Birth Right:
Saving newborns is everybody’s business
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Executive Summary
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If you were looking for an institutional symbol for the misery and scale of the problem of newborn
survival in India, your average government pediatric hospital in your average city would be a good start.
Every day, scores of newborns are carried in through its gates for treatment and carried out dead. Public
hospitals defend their record saying most of these babies are brought in already close to death.

And tragically, this may even be true – a full-scale state pediatric hospital’s typical patients are born to
parents who are very near the bottom of the economic pyramid, and by the time they have stumbled
their way up the various stages of India’s staggeringly overburdened public health system – from the
village-level Primary Health Center at the bottom – their child has progressively got worse, not better.
In optimistic contrast to this, is the Sick New-Born Care Unit (SNCU) in Guna, Madhya Pradesh (MP).
To address MP’s high newborn mortality rate, the state government, with budgetary and technical
support from Unicef, set-up its first SNCU inside Guna’s district hospital in 2007. Equipped with state-of
the-art facilities, its focus is to save sick newborns, and its staff rescues 100-120 of them every month.
Since its inception, it has treated nearly 2,200 newborns, of which 86% survived – “a majority of these
would have otherwise died,” says Dr Gagan Gupta, a health specialist at Unicef.

Healing the system
Guna’s SNCU is among a small but growing number of micro-scale initiatives unfurling across the
country, aimed exclusively at reversing India’s intimidating newborn mortality statistics. And they are
being fuelled by expertise and financial backing from a broad spectrum of non-profits, government
agencies, and funding bodies, both local and global. This report fleshes out India’s newborn survival
issue, using a framework of six focus areas that are seen as building blocks for a model public health
system:



Health Workforce



Service Delivery



Community Participation





Health Financing
Health Information Systems
Medical Equipment and Drugs

Health Workforce
Especially in a sector as people-driven as newborn survival, the quality of the system is a direct function
of the quality of the people supplying the service. One of the key human-resource challenges in the
Indian context has been the steep shortage of suitably trained and authorized nurses and community
4

health workers – who by conducting simple procedures and administering particular life-saving drugs,
allow doctors to focus on more urgent cases. Training community health workers on home-based
newborn care, and empowering them with mobile phone applications, are other key solutions.

Service Delivery
For the typical parents of a sick newborn in rural and semi-urban India, the face of the problem is the
under-equipped, and likely also undermanned, Primary Health Center in their village – which forces
them to trek even further out to a government hospital. Even here, they may typically wait in line for
hours because of a hugely skewed doctor-to-patient ratio – it is not unusual for a doctor at a large
government hospital to see more than 300 patients a day. Poor road networks and inadequate
transportation to the nearest facility is another significant choke point in service delivery.

Community Participation
Aside from serious gaps in the supply side of newborn healthcare, a large part of the mortality risk to
newborns is introduced, ironically enough, at home – after the mother has delivered. Prevailing
community-wide attitudes to hygiene (for the baby, the mother and those assisting in the delivery),
breastfeeding and the seeking of medical attention in case of a problem, are typically geared to create,
not solve, a problem. Educating communities about strong Home-Based Newborn Care practices – along
with dispelling closely held, traditional birthing myths that put the newborn at risk – has shown marked
drops in mortality rates. Community buy-in is critical if perceptions and behavior are to be changed at
the household level.

Health Financing
All of these structural constraints aside, affordability remains a core hurdle by itself. Childbirth in India
costs, on average, nearly Rs 8,700 at a private facility, Rs 1,800 at a public unit and Rs 700 at home – in a
country where half the rural population live on Rs 34 (US$ 0.61) per day, it’s easy to work out which
option is most popular. Even when they do access public healthcare, a vast majority of marginalized
parents incur steep out-of-pocket expenses because of drug shortages, poor access to transportation,
and specialized care for complications. In the last few years, seed programs in pockets across the
country have started addressing the issue with alternative financing mechanisms such as vouchers,
contracting and cross-subsidization.
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Health Information Systems
Because of poor data collection – and transmission – across multiple linkages within the system, the
sector has significant inefficiencies built in. For instance, only a fraction of newborn deaths and stillbirths
in India is reported into the official grid, so measuring intervention outcomes is compromised even
before it begins. Consequently, any effort to put together an evidence-based national strategy for
newborn survival remains hobbled.

Medical Equipment and Drugs
Perhaps the most widely encountered of the system’s gaps is the almost institutionalized shortage of
medical equipment and drugs, spanning everything from warmers and regular electricity to operating
rooms and blood banks. Also, it is not uncommon for marginalized parents to have to buy saline drips,
gloves and antibiotics, among other things, from expensive private chemists because they did not find it
within the public system. Low-cost alternative injections and drugs are seen as one promising solution.
Another is increased autonomy, with some trained health workers now authorized to inject particular
antibiotics when an upward referral is not possible.

Stand up, sign up
In India, corporates use one of three broad approaches to engage with the issue of newborn survival:
funding, business resource infusion, and program absorption. Regardless of the choice of approach,
when channeled well, a funder’s efforts will repair the system at multiple levels – yielding, among other
things, last-mile training that can directly save thousands of newborn lives every year, improved and
more affordable equipment and drug stocks, relevant information that flows freely up and down the
system, and a more level field of alternative and affordable financial resources.
Apart from the impact that they can have on the ground, for healthcare businesses, India’s underserved
millions are also potentially the last big market still untouched – and waiting to be tapped.
Newborn survival is not an issue that that can be addressed unilaterally, by government, NGOs, funders
or businesses working in isolation. Only a collaboration between the primary stakeholders can fly high
enough above the ground to see the big picture, and still be close enough to the grass to make sure the
last baby in the farthest village begins life with at least a fighting chance.

6

The fight for survival:
Why invest in saving newborns?
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“Before you finish reading this page, another baby will be born in
India who does not live to see tomorrow.”
- Rajiv Tandon, Global Alliance for Improved Nutrition

Vilasi and her husband Ragdu already had four children all girls - and the family was eager to have a boy. Soon she
became pregnant with twins, one girl and one boy.
All four of the previous children were delivered at home
without any complication so the family assumed that this
delivery would be no different. When the twins were born,
they seemed very small. Immediately following delivery,
the mother put the babies to her breasts to feed them.
They were weak and unable to suckle. Initially the family
thought about giving them goat’s milk–but eventually
decided to give sugar water. When it became clear that the
babies were extremely weak and in critical condition, the
family decided to take the infants to the hospital. But since
they had not anticipated the emergency, they did not have
access to any transportation or money for hospitalization.
Without any skilled supervision, the twins’ health
deteriorated and ultimately, one of them died the very
same day – and the other died the following day.

758,0001

newborns die within the
first 28 days every year

37%

of newborn deaths occur
within 24 hours of birth

15x
“It is tough to know precisely what led to the death of the
twins...But it is clear that many factors were stacked
against them. The family was faced with poor roads, long
distances to health centers, limited resources, combined
with a lack of information at the community level about
birth spacing and planning, care of low birth weight babies,
danger signs, institutional delivery, and information on how
to tap into government schemes that offer cash incentives
for institutional delivery.”

2
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Risk of death in the first
month is far higher than
any other month

- Kate Mitchell, Clinton Fellow with the Maternal and Newborn
Survival Initiative in the Seraikela block, Uttar Pradesh
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Current Scenario of Newborns in India: 1.4 newborns die every minute in India4
Newborn deaths account for 56% of India’s under-five mortality.5 While considerable progress has been
made in curbing under-5 deaths, particularly of children older than a month, newborns are being saved
at a much slower rate.
One of the major reasons for the high neonatal mortality rate (NMR) in India is the widespread inequity
in access to maternal and newborn health services. The chance of a baby dying varies dramatically
among the different Indian states. A baby born to a family in the state of Goa has a risk of newborn
death similar to a baby born in Argentina (9 per 1000 births). A baby born in Chhattisgarh has a risk
similar to an Afghani baby (51 per 1000 births).6 This is a six-fold difference within one country.

Madhya Pradesh
(~40%)

High burden
states
(NMR per 1.0000)

Chhattisgarh
(~36%)
7

Uttar Pradesh
(~39%)

Rajasthan
(~37%)

Odisha)
(~38%)

Urban

Richest

Rural

16 33

Poorest

26 56

deaths per 1000 births8

deaths per 1000 births 9

~

360,000

Over the years, a lack of
leadership and a general
misconception that saving
newborns requires complex
interventions, with
substantial investments in
capital and technology, have
been the major deterrents to
action against newborn
deaths in India.

10

Babies (~50% of the newborns dying
every year) could be saved if the
poorest sections could access
health services
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Why invest in newborn care?

“Some global health problems, like AIDS, have no easy solution
—but this isn’t one of them. The world has an opportunity to
stop millions of newborn deaths each year.”
- Bill Gates

11
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75%

43%

newborn deaths are
preventable

newborn deaths can be prevented
with use of skilled care

~71%

13

43%

14

Investment per person per
year can promote best
practices in newborn
survival

Reduction in newborn
deaths is possible through
exclusive breastfeeding

Investing in newborn
survival can yield

9x 15

10
10

economic and social
returns by 2035
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75% of newborn deaths can be avoided without
intensive care16
Most newborn deaths are caused by three preventable
and treatable conditions - prematurity (35%), severe
infections (33%) and asphyxia (20%).17
Over the last decade, evidence has shown that most
newborn deaths can be prevented if all mothers and
their babies had access to simple preventive measures
and treatment. For example: exclusive breastfeeding
can reduce newborn deaths by ~71%; skilled care
during labor can prevent 43% of newborn deaths.18, 19

“Not delivering the baby on to a dirty
surface, drying and keeping the baby
warm and feeding the baby straight
away resulted almost in a halving of the
newborn deaths in a very rural area in
India. Field studies show that these
simple steps could prevent at least twothirds of deaths in newborns each year.”
Dr. Joy Lawn, lead author of the Lancet
series

Simple low-cost interventions have the potential to drastically reduce newborn deaths
~50% of the world’s neonatal tetanus deaths occur in just six Indian states - a condition that can be
prevented by giving a pregnant woman two 20-cent injections.20,21 In fact, in resource-poor
environments, incorporating techniques like promoting breastfeeding, keeping babies safe from
infection and training in resuscitation techniques would require only US$1.15 (INR 70.15) per person. 22
Investing in newborns will generate nine times the economic and social returns over the next two
decades
Ensuring equitable access to evidence-based solutions in the high-burden regions will significantly
improve maternal and newborn health outcomes. Increasing health expenditure by just US$ 5 (INR 305)
per person per year could prevent the deaths of 147 million children and 5 million women, and 32
million stillbirths – and result in economic and social benefits worth up to nine times that investment by
2035. 23
Addressing newborn care is critical to achieving Indian and global child survival goals
India currently contributes to 27% of the world’s newborn death burden – the highest in the world. 24
Since newborn deaths account for 56% of the country’s under-5 deaths, investing in the first 28 days
post-birth will accelerate India’s progress towards its Millennium Development Goal on child survival –
an area of investment specifically identified under the CSR mandate (Section 135) of the Companies Act
of 2013. 25, 26
Renewed political focus
Newborn survival has come to the fore over the last few years with significant commitments from the
Indian government and various multilateral agencies. India is committed, now more than ever, to its
newborn survival goals and can make substantial progress by leveraging global momentum on the issue.
The launch of the India Newborn Action Plan is the most significant milestone in India’s fight against
preventable newborn deaths. It reinforces the government’s focus on child survival as a critical
development agenda.

