitate cross learning. This 
exercise was similar to the work which 
they had to do at district level while 
making district specific action plan.

PhaSe iii – DiStriCt newBorn 
aCtion PLan (DnaP) 
At the end of the State Level Workshop 
Mission Director, NHM Haryana asked 

district officials to share their district specific 
newborn action plan within the fixed 
timeframe. Scaling UP RMNCH+A Project 
facilitated DNAP processes in HPDs and 
seven other districts in consultation with 
NHM Haryana. All 21 districts prepared 
DNAP and submitted to state for final 
review. Scaling Up RMNCH+A Project state 
team reviewed the district specific action 
plans and identified activities which were 
common and applicable for every districts. 

State shared these identified activities with 
the districts to ensure their implementation 
on a priority. It was decided that further 
reviews of DNAP will be done to identify 
midterm and long term generalized 
activities for all the districts.

PhaSe iV – finaL Drafting of haryana 
newBorn aCtion PLan DoCuMent
The last phase of HNAP development was 
the documentation of all efforts since the 
beginning and mentioned in Phase 1, 2 
and 3 of this section. In this final document, 
recommendations have been made 
based on expert group review meeting 
and discussion held during state level 
HNAP workshop. Besides it, actionable 
points based on the district action plans 
developed have been included. Activities 
to be accomplished on short term, 
midterm and long term basis are also 
mentioned in this document.

HNAP Process Process of Development of Haryana Newborn Action Plan (HNAP): At a Glance 
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With annual estimate of nearly 
12,500 newborn deaths, Haryana 
contributes to approximately 

2% of the newborn deaths in India. Also 
an estimated 12,700 still births take place 
annually considering a SBR of 23/1,000 live 
births as estimated by MIDRS 2014-15 data. 

Current StatuS in haryana
The neonatal mortality rate in Haryana is 
below the national average but higher in 
comparison to states like Punjab, Tamil 
Nadu and Maharashtra which have a per 
capita income less than Haryana (Figure 3). 
The NMR is clearly not commensurate with 
the economic progress in the state. States 
like Kerala and Goa already have a single 
digit NMR. 

As per SRS 2014 data, a similar trend of 
high ENMR and perinatal mortality rate is 
observed for Haryana as compared to some 
states. Current Early Neonatal Mortality 
Rate (ENMR) as per SRS 2014 of Haryana 
Stands at 16/1000 live births in comparison 
to national average of 20/1,000 live births. 
It is higher than states like Tamil Nadu, 
Kerala, Punjab, Delhi and Maharashtra. 

Perinatal mortality rate in Haryana is 
24/1,000 live births which is equal to the 
national average of 24/1,000 live births. 
Perinatal mortality rate of Haryana is 
comparable to few Empowered Action 
Group (EAG) states like Bihar, Jharkhand, as 
per SRS 2014 data. 

trenDS in MortaLity inDiCatorS
The infant mortality rate has shown a 
steady decline after the introduction of 
National Rural Health Mission since 2005 
(Figure 4). The neonatal mortality rate 
showed marginal decline between2001-05 
and then there was a period of stagnation 
till 2010. The decline in IMR during this 
period was contributed by the reduction 
in post neonatal mortality. In 2010 the 
state put in concerted efforts for improving 

infrastructure in labor rooms, coverage of 
intra-partum care practices, establishment 
of SNCUs and community care strategies. 
This is corroborated with the fact that the 
AAR for neonatal mortality rate increased 
from 1.1% during 2005-10 to 7.1% during 
2010-13. 

Further analysis of the early neonatal 
mortality rate shows gradual decline 
between 2000 and 2004. There was an 
increase in ENMR in 2005 and stagnation 
till 2010. This increase corresponds to the 
increase in institutional delivery with the 
advent of NRHM. This indicates the lack 
of preparedness of the health system to 
provide quality services to the increase in 
work load. 

The ENMR shows a more rapid decline 
between 2010-14 with AAR of 9% during 
this period in comparison to AAR of 0.8% 
during 2005-10. This coincides with the 
focused efforts of the state to improve 
newborn health with the establishment of 
newborn care corners and SNCUs. The still 
birth rate appears to be stagnant for the 
last decade.

SITUATIONAL ANALYSIS
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 Figure 3: Comparison of Neonatal Mortality Rates among states

Source: SRS 2013
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Situational Analysis

neonataL DeathS SurVeiLLanCe 
anD reView
The state has implemented the neonatal 
death and stillbirths’ surveillance and 
review system. This is supported by an 
online portal – Maternal and Infant Deaths 
Reporting System (MIDRS) – that supports.

when anD where are the ChiLDren 
Dying?
Of all the deaths in the first month of life, 
around 80% occur in the first week of 
life. This is comparable to international 
estimates of newborn deaths. Out of the 
deaths in first week around 60% of deaths 
happen within first day of birth.

Data suggests that around 20% of newborn 
deaths among children born in hospitals 
happened at home within 24 hours of their 
birth. This is true for both public sector as 
well as private sector deliveries. This points 
to early discharge even for children who 
may be suffering from any complication. 
A mechanism to ensure stay of 48 hours 
needs to be put in place. Stay in hospitals 
becomes more important for children 
having any high risk signs and symptoms. 
Considering the fact that Haryana has 
an institutional delivery rate of around 
90%, we may be losing an opportunity by 
allowing the women and children to leave 
early after delivery. 

CauSeS anD DeterMinantS of  
neonataL DeathS
Recent estimates by Lancet have identified 
Preterm, birth asphyxia and neonatal 
infections (sepsis and pneumonia) as the 
major killers of newborn in India. Data from 
SNCUs shows similar distribution in cause 
of deaths of newborns. 

MaternaL anaeMia 
Maternal anaemia is an important 
determinant for newborn deaths and 
stillbirths. Data from Anaemia Tracking 
Module, that captures status of maternal 
anemia at the time of delivery, suggests 
that maternal anaemia increases chances 
of prematurity as well as still births. 
As per NFHS 4 (2015-16) the maternal 
anemia prevalence during pregnancy 
is 55% which was found 69.7% during 
NFHS 3 survey (2005-06). Considering 
the very high prevalence of anaemia in 
pregnant women in Haryana, effective 
interventions are required to address 
maternal anaemia. 

PoVerty, inequity anD SoCiaL 
DeterMinantS of MortaLity
Low Socio-economic Status
Children born to families with low socio-
economic status are at higher risk of dying 
during neonatal period. Though below 
poverty line population comprises about 
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Situational Analysis

11% of population in Haryana but they 
contribute about 30% deaths of neonates.

Like BPL group newborn from other 
socially disadvantaged groups such as 
Schedule Caste (SC) also have higher 
mortalities. As per planning commission 
report 2011 Haryana has 24% SC 
population while this group contributes 
36% of the neonatal deaths. Care seeking 
behavior among these group was also 
found poor. 

home Deliveries
Children born at home are also at a 
higher risk of dying in the first 48 hours of 
life. The risk of death is 1.5 in comparison 
to institutional deliveries. In addition 
the risk of still birth is also higher for 
home deliveries than institutional 
deliveries. While the institutional 
delivery in Haryana has increased to 
80%, but in few districts like Palwal and 
Mewat percentage of home delivery 
was found 34% and 60% respectively 
in 2014-15 as per DHIS-2 data. District 
specific interventions will be required for 

 Figure 4: Trends in Mortality Indicators in Haryana
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identifying such pockets and addressing 
the needs of the community. 

Deliveries in Private institutions 
The risk of still birth in private institutional 
deliveries is 1.2 times that in public 
institutional deliveries. Nearly 45% of the 
total institutional deliveries are happening 
in private hospitals. It is important to 
ensure quality of services in private and 
public health services. 

ConCLuSion
Despite being a state with a high per capita 
income the child mortality indicators 
of Haryana are disproportionately high. 
The annual average rate of reduction of 
neonatal mortality has shown an increase 
since 2010, however was not enough to 
achieve the MDGs. The coverage of some 
essential newborn interventions needs 
to be increased to achieve a sustained 
decrease in newborn mortality. Most of 
the newborn deaths happen in the first 
two days of life. The risk factors for dying in 
newborn period include lower economic 
status of family, belonging to scheduled 
caste, delivery at home. A large proportion 
of newborns who are born at public or 
private health facilities die at homes on 
the first day which signifies early discharge 
from health facilities. There is a large inter-
district variation in newborn mortality with 
some districts having significantly higher 
newborn mortality.

Situational Analysis

Mortality types 2000-2005 2005-2010 2010-2014

U5MR 3.8% 5.9% 6.82%

IMR 1.8% 4.0% 6.25%

NMR 1.6% 1.1% 7.58%

Early NMR 1.5% 0.8% 09.00%

 Table 2: Annual Rate of Reduction of Mortality Indicators in Haryana

Source: SRS

 Figure 7: Causes of Neonatal Deaths

Source: Liu et al, Lancet 2012 Statistical Report
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GOALS

Haryana envisions a health system 
that eliminates preventable deaths 
of newborns and still births and 

where every pregnancy is wanted, where 
every birth is celebrated and where 
women, babies and children survive, 
thrive and reach their full potential. The 
commitments in Haryana Newborn Action 
Plan have been developed to align with the 
India Newborn Action Plan. 

Two specific goals have been set:

goaL 1
Ending Preventable Newborn Deaths to 
achieve ‘’Single digit NMR” by 2025 with all 
districts to individually achieve this target 
by 2030. To achieve the single digit NMR by 
2025 an accelerated AAR of 9% would be 
required against current AAR of 5.9% % for 
the period 2012 – 2014 as shown below.
 
goaL 2
Ending preventable still births to achieve 
“Single Digit SBR” by 2025 with all districts 
to individually achieve this target by 2030. 

As per MIDRS data the stillbirth rate (SBR) of 
Haryana was 18 for fiscal year 2013-14 which 
increased by 4 points in 2014-15 and again 
decreased by 4 points in 2015-16 fiscal year. 
As done by INAP, Haryana assumes national 
target as per the given national SBR by the 
lancet series. According to Lancet still birth 
series the number of stillbirths worldwide 
has declined by only 1.1% per year, from 3 
million in 1995 to 2.6 million in 2009. With 
this AAR, in 2014 SBR would be 21. From 
2014 onwards an AAR of at least 4.7% is 
required to reach single digit SBR in 2030. 

Accelerated efforts will be required to 
improve intra-partum care and immediate 
post-partum care and ensuring quality of 
care to all beneficiaries. 

For periodic review of the progress on 
the two goals for addressing preventable 

neonatal deaths and still births, state has 
defined intermediate targets for 2017, 
2019, 2010 and 2025. 

the guiding Principles
The guiding principles as stated in INAP 
address the various proximal and distal 
determinants that have an impact on 
the newborn outcomes. These principles 
for HNAP are anchored in the integrated 
service delivery RMNCHA as the 
overarching principle. It recognizes that 
the newborn health is influenced by the 
women’s health in different stages of life.

The six guiding principles of HNAP in 
accordance with INAP are as follows:

equity
The situational analysis highlighted the 
gaps in equity by caste, religion and 
economic status. The state is focusing on 
identifying and addressing the coverage 
challenges by improving access and 
reducing out of pocket expenditure, both in 
rural and urban settings. With the roll out of 
National Urban Mission, access to services 
for urban poor has received an impetus. 
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 Figure 8: Trend of NMR as per SRS data and suggested AAR to achieve single digit NMR
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gender
With the lowest child sex ratio in the 
country, Haryana faces the challenge of 
addressing deep rooted cultural bias. 
According to SRS 2014 data gender based 
categorization is available only for IMR 
and Under 5 mortalities, not for NMR 
and ENMR. Gender based differences are 
observed for both IMR and Under 5 in 
the state. Differences are higher in rural 
settings for both the indicators, while in 
urban settings there is no gender based 
difference in U5MR and only one point 
(IMR for male- urban 30, IMR for Female-
urban 29) of difference is observed in IMR. 
The state has launched the Beti bachao, 
Beti padhao campaign with accelerated 
implementation since May 2015 with B3P 
secretariat established in Chief Minister’s 
office. The B3P is a concerted effort to 
ensure implementation of PCPNDT Act 
and mass media campaign for creating 
value for girl child. As part of B3P 
dashboard indicators, sex aggregated 
data is being monitored. 

quality of Care
Care around the time of birth yields triple 
return on investment by not only saving 
mothers and their newborn babies, but 
also prevents stillbirths and disabilities. The 
state and district level quality assurance 
cells has been established. In addition to it, 
Medical Officers also conduct supportive 
supervision. The lead development 
partner’s (USAID – Vriddhi Project) activities 
focus on implementing its Care Around 
Birth strategy in high case load facilities of 
high priority districts. 

Quality of Care (QoC) is largely affected 
by issues related to human resources at 
both the facility- and community/outreach 
level. The state is working on building 
capacities of the existing staff, with a focus 
on skill development for intra-partum 
care and newborn care as well as program 
management capacity. 

Goals
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Convergence
The socio-cultural, community, individual, 
and structural attributes have an 
immediate effect on survival of the 
newborns. These attributes are addressed 
by activities through other departments/
divisions. Hence, both intradepartmental 
convergence (National Vector Borne 
Disease Control Programme (NVBDCP) and 
National AIDS Control Programme (NACP)) 
and interdepartmental convergence 
(pubic health department, WCD, Education 
department) is vital. 

State has state level and district level 
convergence committees. Along with 
the Department of Women and Child 
Development, the health department 
has played a vital role in drafting the 
State Nutrition Policy. Other departments 
involved in convergence activities include 
Panchayati Raj, Education, Social Justice & 
Empowerment, Water and Sanitation, Rural 
Development, Urban Development, and 
Food and Civil Supplies & Public Distribution.

