Views on Urban Health Systems and Policies (Source: IDIs with System
Stakeholders)

System Re-engineering due to NUHM: The network of Urban PHC and Urban Family Welfare
Centers was being expanded. However, only human resource and staff had increased (at PMC level;not at
the state office). More human resource was required for monitoring. 30% increase in staff strength was
envisaged.

Training and capacity building of the staff: Training on MNH was piecemeal and comprehensive
training was lacking. Considerable learning-on-the-go among MOs and SNs added to their confidence.

Availability of services and human resources:

e Officials opined that MNH services were available through facility based care and selected outreach
sessions at subsidized rates / free of cost.

e Unavailability of staff for recruitment at all levels (Class | to IV) majorly hampered service provisioning
and scale up. Unattractive pay scales and contractual recruitment were blamed.

e Specialist doctors were being employed as visiting consultants wherever full-time positions lay vacant.
Administrative positions as warranted under NUHM were being fast filled.

e Private sector had better availability of specialists, equipments and service customization.

e Public Private Partnership options were being explored for improved service provisioning.

Outreach Services: System based providers opined that outreach services were provided by the
ANMs.However, the nature,purpose,frequency was not-structured.

Follow-up Services: Most of the ANMs (source: |IDI) said that they were not able to conduct outreach
and home visits for follow up of PNC and sick newborn cases.

Specialized MNH Services (Source: IDIs with providers at secondary level public health facilities)

e PNC services like post-delivery check-up, breast feeding counselling, family planning services were
available at secondary level but pediatric set-up was unavailable. Sick newborns were referred to the
tertiary health facilities.

e Coordination with philanthropic NGOs helped provide subsidized services in the private sector.

e The network of facilities offering MNH care on out-patient basis and with timing convenient for
beneficiaries (12-8 PM) was being expanded- 2 new urban centres under NUHM were being planned.

Barriers related to co-ordination and communication: The lack of formal linkages between PMC
and other departments (e.g.,Urban Development Department) impeded service provisioning.

Working towards...

Based on the study results, deliberations and a series of consultative meetings with the Pune Municipal
Corporation (PMC), Government of Maharashtra and the Urban Health Advisory Committee for Pune
city, Save the Children and PMC are closely working together on the following:

Development of City Health Plan prioritizing health system strengthening for MNH
Formulating a framework for the operationalization of the City Health Plan
Assessing the underserved vulnerable pockets for establishment of Vasti (Community) Clinics

Defining population norms for service provision at the outreach and UPHCs

© o o o @

Establishment of appropriate referral mechanism for delivering health services to mothers and
newborns

f. Convergence of the roles and services of FLWs of the health, social development and ICDS
department to improve outreach and utilization of primary health care
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1.0 Background

The slum population in Indian cities is rapidly expanding (25.1% decadal growth — Census 201 1).' This
urban poor population offers complex challenges of vulnerability for adverse maternal and newborn
health (MNH) outcomes.” Public health care provisioning for MNH in urban slums is mostly
unstructured, fragile and with almost non-existent outreach.’ Health service utilization is compromised
due to limited capacity for decision making, negligent and delayed care seeking, issues of access and
affordability,and the plethora of unorganized private providers.' This is compounded by socio-behavioral,
spatial and economic inequities that define the context of disempowerment and constraint for this
population. The National Urban Health Mission (NUHM), launched in 2013, advises for improving the
health of the urban slum populations through a need-based city-specific urban health care system that
includes a refurbished primary care system, targeted outreach, equitable access, and involvement of the

Enablers/ barriers
for practices
around pregnancy,
delivery, post-natal,
newborn care

Careseeking for
essential care and
complications (incl.