11

Addressing the continuum of newborn care in India
“There is a need for key actions that link the care of the mother and the child at the critical time of birth
within a continuum that starts before pregnancy and continues into postnatal care. We know these
interventions cannot be separated and, therefore, we call on all partners to implement this plan as
quickly as possible.”
- Dr. Flavia Bustreo, World Health Organization

Continuum of Care




Reproductive health
including family
planning and spacing
Adolescent and
preconception
healthcare and nutrition

 Routine antenatal care
visits
 Birth preparedness
 Danger signs/
complications

 Skilled attendance
at delivery
 Clean delivery
 Danger
signs/complications

27

Immediate newborn care
 Drying and warming
 Ensuring
breathing/newborn
resuscitation
 Immediate
breastfeeding
 Clean cord care

Newborn care
 Routine postnatal care
visits
 Exclusive breastfeeding
 Maintenance of
warmth/cleanliness
 Newborn danger
signs/complications

Critical window of care
A continuum of care approach includes:
 Family planning and spacing
 Improving access to antenatal care during pregnancy
 Improving management of normal delivery by skilled attendants
 Access to emergency obstetric and neonatal care (EmONC) when needed
 Timely post-natal care for both mothers and newborns
In addition to strengthening linkages between the different levels of care in health facilities, the
When? of care also refers to strengthening
What?
Where?
continuum
linkages between the community and health
facilities.
Critical Window of Care
Specific focus on pre-term births,
High-burden districts with the worst
asphyxia and infections
newborn mortality rates
Targeted focus on the day of birth,
particularly
during
labor
and
Care of small and ill newborn babies
14% of the world’s newborn deaths
immediately after - interventions
occur in just four states of India:
(potential to avert 30% of deaths)
delivered around the time of birth
Bihar, Madhya Pradesh, Uttar
through simple, low-cost methods
30
have the greatest potential to save
Pradesh and Rajasthan
such as kangaroo care could prevent
lives and can avert 41% of newborn
28
almost 600,000 newborn deaths by
deaths
29
2025
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Key Levers
to save newborn lives
in India
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The Lancet series on newborn survival and expert interviews conducted by Dasra have identified six
focus areas that need to be addressed simultaneously to resolve the newborn crisis in India – some
address demand generation for newborn care, others focus on supply creation of products and services.
Dasra mapped existing maternal and newborn care solutions against the six focus areas, and
supplemented them with case studies to highlight the effectiveness of these solutions on the ground.
Cornerstones

Solutions
1.

Health Workforce

2.
3.
1.
2.

Service Delivery

Community
Ownership and
Participation

Health Financing

Health Information
Systems

3.

1.
2.
3.
4.

Strengthening lower levels of public
healthcare through regionalization
Improving access through affordable and
easily available transportation systems
Promoting alternate models of care:

Social Franchising

Service Delivery Chains

Contracting
Promoting Home-Based Newborn Care
Leveraging participatory women’s groups
Changing behaviors through community
mobilization
Developing culturally- sensitive strategies to
boost community buy-in

1.
2.
3.
4.

Vouchers
Contracting
Cross-Subsidization
Micro-Insurance

1.

Tracking newborns through Information
Communication Technology systems
Conducting maternal and perinatal death
reviews

2.

1.

Essential Medical
Equipment and Drugs

Authorizing and training nurses and Auxiliary
Nurse Midwives to provide newborn care
Using mHealth to build health workforce
capacity
Building skills of health workers to provide
Home-Based Newborn Care (HBNC)

2.
3.

Driving greater adoption of low-cost and
easy-to-deliver alternatives
Accessing preventive care through essential
vaccination during pregnancy
Promoting Kangaroo Mother Care

Case Studies
1.
2.
3.

Authorizing midwives and nurses to
perform emergency care in Nepal
Manthan Project, Intrahealth International
SEARCH

1.
2.
3.
4.

Intrahealth International
Merrygold Health Network
LifeSprings Hospitals
Karuna Trust

1.
2.
3.

Ekjut
King George Medical University / Johns
Hopkins University
Sure Start program, PATH

1.
2.
3.
4.

Sambhav Vouchers
Chiranjeevi Yojana
Nice Foundation
L&T and SEWA

1.
2.

Government of Madhya Pradesh
Maternal and perinatal death review for
evidence-based prevention in Bangladesh

1.
2.

Impact of four life-saving commodities
Impact of tetanus toxoid injection during
pregnancy on neonatal survival

Dasra analysis
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Health Workforce
Skilled care during labor can prevent 43% of newborn deaths, yet only 52% of deliveries in India have
skilled attendants at birth.31, 32 According to UNICEF and National Rural Health Mission, the main
obstacle to improving newborn survival is the dearth of adequate and skilled personnel during birth. 33
Shortage of skilled staff in India
 10% shortage of doctors at Primary Health Centers (PHC); 23% shortage of nursing staff at PHCs and
Community Health Centers (CHCs) 34
 70% shortage of specialists at CHCs 35
 India is the biggest exporter of skilled medical manpower – 10% of obstetricians and pediatricians
36
emigrate to other countries
 Health workers per 10,000 people is 19, instead of the required 23.4 and the nurse-to-doctor ratio is 1.5:1
instead of the optimal 3:1 37
 Of the 22,000 registered obstetricians in the country, less than 1,300 work in government hospitals in rural
areas 38

Poor skills, lack of continued training and absence of monitoring greatly inhibit quality of newborn
services. Often, a large number of doctors and nurses at PHCs/CHCs are absent from work, and poor
households have to then scramble to find the next nearest facility that can help deliver their baby.
Ensuring round-the-clock availability of skilled staff is extremely critical in facilities caring for pre-term or
sick newborns. However, there is sufficient evidence to show that a large number of government
specialist doctors also run their own private practice and are frequently absent from their government
jobs. According to Prabir Guharay, joint secretary of the West Bengal health department, inadequate
government monitoring of healthcare delivery results in doctors and nurses being absent from duty 40%
of the time.39
37% of deliveries in India are attended by Traditional Birth
“There is a pressing need to
Attendants (TBA).40 In a large number of home deliveries, due to
provide evidence-based refresher
the ignorance of unskilled birth attendants, standard protocols
training to public health
such as hygienic handling of the umbilical cord, administering
providers, especially at the lower
essential antibiotics and recognizing danger signs are
overlooked. Several studies have highlighted the critical role of levels of care, to identify risks at
the antenatal stage, provide
TBAs in providing timely maternal and newborn care services in
essential newborn care,
remote areas. These studies underscore the need to provide
resuscitation, identify and
targeted training and information to TBAs and build their
capacity to work as a part of the public health infrastructure. In correctly refer complications and
fact, it was observed that in regions where institutional treat sick newborns.”
deliveries were on the rise, TBAs were often involved in- Aparna Hegde, non-profit ARMMAN
providing timely referral, accompanying pregnant women to the
hospital and staying with them, and providing post-natal care and advice.
India is increasingly focusing on building and upgrading its maternal and newborn health workforce to
deliver optimal care at facilities, in communities and at home. In one of the efforts, the Indian
15

government has trained over 820,000 Accredited Social Health Activists (ASHAs) to reach some of the
most impoverished and remote communities with services including: pregnancy counseling and health
education, accompaniment of women in labor to skilled delivery care, and promotion of immunizations
and appropriate newborn care.41 In another major policy change, in 2013, India authorized Auxiliary
Nurse Midwives (ANMs) to administer pre-referral doses of injectable antibiotics for suspected neonatal
sepsis and complete the full course under specific situations when referrals are not possible. ANMs are
also allowed to administer pre-referral doses of antenatal corticosteroids to women in pre-term labor,
improving the chances of survival of premature babies.42 This considerably reduces the burden on
doctors while ensuring timely delivery of services.
There is a strong need to focus on increasing the number of health workers, incentivizing specialists to
work in rural areas, upgrading skills of health personnel, shifting tasks to nurses, creating new cadres of
healthcare providers and leveraging technology. Based on expert interviews and secondary research,
the following solutions emerge as potential game changers:
1. Authorizing and training nurses and Auxiliary Nurse Midwives (ANMs) to provide newborn care
2. Using mHealth to build health workforce capacity
3. Building skills of health workers to provide Home-Based Newborn Care (HBNC)

Solutions
1. Authorizing and training nurses and ANMs to provide
Authorizing midwives and nurses to
newborn care
In an evaluation conducted by an Indo-Canadian team of perform Emergency Obstetric Care
(EmOC), Nepal
physicians and nurses to identify barriers and facilitators
Nepal has instituted policies to allow
for education of nurses in care of sick and at-risk
midwives and nurses to perform more
newborn babies in India, a majority of the nurses polled
EmOC procedures. For the last 3 years,
underscored the need for evidence-based and
the government has been training
consistent orientation to newborn care as this was not a
midwives to manage most complications
core competency in their nursing education or their
of pregnancy and childbirth. Institutional
43
facility-based orientation. Due to a shortage of deliveries have increased from 4% to 8%
and coverage of EmOC services has
physicians, especially in rural areas, the role of nurses
44
and ANMs is especially critical at district, sub-district, increased from 2% to 17%.
and village levels. Although nurses generally have a
collaborating physician in a distant regional center, they often practice alone in these local care
facilities and Special Newborn Care Units, conducting newborn deliveries and treating at-risk and
sick newborns brought in from the community. Authorizing them to administer critical care in a
timely manner, and giving them continued and targeted newborn care training can potentially
address the shortage of physicians.
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2. Using mHealth to build health workforce capacity
ASHAs have demonstrated the potential to substantially improve maternal health in areas of extreme
poverty. However, they get only 23 days of training over the course of four years. Studies have shown
that such condensed training requires ongoing support and refresher modules to sustain quality care
and reinforce messages. Due to the rampant use of mobile phones, mHealth applications are being used
to improve the ability of ASHAs to effectively share health messages with community members, and
provide ASHAs with more consistent and supportive supervision. mHealth applications are also being
used to build capacity of other community health workers besides ASHAs. These applications can be
used to counsel pregnant and postpartum women and their families about key Maternal Newborn and
Child Health (MNCH) practices. They can also be used to register and track women through pregnancy,
delivery and the postpartum period with continued tracking of infants through their first year of life.
Postpartum, postnatal and follow up visits can be scheduled and tracked through these applications
which also strengthen support structures and supervision mechanisms for ASHAs.

Manthan Project, IntraHealth International, Uttar Pradesh

45

Program
 The Manthan Project, led by IntraHealth International, developed and tested a smartphone-based multimedia application called mSakhi as a tool to support ASHAs in conducting MNCH activities such as
beneficiary registration, counseling and newborn assessment. The operations research studies included
training 75 ASHAs on the use of mSakhi in two districts of Uttar Pradesh.
 mSakhi offers key health messages on antenatal and postnatal care of mother and newborn,
immunization, postpartum family planning, and nutrition through a combination of text messages, audio
and locally contextualized illustrations using multiple dialects.
Impact
 The endline assessment showed that ASHAs who used mSakhi identified more sick newborns needing
referral (10% of births reported) than ASHAs in the comparison arm (2.4% of births reported).
 IntraHealth is currently supporting the Uttar Pradesh government in establishing an mHealth lab in Jhansi
district to further expand the content and functionalities, and also scale up mSakhi in the state.