Partnerships
Haryana has been able to partner and 
demonstrate successful partnerships 
with many stakeholders. Partnership with 
academic institutions and professional 
bodies (National Neonatology Forum, 

etc.) has been done for mentoring of the 
SNCUs in the state as well as for capacity 
building of staff. Lead development partner 
(USAID- Vriddhi project) contributes towards 
improving quality of services, supportive 
supervision, generating evidence for action 
and improving logistics management. 
WHO has been supporting state for 
immunization and UNICEF for establishment 
and maintenance of SNCUs. The state also 
partners with various research institutions 
(PHFI, PGIMER Chandigarh, and PGIMS 
Rohtak) and civil society organizations 
(SWACH) for monitoring and evaluation, 
piloting innovative approaches and capacity 
building of staff. 

accountability
Strong governance can ensure 
accountability and transparency in health 
systems. The state has implemented 
the infant l death review and still birth 
review system since 2013. The facility level 
death audit was also introduced in 2015. 
In line with commitments under United 
Nations Commission on Information and 
Accountability for Every Woman Every Child 
strategy (COIA), the Civil Registration and 
Vital Statistics (birth and death registration 
with cause of death assignment) is being 
progressively strengthened for counting 
every newborn, especially the girl babies.

Goals
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targets Current 2017 2019 2020 2025 2030

iMPaCt targetS

nMr (per 100 live births) 23 (SRS 2014) 17.3 14.4 13.1 8.2 5.1

SBr (per 1000 live births) 22 (Lancet, 
2009)

18.2 16.5 15.7 12.3 9.7

CoVerage targetS

2017 2019 2020 2025

institutional deliveries 89% 

(2014-15) 90 95 95 95

Safe delivery (institutional + home delivery by 
SBa (%)

84.7% (NFHS4) 90 95 95 95

initiation of breastfeeding within one hour of 
birth (%)

44.6% (NFHS4) 75 85 90 95

women with preterm labour receiving at least 
one dose of antenatal corticosteroids (%)

-- 50 70 90 95

Babies born in health facilities with birth as-
phyxia received resuscitation (%)

-- 70 85 90 95

Babies received complete schedule of home 
visits under hBnC by aSha (%)

Concurrent 
Evaluation* 20

50 70 90 95

newborn with sepsis in the community re-
ceived gentamicin by anM (%)

-- 50 65 75 80

newborn discharged from SnCu followed until 
age one (%)

-- 40 60 75 85

newborn with low birth weight/Prematurity 
managed with KMC at facility (%)

-- 35 50 75 90

 Table3: HNAP Impact and Coverage Targets

Goals
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Packages in descending order 
of impact on neonatal mortality 

hnaP Packages 

1 Care during labour and child birth 

2 Care of small and sick newborn 

3 Care of healthy newborn 

4 Immediate newborn care

5 Preconception and antenatal care 

 Table 4: Intervention packages in descending order of impact on neonatal mortality

KEY INTERVENTION PACKAGES

India Newborn Action Plan (INAP) 
document suggests few evidence based 
interventions having impact on newborn 

deaths, still births and maternal deaths. A 
modelling exercise was carried out in high 
burden developing countries within their 
existing health system to understand these 
evidence based interventions. These “high 
impact” and evidence based interventions 
were categorized in 6 different groups 
which accounts for various life cycle stages 
of a newborn and different situations of 
these life cycle stages. 

It is mentioned in INAP that with 
high coverage of these high impact 
interventions can prevent 75% of the 
newborn deaths, 33% of the still births and 
50% of the maternal deaths by 2025. State 
had been witnessing some stagnancy in 
these indicators, though SRS 2014 data 
indicates some positive changes.

Before launching INAP, government of 
India has launched RMNCH+A strategy 
in 2013 to focus on continuum of care 
across various life cycle stages and 
different levels of service provision. 
Under RMNCH+A strategy 5*5 matrix 
was developed for program managers to 
provide them snap shot of RMNCH+A. This 
matrix consists of two parts; high impact 
interventions and essential commodities 
which are necessary for implementation 
of identified interventions. High impact 
interventions identified by the Global 
Every Newborn Action Plan and INAP are 
already mentioned in 5*5 matrix. Clearly, 

conceptual framework of RMNCH+A is in 
synchronization with INAP. 

INAP also recognizes that for 
implementation of health programs 
state is the primary responsible party, 
hence state health newborn actions plan 
should be tailored according to need 
and level of support mechanism within 
the state. To take account of inter-district 
variations it should be further tailored 
specific to prevalent issues and capacity 
of the districts. INAP used scenario based 
approach to guide states and districts to 
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Packages in descending order of 
impact on still births 

hnaP Packages 

1 Care during labour and child birth

2 Preconception and Antenatal Care 

 Table 5: Intervention packages in descending order of impact on still -births

Key Intervention Packages

formulate their newborn action plan. With 
scenario based approach interventions are 
categorized in three types; 
•       Essential [E]: to be implemented 

universally
•       Situational [S]: implementation 

dependent on epidemiological context
•       Advanced [A]: implementation based 

on health-system capacity of the state/
district

In addition, India has made the decision 
to give equal importance to strategies for 
improving quality of life beyond survival 
for those newborns with birth defects/
disabilities and for those who develop 
neurodevelopmental delay following 
sickness. INAP added Intervention Package 
6: Care beyond Newborn Survival to 

guide state and district to formulate their 
newborn action plan. 

PaCKage 1: Pre-ConCePtion anD 
antenataL Care
Adolescent pregnancies have higher 
risk of adverse birth outcomes with 50% 
increased risk of stillbirths and neonatal 
deaths. Adolescents are also prone to 
complications during labour and delivery, 
such as obstructed and prolonged labour. 
Maternal under-nutrition is a risk factor for 
infants being small for gestational age. In 
addition to iron-deficiency anemia, other 
micro-nutrient deficiencies in women, such 
as calcium, increase the risk of pre-term 
births. Inter-pregnancy intervals less than 12 
months or longer than 60 months have also 
been linked to adverse perinatal outcomes.

high impact interventions 
Packages of inaP 

related high impact rMnCh+a interventions 

Care during labour and 
Child Birth 

1-  Equip Delivery Point with highly trained HR and ensure equitable access to EmOC 
services through FRUs; Add MCH wings as per need 

2- Review maternal, infant child deaths for corrective actions 

Care of small and sick 
newborn 

1- Home based newborn care though ASHA

2- Community level use of gentamycin by ANMs 

3-  Special Newborn Care Units (SNCUs) with highly trained human resource and 
other infrastructure, 

4- Review maternal, infant child deaths for corrective actions

Care of healthy newborn 1- Home based newborn care though ASHA, IMNCI

immediate newborn care 
1- Essential Newborn Care and Resuscitation and services at all delivery points,

2- Early initiation of exclusive breast feeding for 6 months 

Preconception and 
antenatal Care 

1-  Detect high risk pregnancies and line listing including severely anemic mothers 
and ensure appropriate management 

2- Use MCTS to ensure early registration of pregnancy and full ANC 

3- Review maternal, infant child deaths for corrective actions

 Table 6:  Synchronization of high impact interventions mention in RMNCH+A and INAP documents
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1.  Reproductive Health & 
FamilyPlanning [E] 
• Adolescent reproductive health 
•  Delaying age of marriage and 

first pregnancy
    • Birth spacing 
2.    Nutrition related interventions [E] 

 •  Balanced energy protein 
supplementation

    •  Peri-conceptional folic acid
    •  Maternal calcium 

supplementation
    •   Multiple micronutrient 

supplementation (Iron, Folic 
Acid & Iodine)

    • Nutrition Counselling 
3.  Counselling & birth preparedness 
4.  Prevention against Malaria [S] 

In addition to 1-4,  

5.  Antenatal screening for Anemia 
and Hypertensive disorders of 
pregnancy 
(PIH, Preeclampsia, Eclampsia) [E]

6. Antenatal screening for Malaria [S]
7.  Prevention and management of 

mild to moderate anemia [E]
8.  Maternal tetanus immunization [E]
9.  Adolescent friendly health services 

(nutrition and reproductive health 
counselling) [E]

10.  Interval IUCD insertion [E] 
In addition to 1-10, 

11.  Antenatal screening & 
management of Severe anemia, 
Hypertensive disorders of 
pregnancy 
(PIH, Preeclampsia, Eclampsia), 
Gestational Diabetes, Syphilis [E]

12. Immunisation of adolescents
    - MR and HPV vaccine
13.  Antenatal screening 

& management of 
Hypothyroidism, Hepatitis B, 
HIV, Malaria [S]

14.  Adolescent friendly health clinics 
(as per RKSK guidelines) [E]

15.  Post-partum family planning 
services including PPIUCD 
insertion [E]

16.  Prevention of Rh disease using 
anti D immunoglobulin [S]

 family and Community  outreach/Sub Centre    health facility

Key Intervention Packages

Health interventions must start well 
before conception and their impact on the 
neonatal and stillbirth outcome requires 
equivalent consideration. The importance 
of antenatal care for improved neonatal 
and perinatal outcome is well established; 
however, coverage of a few salient 
interventions needs increased attention 
(e.g., use of long lasting insecticide treated 
nets and intermittent preventive treatment 
of malaria, antenatal syphilis screening 
combined with treatment and increased 
emphasis on early detection, and prompt 
treatment of complications in pregnancy 
such as pre-Eclampsia, type-2 diabetes).
The strategic interventions for pre-
conception and antenatal care for 
newborns are given below:

Priority actions
•       Prioritize actions for delaying age at 

1st pregnancy in convergence with 
stakeholders and other departments 
with special focus on teenage pregnancy. 
State has already initiated home delivery 

of contraceptives (HDC scheme) for 
Ensuring Birth Spacing (EBS). After 
induction of ASHA workers in urban 
areas, these schemes will also be working 
in urban areas.

•       Train an adequate number of service 
providers for Family Welfare Services 
and ensure availability of commodities, 
as per FP 2020. State conducted FP 
2020 workshop in 2015. During this 
workshop district program managers 
were oriented on work plan to strengthen 
family planning services in the district. 
Vriddhi Project/USAID also did qualitative 
assessment of home delivery of 
contraceptives in Panipat districts. The 
programmatic learning of this assessment 
will be used in other districts too.

•       Saturate high caseload facilities to 
provide PPIUCD. PPIUCD as an effective 
tool for birth spacing and it is the 
priority of the state and frequently being 
monitored by family planning division. 

 Table 7: Pre-conception and antenatal care
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Key Intervention Packages

Haryana has trained staff nurses in DH, 
CHC and PHCs which are delivery points. 

•         Train an adequate numbers of ANMs in 
SBA (including ANC component). 

•       Scale up nutritional interventions of peri-
conceptional folic acid, maternal calcium 
supplementation, and iron folic acid 
supplementation (NIPI/WIFS). State has 
a system in place for monitoring anemia 
among recently delivered woman with 
the operationalization of Anemia Tracking 
Module (ATM). As per guidelines, in case 
of severe anemia, district has to follow 
antenatal history of that woman to find out 
possible cause/s of severe anemia so it can 
be prevented in other pregnant women 
from the same sub-centre area. State also 
has taken initiative in 2014 to provide 
pre-conception care package for woman 
and couples. It includes health promotion, 
screening and interventions to address risk 
factors among women that might affect 
future pregnancy, incidence of low birth 
weight babies and pre-term pregnancies. 

•       Strengthen convergence with related 
departments for nutrition counselling. 
State already has developed a nutritional 
policy which would concentrate on 
improving convergence. The state is also 
initiating a project for food fortification 
wherein flour will be fortified with Iron, 
Folic Acid and other micronutrients and 
distributed through existing programs 
like mid-day meal, in AWCs and for 
retailing in open market. 

•       Screening of high-risk pregnancies and 
their management as per protocols. State 
has started to celebrate Pradhan Mantri 
Surakshit Matritva Abhiyan (PMSMA) 
and HRP weeks for identification of high 
risk pregnancies and timely referrals to 
appropriate level of health facility. State 
is also establishing high risk pregnancy 
unit (HRPUs) in district hospitals to ensure 

priority to high risk clients and timely 
management. 

•       Accelerate implementation of preventive 
measures against malaria for pregnant 
women in endemic area. Improving RDK 
(Rapid Diagnostic Kits) availability and 
drugs to cure malaria.

•       Promote counselling and birth 
preparedness. Platform of ANC check-
ups at facilities and VHND in outreach 
can be used to provide birth counselling 
and prepare them for birth. As per 
recent VHND assessment done by 
Vriddhi Project in 6 USAID focused states 
(Haryana, Punjab, Himachal, Uttarakhand, 
Delhi and Jharkhand) several gaps were 
found in service delivery. State in the 
process of reviewing recommendations 
from VHND assessment and may take 
necessary action to improve the same. 
State believes that more leadership 
and support from ANMs are required 
to ensure counselling and birth 
preparedness. 
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1.  Skilled birth attendance (E) 
(In addition to 1 and 2)

2. Clean birth practices (E)

3.  Identification of complications 
and timely referral (E)

4.   Pre-referral dose by ANM (E) 
•  Antenatal corticosteroids in 

preterm labour
    •  Antibiotics for premature 

rupture of membranes

5.   Emergency obstetric care 
• Basic and Comprehensive (E)

6.    Management of preterm  
labour (E) 
•  Antenatal corticosteroids in 

preterm labour
    •  Antibiotics for premature 

rupture of membranes 

 family and Community  outreach/Sub Centre    health facility

Key Intervention Packages

PaCKage 2: Care During LaBour  
anD ChiLDBirth
Quality care during labour, childbirth, and 
in the immediate postnatal period not only 
prevents the onset of complications, it also 
enables their early detection and prompt 
management. Even with the increased 
coverage of institutional births, the overall 
quality of care in this period is one of 
the key factors accounting for current 
rates of newborn mortality and still birth 
rate. Institutional births have provided 
an opportunity to reduce the neonatal 
infections; however, deaths due to intra-
partum complications and preterm births 
remain a challenge to the neonatal survival. 
Care during labour and childbirth have the 
potential to reduce stillbirths by a third. 
It is important to emphasize that BEmOC 
can reduce intra-partum-related neonatal 
deaths by 40% and CEmOC can also reduce 
newborn mortality by 40%, whereas skilled 
attendance at birth alone without access to 
the emergency component has a smaller 
effect at 25%. Care at childbirth also has 
additional benefits on child survival, 
improved growth, reduced disability, and 
communicable diseases.