Fig. 2: Conceptual Framework for the Study

Enabling
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Policies supporting MNH

Protocols and SOPs
Incentive programs
Multisectoral
coordination

@ Current provision
of MNH (mapping
and adequacy)

® Health system
preparedness for
MNH for target
populations

® Referral linkages

influences
community and urban local bodies (ULBs).” The lack of formative information and disaggregated data )
impedes efficient urban health policy-making and programming.’
2.0 Study Goal and Objectives 3.0 Methodology

Save the Children in collaboration with the Pune Municipal Corporation (PMC) and the state National
Health Mission (NHM) undertook this study in the urban slums of Pune City (profile given in Fig. I) to
generate learnings for designing a city-specific public health approach to improve MNH services for the
urban poor. The specific objectives were:

Study design and Sample Selection

This cross-sectional situation analysis used mixed methods research design for data collection (Jan-April,
2016)(Box ). The study was conducted with approval from Institutional Review Board of Sigma Research
and Consulting,India and Save the Children- US Ethics Review Committee.

Box |: Methodology

A. Quantitative Component

a) To understand the community needs, behaviors and perceptions for MNH in urban poor
settings.

b) To explore various factors (both demand and supply side, and environmental factors) affecting
care seeking for MNH.

. 1 . . I.Slum-level S
c) To assess the preparedness of the urban health system for providing MNH services at various Hm-evelsurvey

levels of care in terms of infrastructure, human resource (HR) availability and capacity, logistics,
drugs & equipment, referral, recording & reporting, supervision, governance and financial
modalities.

Participants: A total of 601 recently delivered women (RDVV; those who had a live birth in the past |-6 months) were
selected from 30 slum clusters using house-to-house enumeration and informed consenting with 20 RDWV in each.

Sample selection: Multi-stage cluster sampling

Stage |: Slum concentrations were identified using Geographical Information System(GIS) maps in the 5 ward-zones of
the city (total 105374 households).Slums with >500 households were identified as individual clusters, while smaller slums
were combined with the adjacent ones to form a cluster. Notified and non-notified slums were not combined with one
another.

Fig. I: Map and Profile of Pune City

Medical Units with PMC
| General Hospital

| Infections Disease Hospital
|5 Maternity Homes

Demography (Census 201 1)
Population: 3. m

(9th most populous in India)
Area: 479 km® (2" in Maharashtra)
Population Density: 6.5K/Km2 44 Dispensaries

Sex Ratio: 948 2 Mobile Dispensary

Literacy: 89.6% 2 Polyclinics

I Central Immunization Centre
7 ICDS Projects

21 Urban Family Welfare Centres
531 Regd. Private Facilities

Stage 2: Out of the 96 notified and |3 non-notified slum clusters identified during stage 1,30 study clusters were selected
for the study — 26 notified and 4 non-notified clusters.The notified clusters were selected using Probability-Proportional-
to Size sampling while the non-notified slum clusters were selected purposively (with due consideration to select slums
from across the city). The 601 RDWVs were sampled from a total of 10 wards through house-to-house enumeration.

Data Analysis: Data was represented as frequency and proportion. Significance was tested at p<0.05 using appropriate
statistical test. Logistic regression analyses were carried out to identify predictors of MNH care seeking and choice of

Slums in Pune provider facilities.

564 Slums (357 Notified)
Population: 33% of Pune

Density: 6 times of non-slum area
Population Growth Rate: |.5 times

of Pune City /

" Primary CensusAbstract for Slum,201 |. Office of the Registrar General & Census Commissioner, India. Accessed on 2016 Jun |3. Available from:http://www.censusindia.gov.in/
201 I-Documents/Slum-26-09-13.pdf

* International Institute for Population Sciences (IIPS) and Macro International. National Family Health Survey (NFHS-3),2005-06: India: Volume I. Mumbai: 1IPS.2007.
* Madhiwalla N.Healthcare in urban slums in India. National Medical Journal of India.2008;20 (3):1 13—1 14.

* Hazarikal. Women's Reproductive Health in Urban Slum Populations in India: Evidence from NFHS-3. Journal of Urban Health.2010,87 (2):264-277.

* National Urban Health Mission: Framework for Implementation. Ministry of Health and FamilyWelfare. Government of India. May 2013

2. Facility Survey (Feb-Mar 2016): A structured checklist was developed based on the existing GOI tools, adapted
for urban context and piloted for use. In addition, secondary data was collected and synthesized from facility records.
Altogether 10 health facilities were surveyed — these included 5 primary level facilities, 4 secondary facilities and | tertiary
care facility (Kamala Nehru Hospital) along with 2 Special Newborn Care Units (SNCUSs).