3. Building skills of health workers to provide HBNC
Home visits for newborn care by community health workers, when accompanied by community
mobilization efforts, are associated with reduced newborn deaths and stillbirths in settings with high
neonatal mortality rates and poor access to facility-based care. WHO and UNICEF recommend at least
two home visits for all home births: the first visit within 24 hours of birth and the second visit on the
third day.
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Society for Education, Action and Research in Community Health (SEARCH), Maharashtra
(for more, please refer to the SEARCH profile under ‘Non-profit Profiles’.)

46

Program
 SEARCH, a non-profit has developed and field-tested HBNC packages that included health education for the
mother, the presence of a health worker during home delivery, care of the baby at birth, and home visits
during the baby’s first month of life.
 SEARCH has developed a network of trained semi-illiterate workers that are similar to Accredited Social
Health Activists (ASHAs), through whom the home-based maternal, newborn and child care (HBMNCC)
services are delivered. These health workers, supported by SEARCH work part-time to deliver HBMNCC at
free of cost.
 The HBMNCC package delivered by the health worker includes health education for the mother, screening
of mothers during pregnancy and treatment of selected morbidities or rendering of appropriate referral,
the presence of a health worker during home delivery, care of the baby at birth, and home visits during the
baby’s first month of life to provide support and curative interventions including treatment of infections to
mothers and newborns
 The model has been scaled across India through the NRHM and adopted by governments and non-profits
across sub-Saharan Africa and South Asia.
Impact
 In an assessment of the HBMNCC program, the neonatal mortality rate in intervention villages declined 70%
in comparison to that of the control area.

Key takeaways for private sector engagement:






Improving the capability of the health workforce to provide timely and quality care at facilities
and at home is one of the most critical focus areas to improve newborn survival rates.
Building the skills of nurses, ASHAs and traditional birth attendants to conduct simple
procedures and administer particular life-saving drugs not only enables timely delivery of quality
care but also enables doctors to focus on high-risk cases.
Technology – particularly mobiles – has proven to be a cost-effective and scalable tool to train,
support and supervise health workers at the grassroots level, particularly in remote areas.
The private sector has the potential to support this focus area in a number of ways:
o Fund professional medical associations such as the Indian Academy of Pediatrics and
non-profits to train community health workers and nurses.
o Build technological platforms to digitize training and delivery processes for effective
training of workers and tracking of mothers and newborns.
o Hospitals and other corporates in the health sector should leverage their own staff to
train the health workforce in public facilities and communities on processes, better
delivery and use of equipment.
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Service Delivery
Despite the strong push by the national and state governments
to increase the number of institutional deliveries, the public
health system is under-resourced to handle the increasing
burden. Poor management, faulty system and process
implementation, inadequate quality control and monitoring
mechanisms further alter the quality of care provided at public
hospitals significantly.
An assessment of Essential Newborn Care Services in Secondarylevel Facilities in two districts of Madhya Pradesh showed that no
in-patient care was being rendered at the CHCs, while common
issues such as sepsis, asphyxia, and prematurity were reaching –
and clogging up – district hospitals, which should only be
focusing on complications. Newborn care corners existed in all
the facilities, but were largely unutilized spaces in most cases.
While average knowledge score among service providers in
resuscitation was 76%, the corresponding average skill score was
24%.53

“As there was bleeding, I
wanted to go to the hospital.
I was in my seventh month of
pregnancy.
By the time a vehicle was
arranged, I delivered at home in
the morning. The baby was not
accepting breast milk. It died on
the second day. We did not
know what happened.”
Mother from Hardoi District,
Uttar Pradesh
District Hospital

Community Health Center (CHC)
Shortage of: 2,115 facilities 47
 Less than 20% provide essential
newborn care 48
 Only 46% provide resuscitation
49
facilities


Even when adequate care is available at public facilities,
accessing them poses a major challenge, especially in rural India.
Lack of affordable transportation, knowledge of the nearest
functioning facility and poor road infrastructure prevent
pregnant women from accessing timely care. According to the
Primary Health Center (PHC)
Indian Newborn Action Plan even in cases of institutional
 Shortage of: 4,252 facilities 50
deliveries, most women tend to return home within a few hours  Less than 20% provide essential
newborn care 51
after delivery, instead of after the recommended 48 hours.55
According to a survey conducted by IntraHealth, for women who  Only 14%52provide resuscitation
facilities
delivered at health facilities in the Jhansi district of Uttar
Pradesh, the cost of hiring cars to reach the health facility and
later to return home was unaffordable to several households.
Sub-center
Only 57% of women who arrived in labor used motorized vehicles
54
to reach the facilities and many returned home with their just-  Shortage of: 19,590 facilities
delivered newborns by the same vehicles as they knew the less time spent recovering and receiving
postnatal care, the less they could be charged by the drivers. 56
45

46

45

46

45

46

45

Service delivery in India needs to be improved across public as well as private facilities and homes – 2540% of deliveries in certain pockets across states in India still take place at home; and 67% of
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households rely on private healthcare (a complex network of informal and formal private providers,
most of whom are ill-equipped as well).57, 58
Health infrastructure in public and private facilities in India needs a substantial upgrade – improved
connectivity across levels of care, better transportation systems, availability of adequate services and
referral mechanisms, clearly defined standards of care, improved monitoring and supervision, and new
models of delivering key services even at the community and home levels. This is a huge task and needs
innovative public-private partnerships (PPP), which can share the load of public institutions, which have
limited capacity to cater to the increasing demand for services. The following are some of the key
solutions to improve service delivery in India:
1. Strengthening lower levels of public healthcare through regionalization
2. Improving access to care through affordable and easily available transportation systems
3. Promoting alternate models of care via:
 Social franchising
 Low-cost service delivery chains
 Contracting

Solutions
1. Strengthening lower levels of public healthcare through regionalization
Experts interviewed by Dasra suggest that due to a lack of
Strengthening of level I/II units can have
services at lower levels of care, often pregnant women end a great impact on the survival of low and
up at tertiary care facilities for regular deliveries. There is a very low birth weight (LBW/VLBW)
critical need to adopt a regionalization approach - upgrade
babies but not for extremely low birth
lower-level facilities, define degrees of care offered at each weight (ELBW) babies, who should be
treated in specialized units in a
level, and develop robust referral systems across levels. A
59
review of the effectiveness of regionalization indicates that as regionalized set up.
it evolves, the proportion of high-risk deliveries decreases in
less specialized units and increases in more specialized centers, which results in an overall improvement
in neonatal survival. Investments in strengthening neonatal units can decrease neonatal mortality
significantly. However, to have a significant and sustained impact, it is also critical to establish referral
linkages across various levels of care.
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2. Improving access to care through affordable and easily available transportation systems
Timely transportation at labor, particularly by a skilled workforce, is critical to ensure the safety of the
mother and newborn child. Evidence has shown that access to and utilization of high-quality emergency
obstetric care (EmOC) and availability of quality emergency transport can significantly bring down the
number of maternal deaths. Currently, 108 is a free helpline number for emergency services in India,
providing integrated medical, police and fire emergency services in 17 states and two union territories.
The service is a PPP between state governments and private Emergency Medical Services providers.
Deliveries are the most common reason for people to call 108. Though 108 has made substantial
progress, predominantly due to private sector contracting, there are still several pockets of the country
that are out of reach and there is a need to strengthen 108 and invest in supporting infrastructure by,
20

for example, contracting additional partners in remote areas and strengthening road infrastructure to
improve connectivity.
Intrahealth International – Prasav Parivahan Seva (PPS) 60
PPS, founded as a PPP, provided free and timely transportation to a facility for delivery and obstetric
emergencies and free drop-back service after an institutional delivery.
Nine-month pilot program
 Contracted a local private agency to run four vehicles in two blocks of Jhansi, which were on call 24
hours a day and stationed at PHCs
 Established a 24-hour call center at the district hospital to coordinate the vehicles
 Call center staff would contact an available driver with instructions, and then alert the health facility
that a client was on her way
Impact
 PPS vehicles made 3,967 trips and served 2,376 clients
 More than 75% of users were from small, remote hamlets
 86% of women stayed in the health facility for six hours or more, as compared to the usual threehours
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45

3. Promoting alternate models of care via:
Social franchising
This model usually involves a private provider (franchisee) agreeing to join a branded private or public
healthcare chain (franchisor), maintaining certain quality standards and often an agreed fee structure. In
turn, the franchisor offers services such as workforce training, product and equipment supply, access to
standards and procedures and mass media advertising. These services are contingent on the franchisee
delivering quality care: if the franchisee fails to follow regulations set out in the initial contract, the
franchise may be revoked. Improvements in quality, continuous medical education and a strong brand
that attracts customers motivate franchisees to continue being part of the network.
In social franchising, the initial capital funding is provided by the franchisor or by a donor on a
permanent, temporary or loan basis; in commercial franchising, this is usually provided by the
franchisee. Working capital may also be provided by the franchisor or the donor until the franchisee is
financially self-sustaining.
In India, as across much of the developing world, government regulation of the private sector is
practically non-existent, resulting in consumers having no knowledge about whether a private provider
is competent or not. Social franchising represents a promising avenue to expand access to high-quality
maternal and newborn health services relatively quickly, considering:
•
The increasing unmet demand for MNH services
•
Willingness to pay (to a certain extent) for high-quality services
•
A large number of inadequately trained and under-utilized private providers
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Evidence suggests that social franchises can increase the overall number of prenatal visits for pregnant
women, the likelihood of a delivery in a health facility, and service utilization by the poor.61 Its potential
as a useful and important mechanism to achieve large-scale MNH outcomes is now being recognized by
both donors and governments.
Role of stakeholders in a Social Franchising model

62

Donor
Coordinating Agency
 Support formation and operation
of network
 Ensure overall implementation
 Define benchmarks and outcomes
 Coordinate with all stakeholders
 Report to donor

Technical Partner
 Design and develop the network
 Document and disseminate process
 Conduct periodic assessments

Franchisee
 Adhere to network guidelines
 Provide quality services at predetermined prices
 Conduct outreach activities
 Manage quality at facility