Antenatal corticosteroids use to manage 
preterm labour not only reduces neonatal 
deaths by 31%, but this intervention is also 
associated with reduced need of specialized 
care for newborns, such as ventilators, etc. 
Antibiotics administration for pre-mature 

rupture of membranes (PROM) reduces 
early-onset postnatal sepsis. Clean birth 
practices especially hand-washing with 
soap and water by birth attendant has been 
found to reduce mortality due to sepsis in 
births at home (15%), facilities (27%), and 
during postnatal period (40%).

Priority actions
•           Prioritize and strengthen public health 

facilities at all levels (L1, L2, L3) for 
conducting safe delivery, including 
provision of emergency obstetric care 
as per the norms of MNH Toolkit. NHM 
Haryana has formulated 75*25 strategy 
and under this strategy 154 high case 
load delivery points are prioritized for 
intensified monitoring and supportive 
supervision (Annexure 3). HNAP expert 
group also suggested that we need to 
strengthen/saturate few high delivery 
load health facilities in the state on 
priority basis to improve Quality of Care 
at these health facilities. 

•       Provision of dedicated MCH wings in 
facilities with high caseload, including 
functional WASH facilities

•       All delivery points to be saturated with 
adequately trained health workers: Ensure 
trained and skilled staff at all designated 
delivery points: 
a. L1 delivery point should have SBA 

trained ANMs/SNs, 

 Table 8: Care during labour and childbirth
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b.  L2 delivery point to have at least one 
BEmOC trained MO, 

c.  L3 delivery point must have at least four 
obstetrician & Gynaecologist/CEmOC 
trained MOs and four Anesthetist/LSAS 
trained MOs

•           Expand the availability of SBA-trained 
birth attendants. In addition to ANM, 
SBA training to be rolled out for AYUSH 
doctors (as per state/district-specific 
need)

•       Establish Quality Assurance mechanism 
at each level, like- use of partographs, use 
of safe birth checklist and regular quality 
audits including perinatal death audits 
at community level and facility level. The 
state had introduced Child death review 
system including review of neonatal 
deaths and stillbirths in 2014 and have a 
functional software to capture the details 
of these deaths. 

•            Institutionalize referral mechanism to 
ensure to-and-fro referral, including inter-
facility referral, as and where required
a.  Identify and list facilities that provide 

assured services for management of 
complications, establish referral linkage 
mechanism 

b.  List to be shared with all facilities and 
referral transport call centers 

•       Accelerate scale-up of new policy 
decisions on management of preterm 
labour through use of antenatal 
corticosteroids and antibiotics for 
premature rupture of membranes.  
 State is positive about the use of 
antenatal corticosteroids and use of 
antibiotics for premature rupture of 
membranes. Technical partners are also 
supporting state in hand holding of field 
staff, monitoring at health facility, district 
and state levels. 

•       Develop a mechanism of supportive 
supervision through existing systems or 
through partnerships (with professional 
organizations, medical colleges, and private 
hospitals) at the regional and state level, 
and also at district level. State has been 
leveraging its resources for supportive 
supervision related activities like; 
a.  District Program Officers (Deputy Civil 

Surgeons) and Medical officers
b.  District Child Health and Immunization 

Coordinators (DCHIC) 
c.  District Technical Officers (DTOs) from 

USAID funded Scaling up RMNCH+A 
project 

Key Intervention Packages

Ph
ot

o:
 D

r. 
Sh

ai
le

nd
ra

 S
in

gh
 To

m
ar



HNAP: Haryana New Born Action Plan40

Key Intervention Packages

d.  Residents of community medicine 
departments of various medical 
colleges of Haryana

•       Generate awareness on JSSK 
entitlements, promote community 
participation, and demand for safe 
institutional delivery.

•       Establish a sound surveillance system 
for tracking stillbirths. State already 
has developed Maternal & Infant Death 
Reporting System (MIDRS) system which 
provides real time data for maternal and 
infant deaths and still births.

PaCKage 3: iMMeDiate newBorn Care
Immediate care is the basic right of every 
newborn baby. This package includes 
interventions such as immediate drying and 
stimulation, provision of warmth, hygienic 
care, early initiation of breastfeeding, and 
administration of vitamin K. For babies 
who do not breathe at birth, neonatal 
resuscitation is a crucial lifesaving 
intervention. Resuscitation training of 
providers in facilities reduces intra-partum 
related neonatal deaths and early neonatal 
deaths substantially. Hypothermia is a risk 
factor for neonatal mortality, especially 
in cases of preterm and low birth weight 
babies. All steps should be taken to 
prevent and manage hypothermia and 
rooming-in of babies with mother must 

be universally practiced. Delayed cord 
clamping in newborns, including pre-term 
babies is associated with decreased risk of 
anemia and intra-ventricular hemorrhage. 
Administration of vitamin K at birth 
prevents hemorrhagic disease of newborn.

Priority actions
•       Establish fully functional NBCCs at all 

facilities conducting deliveries, according 
to the norms prescribed in the MNH 
toolkit. Total 318 NBCCs are established, 
almost all functional delivery points 
till PHC level and high case load SCs 
(having delivery more than 2) are having 
functional NBCC. State has conducted 
one round of Supportive Supervision 
(RAPID ENBCR) in all districts and second 
round in few of the districts with major 
objective of strengthening of newborn 
care practices. . During Initial phase 
technical support was provided by MCHIP 
/USAID Grantee project to the state. In 
HPDs it is being closely monitored by 
District Technical Officers from USAID- 
Vriddhi Project along with district and 
sub-district level health officials. 

•       Saturate all facilities conducting deliveries 
with NSSK-trained staff. Majority of 
staff nurses deployed in labour room 
are trained in NSSK. Districts are also 
planning to train remaining staff nurses 
in NSSK on priority basis. NRPFGM 

1. Delayed cord clamping [E]
2.   Interventions to prevent hypo-

thermia [E] 
• Immediate drying 
• Head covering 
• Skin-to-skin care 
• Delayed bathing

3.  Early initiation and exclusive 
breastfeeding [E]

4. Hygiene to prevent infection [E] 

5. Vitamin K at birth [E]
6. Neonatal Resuscitation [E] 

7.  Advanced neonatal 
resuscitation [E]

 family and Community  outreach/Sub Centre    health facility
 Table 9: Immediate newborn care
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(Neonatal Resuscitation Program- First 
Golden Minute) training of staff nurses 
and medical officers who are deployed 
in labour room has been done in the 
state with support from NNF. During first 
phase 11 districts will be covered, training 
already completed in Mewat, Palwal, 
Bhiwani, Narnaul and Panipat. In districts 
Kurukshetra, Sirsa and Rohtak, 4 - 6 
batches have been completed. For Karnal, 
2 batches are completed. 

•        Implement standardized clinical protocols 
for essential newborn care, including 
resuscitation: Read and Do tools are 
displayed at every NBCC. JHPIEGO 
supported state in implementation of 
Clinical Skill Standardization in DH of 5 
HPDs and 2 other districts suggested by 
the state and conducted training of staff 
in 3-4 high case load facilities in HPDs. 
USAID-supported Vriddhi project is also 
providing technical support in facilitating 
training of field staff in HPDs on 
standardization of IPC and IPPC practices 
under its “Care Around Birth” strategy. 
After district level structured training of 
CAB, mentoring visits will also be done at 
high delivery load health facilities of HPDs 
and other important delivery points. 

•       Develop Quality Assurance mechanisms/
cells to monitor training quality and 
adherence to standard protocols. State 
has used Standards Based Management 
and Recognition (SBMR) tool to ensure 
quality assessment and ensuring 
standards in labour rooms in district 
hospitals in HPDs. Currently GoI model 
of supportive supervision is being 
implemented by the state and partner 
agencies with primary focus on labour 
rooms and related services. Quality 
Assurance committees are formed in 
every districts under leadership of HSHRC 
to implement National Quality Assurance 
Standards (NQAS) in the state. Quality 
improvement approach was used by 

USAID-ASSIST Project during its project 
cycle and also currently being used 
by USAID-Vriddhi Project for CAB. It is 
advisable that different partner agencies 
and district level quality assurance 
committee should work together at 
district level because both have the 
common goal of improving quality of 
care in government health facilities. 

•       Regular quality audits of facilities, 
including death audits. Child Death 
Reviews have been institutionalized. 
During the year 2014-15 facility based 
CDR has also been initiated.

•        Ensure availability of Injection Vitamin 
K1 at all delivery points and its inclusion 
in the state’s Essential Drugs List. Vitamin 
K1 is included in EDL. Availability of the 
same is also being monitored during 
supportive supervision visits. At many 
sites Vitamin K3 was found during 
supportive supervision visits instead 
of Vitamin K1. State is in the process of 
centralized Vitamin K1 procurement for 
all delivery points. Currently vitamin K1 
is being purchased at health facility and 
district levels. Necessary communication 
for local purchase in this regard has been 
issued to all districts and concerned 
stake holders 

•       Develop a mechanism of ongoing 
supportive supervision at the facility 
level. Haryana has been using multiple 
models of supportive supervision like 
RAPID ENBCR, Haryana’s own model 
of Supportive Supervision, GoI model 
of supportive supervision, intensified 
monitoring and supportive supervision 
at high case load health facilities 
under 75*25 strategies. State also has 
taken initiatives to align its model of 
supportive supervision with GoI. USAID-
Vriddhi Project is also doing supportive 
supervision as per GoI mandate in  
the HPDs. 

Key Intervention Packages
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Key Intervention Packages

•       Strengthen counselling for breastfeeding, 
postnatal care, and community and 
home care practices: State has been 
ensuring counselling for breastfeeding, 
postnatal care and home care practices at 
health facility level and community level 
(through HBPNC and VHND mechanism).

•       Maternal and Newborn kit: A kit 
comprising of baby clothes socks, cap, 
dress, diaper/ napkins), baby towels for 
drying newborn immediately after birth 
and baby blankets to prevent hypothermia 
will be provided to all newborns. In 
addition the kit will also include soap 
for handwashing of mother, caregivers 
and bathing of newborn. Two towels 
for newborn use at home will also be 
provided for infection prevention. The kit 
will also include mothers gown to facilitate 
provision of KMC for LBW newborns.

Due to budget constraint Yashoda 
workers and RMNCH+A counselors at DH 
were discontinued. Specialized cadre for 
supporting mothers in breastfeeding has 
been shown to improve timely breastfeeding 
initiation and exclusive breastfeeding rates. 

Focus on community strategies to promote 
demand for essential newborn care. During 
birth preparedness visit, ASHA counsels 
mother on essential newborn care. District 

can take lead to promote awareness 
and demand for essential newborn care 
through VHND platforms. 

PaCKage 4: Care of heaLthy 
newBorn
Care of Healthy Newborn Evidence 
shows that community-based 
interventions can significantly improve 
child survival. A large number of ASHAs 
have been trained to perform various 
preventive and promotive health 
activities, such as counselling of mothers 
on breast-feeding, complementary 
feeding, immunization, care-seeking, 
promoting nutrition, sanitation, and 
safe drinking water, etc. Despite the 
significant increase in institutional 
deliveries, home deliveries persist 
to about 25% to 40% in pockets in 
few of the districts. Even in cases of 
institutional deliveries, most women 
tend to return home within a few hours 
after delivery. For women who stay at 
the institution for 48 hours or more, 
it is also important to provide care to 
the neonate at home for the remaining 
critical days of the first week and up to 
the 42nd day of life. Home visitation 
by ASHAs can contribute significantly 
to delivery of interventions with focus 
on the newborn period. Regular and 
timed contacts with the newborn 

 family and Community  outreach/Sub Centre    health facility

1.  Home visits till six weeks by 
trained ASHA 

   • Counselling
   •  Prevention of hypothermia,cord 

care
   •  Early identification of danger 

signs
   • Prompt and appropriate referral
2. Exclusive breastfeeding 
3.  Clean postnatal practices  

4.   Immunization 
    • BCG
    • OPV
    • Hepatitis B (in addition to 1-3) 

All the interventions (except
home visits)

 Table 10: Care of healthy newborn 
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are essential for ensuring continued 
exclusive breastfeeding, appropriate 
immunization, and care–seeking of 
children with danger signs. 

Priority actions
•       Recruitment and rational deployment 

of ASHAs as per the population norm. In 
Haryana for every 1000 population one 
ASHA workers is deployed with some 
flexibility to address local situation.

•       Capacity-building of ASHAs to provide 
newborn care at the community level
a.  Rural ASHA: State has provision 

of training for ASHA workers on 
different modules (Induction training: 
module1-5, and HBPNC: module 6&7). 
Total of 89% (of sanctioned) ASHA 
workers are trained in Module 6&7, 
remaining 1171 ASHA workers are 
undergoing for HBPNC training. 

b.  Total of 677 (3.76% of sanctioned) 
ASHA positions are vacant. 

c.  Urban ASHA: Sanctioned posts are 
2676, and 1866 are recruited and 
undergoing through inductions 
training. These ASHA workers will be 
trained in Module 6&7 too.