B.Qualitative Component

I. Focus Group Discussions (FGDs): 25 FGDs were conducted with 8- 10 purposively selected participants in each group
viz.,influential persons from the community, husbands of RDWs, mothers-in-law of RDWs,members of Self Help Groups
(SHGs) including Mahila Arogya Samitis (MAS) (n=4 each), and frontline workers i.e., community link worker (ASHAs),
Auxiliary Nurse Midwives (ANMs) and Anganwadi Workers (AWWs) (n=3 each).

I1. In-depth Interviews (IDIs): 42 IDIs were conducted with purposively identified respondents viz., informal doctor/
health provider from slum,formal doctor/ health service provider from nearby primary public health facility,formal private
health provider, key officials from NHM/ PMC (n=8 each), personnel from public health facilities (pediatrician, obstetrician,
medical officer; staff nurse; n=10).

¢ Ministry of Health and Family Welfare. Integrated HMIS Reporting Formats:Information —At a Glance (version |.5). Government of India. Jul 2010.




4.0 Study Findings

Table I: Profile of the Participants and their Households (HH)
[N=601]

Overarching Situation in the Slums

The profile of RDWs included in the Slum level

Survey and their households is given in Table|. Of
the 601 RDWs, 43% was primiparous. Pregnancy at

a young age was commonly seen with 25% RDW in

Religion 76% Hinduy; 12% Muslims;
9% Buddhists; 3% Others
Median age of the women (Range) 24 yrs (16-38 yrs)
Caste 39% SC, 9% ST, 32% OBC,
19% Others
Eilueaien No formal education: 6.7%

Upto 5" Grade: 9.5%
Above 10" Grade: 33.1%

the teenage years having already experienced more

than one pregnancy (Fig. 3). All babies delivered

during last pregnancy were surviving. Majority of

the RDWs (57%) had not been visited by any FLW

at home in the last 6 months prior to the survey
leaving MNH care seeking choices mostly self-

driven and conditioned by prevalent socio-
behavioral beliefs and preferences (Fig.4 and Fig.5).

Notification status of the slum of residence Notified: 87%
Duration of residence in the slum (Range) Median=96 months
Type of house 45% Pucca,
45% semi-pucca
HHs with mobile phone 97%
Access to piped drinking water 86%
Access to flush toilet facility 81%
HH with electricity 100%
Distance to nearest Public Health Facility 98%: < 30 mins
(walking) Median: 10 mins

Fig. 3: Number of times the RDWs in the study

had b t
ad been pregnan N~

47.6
4.7 ﬁ H
|

15-19 Years (64) 20-24 Years (286) 25-29 Years (187)

80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0

No of times pregnant [JJj Once [l Twice [J] Three & more

® 25% of RDWs currently in their teens had already
experienced more than one pregnancy

® By the age 24 yrs., over 50% RDWs have already had
more than one pregnancy

® 70% of the women aged 25-29 yrs. had experienced
more than 2 pregnancies

Fig. 4: Preferred Site of Care Seeking for
Pregnancy and Childbirth Related Conditions

N =601
40.0
30.0
20.0
10.0
0.3 1.8
Private Private  Pharmacy/ Dispensary/ District ~ Others
Hospital/ Doctor  Chemist Maternity Hospital/
Nursing Home Medical
Home College

® About 36% of the RDVVs prefer consulting at the
District hospital/ Medical College (Sassoon
Hospital) for any pregnancy and delivery related
condition

® Almost an equal proportion (35%) would seek
care from a private doctor (qualification
questionable)

Sanitation and Hygiene (source: Slum transect and Informal interactions with dwellers):

The slums lacked drainage and cleanliness. In some, garbage collection was done by PMC and by private
agencies while others had no garbage collection mechanism.Roads in the slums were narrow and in poor

condition.