Franchisor
 Recruit qualified franchisees
 Define guidelines and protocols
 Manage the network
 Build capacities of franchisees
 Ensure quality adherence
 Report to the coordinating agency
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Merrygold Health Network, Uttar Pradesh and Rajasthan
This PPP is a contractual agreement between a public healthcare provider (franchisor) and smaller private healthcare
providers (franchisees). This model improves the quality of private facilities to supplement the public health system in
low-resource settings.
Partners
 USAID
 Indian government’s State Innovations in Family Planning Projects Service Agency (Uttar Pradesh)
 Hindustan Latex Family Planning Promotion Trust (franchisor)
 Merck for Mothers (Rajasthan)
Model
 The project has a hub-and-spoke design.
 Level 1 franchisees (Merrygold) at district levels act as the hub connected to levels 2 and 3.
 Level 2 franchisees (Merrysilver) are established at the block level.
 Level 3 (MerryAYUSH) comprises auxiliary nurse midwives (ANMs), ASHA workers and AYUSH workers who act
as the first point of contact with the community and provide referral support.
 Franchisees who are found to be below quality standards receive training to improve quality.
Impact
 More than 430 disaggregated private health service providers and nearly 10,000 community level workers
brought together.
 From 2007 to 2012, the network has provided more than 756,100 ANC checkups and nearly 133,900 deliveries.
 Medical audits conducted from over three years indicate that there is a significant improvement in quality
standards of facilities.
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Low-Cost Specialty Care
An emerging trend in the Indian healthcare industry is the for-profit, single-care facility, which
specializes in a particular area – cataracts, heart disease or maternal and newborn care – to improve
quality of services, reduce infrastructure needs and costs, and, ultimately, to provide affordable, niche
care to patients. Focusing on a specialized area enables the standardization of processes and procedures
to reduce costs, improves focus-area training for doctors and nurses, and also increases asset utilization
and the potential for expansion. 64
Some of these models like LifeSpring (which provides routine obstetric care and delivery services for
expecting mothers in urban poor areas of southern India) operate as chains – a group of clinics or
hospitals working under the same brand operated by a parent organization focused on providing
specialized services to the marginalized. Usually, the chain has a cluster head facility that manages all
associated hospitals to reduce overhead within the network. Further, the hospitals in the chain share
ambulances, vendors and doctors, and are located in close proximity to emergency care centers and
blood banks.
While models such as LifeSpring provide much needed, high-quality basic services to expecting mothers,
those most at risk – women with potential complications – are still left out and referred back into the
overburdened public system. So for these models to work, there is a need to simultaneously upgrade
the public system. Higher standards and regulations are also needed to ensure that this model of service
delivery remains committed to patients over profit.
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LifeSpring Hospitals, Andhra Pradesh
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Partners
A 50-50 equity partnership between:
 HLL Lifecare, a mini Ratna enterprise under India’s Ministry of Health and Family Welfare, and
 Acumen Fund
Model
 LifeSpring operates 12 small-sized (25-bed) hospitals in its service delivery chain.
 Its core customer base is the bottom 60% of the Indian population income segment who have a
household income of INR 5,000-9,000 per month (~ US$ 82-148 /day).
 Rates are 30-50% of charges at other hospitals offering a similar quality of services.
 Costs reduced by specializing in high-demand services– normal deliveries, caesarian sections and
hysterectomies. This allows for standardized processes and avoids the high fixed costs associated
with complicated procedures.
Impact:
 As of August 2014, more than 30,000 healthy babies have been delivered across all LifeSpring
Hospitals
 Of all women who delivered their second or third child at LifeSpring, over 50% had their previous
delivery at home or in an under-resourced government hospital.

Contracting-out includes programs in which a government entity selects and pays one or several
providers to deliver specific health services to particular populations. Contracts sometimes replace what
were previously government-provided services, and play a crucial role in India, where public healthcare
is deficient and there is a fast-growing private healthcare sector. A growing trend in the healthcare
sector is to contract-out management of government facilities to non-profit organizations and other
private players. The private players bring technical, financial and managerial resources to strengthen the
quality of services being provided through the public system. Contracting-out has in many cases
improved access to services; the effects on other performance parameters such as equity, quality and
efficiency are often unknown. In the private sector especially, hospitals have a major role to play in
adopting government facilities and restructuring them.
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Karuna Trust, pan-India 66
(for more, please refer to the Karuna Trust profile under ‘Non-profit Profiles’.)
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Model
 The government hands over a non-functioning PHC to Karuna Trust with the same infrastructure,
resources and personnel that it invests in any other PHC.
 The trust provides better and a greater number of services related to mother and child healthcare at
the contracted PHC than those provided by a government-run PHC.
 The contracted PHCs provide antenatal care and post-natal care to pregnant women. They immunize
children, administer tetanus toxoid injections and other vaccines and distribute iron-folic acid tablets.
The PHCs have well-equipped, functional operation theatres to conduct deliveries.
Impact
 In Karuna Trust managed PHCs in Karnataka, the Maternal Mortality Rate is 92 and Infant Mortality
Rate is 8.3, which is much lesser the Karnataka State average MMR of 144 and IMR of 39
 Average institutional delivery rate as of 2013 in the 27 PHCs run by the Trust in Karnataka is 98%

Key takeaways for private sector engagement:
 There is a critical need to upgrade primary healthcare facilities within communities and develop
robust referral systems across various levels of healthcare from community to districts. This will
allow primary centers to handle the majority of cases themselves and refer only the more
complicated cases, ensuring that no one level is over-burdened.
 Timely and equipped transportation to a health facility is critical in ensuring institutional
delivery, that the newborn is safe and healthy, any complications are attended to during transit
and that the mother stays in the health facility for the stipulated time.
Corporates can undertake various initiatives to improve service delivery for pregnant women and their
newborns:
 Corporates, particularly hospitals, can adopt public facilities and community centers to ensure
the same delivery of care as in the private sector, by upgrading and maintaining equipment,
technology, systems and workforce skills. Corporates from other sectors can fund various nonprofits that are adopting primary facilities.
 One of the weakest links in the health infrastructure is the lack of a robust and dependable
referral system. Telecom and technology companies can build systems and processes that
enable efficient referrals and communication of cases across various levels of care. This would
significantly reduce delays, improve allocation of cases and ensure better quality of service.
 67% of households rely on private healthcare that is often sub-standard and ill-equipped.
Corporates can use various models of engagement – franchising, establishing low-cost specialty
care, contracting – to improve their quality, thereby ensuring better services to the poor as well
as reducing the burden on public facilities.
 Support professional associations to develop standards of quality care and mechanisms to
ensure adherence by the private sector. For instance, Merck supports the Federation of
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Obstetric and Gynecological Societies of India to develop standards as well as train private
players to meet these standards.
Providing timely transport is critical to saving newborns. Transportation companies and other
companies with vast geographical networks and outreach can leverage their resources to
improve access to maternal and newborn care in remote areas.
Having access to a 24x7 helpline that can provide transportation and offer information about
available hospitals and doctors will help save critical time during labor or emergency, thereby
avoiding millions of newborn deaths. Corporates should support the scale-up of helplines that
are currently working efficiently in certain regions to the state and national level; technology
companies can provide their expertise to make these helplines more efficient and robust.
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Community Ownership and Participation
Caught in a constant struggle to survive, a large number of
households assign very low priority to the health of mothers and
their newborns. Often, a sheer lack of knowledge of necessary
care, poor understanding of symptoms and deep-rooted
traditional beliefs prevent families from seeking necessary
medical attention.

Strengthening care at the familycommunity level, along with
preventive services such as tetanus
immunization, can reduce neonatal
67
deaths by 20-40%
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Moreover, most households are often unaware of government programs and schemes, nearest facilities
and transportation to access quality care. Delayed or inappropriate care seeking contributes significantly
to the high newborn mortality levels in India. For instance, in the state of Maharashtra, less than 5% of
newborns suffering from a major illness were taken to a care provider outside home for medical care. 68
In the slums of Delhi, care was sought for only 57% of newborns who died in the first week of life.69
70

Care-seeking patterns and family perceptions in Rajasthan
A study was conducted in rural Rajasthan to identify care-seeking patterns for sick newborns and to understand
family perceptions and circumstances that explain these patterns. Of the 290 mothers interviewed, 70%
reported at least one medical condition during the neonatal period that would have required medical care, and
37% reported a danger sign during the illness. However, only 31% of newborns with any reported illness were
taken to a care provider outside home; about half of these to an unqualified modern or traditional care
provider.
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Families preferred home treatment as the first course of action for almost all conditions, followed by modern
treatment if the child did not get better. Decision to seek care outside home almost always involved the fathers
or another male member. Ascribing the conditions to the goddess or to evil eye, care seeking was often delayed
or denied. Of the 19 newborns who died, only two had sought care within 24 hours of noticing danger signs.

There is significant scope to prevent newborn deaths at the community level through simple and
effective interventions such as hand washing, drying and covering the infant to keep him/her warm and
immediate breastfeeding. Community-based neonatal interventions also lead to increased referral of
sick newborns to facilities for specialized care.71 The success of any intervention to curb newborn deaths
in India depends significantly on engaging communities and parents to take ownership because a large
number of newborn deaths occur outside facilities once the child is back home. Along with
strengthening the supply-side parameters of newborn care delivery in India, it is imperative to focus on
changing behaviors, creating awareness, building systems to deliver care to mothers and newborns in
their communities. These are some key solutions to drive health-seeking behavior and ownership within
communities to address newborn care:





Promoting Home-Based Newborn Care (HBNC)
Leveraging participatory women’s groups
Changing behaviors through community mobilization
Developing culturally-sensitive strategies to boost community buy-In
27

Solutions
1. Promoting HBNC
HBNC increases the probability of families following key
newborn care practices such as early and exclusive
breastfeeding, skin-to-skin contact, and delayed bathing,
preventing 30-60% of newborn deaths in high-mortality
settings. 72

SEARCH, Maharashtra
The SEARCH HBNC program has shown
great success in its areas of operations
by involving local members from the
community to deliver maternal and
newborn care
For more, please refer to the SEARCH case
study under ‘Health Workforce’.

2. Leveraging participatory women’s groups
Participatory women’s groups involve a cycle of meetings supported by a female facilitator, in which
women identify and prioritize common maternal and newborn health problems, decide on locally
appropriate strategies, before putting them into action and then evaluating the results. Communitybased interventions through women’s groups have had a significant impact on the reduction of maternal
and newborn mortality, leading the intervention to be recognized in the WHO and UNICEF Every
Newborn Action Plan.
Randomized control trials evaluating engagement of women’s groups revealed that exposures to
women’s groups led to a 37% reduction in maternal mortality and a 23% reduction in neonatal
mortality.73 In addition, the intervention was judged to be cost-effective as measured by WHO
standards, expressed as the incremental cost per neonatal death averted and life-year saved. 74
75

Ekjut (for more, please refer to the Ekjut profile under ‘Non-profit Profiles’.)
Ekjut’s maternal and child health program is based on a unique Participatory Learning and Action (PLA) model
through which facilitators work with women’s groups at the village level to collectively explore the consequences
of their behaviors, become engaged in decision making and proactively participate in problem solving
Model
 The program is delivered through monthly PLA-based meetings, conducted by facilitators who are trained
by Ekjut in the community participation method.
 The program identified and prioritized problems and solutions, and planned strategies, action and
implementation, and assessment and evaluation.
Impact
 An evaluation of a trial conducted by Ekjut to test the impact of a community-based participatory
approach and work with women’s groups revealed a 32% reduction in neonatal mortality in the
intervention clusters.
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3. Changing behaviors through community mobilization
Working together with communities to change behaviors has proved to significantly and rapidly reduce
neonatal mortality despite scarce resources. For example, in eastern India, community mobilization
efforts in three districts of Jharkhand and Odisha led to a 45% reduction in newborn deaths.76

28

King George Medical University collaborates with Johns Hopkins University to provide HBNC in Uttar Pradesh
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In Shivgarh district of Uttar Pradesh, King George Medical University and local partners collaborated with Johns
Hopkins University to evaluate a package of behavior change and community mobilization interventions to
improve maternal and newborn care practices, with a special focus on addressing hypothermia.
Model
 The intervention – which focused on key behaviors, and did not include antibiotics or other medical care
– utilized community workers and community members to promote birth preparedness, clean delivery,
hygienic umbilical cord care, skin-to-skin care, breastfeeding and keeping the baby warm.
Impact
 54% reduction in neonatal mortality in the intervention area compared to the control area.
 Skin-to-skin care of the newborn was almost universally accepted; initiation of breastfeeding on the first
day increased from 21% to 75%.
 This strategy has been successfully integrated into the child survival program of Uttar Pradesh and is
currently being scaled up to a population of over 30 million.