•       Ensure uninterrupted supply of 
ASHA HBNC kits and replenishment 
thereof, from PHC inventory. ASHA 

workers trained in Module 6&7 were 
provided with HBPNC kits (salter scale, 
thermometer, Paldai etc.). Currently 
digital thermometers are provided, issues 
in replenishment of its batteries is seen at 
some places.

•       Ensure timely payments of HBNC 
incentives for ASHAs. After appointment 
of ASHA team (Facilitator, coordinator at 
block and district level) HBPNC payments 
are streamlined in the state. 

•       Set up mechanisms for monitoring of 
HBNC visits, with regards to quality and 
coverage. ANM, BAC, DAC, MO, and BEE 
are involved in monitoring mechanism 
in the state. They verify records and 
cross check beneficiaries in the village 
regarding completeness and correctness 
of formats. These monitoring visits are 
incentivized under NHM. 

•       Ensure implementation of standardized 
training norms and uniform mechanism 
(formats, checklist) for quality of home 
visits. State has uniform mechanism for 
recording and reporting and standardize 
training norms are being used (ASHA 
module 6&7) for training purpose. 

•       Strengthen and revitalize the role of 
ANM as supervisor cum mentor to ASHA. 

Key Intervention Packages
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Key Intervention Packages

State has mandated supervisory visits 
for HBNC and is providing mobility 
support of INR 10 per card to ANM for 
visiting every newborn within 48 hours 
(preferably). In addition, mobility support 
for LHV (INR 100), MO (INR 200) and SMO 
onwards (INR 300) per visit. During one 
visit more than one beneficiaries can be 
visited in the village. 

•       Institutionalize a framework for 
supportive supervision and mentoring of 
ASHAs (ARC, DRC, DCM, BCM/Block ASHA 
Coordinator (BAC)Supervisor/Facilitator)

•       Build responsive referral system – 
easy access and availability of referral 
transport and medical care at the health 
facilities for all sick/high-risk newborns 
referred by ASHAs. State has provision 
of National Ambulance Services (NAS) 
under JSSK scheme, ASHA makes call 
to 102 services and facilitates referral to 
NBSU/SNCU/other related health facilities. 
Monitoring of referral transport system is 
also being independently done by referral 
transport division of NHM Haryana for 
its effectiveness and reach (timeliness) in 
community. 

•       Strengthen counselling for breastfeeding, 
postnatal care, entitlements, and home 
care practices using counsellors and 

audiovisuals. State has multiple mechanism 
for the same. At district hospitals Yashoda is 
available for the same, while at other health 
facilities SNs are assigned for this work. At 
community and family levels ASHA worker 
uses flip charts to counsel mother and 
provide key message (breast feeding, cord 
care, hand washing, KMC and danger sign 
identification in mother and baby) under 
HBPNC programs. 

•       Ensure availability of vaccines and 
logistic support for immunization at all 
delivery points. State is implementing 
newborn vaccination as mentioned in 
National Immunization Schedule (NIS) 
at all delivery points having cold chain 
point. State has adopted and scaled up 
RAPID Immunization model of MCHIP/
USAID Grantee across the state for state 
of the art cold chain management and 
improved vaccine related practices. 

PaCKage 5: Care of SMaLL anD SiCK 
newBorn
Small babies, due to preterm birth 
or small for gestation age (SGA) or a 
combination of both, face the highest risk 
of death in utero, during neonatal period, 
and throughout childhood. In preterm 
babies, the risk of mortality is inversely 
proportional to the gestational age, and 
the highest risk is seen in those born very 

1.   Thermal care and feeding sup-
port (for home deliveries) (E) 

2.  Integrated management using 
IMNCI and use of oral antibiotics 
(E)  

3.   Injectable Gentamicin by ANMs 
for sepsis (E)

    • Pre referral
    •  Completion of antibiotic course 

in case referral is refused/not 
possible “OR” as advised by 
treating physician 

4.   Kangaroo mother care at facility 
(E) 

5.   Full supportive care at block and 
district level (E)

    • NBSU at block level
    • SNCU at district level
6.  Intensive care services (NICU) at 

regional level (A) for
    • Assisted ventilation
    • Surfactant use
    • Surgery

 family and Community  outreach/Sub Centre    health facility
 Table 11: Care of small and sick newborn
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early (< 28 weeks) as nearly 95% of these 
babies die without specialized newborn 
care. In case of SGA babies, those born 
at term have a nearly two times higher 
chance of mortality, while those born 
prematurely have a nearly 15 times higher 
chance of dying.

Specific interventions for small and sick 
newborns also include Kangaroo mother 
care (KMC). KMC involves package of 
early and continuous skin-to-skin contact, 
breastfeeding support, and supportive care 
in stable newborns weighing less than 2000 
gms. KMC can be practiced even at home, 
thus improving chances of newborn survival.

Priority actions
•       Ensure dissemination of guidelines 

at all levels of facilities with priority 
to high caseload facilities and High 
Priority Districts (HPDs). State and 
district level dissemination was done 
for Vit - K, Antenatal Corticosteroids 
(ANCs) for pre-term labour and use of 
gentamicin as pre-referral dose. This 
was supported by Vriddhi project at 
state level and in 5 HPDs. Refresher 
training may be organized again at 
sub-district level according to need with 
prominent ownership of the district 
health department. Monthly meetings at 
district at sub-district level can be used to 
facilitate the same. 

•         Establish fully functional NBSUs, SNCUs 
with the requisite HR in blocks/districts 
with priority to High Priority Districts 
(HPDs) and scale up KMC unit/wards on 
the existing FBNC system. 
a.  Total 66 NBSUs are established but 

because of unavailability of staff nurses 
and doctors its operationalization is not 
adequate. 

b.  KMC to be started in post-natal wards 
of high case load facilities: Initially KMC 
units will be established at SNCU level 
and then same will be replicated at high 

delivery load health facilities categorized 
in 75*25 strategies. State and district level 
dissemination of KMC is already done in 
5 HPDs and 2 Non HPDs guidelines is also 
planned. It is already done.

•       Saturate all districts in the state with fully 
functional SNCUs followed by all facilities 
with >3000 deliveries/year. In Haryana, 
all 21 districts have functional SNCUs and 
district Jhajjar has one more SNCU in SDH 
Bahadurgarh.

•       Upgrade NICUs at the medical colleges/
tertiary care facilities to provide referral 
services for advanced newborn care 
support (ventilation, surgery) at regional 
level, and to strengthen linkages with 
SNCUs and NBSUs

•       Operationalize SNCU monitoring 
software across all SNCUs/NICUs. SNCU 

Key Intervention Packages
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software is operationalized in all district 
of Haryana. 

•       Institutionalize network of Regional/State 
FBNC collaborating centers and Medical 
Colleges to: 
a.  Accelerate capacity building of MOs/

Staff Nurses/ANMs posted in NBSUs, 
SNCUs and KMC units, and of ANMs 
for IMNCI; It is the priority of the state 
to train medical officers and staff 
nurses on Facility Based Newborn 
Care (FBNC). These training were 
conducted in accredited training 
sites in Delhi and Haryana. Training 
of ANMs and medical officers is also 
done in few districts on IMNCI but not 
completed in all the districts. State 
is in the process of establishment of 
model KMC center at District Hospital, 
Panchkula which later will be used as 
cross learning center for Panchkula 
and other districts. Recently KMC 
practice have been started in few of 
the health facilities in HPDs. For these 
activities state is leveraging technical 
supports from medical colleges and 
related hospitals within and outside 
the state and USAID-Vriddhi Project. 

b.  Develop an integrated framework for 
supportive supervision: State has multiple 
mechanisms of supportive supervision. 
Major focus of supportive supervision 
is around labour room and it is in line 
with INAP. Haryana state encourages 
interdepartmental coordination at 
district level as a part of its supportive 
supervision mechanism to facilitate 
desired actions at district and sub-district 
levels. Due to variety of reasons including 
frequent change in leadership has 
been affecting state owned supportive 
supervision. Scaling up RMNCH+A project 
is implementing GoI model of supportive 
supervision in HPDs. It is also focused 
on “Care around birth” and follows 
the principles of “low dose and high 
frequency” training/orientation. 

•        Ensure mechanisms for timely 
procurement and supply chain 
management of equipment, drugs, and 
laboratory reagents as per the defined 
norms and technical specifications: USAID-
Deliver Project was helping state about 
supply chain management. It helped 
state to developed SOPs for supply chain 
management. USAID-Deliver project also 
provided technical support to Haryana 
Medical Services Corporation Limited 
(HMSCL) in organization of training on 
supply chain management for program 
managers at state and district levels. 

•       Regularly monitor quality of trainings: 
SIHFW Haryana already has an 
established mechanism for the same. 

•       Develop Quality Assurance mechanisms/
cells to ensure compliance with norms 
for quality of care for small and sick 
newborns, including tools for adherence 
to admission and discharge criteria, 
SOPs for clinical management, infection 
prevention and control. The state is 

Key Intervention Packages
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following the standard treatment 
guidelines as per GoI. NHM has also 
issued standardized case management 
sheets for use in SNCUs. 

•       Conduct regular quality audits of facilities 
including death audits: with the help of 
Maternal and Infant Death Review System 
(MIDRS) state gets line listing of deaths 
including still births. State has been 
conducting community based death review 
or verbal autopsy with the help of QMOs 
(Quality Monitoring Officers). State has also 
successfully leveraged technical support of 
PGIMS Rohtak for the same. More focused 
approach is required for facility based 
reviews in terms of quality and quantity. The 
state needs to work on the quality of data 
being collected and its appropriate use. 

•       Scale up new operational guidelines, 
allowing ANMs to administer injectable 
antibiotics for neonatal sepsis: USAID-
Vriddhi project facilitated district level 
trainings of newer guidelines in HPDs and 
few other districts including training on use 
of antibiotics for neonatal sepsis. Availability 
of antibiotics at Sub-center level with ANMs 
is the major issues in the state. To initiate 
its implementation, state needs to take 

decision in this regard. Besides the trainings 
regular reviews are also required. 

PaCKage 6: Care BeyonD newBorn 
SurViVaL
This is a new package considering the 
burden of birth defects and development 
delays in newborns. It is of particular 
significance for Short for Gestational Age 
(SGA) and preterm newborns, as well as 
newborns discharged from SNCUs.

Priority actions
•       Train all levels of service providers 

engaged in screening of birth defects 
and developmental delays. State has 
taken many initiatives for screening of 
birth defects. State has completed one 
round of Clinical Skill Standardization 
training (CSS) in DH of 5 HPDs and 2 
other districts suggested by the state 
with technical support from JHPIEGO. 
Screening of birth defects has been 
incorporated in CSS training focused 
on labour room practices. DEIC are also 
established in the state. Haryana state 
has initiated Birth Defect Surveillance 
(BDS) across the state with technical 
support from World Health Organization 
(WHO) and Centre for Disease Control 

1.  Screening for birth defects, 
failure to thrive and 
Developmental delays. [E]

2.  Follow up visits of [E]
    •  SNCU discharged babies till 1 

year of age
    •  Small and low birth weight  

babies till 2 years of age

3.  Screening for birth defects,  
failure to thrive and Develop-
mental delays.

4.  Follow up visits of [E]
    •  SNCU discharged babies till 1 

year of age
    •  Small and low birth weight  

babies till 2 years of age

5.  Immunisation   
    • Rotavirus vaccine
    • PcV vaccine

6. Newborn screening

7. Management of birth defects [E]
    • Diagnosis
    • Treatment, including surgery

8.  Follow-up of high-risk infants 
(discharged from SNCUs, and 
small newborns) for

    • Developmental delay
    • Appropriate management

 family and Community  outreach/Sub Centre    health facility

Key Intervention Packages

 Table 12: Care beyond newborn survival
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(1). Two days state level workshop was 
conducted by the state with primary 
focus on district hospitals. “The expected 
outcomes will have a uniform data 
collection and reporting of selected 
externally visible birth defects in all 
districts of Haryana.”

•       Deploy trained mobile health teams 
for screening: It is being done under 
leadership of Rashtriya Bal Swasthya 
Karyakram (RBSK) program. State has 
taken initiatives of online display of 
microplans of school health teams’ visits. 
This platforms helps RBSK division to 
centrally monitor ongoing visits by school 
health teams. 

•       Establish fully functional District Early 
Intervention Centers (DEICs). State already 
has established DIEC in all 21 districts. 

•       Institutionalize a robust referral 
mechanisms between screening points 
and District Early Intervention Centers 
(DEICs). Haryana state has its own self 
operated 102 ambulance services. 
Currently 102 is also being used for RBSK 
related referrals for free. 

•       Establish centers of excellence at tertiary 
care hospitals for management of 
conditions, especially the birth defects 
requiring surgical correction

•       Screen birth defects by the service 
providers at the facility and in community 
by ASHAs during home visits. Haryana 
state is in the process of establishing 
newborn screening facility with support 
from Emory University (USA). Emory 
University will not only help in establishing 
advance new born screening (NBS) 
laboratory for it but also support in 
training of respective doctors. At health 

facility level (District and sub-district level) 
Anemia Tracking Module (ATM) captures 
Birth Defect related information. As 
mentioned above, WHO is also supporting 
state in establishment of Birth Defect 
Surveillance (BDS) in district hospitals. 
ASHA workers identify birth defect during 
home visits under HBPNC programs. 