Public Health Service Delivery and Access (source: Fig. 5 : Reasons for Preference of Private

FGDs and Quantitative Survey):

Awareness of program entitlements was poor among

the slum population. There was minimal public health
service outreach in the slums through the ANMs and
the MOs. The AWWV provided pregnancy registration

services and nutrition counselling for pregnant

women.

The respondents were unable to differentiate
between AWWSsand ANMs.

over the Public facilities for MNH care

Comfort Level

Availability at
all times

Short Distance

Affordable fees

Others

Primary and secondary level public health facilities provided ANC services but lacked capacity for
investigations (e.g, USG, X-ray), C-section and specialist care (e.g, pediatrician). These facilities were
available only at the tertiary care facility. Among RDWs who reported visiting a private provider, 37% felt
more comfortable with private providers while 29% said that they were available at all times (Fig. 5).
Through FGD with family members, additional information emerged about poor reputation of public
facilities due unavailability of quality service under one roof, unfriendliness of staff, and inconvenience
(distance, transport, OPD timings, waiting time, high referral rates, and unforeseen out of pocket

expenses).

Antenatal Care Practices

Registration of Pregnancy: Registration of pregnancy was near universal (99%). Of 601 RDWVs,483 (80.4%)
had come to know about their pregnancy in the 1™ trimester itself; 431(71.7%) had registered their
pregnancy in thel™ trimester with almost equal proportions registering at public and private facilities.
Around 42% of the women got registered within same month when they came to know that they are
pregnant, while 28% registered in the following month. Women without formal education (5% versus |-
2% among those who ever attended school, staying in kuccha houses (3.2% versus 0.7% in those residing
in pucca/ semi-pucca houses) and in non-notified slums (2.5% versus 0.8% in notified slums),and from the
lowest socio-economic quintile (2.5% versus 0.8-1.7%) were more likely to miss registration (throughout
the pregnancy). This highlights inequities within slum communities.

Fig. 6: Place of Registration of Last Pregnancy
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® Pregnancies were most frequently registered with the
Private hospitals (44%).

® Only 1.7% women registered either with Frontline
workers or at primary level facilities in the public sector

® |t is likely that the same pregnancy was registered in more than
one facility.

20.0

10.0

0.0

Fig. 7: Type of Facility visited for ANC Services

N =601

Public Sector  Private Sector Both Public-Private  Others with
Facility Only Facility Only

Facilities or without
Pub - Pvt Facilities

® Private Facilities were preferred for Antenatal
Care seeking among the study population (43%)

e Uptake of ANC was mostly self-initiated

Antenatal check-ups: About 64% women received first ANC check-up in the |*trimester butit was delayed
to up to the 9" month for about 15% of the RDWs. 79% received at least 4ANC check-ups.

Role of FLWs: About 72% RDWs reported that no
FLW had visited them at home during their last
pregnancy. Of those who did, mean month of first
visit was 4" month of pregnancy and an average of 3.8
times during the full course of pregnancy.

Antenatal Counselling: ANC counselling was reported
mostly on early initiation of breast feeding and

regarding financial preparation (about 80% each).

Only 29% had received advice on how to identify the
danger signs among the neonates of which only a
third (32%) reported to have been counselled on
where to go if any MNH danger signs

Fig. 8: Awareness (%) of Danger Signs in Pregnancy
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were found. Ability to recall other elements of antenatal counselling could be limited and par relevance
to local context.

Knowledge of Danger Signs: Awareness on danger signs and pregnancy complications was low (only about
1/3" could name any one danger sign Fig.8). RDWs who sought ANC from private providers/ facilities had
a better recall of danger signs.

Community Understanding on Complications during Antenatal period (source: FGDs with Husbands and MILs):

MILs appeared to be more informed on antenatal problems as compared to husbands of RDWVs. For
intranatal care,both respondent categories appeared to be similarly informed.

Birth preparedness (source: FGDs with MILs and Husbands): This was mostly restricted to financial planning
(saving about INR 4000- 8000 for the delivery,and further amount for nutritious food thereafter). Some

collected only clean clothes and relied mostly on the slum community practice of helping each other out.

Transportation arrangements were mostly made on the own despite knowledge about government
ambulance services due to doubt regarding timely service upon request over phone.