4. Developing culturally-sensitive strategies to boost community buy-In
Community and family ownership requires understanding of community behaviors, traditional beliefs
and existing care-seeking behaviors to design effective communication materials and mobilization
programs. Research into attitudes and dynamics of decision-making at family and community levels will
contribute to improved maternal and newborn care practices and optimal use of services.
78

Sure Start program in Uttar Pradesh
(for more, please refer to the PATH profile under ‘Non-profit Profiles’.)
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The project, run by PATH, an international non-profit supported by the Bill & Melinda Gates Foundation, is
working with rural communities in Uttar Pradesh, and settlements of marginalized people in Maharashtra, to
help mothers and their children survive and stay healthy.
Model
 The project’s communications program is innovative in its efforts to raise awareness and interest
about maternal and child healthcare issues. In villages, for example, the ‘Letter from an Unborn Child’
campaign reached out to 40,000 fathers-to-be, educating them about the importance of taking care of
their wives during pregnancy.
 In both Uttar Pradesh and Maharashtra, the program uses interactive and entertaining tools including
dance, music, theater, and games to create awareness.
Impact
 Since the program began in 2008, 70-75% of adults in the community have become aware of safe
delivery practices and the vital importance of ensuring access to maternal and child health services.
 One result of the program is that payments under the government’s Janani Suraksha Yojana have
increased alongside growing awareness about the health benefits of giving birth in hospitals.
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Key takeaways for private sector engagement:
 Simple and effective interventions to change behaviors at the community level can result in
significant improvement in maternal and newborn health. Non-profits are best suited to
facilitate this change given their experience and proximity to communities. Corporates should
fund non-profits working with community groups to promote health-seeking and hygienic
behavior, therefore leading to institutional deliveries and safer care at home.
 Considering the increasing penetration of mobile phones in India, there is potential for
corporates to fund mHealth innovations that ensure effective health messaging and improved
tracking of mothers and newborns through the first critical month of the newborn’s life.
 While there is enough global evidence on challenges and opportunities, there is a need to gather
data and conduct research on specific regions or communities to enable evidence-based action.
Corporates can commission academic institutes or non-profits to conduct research so as to
understand the needs, challenges and opportunities of specific communities they might want to
work in.
 Innovative and interesting health messaging is a key component for educating communities to
adopt healthier and safer practices. While non-profits possess the information and knowledge,
they do not have in-house expertise to be able to transfer those to the community in a way that
is easily consumable and effective. Media companies should use their expertise regarding
communication and consumer behaviors to help non-profits create effective messages through
various media to influence communities and drive desirable behaviors.
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Health Financing
Good quality facility-based care is out of reach for a significant
number of Indian households. Marginalized families have to choose
between a free, but often malfunctioning, low-resourced and substandard government hospital and an unaffordable private hospital.
Over time, a loss in faith in the quality of care offered by public
health services and an increased demand for quality maternal and
newborn care has resulted in an increase in the number of deliveries
at private facilities (a village local who provides basic care to his or
her neighbors, licensed and unlicensed providers, midwives,
pharmacists, and traditional healers). However, the costs associated
with private healthcare are proving to be catastrophic for poor
households.

“We can’t go to a doctor
because we can’t afford it.
We know that’s why
children die. But what can
we do? We can’t save
money. We have difﬁculty
making enough money to
have food to eat. How can
we afford to see a doctor?”
Shefali, mother who lost
three children, each within
a week of them being born

Even if families were to choose public hospitals, services are not

25%

always free of cost and substantial out-of-pocket expenditures are

of women in rural areas had not
delivered their last baby in a
health facility due to high costs.
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frequently incurred due to shortage of essential medicines,
relevant diagnostic tools and equipment, and specialized care for

Expenditure per
80
childbirth in India

complications.
Moreover, for poor households in remote parts of the country,



finding affordable transportation to reach the facility on time and



back is also a significant challenge resulting in deliveries at home.



Along with poor quality of services, a number of other factors
including corruption, changing definitions of the poverty line and
poor implementation and quality control prevent the benefits from
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Private facility: INR 8,673
(US$ 142)
Public facility: INR 1,801
(US$ 30)
At home: INR 695 (US$ 11)
45

Half of the population in rural
India belongs to households living
on INR 34 (~ US$ 0.56) per day. 81

trickling down to the poor, who become poorer with every attempt
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to save their newborns – who in most cases do not even survive beyond the first 24 hours.
To increase affordability and access to quality maternal and newborn care in India, it is critical to work
closely with the largely unregulated private healthcare sector, to supplement government efforts in
developing and managing financial products and services to subsidize essential care for the poor, and to
scale up innovative low-cost models of care. While there are several health financing models across
different states in India, Dasra has highlighted some of the most successful mechanisms based on
secondary research and expert interviews:
 Vouchers
 Contracting
31




Cross-Subsidy
Micro-Insurance

Solutions
1. Voucher programs
Voucher programs typically entail the government providing vouchers to marginalized communities to
partially or fully subsidize a service (delivery, transportation, ante-natal and post-natal care). Non-profits
are engaged to ensure effective distribution of the vouchers to the communities. On the supply side,
private hospitals are contracted to provide affordable care in lieu of the vouchers based on certain
quality standards. The service providers return the vouchers to the government, receiving an agreed
sum for each of the vouchers returned.
Corporates can provide or facilitate critical inputs of technical expertise in areas where governments
typically lack capacity – providing guidelines for contracting, empanelling private providers, developing
the voucher product, financing and quality control.
Outcomes: Vouchers increase the utilization of skilled service providers and institutional deliveries due
to increased affordability.82 Evidence suggests that they are more successful in achieving large-scale
coverage if they are distributed to the targeted population and there is strong site oversight and
management. Providers also attest to being motivated to improve quality as a result of the competition
generated for voucher business.
Key success factors: To achieve desired improvements in access and utilization, voucher programs need
to be included in a comprehensive approach that incorporates initiatives to address social barriers and
supply-side concerns.
Sambhav Vouchers, Uttar Pradesh, Uttarakhand, Jharkhand
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Program (2006-2012):
Sambhav’s voucher scheme is one component of the Innovations in Family Planning Services Project, a
collaborative effort of the Government of India and USAID. The vouchers covered ante-natal, post-natal and
neonatal care, institutional delivery and family planning. The voucher management units (VMUs), led by district
chief medical officers, coordinated the voucher programs. These units distributed vouchers to non-profits that
trained community-level health workers to identify marginalized families, provide information, distribute
vouchers, and accompany families to seek services. Families used these vouchers to avail services from
accredited private facilities, which in turn submitted the vouchers to the VMUs for reimbursement.
45

Outreach: Sambhav voucher pilot programs facilitated delivery in private health facilities for ~12,500 infants,
supported ~44,000 ante-natal and 10,300 post-natal care visits.
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2. Contracting
Contracting in maternal and newborn care usually entails programs where a government entity selects
and pays one or several providers to deliver specific health services for free to the bottom of the
pyramid population. Since there is already an increasing dependence on private healthcare providers, a
contracting mechanism curbs out-of-pocket expenditures and ensures access to quality critical care for
the care-seeker and provides an additional income to the private care provider, enabling them to
upgrade their equipment and invest in their practice. Contracting works best in regions with an
abundance of private healthcare providers and when they are supplemented by demand-inducing
voucher schemes. Contracts also ensure quality of care as a minimum requirement for continued
participation.
Global evidence suggests that contracted services in developing countries are much more effective than
government-run services as measured against a number of performance indicators.84 Though there is
limited opportunity for the private sector to engage directly to provide contracting services, there is
sufficient scope to assist government efforts by providing financial and technical inputs to scale up
contracting programs.
Chiranjeevi Yojana, Gujarat government
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Program:
 Contracts private providers that volunteer to provide delivery and emergency care at no cost to families
living below the poverty line by signing a memorandum of understanding with the district government. In
return, they receive an advance payment to commence services and are compensated at about US$ 4,500
(INR 74) per 100 deliveries.
 The scheme identifies poor women and gives them a voucher for transport and delivery services at the
facility of one of these contracted doctors.
 To access services, families living below the poverty line use cards issued by the rural development
department of the state government.
Impact
 A review of the scheme in 2009 showed that the actual number of maternal deaths was ~ 9% of the
expected (in the absence of the scheme), and that neonatal deaths were only 30% of the expected.
 An economic analysis showed that the intervention saves each beneficiary ~US$75 (INR 4,575) in out-ofpocket expenditures related to deliveries.
45

3. Cross-Subsidization
Cross-subsidy programs charge full fees for services to patients who are
able to afford them and use the resulting profits to subsidize services
for the poor. Cross-subsidy is one of the most important approaches to
enable access to care for the poorest people. Cross-subsidies can only
be offered by large hospitals with large patient volumes across socioeconomic strata. Cross-subsidies are administered through different
models:

~56% of a compendium of
organizations
that
have
contributed
significantly
towards developing innovative
service delivery models and
best practices in the area of
MNCH in India, offered some
86
form of cross-subsidy.
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Allowing doctors to subsidize treatment to a particular patient, or provide it free.
Charging different prices associated with different levels of comfort, such as a private room, a
semi-private room or a general ward – the premium paid for a higher comfort level is used to
cover some of the costs of the poorest patients.
 A formal system to assess a patient’s ability to pay on certain criteria.
While there are challenges in establishing and successfully running a cross-subsidy model, an increasing
number of healthcare providers are adopting some form of cross-subsidy to cater to the marginalized.
NICE Foundation, Hyderabad, Andhra Pradesh
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NICE Foundation is dedicated to improving maternal health and combating infant & child mortality. The Foundation
runs the Institute for the Newborn in Hyderabad, the largest institute in South Asia exclusively focused on neonatal
care, education and research with a mandate to make Hyderabad the safest place for newborns. It was established
as a PPP between the Andhra Pradesh government, NICE Foundation, Naandi Foundation and several philanthropists
to provide high-end intensive care at affordable and subsidized costs to benefit the poor.
Model:
 The institute is a 120-bed facility established for high-end, level-III neonatal care that is affordable to the
poorest of the poor.
 50% of beds are reserved for the under-privileged.
 All patients get quality care, irrespective of the ability to pay – by cross-subsidizing between its wealthier
and poorer clients, offering more comfortable waiting areas and better hospital rooms to those who are
able to pay, while maintaining simpler accommodations for the poor.
45

4. Micro-insurance
Micro-insurance increases financial access to maternal health services by lowering the financial outlay at
the point of service. There is evidence that micro-insurance schemes, which include maternal health
care in their benefits package can increase utilization of maternal health services and institutional
deliveries, and promote greater use of antenatal care among poor women.
The three basic models of health insurance are88:
 The health service provider model, in which a hospital plays the dual role of providing health
services as well as health insurance.
 The in-house insurance model, where voluntary health insurance providers (usually a Trust)
negotiate with one or several private/ public health service providers for provision of health
services to their members.
 The partner-agent model, where an NGO plays the role of an agent and acts as a distribution
channel, promoting insurance cover from insurance companies among their beneficiaries.
In recent years, the government has launched several publicly run and sponsored health microinsurance schemes such as the flagship Rashtriya Swasthya Bima Yojana (RSBY). Approximately 300
million people are currently covered by more than 100 health insurance schemes in India. These
schemes are run as PPPs.
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Even as state- and national-level government entities
are driving many large publicly subsidized health
insurance programs, around 65% of government and
community schemes are backed by commercial
insurers.90 Commercial insurers cover over 45 million
families through government schemes and around
4.5 million people through non-government
programs.91 United India Insurance Company (which
covers 81 districts under RSBY and an estimated 36
million insured under Tamil Nadu’s state scheme)
and ICICI Lombard (which covers 72 districts under
RSBY and has 3 million insured under communitybased health insurance) are currently leaders in
micro partnerships and government contracts. 92

RSBY districts by insurer89
Insurer
Districts
United India Insurance
81
ICICI Lombard
72
Oriental Insurance
43
Royal Sundaram
41
Chola MS
34
IFFCO TOKIO
33
National Insurance
33
New India Assurance
30
Tata AIG
23
Apollo Munich
21
Reliance
20
Star Health
18
HDFC ERGO
4

Micro-insurance products in general have shown some success. Newborn and maternal health outcomes
can be improved by bundling these services with a wider range of products, providing incentives for the
entire family (In India, VimoSEWA offered protection for all children under one premium to avoid
families choosing which of their children to insure) and pricing the premiums correctly. Many schemes
miscalculate pricing of products, resulting in premiums that are set either too high or too low.
Underpricing typically results from estimating what clients can pay, rather than on what is required to
cover costs, reach scale, and ensure adequate margins for sustainability. For example, the Karuna Trust
in India established a premium that was too low and proved unsustainable without supporting subsidies.