•       Facility-based follow-up of small and 
sick babies for developmental delay and 
appropriate management. State is doing 
efforts to increase follow up from SNCU, 
regular data analysis is also being done 
at state level. During Expert group review 
meeting of HNAP it was discussed that 
there is need to strengthen facility level 
follow up. 

•       Follow up of all sick/high-risk newborns 
discharged from the SNCU for a period of 
one year by ASHAs. In Haryana percentage 
of HBPNC visits has increased significantly. 
Regular monitoring and supportive 
supervision is also being done from 
respective division of NHM Haryana 

•       Develop resource network, including 
private practitioners, to provide 
specialized care for identified cases

Key Intervention Packages

1YS T. Haryana starts state-wide birth defect surveillance [Internet]. July. 2015 [cited 2016 Mar 1].  
Available from: http://social.yourstory.com/2015/07/haryana-birth-defect-surveillance/
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MONITORING & EVALUATION FRAMEWORK

For achieving the goal of single 
digit NMR and SBR before 2030, it 
is imperative to have an efficient 

monitoring and evaluation framework. 
The state currently has many functional 
monitoring systems for monitoring 
implementation of MNH strategies. HMIS 
captures service delivery and output related 
data element and related indicators.  
MCTS/RCH Portal tracks mother child since 
the beginning of pregnancy till the child 
gets two years old. The SNCU Online portal 
provides vital and real time information 
about services delivery at health facility to 
a newborn and also tracks newborn till the 
age of one year for facility and community 
level follow ups.

In addition to these national portals, State is 
also implementing its innovative models of 
information systems to capture other essen-
tial information of maternal and newborn 
health. Maternal and Infant Death Reporting 
System (MIDRS) tracks maternal and infant 
deaths and still births which are being re-
ported from facilities and from community 
level through a wide base network of formal 
and informal informers. Anemia Tracking 
Module (ATM) is a web based portal that 
captures data of deliveries in the govern-
ment facilities at all levels. The ATM is used 
for reverse tracking of women with severe 
anemia at the time of delivery for improving 
services in their sub-centre areas. The Home 
Based Newborn Care (HBNC) portal captures 
the data related to the post-natal visits con-
ducted by ASHAs in the community and the 
newborn care services provided. Haryana 
has been strengthening its information 
system vigorously by organizing data usage 
workshops at state, regional and districts 
levels for district and sub-district level staff 
with major focus on doctors. 

During initial years of planning and imple-
mentation, review of INAP is planned at 
every 3 years and then after 2020 in every 5 
years. At state level HNAP will be reviewed 

on yearly basis and at district level review 
should be planned in every 6 months till 
2020. After 2020 reviews at district and state 
level can be planned with increased interval 
depending on the progress achieved and 
other circumstances related to HR and funds. 

India Newborn Action Plan (INAP) has sug-
gested a list of dashboard indicators. The in-
dicators were categorized in two categories; 
impact level indicators and other indicators 
based on priority actions of 6 packages 
mentioned in INAP. The state dashboard in-
dicators include the indicators suggested in 
INAP and has added some new state specific 
indicators. The state level impact indicators 
will be based on evaluation surveys such as 
Sample Registration System (SRS); National 
Family Health Surveys (NFHS). The district 
wise impact indicators will be monitored 
by the state using the MIDRS portal. Some 
of the process and output indicators for the 
specific packages will be monitored by the 
household survey data at the state/district 
level (DLHS; NFHS). For district level moni-
toring, data from state portals will be used.

year Milestones for hnaP

2014 National Launch of India Newborn Action Plan 

2015 – 2016 Expert group meeting for HNAP

State Newborn Action Plans developed

District Newborn Action Plan developed

Reporting by districts on Dashboard Indicators

Quality assurance mechanisms strengthened at 
state level

Gender disaggregated data available and 
monitored for various interventions

Stillbirth tracking mechanism strengthened

2017 Mid-course review of HNAP 

2018 – 2019 Accountability framework developed and 
operationalized at all levels of health care

Equity disaggregated data available and 
monitored for all interventions

2020 Review and Update Newborn Action Plan 

 Table 13: State Level Milestones to Monitor HNAP
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Monitoring and Evaluation Framework

Level and focus 
areas 

indicators Data Source 

impact level 
indicators 

Birth registration CRS data

Stillbirth rate State level - SRS *District level - MIDRS

Early neonatal mortality rate State level - SRS *District level - MIDRS

Neonatal mortality rate State level - SRS *District level - MIDRS

*Sex differential for neonatal mortality rate State and district level - MIDRS

Percentage of neonatal deaths to Under 5 
deaths

State level - SRS District level - MIDRS

Survival rate of newborns discharged from 
SNCU/NICU at one year of age

SNCU online portal

Cause-specific neonatal mortality State level and *district level – MIDRS; SNCU 
portal

Pre-conception 
& antenatal 
Care 

Births to women aged 15 -19 years out of 
total births (Teenage pregnancy)

State level – NFHS-4/DLHS-4; District level – 
DHIS-2

Percentage of pregnant women who 
received full ANC

State level–NFHS/DLHS/DHIS; District level-DHIS

Percentage of pregnant women detected 
with severe anaemia and treated 

State level - DLHS/DHIS; District level – DHIS. 

Percentage of pregnant women detected 
with PIH and treated 

State level - DLHS/DHIS; District level – DHIS. 
(prevalence of PW detected and treated with) 

Care during 
Labour and 
Child Birth

Percentage of safe deliveries (Institutional + 
home deliveries by SBA)

State level – NFHS/DLHS/DHIS; District level – 
DHIS/NFHS

Percentage of preterm births State level - DHIS; District level - DHIS

Caesarean section rate State level – NFHS/DLHS/DHIS; District level - 
DHIS

Percentage of women with preterm labour 
(< 34 weeks) receiving at least one dose of 
antenatal corticosteroid

State level - DHIS; District level - DHIS

*Percentage of severely anemic women 
identified at the time of delivery 

State and district level - ATM

Intra-partum stillbirth rate State level - DHIS/MIDRS; District level - DHIS/
MIDRS

immediate 
newborn Care 

Percentage of newborns breast fed within 
one hour of birth

State level – NFHS/DLHS/DHIS; District level - 
DHIS

Percentage of newborns delivered at health 
facility receiving vitamin K1 at birth

State level - DLHS/DHIS; District level - DHIS

Percentage of labour room staff trained in 
NSSK

State and district level - TMIS

Percentage of newborns weighed at birth State level-DLHS/DHIS; District level-DHIS

Percentage of low birth weight babies State level-DLHS/DHIS; District level-DHIS

 Table 14: Dashboard Indicators for monitoring and evaluation for Haryana Newborn Action Plan
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Monitoring and Evaluation Framework

Level and focus 
areas 

indicators Data Source 

Care of healthy 
newborn

Percentage of newborns received complete 
schedule of home visits under HBNC by 
ASHAs

State and district level - HBNC portal, DHIS

Percentage of sick newborns identified 
during home visits by ASHAs

State and district level-HBNC portal, DHIS

Exclusive breastfeeding rate State level – NFHS/DLHS/DHIS
District level - DHIS

Percentage of mothers stayed for 48 hours 
in the facility

State level - DLHS/DHIS
District level – DHIS, NFHS

Percentage of newborn received birth dose 
of Hepatitis B, OPV and BCG

State level -/DHIS; District level – DHIS, (indicator 
separately for each vaccine)

Percentage of newborn received health checks 
after birth from Doctor/Nurse/LHV/ANM/
Other health personal within 2 days of birth 

NFHS

3 Postnatal visits received within 10 days for 
home and institutional birth by ANM 

DHIS

Care of Small 
and Sick 
newborn 

Percentage of district hospitals with 
functional SNCU

State and district level - SNCU portal

Percentage of facilities with SNCUs having 
functional KMC units

State and district level reporting 

*Percentage of outborn admissions in SNCU State and district level - SNCU portal

Percentage of female admissions in SNCU State and district level - SNCU portal

Mortality rate in newborns with admission 
weight < 1800 gm

State and district level - SNCU portal

Percentage of newborns deaths due to birth 
asphyxia

State and district level - SNCU portal

Percentage of newborns with suspected 
sepsis receiving pre-referral dose of 
gentamicin by ANM

State and district level – DHIS 

Care Beyond 
newborn 
Survival

Percentage of newborns screened for birth 
defects at Facility Level 

State and district level Newborn birth defect 
surveillance and SNCU software 

*Percentage of newborns screened for birth 
defects at Community level

State and district level from HBPNC portal 

Percentage of newborns with any defect 
seen at birth 

State and district level - RBSK reports; ATM data 
for newborn births in govt. facilities

Percentage of newborns discharged from 
SNCU followed up till one year of age

State and district level - SNCU portal

Percentage of districts with functional 
District Early Intervention Centre (DEIC)

State and district level - RBSK reports

*Percentage of Newborn identified with 
Birth Defect enrolled in DEIC. 

State and District Level RBSK reports

*State specific indicators
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ACCOUNTABILITY FRAMEWORK 

Accountability is “A disciplined way of 
thinking and taking action that can 
be used to improve the quality of life 

in communities and the performance of 
programs, agencies and service systems”. 
As per the United Nations accountability 
framework for Global Strategy for Women, 
children’s and Adolescent health, it enables 
the tracking of resources, results and 
rights and provides information on what 
works, what needs improvement, and what 
requires increased attention. Accountability 
ensures that decision makers have the 
information required to meet the health 
needs and realize the rights of all women, 
children and adolescents and to place 
them at the heart of related efforts.

Many times in the context of 
accountability, the focus is on inputs 
(resources utilized), processes (activities) 
and outputs (products). It is advisable 
that for a population health approach, 
a much greater emphasis is placed on 
accountability for health outcomes and 
determining the degree of change that can 
actually be attributed to interventions. 

Dynamic environment (frequent shifting 
to other department, transfer, charge 
shifting) at state and district level affects 
accountability negatively. This stems from 
the issue that in weaker health systems, 
accountability is dependent on people 
rather than system itself. Efforts should be 
encouraged for health system strengthening 
since a robust health system with well-
established processes can ensure sustained 
accountability for health outcomes. 

Accountability is a cyclical process with aim 
of learning and continuous improvement. 
It has three principal stages; monitor, 
review and act. Accountability facilitates 
systemic approach for addressing 
challenging issues. Following important 
steps can be planned to strengthen 
accountability in the state for HNAP.

harMonizing Monitoring anD 
rePorting
Use of existing data sources should be 
facilitated at all levels. There is a need 
for effective use of dashboard indicators 
outlined in HNAP. Both monitoring and 
reported data sets should be used for this 
purpose. State’s existing plan of capacity 
building of facility in charges and program 
managers through data usage workshops 
is an example for the same. Regular 
review meetings at district and state level 
should be conducted where reported and 
monitored data can be presented along 
with standard set of dash board indicators 
for programmatic action. 

ProMote MuLti-StaKehoLDer 
engageMent for Monitoring, 
reView anD aCt
Neonatal deaths and stillbirths happen due 
to interplay of clinical causes and social 
determinants of health which include gender, 
caste, socio-economic status, geography, and 
cultural belief systems etc. Health department 
alone cannot address these issues. Hence 
there is need to engage multi-stakeholders for 
addressing the social determinants of health 
like WCD, PRI, Education Department, social 
justice, civil society etc. This would facilitate 
pooling of resources, their efficient use and 
multipronged strategy for addressing a 
complex issue. 
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 Strengthen Death  
rePorting SySteM
All maternal and newborn deaths 
and stillbirths should be registered 
and reported to health department. 
Haryana has its own system of MIDRS 
which captures deaths from multiple 
sources. In the formative phase of 
establishing processes for MIDRS, the 
state had surveillance field volunteers 

(SFVs) for active surveillance of maternal 
and newborn deaths. There is need to 
strengthen death reporting and deaths 
reviews in the state and translation of 
this information in actionable points for 
districts and state itself. The follow up on 
corrective action measures based on death 
review is the critical step in health systems 
strengthening and reducing preventable 
deaths of mothers and newborns.

 Figure 9: State Accountability Framework

 Figure 10: District Accountability Framework

Accountability Framework

•  Newborn health related health programs
•  HNAP dash board indicators
•  Monthly meetings at various level in 

the state
•   Meetings of MDR, IDR and SBR
•  Child death reviews
•   Interval review meetings of NHM 

Haryana
•  Review with districts

•  Policy Document
•  Resource Allocations
•  Programmatic reviews and corrective 

actions
•  Ensuring availability of commodities
• ToTs
•  Department of Health Services
•  WCD Department
•  Department of Education
•  PRI Department
•  Development Partners•  SS Visits focusing on labour rooms and 

newborn health
•  HMIS, SNCU, ATM
•  Pilots
•  Implementation Research
•  Mortality Indicators from SRS and other 

Reliable sources

Review

Monitor

Act

•  Review of comprehensive list of HNAP 
Document at district and facility level 
monthly meetings

•  HNAP dashboard review during monthly 
meetings at district level

•  Monthly review meetings with facilities
•  District MDR, IDR and SBR

• Program Implementation
•  Ensuring Supplies and commodities
•  Training of providers
•  Review of programmatic correctness

•  Supportive Supervision Visits,
•  HMIS reviews
• SNCU, ATM, RCH Portals
•  DHLS

Review

Monitor

Act
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RECOMMENDATIONS

Based on the situational analysis, 
expert group meeting and State level 
workshop with district functionaries, 

recommendations for enhancing the rate 
of reduction of neonatal mortality were 
drafted. The focus is on reducing inequities, 
targeting the vulnerable populations and 
ensuring programmatic changes based 
on evidence. The recommendations have 
been categorized as Policy level and 
Programmatic recommendations. 