ANMs' perspectives (source: FGDs with ANMs): The ANMs claimed that they provided ANC and PNC
services along with services at the outreach (home visits for identification of pregnant women, spreading
awareness on government schemes and services available). As this information contrasted from that
retrieved from the beneficiaries, possibly, the effectiveness of the ANMs' (especially at the outreach) is
negligible.

Key Observations:

ANC services at outreach almost non-existent

Only 28% of pregnant women were registered during the first trimester

Private Facilities (43%)were preferred for ANC

Uptake of ANC was mostly self-initiated; 79% received at least 4 ANC check-ups

Awareness on danger signs in pregnancy was poor among RDWs and Household
members
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Delivery and Immediate Newborn Care

Fig. 9: Place of Delivery Fig. 10: Mode of Travel to Facility for Delivery
400 N60l
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® The population reported 99.3% institutional delivery rate. ® Most (54%) of the RDWs had reached the institution

About 25% of the home deliveries had skilled attendance for delivery using a private vehicle followed by

® Majority of the deliveries were conducted in private another 22% that had reached on a cycle rickshaw.
hospitals and tertiary care public health facilities About 8% had walked their way to the institution

® Around 30% deliveries were Cesarean section deliveries ® Only 9% had used a government vehicle.While non-
(~Govt:20%, Pvt:40%) availing government transportation services may be a

e Retention rates from ANC to delivery were higher for deliberate decision due to trust deficit in the public

public health facilities (95.7%) versus Private set ups services, ignorance, lack of road accessibility, relative
(25.7%) proximity of facilities could also play decisive roles.

Out of Pocket Expenditure: The urban poor of Pune reported spending about INR 4000- 5000 on an average
as out of pocket expense on transportation and pathological tests in case of deliveries at a private facility.
Expenses for normal vaginal deliveries at a private facility would usually cost INR 15000 -20000 whereas,
a c-section would range between INR 30000 - 40000 (source: FGD with MILs). The decision to give birth at
the public facility was largely governed by the paying capacity of the families (source: FGD with Husbands).

Several families faced cash crunch during delivery as entitlements like Janani Suraksha Yojana (JSY) was
reimbursed at the time of delivery. “People are aware only about JSY they are taking benefits of these schemes.
They are not aware about other schemes” (source: FGD with influential members). When asked about why
people did not avail the government run incentive schemes, AWWs mentioned “Though JSY scheme is
available, very few families have accessed benefit from this scheme. Lots of documentation and paper work is
required for this scheme, therefore people feel it is waste of time and instead go to private hospital” (source: FGD
with AWWs).

Key Observations:

Birth preparedness mostly restricted to financial arrangements.

Institutional deliveries was almost universal (99.3%)

Uptake of program entitlements (e.g. JSY, JSSK) was low

Compliance to onward referral for delivery complications was poor

Newborn was placed on the mother in 27% of deliveries in private set-ups (public
facility: 1 5.4% ;home delivery: 12.5%)

Breastfeeding was universal but only 3/4" did so on day 1and only 30% within first hour of
delivery
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Fig. | |: Person accompanying Fig. 12: Reason for not seeking
at the Time of Delivery FLW escort during Labor
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® Several family members and acquaintances accompanied ® Only 5% of the respondent RDW:s said that they
the RDWs at the time of delivery, the mother and contacted the FLW for accompaniment during labor
husband of the RDW being the most frequent ® Among those who did not contact the FLWV, 52% said
accompaniments that they did not have the time to call and 22% said
. ; ) that their husband/ family did not allow them to call.
® Only 1.2% of the RDWs said that they had a frontline Some respondents cited more than one reason
PRy (il ST el ) [l Cen e R SR e As many as 85% of the RDWs said that the FLW did

NGO) alongside at the time of delivery to take care of the not inform them that they should call them for

newborn accompaniment

Immediate Newborn Care: The newborn was placed on the mother in 27% of the deliveries in private
setups (public facility: |1 5.4%; home delivery: 12.5%). Skin-to-skin care for the newborn varied from 17.1-
33.2% (overall: 24%). In home deliveries, chances of placing the baby on the floor or giving it to an
accompanying person were higher.