L&T and SEWA collaborate to provide micro-insurance
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VimoSEWA, a women’s insurance cooperative in India, promoted by the non-profit SEWA, has partnered with
L&T Insurance, an Indian insurance company, to become L&T’s first micro insurance agent. The cost of the
insurance ranges from INR 50 (US$ 1) to INR 730 (US$ 12) per year and coverage can protect against illness,
loss of wages and death.
Among the services of L&T Insurance is an online platform that allows insurance agents to issue policies
immediately on the field. The company reported total assets of ~INR 3 billion (~US$ 45 million) for 2011, and
has branches in the Indian cities of Ahmedabad, Bangalore, Bhubaneshwar, Coimbatore, Chennai, Delhi,
Hyderabad, Kolkata, Mumbai and Pune.
Mirai Chaterjee, the director of Social Security at SEWA, said she hopes the partnership will be able to expand
into sectors such as rural housing, consumer education and setting up a micro-insurance school.

35

Key takeaways for private sector engagement
There are clear synergies and opportunities for the healthcare and financial services sector to make
quality healthcare more accessible to marginalized women and their newborns.
The healthcare sector, particularly hospitals, has the potential to make quality newborn care more
affordable by:
 Participating in government programs through contracting and voucher schemes to provide free
or subsidized services.
 Adopting the cross-subsidy model to make high-quality services more affordable to the poor.
 Playing the dual role of providing health services as well as health insurance, as in the case of
Alka Hospital, Apollo Hospitals and Vatsalya Healthcare.
The financial services sector is already engaged in creating products such as vouchers and micro
insurance that help the poor access timely healthcare without having to bear out-of-pocket expenditure.
However, most of these projects are at the pilot stage, benefitting a limited number of families.
Collaborating with non-profits and the government will enable these corporates to market their
products at a larger scale to the communities that need them the most.
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Health Information Systems
Only 41% of live births were registered over 2005-2012 in India.94
In several instances, not only are births unregistered, but there is
also no record of newborn deaths or the circumstances leading up
to them. Moreover, a significant number of maternal and newborn
services are provided by a largely unregulated and informal private
sector, making registration and monitoring all the more difficult.
This dearth of critical information significantly hinders the
development of evidence-based strategies to prevent more
deaths. It also results in an absence of crucial information for
policy-making, planning and evaluation across all development
sectors, including health and health services.
Building effective maternal and neonatal health information
systems requires data collection across the continuum of care. It is
critical to record and monitor information on every woman as she
goes through her pregnancy and on every newborn during the first
crucial month of life.
Along with data on maternal and newborn deaths, there is a need
for well-defined and universally accepted metrics for birth
outcomes. Currently, few universal indicators are available for
monitoring equity of access and quality of maternal and newborn
care, and selected newborn health indicators are included in
routine health management information systems. Health
information systems that record and synthesize data on maternal
and newborn health indicators will form the basis of an evidencebased national-level strategy to fight these deaths.

"…Most of the world’s
newborn deaths and almost
all stillbirths enter and leave
the world without a piece of
paper to record their
existence. The fact that the
vast majority of these deaths
– which have a huge effect
on the women and families
involved – are never formally
included in a country’s
health registration systems
signifies acceptance of these
deaths as inevitable, and
ultimately links to inaction.”
Joy Lawn, co-author, Every
Newborn Action Plan

“Several times, a mother and

newborn are referred to a
higher-level facility, but the
specialist has no clue about
what level of treatment had
already been administered
at a lower level and what
the specific nature of the
complication is. A lot of time
is lost trying to address the
case as if it were a new
one.”
Aparna Hegde, ARMMAN

Ending newborn deaths can only become a reality when strategies
and interventions are based on a thorough assessment of the
current causes of deaths, where they occur, and which
interventions save most lives. The Government of India has
acknowledged the need for a strong information system platform
and has taken steps to address the issue through various programs,
including the Mother and Child Tracking System, maternal death reviews, national child survival
scorecards, and a Web-based Health Management Information System to gather data on a range of
service delivery indicators at the facility level. 95
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The Indian government has also set up an online, real-time data monitoring system, which records vital
information on the performance of SNCUs in the country, as well as the long-term outcomes of
discharged neonates, for guiding policy and initiating action for improving perinatal care. One of the
biggest gaps in these efforts is the absence of private healthcare players in India – gathering data from
these private providers is imperative to sound analysis and evidence building.96
While it is critical to develop metrics and build on existing tracking and monitoring mechanisms, the key
is to drive large-scale, uniform adoption of these systems across public and private healthcare. The
following are two highly effective solutions to address the information systems gap in newborn care in
India:
1.
Tracking newborns through Information, Communication and Technology (ICT) systems
2.
Conducting maternal and perinatal death reviews

Solutions
1. Tracking newborns through Information, Communication and Technology (ICT) systems
Information and Communication Technologies (ICTs) can be critical
Experts interviewed by Dasra have
enablers as they can facilitate the measurement of performance and
highlighted the need to monitor
progress, improving inclusiveness and transparency, connecting the progress of newborns once
information systems for reporting and research, and the delivery of
they leave the facility after birth to
healthcare and advice even to remote locations. Collecting relevant ensure adequate post-natal care
information can help in identifying and addressing gaps in services
and immediate attention in case
across the continuum of care. Just as data collection over time has of emergency.
helped to indicate the need for improved resuscitation services or
critical medical products, it can also help identify other gaps related to training, equipment or
infrastructure. Lessons drawn from various projects can be integrated into larger, shared databases to
identify macro trends and devise evidence-based solutions. This sort of information can help
policymakers plan and deploy resources and capital where it is needed the most.
Tracking newborns treated in Special Newborn Care Units (SNCU), Madhya Pradesh 97
Four years of data from 36 facilities in Madhya Pradesh showed that of infants treated in SNCUs, 13% died in the
first month after discharge. Further, mortality was much higher in rural populations as compared to urban, and
more deaths occurred among scheduled castes and tribes.
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In order to address the issue, the state of Madhya Pradesh, under NRHM, and in close coordination with
UNICEF, adopted an ICT approach involving customized software and an automated SMS system to track
newborns after discharge. They devised a system that involved five facility visits and six community visits by
trained ASHAs in the first month of an infant’s life. These visits would be ensured through timely SMS reminders
sent to frontline workers and family members.
Impact
The SMS system tracked ~1,200 newborns. In 2010, an increase in newborn survival was recorded as compared
to the 2008 sample base. Among infants successfully discharged from an SNCU, mortality reduced from ~10%
to 5%.
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2. Conducting maternal and perinatal death reviews
An analysis of seven studies from low- and middle-income countries indicated a reduction in perinatal
mortality of 30% after introduction of perinatal audits.98 However, the study also pointed out that the
effects of perinatal audits depend on the ability to close the audit loop by effectively implementing the
solutions to the problems identiﬁed to improve quality of care. As part of its national Reproductive,
Maternal, Newborn, Child, and Adolescent Health strategy, the Indian government has already
institutionalized a Maternal Death Review process to identify causes of maternal deaths and take
corrective action by addressing gaps in service delivery; it has similar plans to implement a uniform Child
Death Review across states.
Maternal and Perinatal Death Review for evidence-based prevention, Bangladesh
Bangladesh introduced the Maternal and Perinatal Death Review (MPDR) to improve the quality of services
provided to women in order to reduce maternal and neonatal death.
Model
 The system gathers actionable data on maternal and newborn deaths at both facility and community
levels.
 Verbal autopsies conducted in the case of 306 maternal deaths, 3,371 neonatal deaths and 3,056 still
births reported in 2011 in four districts revealed critical details to identify actions to improve care. For
instance, in Kashipur in the Thakurgaon district, based on data gathered by the MPDR system on maternal
and newborn deaths, and still births, local health authorities deployed Skilled Birth Attendants to work in
this health facility and provide logistical support, besides launching awareness activities.
Impact
 The intervention in Kashipur showed a remarkable reduction in deaths in the catchment area: there were
no maternal deaths, while eight neonatal deaths and five still births were reported (compared to four, 21
and 15 respectively in the previous year).

Key takeaways for private sector engagement:
 The technology and telecom sectors have a significant role to play in addressing the following
challenges in implementing and improving existing health information systems:
o Upgrading existing tracking and monitoring systems and software.
o Ensuring adequate infrastructure at various levels of care, especially lower-level facilities
such as PHCs, and training workers to use these systems effectively.
o There is a lack of big data that can provide macro-level trends on causes of death. This is
largely due to the fact that any data collected rests in pockets with various stakeholders
– primary facilities, private providers, government, non-profits. There is a need for a
centralized data system that can not only collate this information but also provide
insights into challenges and corresponding opportunities for action.
 Financial and social constraints often result in women either delivering at home or leaving the
facility soon after birth. Usually there is no tracking of the mother’s or newborn’s health before
and after the event of birth, often leading to complications. Corporates should therefore fund
mHealth initiatives that record and track data on pregnant mothers and newborns making it
convenient for the community as well as health workers to improve maternal and newborn
39



health. For instance: Johnson & Johnson funds the Mobile Alliance for Maternal Health, an
mHealth solution to educate pregnant women.
Private providers and public hospitals often lack data management and inventory systems to
ensure efficient functioning. Hospitals with established systems of data collection and
monitoring can help set up similar systems for private providers and public hospitals in highburden regions.