PoLiCy reCoMMenDationS 
use of Perinatal mortality as a key 
indicator for monitoring newborn health 
Programmatically perinatal mortality rate 
is more important indicator in Haryana’s 
scenario because it reduces/eliminates 
bias of misclassification of early neonatal 
deaths as still births. Experts suggested 
that Perinatal Mortality Rate (PNMR) should 
be included in Haryana Newborn Action 
Plan (HNAP) to measure progress. Since 
the MIDRS captures mortality data, PNMR 
should be reviewed periodically both at 
district and state level. 

reduce inequities by Specific Strategies 
for Marginalized groups
Data analysis from newborn deaths reveals 
inequities and barriers for the marginalized 
groups. For accelerating the reduction in 
neonatal mortality, it is essential to address 
the inequity gaps in service delivery. Expert 
group suggested that innovative service 
delivery mechanisms should be explored 
for reducing inequities. The state should 
plan to pilot new approaches and scale 
up effective proven interventions. Based 
on existing evidence, the following two 
interventions were proposed for piloting. 

•        Use of Self-help groups (SHGs) for 
improving home based health care by 
families and care seeking behaviour. 
There are national and international 
examples where this has shown to reduce 
newborn mortality in areas with high 

home deliveries and high IMR. These may 
be piloted in specific areas of a district 
with high home deliveries. 

•       Involvement of private sector for service 
delivery - Use of demand side financing 
models have been shown to improve 
health care seeking and reduces mortality 
by making quality care affordable. There 
are examples of voucher scheme, social 
franchising and conditional cash transfer. 
The expert group suggested that such 
innovative models could be designed and 
piloted in one district.

targeting of Marginalized families for 
quality newborn health Services
Analysis of MIDRS data indicates that 36% of 
the neonatal deaths were from SC category 
while the SC population proportion in 
general population is just about 24% in 
Haryana. Similarly 11.2% of BPL families 
share 30% of the neonatal deaths while 
88.8% of the non BPL families shares 70% 
of the deaths. It is also observed in data 
analysis that BPL families are less likely to 
seek care outside the home. This could be 
due to financial barriers. 
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•       Targeting of marginalized families for 
quality HBPNC services: For BPL and/or SC 
families special incentives can be given to 
ASHA workers to ensure all HBPNC visits in 
timely manner in these families. 

•       In case of institutional deliveries from 
SC/BPL categories every effort should 
be made to ensure 48 hours of stay and 
this time should be used to provide key 
messages to mothers and other family 
members. Conditional cash transfer 
scheme, JSY, could be expanded to include 
stay at hospital for 48 hours for enhanced 
incentive for marginalized groups. 

•       Data should be segregated for BPL/
non BPL and SC/General and reviewed 
periodically. HBPNC visits done by 
ASHA should be reviewed separately for 
marginalized groups. 

Partnering with families for Providing 
Better intra-Partum Care
Managing maternal or neonatal care and 
more so complications can be a challenge 
with only one nurse on duty shift in 
most peripheral L1/L2 facilities with low 

caseloads. The experts suggested that a 
birth companion (someone from family 
or friends, even ASHA can play a role of 
birth companion) should be allowed with 
the pregnant woman in the labor room. 
Every woman has a right to choose one 
birth companion to be with her during 
delivery. WHO also recommends a birth 
companion who can provide basic care and 
emotional support to the woman in labour. 
The role of birth companion is defined in 
the Integrated Management of Pregnancy 
and Childbirth guidelines (WHO 2015). The 
experts suggested that this could be tried 
as a pilot and later scaled up.

Private Sector engagement for 
improving quality of iPC and iPPC in 
Private Sector facilities
The risk of still birth in private institutions 
is 1.2 times higher in public institutions. 
MIDRS 2014 data analysis suggests that 
16.36% of the neonatal deaths that occurred 
at home within first 24 hours of birth were 
born in private health facilities. This reflects 
that the clients from private facilities are also 
being discharged within 24 hours of birth. 

•         Involvement of professional bodies 
(FOGSI/IMA/IAP) for discussing the gaps 
in service delivery and improvement in 
IPC and IPPC at district level. CMEs by 
FOGSI could be organized on standard 
care during intra-partum and immediate 
post-partum period.

•       Sharing of analyzed data with private 
providers at district level by Civil Surgeons.

•       Advocacy for 48hrs hospital stay after 
delivery especially for high risk cases. 

•       Standards based assessment, orientation 
and capacity building of private sector staff 
and doctors could be done. In the initial 
phase, it can be done in few health facilities 
with high load of deliveries and reporting 
poor outcomes in selected districts.

Recommendations
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recommendations Programmatic/Policy Level Level of implementation

Policy  
recommen-

dations

Program-
matic 

recommen-
dations

Community 
Level

health 
facility 

Level

Support 
from State 

Level

Use of Perinatal mortality as a key 
indicator for monitoring newborn health

Yes

Regular Meeting of maternal and 
child death review should be done in 
the district.

Yes Yes

Assured services based on level of 
facility and rationalization of delivery 
points:

Yes Yes

Improving access to facility based 
newborn services through Regional 
SNCUs

Yes Yes Yes Yes

Establish step down neonatal care 
model:

Yes Yes Yes

SNCU - Follow up of discharged babies 
till one year of age and monitoring of 
the outcome at one year

Yes Yes Yes Yes Yes

Private sector engagement for 
improving quality of IPC and IPPC in 
private sector facilities:

Yes Yes Yes

Reduce inequities by specific 
strategies for marginalized groups: 
Use of Self-help groups (SHGs)

Yes Yes Yes Yes

Reduce inequities by specific strategies 
for marginalized groups: Involvement 
of private sector for service delivery

Yes Yes Yes

Targeting of marginalized families for 
quality newborn health services:

Yes Yes Yes Yes Yes

Improve appropriate and timely 
referral for management of 
complicated deliveries:

Yes Yes Yes Yes Yes

Fixed staff for labor room: Yes Yes

Continuous professional 
development - Fixed day fixed site 
training approach

Yes Yes Yes

Mentoring of NBSU staff by SNCU staff: Yes Yes Yes

Validation of HBPNC visits and 
monitoring of quality:

Yes Yes

Revitalize the role of ANM as 
supervisor of ASHA workers.

Yes Yes

Partnering with families for providing 
better intra-partum care:

Yes Yes

Recommendations
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SerViCe DeLiVery reCoMMenDationS 
assured Services Based on Level of facility 
and rationalization of Delivery Points
During expert group meeting experts 
suggested that state should focus on high 
case load facilities and saturate these 
with requisite manpower, equipment and 
commodities to provide assured services. 
This recommendations is also in line with 
75*25 strategy document for reducing 
MMR and IMR. Experts recommended 
that state needs to provide assured 
services based on the level of facility and 
rationalisation of delivery points. It was 
suggested that the state should consider 
reducing delivery points if there is a 
limitation of HR availability but assured 
quality services should be provided in the 
designated delivery points to avoid undue 
delays in accessing medical care especially 
for complicated cases. 

improving access to facility Based 
newborn Services through regional 
SnCus
During HNAP workshop the issue of high 
referrals from SNCU was discussed. Since the 
referral rate is high and already overloaded 
tertiary facilities are unable to provide 

intensive care services to all referred cases, 
experts suggested establishment of Regional 
SNCUs. These Regional SNCUs in Haryana 
would provide advanced neonatal care. The 
“Regional SNCU” will be helpful to reduce 
referrals to overloaded institutions like PGI 
Rohtak and Chandigarh and will ensure 
availability of advance neonatal care which 
is not possible at district level SNCU. Some 
of the existing SNCUs which have adequate 
space and manpower can be upgraded 
to Regional SNCUs. These could be also 
established in government medical colleges 
where there is low utilization currently.

establish Step Down neonatal Care Model
The three tertiary centres catering to 
clients for advanced neonatal care services 
for the state are PGIMER and GMCH 32 at 
Chandigarh and PGIMER at Rohtak. These 
tertiary care hospitals are overloaded. 
Experts suggested that concept of back 
referrals may be started in which the 
stabilized newborns can be referred back 
to a lower level district SNCUs for further 
care. This would help in reducing the load 
off the tertiary centres and make advanced 
care services accessible to more newborns 
who require it. This would require defining 

Recommendations
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the communication channels between the 
tertiary hospital and the districts. This would 
also require the state to ensure availability of 
HR and necessary equipment and logistics 
at least at selected health facilities where 
successful management of stabilized and 
referred back newborn can be done. 

Monitoring anD eVaLuation 
reCoMMenDationS
Special newborn Care units (SnCus)
Follow up of discharged babies till one year 
of age and monitoring of the outcome at 
one year is critical to assess the efficiency 
of the care. SNCU data reveals that follow 
up of discharged babies has improved over 
time, however follow up till one of year of 
age is required to assess the outcome of 
services. After in depth discussion by the 
experts it was recommended that we need 
to capture the survival data at 42 days of 
life and at one year of age after discharging 
from SNCU. 

Both can be used as important indicators 
of newborn and infant survival in the state 
and should be reviewed during district and 
state level monthly review meeting. 

regular Meeting of Maternal and Child 
Death review Should be Done in the 
District
Neonatal death and still birth tracking 
has been streamlined through the MIDRS. 
Community based detailed investigation 
and review is being done but not regularly 
in all districts. Regular state and district level 
infant and maternal death reviews meetings 
should be organized. The reviews should 
focus on identifying systemic issues and the 
three delays and follow up on the actions 
recommended by the review committee. 

Validation of hBPnC Visits and 
Monitoring of quality
Home based newborn care, especially in 
the context of short post-delivery hospital 
stay, can be an effective intervention in 

saving newborns. The coverage of the 
ongoing HBPNC program in the state is 
improving. However, the program must 
be monitored for improving its coverage 
and quality of services. Regular review of 
HBPNC program at district level in monthly 
meetings is required. 

Field level visits for validation of HBPNC vis-
its, assessment of skills and hand holding 
should be planned. State level microplan 
can be made to visit districts to validate 
HBPNC data with consultants from commu-
nity process. District level micro plan can 
also be made for DAC and BACs to validate 
these entry during their visits.

revitalize the role of anM as Supervisor 
of aSha workers
ANMs needs to validate the data 
filled in HBPNC cards and give onsite 
demonstrations of important skills required 
to assess the baby during first 42 days of 
life and even beyond. Though this is a part 
of the HBPNC program, its implementation 
is limited. Medical officers should review 
or monitor ANM visits for HBPNC and 
encourage ANMs to do onsite capacity 
building of ASHAs. 

Recommendations
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referraL reCoMMenDationS
improve appropriate and timely 
referral for Management of Complicated 
Deliveries
The maternal death reviews reveal multiple 
referrals from one facility to another 
resulting in delay in ultimate adverse 
outcome of mothers and newborns. The 
following changes were recommended for 
improving referrals. 

Standard operating Procedures for 
referral Linkages in the Districts
The SOP referral linkages should include 
clearly defined referral points for 
management of different complications. The 
procedure for referral including information 
to be given to EMT, telephonic information 
to higher facility for readiness etc. needs to 
be defined. The SOP is required to ensure 
better utilization of available resources, 
prevent delays and reduce unnecessary 
referrals across the state. Referral linkage 
document will include procedure for inter 
district communication and sharing of 
important information like availability of 
beds, equipment ventilators, and other 
important logistics. It is expected that 
availability and execution of SOP for referral 
linkage will eventually result in reduced 
delays at various level of health facilities. 

use of referral transport for inter-District 
referral
For critically ill patients and vulnerable age 
groups like newborn inter district transfer 
should be allowed to reduce delays. It is 
applicable in the case where other district’s 
FRU or district hospital is very close to the 
patient’s locations.

huMan reSourCe ManageMent anD 
CaPaCity BuiLDing
Mentoring of nBSu Staff by SnCu Staff
SNCU and NBSU staff nurses should be 
co-posted periodically so that the skill 
set of staff nurses posted at NBSU can 
be improved. SNCU staff nurses can give 

onsite and real life demonstrations for 
several newborn health related skills. 

fixed Staff for Labor room
The district managers identified frequent 
rotation of staff involved in delivery care 
services as their one of the barriers to 
provide quality services. It is suggested 
that the staff nurses trained on SBA/
BEmOC/NRP/NSSK should be posted in 
labor room and should not be rotated for 
duty in other department of the hospital. 

Continuous Professional Development
Fixed day fixed site training approach is 
required to ensure continuous efforts of 
capacity building at district and sub-district 
level. The training sites and training topics 
should be decided for the month and 
medical officer available at different health 
facilities can conduct clinical and other 
programmatic sessions once in a month. 

District can develop their separate micro 
plan for the same. The sessions may be 
conducted by trainer/expert or one of the 
medical officers can be assigned certain 
topics related to newborn health every 
month. These capacity building sessions 
can be organized during monthly review 
meetings at district and sub-district level. 

The given table lists the actionable points 
for the districts and classifies them as short 
term, midterm and long term targets. It 
also defines the means of verification for 
monitoring the implementation of these 
recommended action points. 

Recommendations
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 Actionable points for districts and state based on DNAPs and recommendations from experts
action Points Short term Mid term Long term

CaPaCity BuiLDing 

Conduct orientation of staff on newer guidelines in monthly meetings - 
District, block and PHC monthly meeting.
1. Antenatal corticosteroids
2. Magnesium Sulphate
3. Antibiotics for Premature Rupture of membranes
4. Delayed cord clamping 
Means of verification: Signed attendance list; pre-posttest questionnaires; 
Reporting on use of ACS; Magnesium Sulphate for PIH
Inputs: Presentation; Pre-post-test questionnaire

Yes

Continuous professional development - Fixed day fixed site training 
approach for staff nurses by medical officers 
1.  Medical officers will conduct clinical skills sessions for labour room staff 

nurses on monthly basis with fixed day and fixed side approach
2.  Topics of the month needs should be framed, these topics can be 

framed at district level and should be shared with districts to avoid 
duplication. 