Recording of the Birth Weight: Universally,newborns were weighed at birth. About 20% were of low birth
weight (LBW; <2.5 kg) (source: birth documents as available e.g., mother's card) but only 10% of their
mothers opined that the newborn appeared 'smaller than average' to them at birth. Reduced risk
perception despite awareness could be a critical determinant of newborn care (see section 'Care of the
Sick Newborn’ below).LBVV babies were born to women who did not undertake any birth preparedness,
registered their pregnancy after the third trimester,and received less than four ANC check-ups.




left the facility within 6 hours of delivery.
Fig. 1 6: Components of Pre-discharge Counselling Mean duration of stay was |onger for
on Breast Feeding Caesarean delivery (about a week).

Breast feeding: Almost all (99.8%) the RDWs had breastfed their newborns but only about 3/4" of these
did so on Day |. About 30% had initiated breastfeeding their newborns within the critical first hour after
birth (early initiation).Beyond 95% of the RDWVs said that they had fed colostrum to their newborn.

100.0
900 g5.9 N=504 Pre-discharge check-up: About 84% of

the RDWs reported that some

Cord care: Recall rates were poor when the RDWs were asked whether a new blade was used to cut the

cord or not,and whether anything was applied on the cord after cutting (52% suggested that something 80.0

was applied— most commonly an oil; 20% were unaware). About 62% said that they had applied 700 personnel had physically checked them
something on the cord until it fell off (74% of these had applied oil and 54% gentian violet); many had 600 and their newborn before discharge, the
applied more than one thing. 500 doctor being the most common one
400 (99%). Health of 28% of the mothers
Bathing the newborn: All babies were bathed after Day |; majority were bathed after Day 3 with about .
0% f%:c the first K Y 1 majority 4 300 and 33% of the babies had been checked
arter tne rirst week. ) . .
° 200 within the first hour of delivery.
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cation during labor with many AL in Fig. 19and 20. Counselling on danger signs was low (mothers 18% ; newborn:30%)
reporting more than one compli- 15.0%
cation (Fig. 13). 10.0 % 8 7% Fig. 1 7: Profile of Post-natal care for Mother Fig. 18: Profile of Post-natal care for Newborn
9 100% 98% 100%
0% 2. 6% 90% 90% gL i
0.0% H Lab f P F I Bab o o 0% neest
ea our Loss o remature ou aby in thers o o 9
Bleed\gg More  Conciousness  Labour Discharge Abno);'mal 700/’ 64% 70f
than Position 60% 48% 60% 49%
12 Hours 50% 2 R 50% 45%
40% = 40%
Fig. 14: Reasons Cited by RDW for not going to the 30% 30%
Referred Place for Delivery Complications 20% 20%
10% ,, 10% 1%
® Around 37% and 47% of RDWs who 0% N=75 0% L 0% —_—
PP f © i i i C PNC Newborn Check up for  Received first ~ Check up at Check up at
reported complications at labor in 40.0% 34.7% Worio I s 0 - Sosr ived b he faci he UHKID
public and private facilities had iy PNC  2PNC  chockup  Faciliy  Home(N=288) oy PNC  Trtmes  wihinsibrs (N370) ' (N=370)
ived referral advi civel 30.0% 3% 203% (N=601) vis;-tsss) wit(hin %gers (N=288) (N=601) (N=270) (N=270)
received referral advice respectively 3% (N= N=288)
(N=121). However, almost 62% did Al 12.0%
not go to the facility they were 10.0% 8.0% 5.3% 0% Fig. 19: Components of Post-natal care for Mother Fig. 20: Components of Post-natal care for Newborn
referred to. They often had more than . . - [ I —"
one reason for not doing so (Fig. 14), > p § S . 5 3 5 8 £ 100.0 |Zg'g 945 95.7
but surprisingly very few respondents 8 > a = o = 8 o >5 5 90.0 N=253
. . I S £ =9 £0 el 52 2 2Ff O 80.0 80.0
mentioned costs distance to facility 9 g2 E: [ 2% 2= g 700 700
« - (=1 .
and lack of transportation as the 9 = -39;\ L5 8;& EE . 60.0 N=25] 60.0
cause. = 8° 35 R o 5 50.0 500
= cs 87 S < 0 400
5 300 30.0
@ 200 200
100 100
o0 E d Checked Checked C lled C lled C Il dk‘ou;se"ed 0.0
xamine ecke ecke: ounselled Counselled Counselled on danger é . o
Post Natal Care Body Breasts fglt; zjlz:;lgy o;;aizrm;y Nu;,:uon gzbse\%,;?ﬁ signs in Exlzzcl’r;ed \::Zlifgi Chtehc:ed (; o br?ast Og::;:ted C Sunselledfco danger Ch[ehc:ed Checked
mother born umbilicus  feeding feeding KMC signsin  newborn’s newborns