40

Essential Medical Equipment and Drugs
Shortage: Lack of essential equipment and drugs at the disposal of
skilled health workers significantly alters their potential to deliver
optimal newborn care. Along with a lack of basic equipment, there is
an acute shortage of devices for resuscitation (suction devices),
thermal care (warmers), and drugs to treat infections. For instance, in
a survey of eight SCNUs in India, none of the units had an adequate
number of functional baby warmers.100







Shortage of functioning equipment and essential
drugs is a pan-India problem
Newborn care equipment is available in only 28% of PHCs. 101
In Odisha, Himachal Pradesh and Haryana, resuscitation bags and
102
warmers are available in less than half the hospitals.
Less than 50% of facilities in Uttar Pradesh have a functional surgical
room, and a little more than half have essential drugs; 12% of PHCs
have regular supply of electricity, and only one in five PHCs has cold
chain equipment. 103
Only 12% of First Referral Units (FRUs) have regular blood supply.
The lack of functional blood banks at many facilities often prohibits
C-section procedures. 104

“We had to buy everything,
including antibiotics, saline,
medicines and gloves.
We have already spent
over INR 10,000 (US$ 164)
and are still to pay the
pharmacist about INR
5,000 (US$ 82).”
Janali Mushahary, mother
who delivered at a public
facility in Kolkata
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Skilled birth attendance means
not only the presence of the
health worker (the attendant), but
also the equipment, the medicines
and the system of management,
support and referral that allow
them to do their job effectively.99
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Underutilization: While many facilities face a shortage of functional equipment, absence of adequate
monitoring mechanisms for equipment and drug utilization in some facilities results in much of the
inventory purchased being underutilized or totally unutilized. Estimates of unutilized equipment in
developing countries are as high as 50-80%.105 For instance, audits reveal that there has been only 50%
utilization of neonatal care equipment such as weighing machines, thermometers and warmers at PHCs
and First Referral Units. In some facilities the equipment was in its packing case even after a year.106
Unaffordability: In cases where essential medicines are unavailable at facilities, marginalized families
are compelled to procure them from private chemists at high prices. It is routine in many hospitals and
health centers to ask the patient’s relatives to buy gloves, suture material and medicines, which
becomes a major deterrent for poor people in seeking care at a facility.
In an attempt to make life-saving

There is substantial progress globally on developing low-cost
drugs available when needed, the
equipment and drugs, which have a proven impact on saving government now allows trained
personnel at community health
maximum newborn lives. A large number of babies could be saved
107
posts to use injectable antibiotics
with basic equipment and drugs costing only US$1-6 (INR 61-366).
to treat severe newborn infections
However, in India, the scope of the problem extends beyond
when a referral is not possible. 108
shortage of drugs and equipment to include quality, utilization
monitoring, stock management systems, training of staff, corruption, access in remote areas, and an
outdated national-level essential drug list. Some of the key solutions to address this focus area include:
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1. Driving greater adoption of low-cost and easy-to-deliver alternatives
2. Accessing preventive care through essential vaccination during pregnancy
3. Promoting Kangaroo Mother Care

Solutions
1. Driving greater adoption of low-cost and easy-to-deliver alternatives
Babies in some of the world's poorest and remotest communities are being saved through the use of
low-tech, low-cost interventions. Also, in several resource-poor situations where prompt referral to a
facility is not possible, health workers have to treat
The wider use of four low-cost products
newborns at home. Simplified antibiotic regimens for
could save the lives of 1 million babies every
treatment of serious bacterial infections, delivered through year: 109
• For 51¢ (~INR 31), a pregnant woman
outreach services from primary health facilities might save
can get a simple steroid injection to
additional lives in settings where referral is not possible. For
help her baby’s lungs mature.
instance, SEARCH uses injectable antibiotics delivered by its
• For 10¢ (~INR 6), per use, the antiseptic
Village Health Workers to treat cases of newborn sepsis.
chlorhexidine can save lives when used
to clean umbilical cords and belly
PATH uses Uniject, a one-time disposable injection, which is
buttons.
used to deliver antibiotics at a low cost.
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2. Accessing preventive care through essential vaccination
during pregnancy
6% of the neonatal deaths in India can be avoided by
immunizing pregnant women against tetanus and other
preventable diseases.110 Steroid injections given to a
pregnant woman can help a baby’s lungs mature in case of
smaller newborns. The risk of neonatal mortality is
significantly lower for infants of mothers who avail four or
more antenatal visits, consume 90 or more IFA tablets and
receive two or more TT injections.112

•
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For 13¢ (~INR 8), injectable antibiotics
can easily treat fatal infections such as
sepsis and pneumonia.
For $6 (~INR 360), a resuscitation
device can help save millions of babies
in the first critical minutes after birth.

TT injections during ANC visits provide the
main protective effect—the risk of neonatal
mortality was significantly lower in
newborns of women who received two or
more TT injections but did not consume 90
or more IFA tablets, or who received two or
more TT injections but did not avail four or
more antenatal visits. 111

3. Promoting Kangaroo Mother Care (KMC)
Endorsed by the World Health Organization, KMC involves
teaching mothers and other caregivers how to keep newborns warm through continuous, 24 hours a
day, skin-to-skin contact with the mother’s chest. KMC has been shown to prevent infections, promote
breastfeeding, regulate the baby’s temperature, breathing, and brain activity. It is one of the most
promising ways to save preterm and low-birth-weight babies particularly in low-income settings. Proven
to be more effective than incubators for stable preterm babies, it has the potential to reduce newborn
deaths by more than 50%.113 In fact, it has the greatest impact during the first week of a preterm baby's
life, when deaths are most likely to occur. A study conducted in western India found that low-weight
babies treated with KMC had better average weight gain per day than babies exposed to other
techniques.114 Additional testing and adaptation is needed to scale the approach for household and
community levels.
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Key takeaways for private sector engagement:
 There is a substantial play for pharma companies and equipment makers to support global efforts to
save newborns by expanding distribution of essential low-cost life-saving commodities. For example:
Phoenix Medical Systems manufactures, distributes, and sells Brilliance, a low-cost phototherapy
system for treating jaundice in newborns throughout India.
 The main causes of newborn deaths are well-researched and known. Equipment makers and
healthcare companies need to invest in developing customized solutions that are cost-effective,
need fewer resources to operate and are relevant to the circumstances of marginalized
communities.
 Corporates should support non-profits creating awareness about and driving adoption of low-cost
drugs and promoting alternatives such as Kangaroo Mother Care in regions with no access to
essential equipment.
 Private players from the healthcare industry can also advocate to update the list of minimum
essential commodities to include some of the critical and low-cost maternal and newborn care
vaccinations and medicines.
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Corporate Models
of Engagement to
save newborns

Business leaders hold tremendous power to influence action and advance
change. They can help transform priorities and perspectives, provide practical
advice and direction on various avenues for private sector involvement and
ensure constructive dialogue between the private sector, policy, non-profit, and
donor communities.
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Few target groups are as highly motivated and attuned to innovative commodities, technologies, and
messaging as expectant mothers and fathers. 115
All cultures worldwide celebrate when both mother and baby survive and remain healthy. This does not
require much: a hygienic and safe place at birth, basic equipment and medicines, and the right skills to
help the mother and baby during birth and in the critical days that follow. Yet each year, millions of
babies in India die in the first month or even first week of their life due to causes that can be addressed
by applying existing knowledge, simple techniques and innovative models.
The corporate sector’s power to innovate and ability to create
sustainable models places it in a unique position to create impact.
There are enormous opportunities to harness the potential of all
business sectors including pharmaceuticals, diagnostics, healthcare delivery, financial services, ICT and mobile, media and
communications, consumer goods, transport services and others.
Businesses can engage across the continuum of care – depending
on their particular industry via their products and services,
distribution and delivery infrastructure, technology, or by investing
their human capital to enable transfer of knowledge and skills.
Business expertise if effectively harnessed and directed, could be
the key to addressing maternal newborn and child health (MNCH)
challenges.

“Partners vary – from vaccine
donor to grant maker…
product innovator to
technology developer…
researcher to logistics
experts… policy advocator
to communication specialists.
But everyone has a role
to play.”
UN Secretary-General
Ban Ki-moon

Newborn survival is a compelling investment option for corporates, especially in light of the 2% CSR
mandate in the recently passed Companies Act 2013.
Section 135 of the Companies Act 2013 mandates that companies of a certain size allocate 2% of their
average net profits from the preceding three financial years to CSR initiatives. With this new
requirement, many corporates have had to evaluate compliance of existing CSR programs, while others
have had to develop a new CSR policy that is both aligned with the new law and with the objectives and
priorities of the company.
Newborn survival, given the scale of the problem in India and the recent political push to reducing
newborn deaths, presents a significant opportunity for CSR investment. Historically, few corporate
interventions have focused squarely on addressing challenges around newborn mortality at scale. By
investing in saving newborn lives, corporates can establish leadership in a space that is otherwise
relatively nascent in its evolution.
Most companies have a vested interest in addressing the health and well-being of the communities in
which they work
These investments can enhance visibility and relationships with national governments while boosting
reputation with consumers. But engagement does not only have to come from CSR. As companies have
explored how their core products and services can engage and profoundly impact communities, many
have discovered unforeseen entry points into new markets and built added value for their employees
and customers.
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Models of Engagement
Corporates employ a number of approaches to address newborn deaths, ranging from funding nonprofits to owning and operating their own programs. While some models of engagement are completely
aligned with the core expertise of a business and even linked to revenue generation in some cases, other
models involve providing financial support, employee skills, other business resources and, managerial
and technical support. Based on expert interviews and analysis of corporate programs addressing
newborn care, Dasra has developed the following framework of engagement for corporates addressing
MNCH in India:
Business
Resources
High

Own and Operate

Operate programs from
conceptualization to
operationalization

Funding Plus

Helping partner NGO
conceptualize, plan and
monitor programs

Technical, managerial and
operational support
Funding


Professional associations

Newborn health alliances

Non-profit organizations

Shared Value

Reconceiving products
and markets

Redefining productivity
in value chains

Strengthening local
clusters


Low

Core Expertise
Low

High

Dasra analysis

Funding| Fund programs that improve outcomes for newborns
Johnson & Johnson | Merck | Max India | Deepak Fertilizers | Glaxo-Smithkline
One of the most popular corporate models of engagement
involves providing financial support to newborn care programs.
This is a low-engagement model adopted by corporates looking
to provide funding and limited technical and strategic support.
Corporates using this model fund established programs of
professional associations and non-profit organizations with
demonstrated impact to drive large-scale improvements in
newborn health. They also enter into multi-stakeholder alliances
to improve newborn health outcomes.

FOR WHOM: Corporates that
 Are interested in addressing a
gap or focus area that is
underserved
and
needs
investment and attention
 Prefer to support existing
programs with demonstrated
impact and scale
 Choose to build capacity in the
development sector rather than
creating internal teams
This engagement model also requires46
the existence of strong non-profits
that are capable of delivering on
outcomes

The programs or interventions are not owned or managed by the corporate sponsoring them.
Corporates from varied industries have adopted this model since this kind of support allows the
corporate to choose underserved areas and issues that need not be aligned to the core expertise of the
business. Additionally, this approach enables a corporate to support multiple causes simultaneously.
Periodic monitoring and impact assessment are, however, critical to the success of this approach.

Funding Plus | Fund programs and stay closely involved
with program aspects, but work through partner NGOs to
operationalize interventions on the ground
Piramal Foundation | ICICI Foundation

FOR WHOM: Corporates that
 Are seeking to leverage their
internal resources to enhance
impact
 Are interested in designing and
developing new models of
impact
 Are unable to find non-profits at
scale in their chosen focus area

In addition to funding, some corporates make significant value
additions by providing technical, managerial and operational
support to build systems and improve processes so as to
maximize the impact of newborn care programs. The corporate
identifies a sector or specific issue and seeks partners that run successful programs targeting that
particular area. Currently corporates are supporting newborn programs by:



Helping with conceptualizing, planning, coordinating and monitoring activities on the ground
Leveraging operational resources from their own business - supply chain management systems,
human resources support and IT systems. For instance, a corporate may help a health facility
build an inventory system for medicines and drugs.