Means of verification: Training calendar and training topics from all the 
districts 
Inputs: Coordination from state level is required so all district can be 
involved in development of topics and organization of fixed day – fixed 
approach based trainings 

Yes Yes

Collaboration with NNF & medical colleges to train staff nurses (labour 
rooms, NBSUs and NBSUs) from high delivery load health facilities. 
State may develop central mechanism to ensure sustained involvement 
of medical colleges for capacity building of staff nurses at high delivery 
load health facilities.
Means of verification: Joint decision with medical education department 
that their teaching staff, senior residents and junior residents can 
leveraged for these trainings. 
Inputs: identification of topics by child health division of NHM Haryana

Yes

On-job orientation of pharmacist on indenting mechanism and 
principles of logistics management 
Means of verification: Number of district conducted these orientations 
total number of training conducted 
Inputs: SOP developed by USAID-Deliver Project may be utilized for the 
same

Yes Yes

Regular rotational posting of staff nurses from sub-district level health 
facilities to District Hospitals/FRUs 
Means of verification: Line listing of ANMs to be deployed in labour rooms 
of District Hospitals/FRUs of the districts, 
Inputs: Prioritization of ANMs to be posted at District Hospitals/FRUs from 
other sub-district level health facilities. 

Yes Yes

Recommendations
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 Actionable points for districts and state based on DNAPs and recommendations from experts
action Points Short term Mid term Long term

quaLity of SerViCeS

Availability of following in all labor rooms at delivery points
1.  Wall mounted thermometer for room temperature and adequate 

number of heaters to maintain labor room temperature in winters
2. Injection Vit K1 – 1mg/ml 
3. Functional and in use autoclave 
4. Dedicated BP apparatus with stethoscope in the labor room
5. Urine albumin kits
6. Functional Doppler and fetoscope
7. Functional equipment in newborn care corner
8. Display of poster 
9. 24*7 functional water and electric Supply
Means of verification: SS visit to delivery points
Inputs: User manual for autoclave; A4 Poster on protocols for ACS, 
Magnesium Sulphate and Antibiotics for PROM

Yes

Availability of staff nurses in all labour rooms as per MNH tool kit 
Means of verification: Number of sanctioned post against required post, 
number of staff nurse deployed against required
Inputs: district specific requirement from the districts and sanctions from 
the state level

Yes Yes

Utilization of national quality assurance standards (NQAS) in districts: 
HSHRC is deploying NQAS 
representatives in districts, they should be effectively engaged in creating 
enabling environment for newborn health in the districts. NQAS funds 
may be utilized for procurement of essential commodities and making 
need based change in labour room. 
Means of verification: NQAS fund utilization in the districts 
Inputs: identification of activities for NQAS support can be taken in terms 
of funds and techno-managerial support. 

Yes Yes

Preventive maintenance of labor room equipment by  
Biomedical Engineer in all delivery points
1. Monthly roster of visit for BM engineer
2.  Maintenance of key equipment – Radiant warmer; autoclave; Manual 

and electric suction machine; 
3.  BM engineer to build capacity of labor room staff on use and 

maintenance of equipment
Means of verification: Monthly report of BM engineer
Inputs: Guidelines for Preventive Maintenance Visit by BM engineer, 
number of staff nurses trained/oriented on labour room related 
equipment, 

Yes Yes Yes

Recommendations
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 Actionable points for districts and state based on DNAPs and recommendations from experts
action Points Short term Mid term Long term

Use of Partograph to assess progress of labour in all delivery rooms 
Means of verification: verification of case sheets having completely filled 
Partograph.
Inputs: Availability of Partograph in labour rooms, onsite and/or periodic 
orientation/demonstrations on use of Partograph to staff nurses 
deployed in labour rooms, 

Yes Yes Yes

Monitoring anD eVaLuation

Monitoring and Evaluation 
1.  Use of Perinatal mortality as a key indicator for monitoring  

newborn health
Means of verification: Monthly meetings of district hospitals 
Inputs: Guidelines for Preventive Maintenance Visit by BM engineer

Yes Yes Yes

Regular Organization of maternal/infant death reviews at district level 
and dissemination of its results 
with other health facilities in the districts. Purpose of these reviews 
should be identification of delays so corrective actions can be facilitated 
in the districts. 
Means of verification: Number of maternal and infant deaths reviews 
conducted in the districts identification of delays in the districts and 
corrective actions taken 
Inputs: Need based support to the districts in terms of formal and/or 
informal capacity building of related staff.

Yes Yes

Review meetings (Quarterly basis at sub district and district levels, and 
on half yearly basis at State level): 
It is envisaged in INAP that regular review of state newborn action plan 
should be done in the states. 
Means of verification: Attendance sheet of these meetings from all levels
Inputs: Regular follow up from state level for these meetings, NHM may 
also guide districts on what district specific topics need to be discussed in 
these meetings. 

Yes Yes

Engagement of professional bodies like NNF, IAP, FOGSI & Medical 
colleges in supportive supervision of SNCU, NBSUs and Labour rooms 
of high delivery load health facilities; 
each medical colleges may allotted at least two districts other than their 
home districts. It will help to cover all districts. In case of need, help from 
professional bodies can be taken according to their capacity. It may be 
started from few districts and then can be scaled up in other districts. 
Means of verification: Number of medical colleges, professional bodies, 
and districts involved
Inputs: Formal/information joint agreement with medical education 
department and other professional bodies. Proposal and approval in PIP 
for this activity.

Yes

Recommendations
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 Actionable points for districts and state based on DNAPs and recommendations from experts
action Points Short term Mid term Long term

Observation of delivery to be done if possible during Supportive 
Supervision/Mentoring visits of supervisors from district, state, medical 
colleges, professional bodies and partner agencies.
Means of verification: number of visits done in the districts/state 
Inputs: Approval in PIP or from state budget. 

Yes Yes

Strengthening/uPgraDation of heaLth infraStruCture

Strengthening of High Delivery load Health Facilities Ensure BEmOC/
CEmOC trained staff at related delivery points. 
Priority will be given to high delivery load health facilities. Rational 
deployment may be done within and outside the district. 
Means of verification: Percentage of high delivery load health facilities 
having at least one BEmOC/CEmOC trained doctors, Percentage of high 
delivery point providing BEmOC/CEmOC services according to their level
Inputs: Identification of medical officers to be trained in BEmOC/CEmOC, plan 
of their deployment to high delivery load health facilities, 

Yes Yes

Upgrade SNCUs/NICUs at the medical colleges/tertiary care facilities to 
provide referral services for advanced newborn care support 
(ventilation, surgery) at regional level, and to strengthen linkages with 
SNCUs and NBSUs.
Means of verification: Establishment of regional NICUs
Inputs: proposal and approval in PIP, recruitment of staff and their trainings

Yes

Identification of health facilities to upgrade in MCH wing, District need to 
send proposal at state level for the same. 
It requires large funds these list should be prepared in coordination with 
districts to ensure utilization of funds at these areas. HNAP document also 
have the list of 154 high delivery load health facilities in their respective state. 
Means of verification: Money sanctioned in PIP for the development of 
these MCH wings 
Inputs: Identification of these health facilities from the districts,  
PIP proposal 

Yes

roLL out of newer interVention

Kangaroo Mother Care should be started for LBW babies in District hospital 
and other high delivery load health facilities; 
1. Orientation of district hospital labor room staff on KMC
2.  Availability of following in the labor room – 6 cotton gowns; extra 

pillows; 2 beds with provision for raising head end 
3.  Existing infrastructure of NBSUs may be utilized for the same, meanwhile 

NHM needs to work on operationalization of NBSUs in the district, 
Means of verification: Establishment of KMC Units in all 21 districts, 
Initiation of KMC reporting in DHIS-2, Utilization of Budget approved in PIP
Inputs: KMC presentation; KMC video, KMC Operational Guidelines 
from GoI, 

Yes

Recommendations



HNAP: Haryana New Born Action Plan64

action Points Short term Mid term Long term

Draft referral linkage document to reduce multiple referrals and its 
dissemination at district and sub district. 
These disseminations can be done during monthly review meeting or 
may be done at regional level with support from partner agencies and 
academic institutions

Means of verification: draft referral linkage policy level document
Inputs: Expert group review meetings at state level, inputs from 
employees of referral transport (Drivers, EMTs, Fleet Managers, 
consultants at NHM Haryana and Program officers) and partner agencies 

Yes

CoMMunity LeVeL interVentionS

Identification of high home delivery areas and plan of action to increase 
institutional deliveries in identified areas. 
Incentives may be provided to ASHA workers in these areas to motivate 
PW for institutional deliveries. 
Means of verification: Trend of home deliveries in these areas, district’s 
plan of actions to address the same
Inputs: Line list of areas in the districts having high home deliveries, 
Discussion in district level monthly review meetings 

Yes Yes

Strengthening of VHNDs in the state – Care of low birth weight babies and 
its optimal feedings related topics should be discussed in VHND. 
Means of verification: Monthly reporting from District Asha Coordinators 
and field monitoring 
Inputs: Child health division and ASHA programs division of NHM 
Haryana may develop technical contents or any GoI approved module 
may be taken for the same. 

Yes Yes

Recommendations
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WAY FORWARD

The state is committed to achieving 
the target of single digit neonatal 
mortality rate and still birth rate. 

In this direction Haryana has conducted 
state level workshops and consultative 
expert group meeting. District specific 
action plans have been developed 
keeping in view the local challenges and 
epidemiological and sociocultural context. 

The gaps identified in the services have 
been incorporated in the state’s Program 
Implementation Plan, NHM. This process of 
reviewing the district level implementation 
of interventions, uptake of services and 
outcomes will be done periodically. The 
Expert Group will meet six monthly for 
reviewing the progress and suggesting 
mid-course corrections. The district level 
implementation will be reviewed quarterly 
at the state level on the dashboard 
indicators identified. 

The state will work towards incorporating 
the policy and programmatic 
recommendations of the expert group. 
Resource mobilization will be done for 
implementation of these interventions 
and for ensuring adequate manpower and 
infrastructure for delivery of services. 

Involving families in adequate and 
appropriate care of newborns is one of 
the key pillars in reducing preventable 
newborn deaths. Strategic behavior 
change communication is required for 
empowering the families for home based 
care and timely care seeking for newborns. 
The state BCC division and Community 
Processes division, with technical support 
from Child health, will coordinate these 
activities. 

Haryana has made consistent efforts for 
effective interdepartmental and intra-
department coordination. This is important 
for addressing the social determinants 
of newborn health such as adolescent 

marriages, nutritional deficiencies in 
women, cultural and care seeking practices 
especially in the vulnerable and minority 
groups. A special focus on addressing 
these social determinants through inter 
departmental coordination will be done. 

Haryana has been partnering with various 
stakeholders including WHO, USAID as lead 
development partner, research agencies, 
NGOs, professional bodies and reputed 
medical institutes. These collaborations 
help to define the research agenda, 
generate evidence, pilot innovations 
and facilitate evidence informed policy 
decisions. The state plans to pilot some 
innovative models to address the inequities 
in newborn care services and improve the 
quality of care. 

The HNAP implementation will increase 
the coverage of high impact low cost 
interventions to reduce preventable 
maternal and newborn deaths and 
stillbirths. Through its strategies the HNAP 
will contribute to address the equity gap 
with a focus on providing quality care to 
all, especially those who are vulnerable and 
marginalised. 
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ANNExURES
Countries 1990 2015 relative reduction aar

Bangladesh 63 23 70% 2.807%

Nepal 59 22 65% 2.596%

India 57 28 51% 2.035%

Bhutan 44 18 46% 1.825%

China 30 6 42% 1.684%

Myanmar 47 26 37% 1.474%

Pakistan 64 46 32% 1.263%

Afghanistan 53 36 30% 1.193%

Sri Lanka 14 5 16% 0.632%

 Annexure 1: Comparison of NMRs of India and other countries in year 1990 and 2015

 Annexure 2: District wise child mortality indicators, as per MIDRS data (fiscal year 2014-15 & 2015-16)

 Data source: worldbank.org

District MMr SBr iMr enMr nMr

2014-15 2015-16 2014-15 2015-16 2014-15 2015-16 2014-15 2015-16 2014-15 2015-16

Ambala 87 70 24 20 27 19 14 11 18 14

Bhiwani 200 104 32 27 54 37 32 21 40 27

Faridabad 86 101 15 14 28 22 15 11 19 14

Fatehabad 119 133 21 20 34 35 18 18 23 21

Gurgaon 111 79 12 11 20 13 10 8 13 10

Hisar 102 90 24 22 32 27 18 14 23 18

Jhajjar 184 78 26 26 39 41 20 20 28 26

Jind 155 93 33 30 40 37 20 20 26 26

Kaithal 165 113 27 19 40 28 23 17 28 20

Karnal 133 144 26 23 40 34 22 18 28 23

Kurukshetra 139 60 27 21 27 24 14 12 18 17

Mahendragarh 128 53 21 14 32 24 19 14 23 17

Mewat 153 100 25 14 38 26 18 14 22 17

Palwal 170 140 26 20 48 35 24 16 31 21

Panchkula 74 50 13 15 13 13 6 7 8 9

Panipat 192 54 25 14 33 18 17 10 22 13

Rewari 127 124 18 16 29 24 16 13 21 16

Rohtak 97 81 16 16 30 30 16 17 21 20

Sirsa 100 65 20 19 27 25 14 13 18 17

Sonipat 110 82 19 14 27 20 14 11 18 14

Yamunanagar 110 65 25 17 27 22 14 11 17 15

Haryana 130 91 22 18 33 26 17 14 22 18
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Annexures