newborn temparature breathing

Fig. 15: Components of Pre-discharge Counselling

Pre-discharge counselling : About 88% of

the RDWs who delivered in institutions 1000 o2 190 o5 The respondents appeared to be unaware of the care and attention mothers require immediately after
mentioned that they had received pre- Zg-g 22 delivery (source: various FGDs and IDlIs). This may be due to lack of counselling received during ANC.
discharge counselling. The components 70.0 = 636 N =528 There was mention about childcare support by some husbands and MILs of the RDWs, but it is largely

of the counselling as retrieved through :3;8

prompting has been shown in Fig. 15and 400
6. Counselling was less frequently 3,
provided on newborn and maternal 100
danger signs and on family planning. 00

considered to be the mother's responsibility.

Sources of counselling: Out of the total 601 RDWs, only 43% had been visited by any FLW (Link worker /
ASHA, AWW, ANM or other community based health) in last 6 months —90% by the AWW. Only 6% of
the RDWs reported that had attended an outreach session in the last 6 month. The AWW was the only
personnel they had interacted with in such sessions.

Traditional practices (source: FGDs with MILs and Husbands, FLWs): Sickness in newborn was frequently
attributed to evil spirits. A black thread was usually tied around the hand/ foot of the baby and the
mother-baby dyad quarantined for several days to ward off evil spirits. Some believed that the newborn
need not be clothed during the first 5-10 days. The traditional newborn care and feeding practices (honey | g

Duration of stay in the health facility: :
About 94% had institutional stay of more
than 24 hours while just about 2% had
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Awareness of Newborn Danger S
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Fig. 21
50% 46.3%
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20%
10%

igns in mo

RDWs,
71) had experienced

at least one danger sign in
their baby in the first month

15% out-rightly
mentioned that they did not

I. Lessthan 50% RDWs and newborns had received post-discharge check-up

2. Outreach PNC services by ANM was non-existent

3. Counselling on dangers
12% (n

® Among the 60l

Key Observations
® Almost
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very small reported that they gave extra care to their baby e.g.,frequent breast feeding (87.5%), newborn
health check-up at a health facility (75%) and skin-to-skin care (30%). These babies were seldom followed

Care of the LBW newborn: 80% of RDWs who perceived that their baby was born smaller than average/
- up athome by FLW implying that the outreach tracking system was non-functional.

Care of the Sick Newborn

1.2% 1.2% 1.2% .7% I
L — — —

3.5%
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15.8%
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Fig. 22
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® Among the 71 sick neonates, 65 (91.5%) had
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Sick Newborns as reported by RDWs
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Profile of Sick Newborn who Sought Care

know of any such signs that
would warrant a visit to the
health provider.
and provided mostly vague
answers when asked about
danger signs in the newborn
that may need hospita-
lization.

® The RDWs were imprecise
Fig. 23

sought treatment.
® 74% RDWs had taken their sick child to a private

facility and 29% to district hospital at least once.
® Almost 6% of the mothers had reported that they

administered medicines with 89% cure rate.
® Home remedies had been provided alongside to
of formal treatment (source:various IDls)

had sought help from the FLWVs.
® 93.8% of sick babies seeking care had been

about | 1% of the sick babies.
® Reliance on home remedies could delay initiation
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