Sr. 
no. 

name of 
District

name of the facility 
(Delivery Point)

normal 
deliveries

assisted 
deliver-
ies

C section 
deliver-
ies

total De-
liveries 
in year 
2015-16

Cumu-
lative 
Deliver-
ies

Cumula-
tive % of 
total De-
liveries 
against 
district 
total 

C sec-
tion 
rate

1 Hisar Civil Hospital Hisar 2134 19 581 2734 2734 18.5 21.3

2 Hisar CHC Barwala. 1239 0 0 1239 3973 26.9

3 Hisar Maharaja Agarsen 
Medical College Agroha

983 2 1194 2179 6152 41.6 54.8

4 Hisar SDH Hansi 569 0 10 579 6731 45.5 1.7

5 Hisar CHC Narnaund 542 0 0 542 7273 49.2

6 Hisar CHC Uklana 512 0 0 512 7785 52.6

7 Hisar PHC Dhansu 509 0 0 509 8294 56.1  

8 Hisar CHC Siswal 422 0 0 422 8716 58.9  

9 Hisar CHC Mangali 391 0 0 391 9107 61.6  

10 Hisar PHC Agroha 363 0 0 363 9470 64.0  

11 Hisar PHC Landhri 354 0 0 354 9824 66.4  

12 Hisar CHC Aryanagar 325 0 0 325 10149 68.6  

13 Hisar PHC Neoli Kalan 317 0 0 317 10466 70.8  

14 Jind Civil Hospital Jind 3654 2 280 3936 3936 32.8 7.1

15 Jind SDH Narwana 1500 15 0 1515 5451 45.4

16 Jind CHC Khendela 824 0 0 824 6275 52.3

17 Jind CHC Jullana 714 0 0 714 6989 58.2

18 Jind CHC Safidon 554 0 0 554 7543 62.8

19 Jind CHC Kalwa 552 0 0 552 8095 67.4

20 Jind PHC Dhamtan 365 0 0 365 8460 70.5  

21  Mewat CHC Firozepur Zirka 2227 0 0 2227 2227 11.9

22  Mewat CHC Nuh 2206 0 0 2206 4433 23.7

23  Mewat AL Afia Civil Hospital 
Mandikhera

1799 0 4 1803 6236 33.4 0.2

24  Mewat Govt. Medical College, 
Nalhad

1124 0 618 1742 7978 42.7 35.5

25  Mewat PHC Tauru 1178 0 0 1178 9156 49.0

26  Mewat CHC Punhana 1131 0 0 1131 10287 55.1

27  Mewat PHC Ghasera 1128 0 0 1128 11415 61.1  

28  Mewat PHC Nagina 1107 0 0 1107 12522 67.0  

29  Mewat PHC Ujina 994 0 0 994 13516 72.4  

30  Palwal District Hospital DH 4530 4530 36.52 3890 1

31  Palwal Hathin CHC 2486 7016 56.57 2225 0

32  Palwal Hodal CHC 1354 8370 67.48 1333 0

33  Palwal Hassanpur PHC 923 9293 74.93 667 0

34  Palwal Nangal Jat PHC 439 9732 78.46 395 0

 Annexure 3: List of high delivery load health facilities from all 21 district reporting at least 70% deliveries in their districts:
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35  Palwal Dudola CHC 371 10103 81.46 390 0

36  Panipat  General Hospital 6590 0 785 7375 7375 54.7 10.6

37  Panipat  Samalkha 877 0 0 877 8252 61.2

38  Panipat UHC Sector 25 HUDA 
Polyclinic

845 0 0 845 9097 67.4

39  Panipat  Bapoli 844 0 0 844 9941 73.7

40  Panipat  Red Cross Society 631 3 0 634 10575 78.4

41  Panipat  Ahar 541 0 0 541 11116 82.4

42 Bhiwani Civil Hospital Bhiwani 3085 0 279 3364 3364 26.7 8.3

43 Bhiwani SDH Charkhi Dadri 765 0 0 765 4129 32.8

44 Bhiwani PHC Jui 631 0 0 631 4760 37.8

45 Bhiwani PHC Chang 616 0 0 616 5376 42.7

46 Bhiwani SC Durajanpur 485 0 0 485 5861 46.6

47 Bhiwani CHC Kairu 420 0 0 420 6281 49.9

48 Bhiwani PHC Bahal 349 0 0 349 6630 52.7

49 Bhiwani CHC Tosham 335 0 0 335 6965 55.3

50 Bhiwani SDH Bawani Khera 332 0 0 332 7297 58.0

51 Bhiwani PHC Kharak Kalan 311 0 0 311 7608 60.5

52 Bhiwani PHC Mai Kalan 305 0 0 305 7913 62.9

53 Bhiwani SDH Siwani 280 0 0 280 8193 65.1

54 Bhiwani CHC Manheru 263 0 0 263 8456 67.2

55 Bhiwani CHC JhojuKalan 249 0 0 249 8705 69.2

56 Bhiwani CHC Dhanana 226 0 0 226 8931 71.0

57 Mahendragarh Civil Hospital Narnaul 6093 30 954 7077 7077 65.7 13.5

58 Mahendragarh SDH Mahendragarh 1730 0 0 1730 8807 81.7

59 Mahendragarh CHC Nagal Choudhary 383 67 0 450 9257 85.9

60 Mahendragarh CHC Ateli 346 0 0 346 9603 89.1

61 Mahendragarh Block PHC Satnali 298 0 0 298 9901 91.9

62 Mahendragarh CHC Kanina 291 0 0 291 10192 94.6

63 Ambala Civil Hospital 
Ambala City

3443 29 1008 4480 4480 42.0 22.5

64 Ambala SDH Ambala Cant 1507 2 342 1851 6331 59.4 18.5

65 Ambala Other Public 
Institutions

453 0 293 746 7077 66.4 39.3

66 Ambala SDH Naraingarh 692 0 0 692 7769 72.9

67 Ambala CHC Shahzadpur 688 0 0 688 8457 79.4

68 Ambala CHC Mullana 431 0 0 431 8888 83.4

69 Faridabad BK Civil Hospital 
Faridabad

4915 0 1518 6433 6433 30.6 23.6

70 Faridabad GH Ballabgarh SDH 3232 75 193 3500 9933 47.2 5.5

71 Faridabad FRU II 1199 0 91 1290 11223 53.3 7.1

72 Faridabad FRU I 1112 1 15 1128 12351 58.7 1.3

73 Faridabad ESI NH3(SDH) 772 11 78 861 13212 62.8 9.1

74 Faridabad UHC Palla 810 0 0 810 14022 66.6
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75 Faridabad PHC Tigaon Faridabad 773 0 0 773 14795 70.3  

76 Fatehabad Civil Hospital 
Fatehabad

2551 22 1003 3576 3576 36.7 28.0

77 Fatehabad SDH Tohana 1079 0 292 1371 4947 50.8 21.3

78 Fatehabad CHC Ratia 1014 0 0 1014 5961 61.2

79 Fatehabad CHC BhattuKalan 643 0 0 643 6604 67.8

80 Fatehabad CHC Bhuna 634 0 0 634 7238 74.3

81 Fatehabad PHC Nagpur 475 0 0 475 7713 79.2

82 Gurgaon Civil Hospital Gurgaon 4725 3 796 5524 5524 38.7 14.4

83 Gurgaon SDH Sohna 1842 0 0 1842 7366 51.7

84 Gurgaon GH sector 10 1487 0 0 1487 8853 62.1

85 Gurgaon Other Public 
Institutions(gn)

807 0 0 807 9660 67.7

86 Gurgaon PHC Wazirabad 634 0 0 634 10294 72.2

87 Gurgaon PHC Badshshpur 597 0 0 597 10891 76.4

88 Jhajjar Civil Hospital Jhajjar 2594 0 281 2875 2875 30.5 9.8

89 Jhajjar GH Bahadurgarh SDH 2246 4 523 2773 5648 59.9 18.9

90 Jhajjar CHC Dighal 315 0 0 315 5963 63.2

91 Jhajjar PHC Jahagirpur 295 0 0 295 6258 66.3

92 Jhajjar CHC Dhakla 286 0 0 286 6544 69.4

93 Jhajjar CHC Badli 276 0 0 276 6820 72.3

94 Kaithal Civil Hospital Kaithal 2960 23 1099 4082 4082 39.6 26.9

95 Kaithal CHC Kalayat 791 0 0 791 4873 47.2

96 Kaithal CHC Pundri 620 0 0 620 5493 53.2

97 Kaithal CHC Rajound 560 0 0 560 6053 58.7

98 Kaithal CHC Guhla 432 0 0 432 6485 62.9

99 Kaithal PHC Padla 379 0 0 379 6864 66.5

100 Kaithal CHC Kaul 305 0 0 305 7169 69.5  

101 Kaithal PHC Dhand 292 0 0 292 7461 72.3  

102 Karnal KCG Medical College 
Karnal

5315 4 1125 6444 6444 38.6 17.5

103 Karnal CHC-cum-SDH 
Nilokheri

1242 36 77 1355 7799 46.7 5.7

104 Karnal CHC Indri 1068 0 0 1068 8867 53.1

105 Karnal CHC Assandh 1022 0 0 1022 9889 59.3

106 Karnal CHC Gharaunda 851 0 0 851 10740 64.4

107 Karnal PHC Kunjpura 789 0 0 789 11529 69.1

108 Karnal CHC Nissing 589 0 0 589 12118 72.6  

109 Kurukshetra Civil Hospital 
Kurukshetra

3163 41 1421 4625 4625 51.6 30.7

110 Kurukshetra CHC Pehowa 778 1 0 779 5404 60.3

111 Kurukshetra CHC Shahbad 401 0 0 401 5805 64.8

112 Kurukshetra CHC Ladwa 263 6 0 269 6074 67.8

113 Kurukshetra PHC Khanpur Kolian 265 0 0 265 6339 70.7
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114 Kurukshetra PHC Pipli 245 0 0 245 6584 73.5

115 Panchkula Civil Hospital 
Panchkula

3896 47 1231 5174 5174 54.1 23.8

116 Panchkula CHC Kalka 1249 31 257 1537 6711 70.2 16.7

117 Panchkula Other Public Inst
(Command Hospital)

591 23 305 919 7630 79.8 33.2

118 Panchkula CHC RaipurRani 452 0 0 452 8082 84.5

119 Panchkula PHC Barwala 364 0 0 364 8446 88.3

120 Panchkula PHC kot 207 0 0 207 8653 90.5

121 Rewari Civil Hospital Rewari 3446 0 755 4201 4201 49.4 18.0

122 Rewari CHC Bawal 659 0 0 659 4860 57.1

123 Rewari PHC Dharuhera 544 0 0 544 5404 63.5

124 Rewari PHC Siha 316 0 0 316 5720 67.2

125 Rewari SDH Kosli 307 0 0 307 6027 70.8

126 Rewari CHC Gurawara 304 0 0 304 6331 74.4

127 Rohtak Medical College Rohtak 6476 0 2476 8952 8952 60.2 27.7

128 Rohtak Civil Hospital Rohtak 2966 0 486 3452 12404 83.5 14.1

129 Rohtak CHC Kalanaur 759 0 0 759 13163 88.6

130 Rohtak CHC Meham 387 0 0 387 13550 91.2

131 Rohtak PHC Lakhan Majra 251 0 0 251 13801 92.9

132 Rohtak PHC Bhalaut 222 0 0 222 14023 94.4

133 Sirsa Civil Hospital Sirsa 3675 127 1274 5076 5076 37.3 25.1

134 Sirsa CHC Dabwali 779 0 92 871 5947 43.7 10.6

135 Sirsa CHC Nathusari-Chopta 630 0 0 630 6577 48.3

136 Sirsa CHC Rania 616 0 0 616 7193 52.9

137 Sirsa CHC Ellenabad 559 0 0 559 7752 57.0

138 Sirsa CHC Baragudha 532 0 0 532 8284 60.9

139 Sirsa CHC Madho-Singhana 440 0 0 440 8724 64.1  

140 Sirsa PHC Mandi Kalanwali 355 0 0 355 9079 66.7  

141 Sirsa PHC Jagmalera 324 0 0 324 9403 69.1  

142 Sirsa PHC Panniwala Motta 318 0 0 318 9721 71.5  

143 Sonipat PGI Khanpur kalan 
Medical College

4429 74 1013 5516 5516 27.8 18.4

144 Sonipat Civil Hospital Sonipat 4649 8 988 5645 11161 56.3 17.5

145 Sonipat CHC Cum SDH Gohana 2043 5 0 2048 13209 66.7

146 Sonipat CHC Ganaur 1296 0 0 1296 14505 73.2

147 Sonipat PHC Murthal 901 0 0 901 15406 77.7

148 Sonipat CHC Kahrkhauda 778 0 0 778 16184 81.7

149 Yamunanagar ML Civil Hospital 2729 2 957 3688 3688 38.0 25.9

150 Yamunanagar SDH Jagadhri 2042 0 842 2884 6572 67.6 29.2

151 Yamunanagar CHC.Khizrabad 540 0 0 540 7112 73.2

152 Yamunanagar CHC Bilaspur. 402 0 0 402 7514 77.3

153 Yamunanagar PHC Chhachroli 398 0 0 398 7912 81.4

154 Yamunanagar CHC Radaur 387 0 0 387 8299 85.4
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