This approach may or may not be aligned with the core expertise of the business. The success of this
approach largely depends on a mapping of the needs of the program against the resources a business
has to offer. For instance: Piramal Foundation provides financial, managerial and shared services
support to the non-profit Health Management and Research Institute (HMRI) for technology-based
solutions that improve health information systems for tracking health outcomes of mothers and
newborn children.

Own and Operate| Own and operate the entire program
from conceptualization to operationalization

FOR WHOM: Corporates that
 Typically have a larger budget
for the chosen intervention
 Take a long-term view to
addressing challenges in the
sector
 Are willing to dedicate and
invest in teams and skills
internally to create impact

TATA Steel | Ambuja Cement Foundation
Under this model, the corporate operates the programmatic
intervention and is solely accountable for its outcomes. It may
seek technical expertise from experienced organizations in the
sector to guide the implementation. It may also seek
partnerships with other organizations that can contribute to
achieving its programmatic goals. For instance: TATA Steel runs
the Maternal and Newborn Survival Initiative (MANSI) Program
that receives technical support from SEARCH, a non-profit organization with expertise in maternal and
newborn health and Ambuja Cement Foundation runs a comprehensive healthcare program, which
addresses maternal and child health.
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Shared Value| Creating new markets by developing initiatives that align business
competitiveness and growth with social impact
Phoenix Medical Systems | Novartis | General Electric | Apollo Hospital | Fortis Hospital | Wipro
Of all the approaches, the shared value approach is most strategically aligned with the core competency
of a business and gives it a competitive edge. By definition, shared value is a management strategy that
helps companies generate revenues from new markets by identifying and addressing social problems
that intersect with their business. Corporates looking for a higher degree of engagement in the newborn
survival sector are best suited to adopt this approach which weaves the program into the core business
strategy. For these programs to be successful, a corporate needs to invest a substantial amount of
resources in designing, implementing and managing these programs. The corporate may partner with
other stakeholders to deliver these programs, but ownership rests with it. Several shared value
programs have a vesting period in which corporates invest in programs that lead to demand generation
in the long run, while for some programs, the impact on the business is more immediate.
There are three broad ways in which Shared Value strategies are implemented RECONCEIVING PRODUCTS AND MARKETS
This entails defining markets in terms of unmet needs or social ills and developing profitable products or
services that address these needs.
 The corporate may develop new, and/or adapt existing products and services to target gaps in
the market:
 GE Heathcare produces low cost baby warmers suitable for resource-poor settings
 Apollo Hospital and Fortis Hospital run telemedicine initiatives that deliver affordable
healthcare services in remote locations
 Wipro’s IT solutions for the government help Accredited Social Health Activists (ASHAs)
track, monitor and counsel pregnant women and also conduct fetal monitoring
REDEFINING PRODUCTIVITY IN VALUE CHAINS
This entails increasing the productivity of the company or its suppliers by addressing the social and
environmental constraints in its value chain
 The corporate can focus on design, development and delivery in its value chain:
 Phoenix Medical Systems manufactures and distributes low cost phototherapy devices, that
were developed by social business D-Rev, which has expertise in this area
 The corporate can revisit its distribution and sales approach:
 Novartis’ Arogya Parivar program is a for-profit social business that uses local village
networks to strengthen its value chain and increase brand visibility in rural areas
STRENGTHENING LOCAL CLUSTERS
This involves strengthening the competitive context in key regions where the company operates in ways
that contribute to the company’s growth and productivity
 A corporate may use its power to influence demand conditions
 Novartis trains local villagers to act as health educators to create demand for drugs
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Select Case Studies
Funding
One of the most popular corporate models of engagement involves providing
financial support to newborn care programs administered by:
 Non-profit organizations
 Professional associations
 Newborn health alliances
Non-profit organizations
One of the most common models of engagement involves corporates funding a program run by a nonprofit organization to address newborn care. This model enables corporates to analyze existing
initiatives, conduct due diligence, and pick from a number of established programs based on their
funding criteria. Dasra has highlighted some of the most established high-impact, high-scale non-profits
addressing maternal and newborn care in the next section of the report.
Focus Areas: Workforce, Service Delivery, Community Ownership and Participation
Glaxo-SmithKline (GSK) 116
Supports IIMC to provide primary health services to the mother and child
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In 2009, GSK India extended its support to The Institute for Indian Mother & Child, which runs maternity centers in
the most backward areas of West Bengal. The project provides supplementary nutrition to all pregnant, lactating
and weaning mothers along with their newborns. It also creates awareness of best practices among mothers
through educational programs and trains Traditional Birth Attendants for safe child birth.
Impact: In 2013, GSK impacted 220,000 beneficiaries providing services such as maternal and child health
screening, dietary supplements, and other healthcare needs.

Focus Areas: Workforce, Service Delivery, Community Ownership and Participation
Deepak Group of Companies (DNL & DFPCL) 117
Safe Motherhood and Child Survival Project
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Partners: Government of Gujarat, Deepak Group of Companies, Deepak Foundation (founded by the head of
Deepak group of companies but functions as a separate non-profit)
Program: The program provided a package of services for women from the village to the district level.
Interventions included:
 Promoting institutional care by trained village health volunteers
 Emergency transport facility for high-risk cases
 Strengthening peripheral government health facilities
 Help desk at district hospitals to help rural and tribal beneficiaries access quality care at tertiary level
 Capacity-building of grassroots functionaries
 Eliciting community participation through activation of Village Health and Sanitation Committees
 Building a computerized management information system
Impact and Scale: This was one of the largest public private partnerships in India’s health sector, supporting a
cadre of frontline women health workers in 1,550 villages to improve access to government health facilities and
increase community monitoring of service delivery for a 2 million population. From 2005 to 2011, the project
Professional
Associations
observed a 45%
decline in maternal mortality, a 7.5% decline in infant mortality and a 47% increase in
institutional deliveries.
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Corporates fund associations of medical professionals (nurses, neonatologists, pediatricians and
obstetricians) to create guidelines and protocols, and build capacities of health workers to administer
care. Experts interviewed by Dasra highlight this as an effective model to provide training to birth
attendants and refresher training for existing workforce, especially to address the most common causes
of newborn mortality. Some of the professional associations addressing newborn care in India include:
Indian Academy of Pediatrics, Federation of Obstetric and Gynecological Societies and the National
Neonatology Forum.
Focus Area: Workforce
Johnson & Johnson 118
‘Golden Minute’ Training to train health workers in newborn resuscitation
117
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Partners: Johnson & Johnson, Indian Academy of Pediatrics, American Academy of Pediatrics, Government of India
Program: In 2009, J&J supported the Indian Academy of Pediatrics to launch a program aimed at training health
workers, nurses, pediatricians, and gynecologists in newborn resuscitation practices. This ‘Golden Minute’ training
program was developed by the American Academy of Pediatrics in partnership with the Indian government’s Neonatal
Resuscitation Program.
Scale: Through this initiative, J&J has committed resources to reduce infant mortality across 610 districts of India by
providing an academic grant, logistical support and strategic inputs to the Indian Academy of Pediatricians.
Impact: Following the government's active engagement in addressing infant mortality through the NRP in 2009, IMR
has declined by 10%, with the most remarkable results in Kerala, Tamil Nadu and Andhra Pradesh. Through this and
other initiatives, the program aims to reduce neonatal mortality rate from 37 per 1,000 live births to 33 in its areas of
influence.

Focus Areas: Workforce, Service Delivery, Medical Technologies
Merck119
Support to Federation of Obstetric and Gynecological Societies to improve service quality and train workers
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Partners: Merck, Federation of Obstetric and Gynecological Societies, Jhpiego
Program: Merck for Mothers is a 10-year, $500 million initiative focused on creating a world where no woman
dies giving life. It is committed to using business and scientific expertise to improve maternal health and is
working in more than 30 countries. In India, Merck for Mothers works in partnership with local organizations, the
country’s Federation of Obstetric and Gynecological Societies and Jhpiego to develop standards of quality care,
and help private providers meet those standards through training, quality improvement and a better
accreditation system, particularly in Jharkhand and Uttar Pradesh.
Focus areas for this program include improving the quality of maternal care in urban areas by training private
providers on safe birthing practices, use of cutting-edge low-cost, easy-to-use technologies, and developing
quality standards to help private providers qualify for government programs that subsidize the cost of maternal
health services.

50

Newborn Health Alliances
Corporates create or support global and national alliances to share best practices, to build evidence, to
facilitate cross-learning and sharing of resources, to undertake research and advocacy and to largely
organize the efforts of multiple stakeholders in the sector to drive the global momentum for newborn
survival. While some alliances focus on overall newborn care, some have a specific focus on promoting
an intervention. For instance, the MAMA alliance, which focuses on the use of mobile health, and the
Helping Babies Breathe alliance, which focuses on asphyxia. Other such alliances include Every Mother
Every Child, Healthy Newborn Network, White Ribbon Alliance for Safe Motherhood India, The
Partnership for Maternal, Newborn & Child Health, and Global Alliance to Prevent Prematurity and
Stillbirths
Focus Areas: Community Ownership and Participation, Information Systems
Johnson & Johnson 120
Mobile Alliance for Maternal Health (MAMA) – An mHealth solution to educate pregnant women
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Partners: US Agency for International Development (USAID), Johnson & Johnson Foundation, the mHealth
Alliance, UN Foundation and BabyCenter.
Program: A program that targets underserved pregnant women and new mothers with voice and animationbased health solutions on mobiles to encourage the adoption of best practices during pregnancy and after
birth.
Scale: Aims to reach 1 million pregnant or expecting women in Mumbai’s urban slums. It will be a cross-sector
initiative, with funding from USAID, the Indian Ministry of Health, the Gates Foundation and several other
India-based organizations and implementation by the non-profit organization ARMMAN.

Focus Areas: Community Ownership and Participation, Workforce, Service Delivery,
Information Systems
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Merck
White Ribbon Alliance for Safe Motherhood India (WRAI) – Aims to improve maternal health services
by engaging pregnant women
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Partners: WRAI operates at the national level with a membership of over 1,500 organizations.
Program: As one of its four partners in India, Merck for Mothers supports WRAI’s efforts to build a new mobile
health platform enabling women to rate the quality of maternal health care they receive. WRAI has in turn
partnered with the non-profit Gram Vaani to build a crowdsourcing strategy in which radio campaigns and other
offline communications channels would inform women of a free phone line they can call to rate the services
they receive from public and private facilities and get information about quality of care.
Participants’ feedback would then be available on the phone system for others to access to determine which
health facility they want to access. This feedback would also be synthesized so health officials and health
providers can use it to improve care — creating a full feedback loop. The same phone line would also provide
information to women about what constitutes quality care.
Scale: WRAI and Gram Vaani are currently field testing a prototype and engaging various stakeholders to help
design the program.
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Funding Plus
Several corporates are using their core expertise to support newborns and their
mothers through:
 Being closely involved in programs
 Assisting with planning and monitoring activities on the ground
Closely involved in conceptualizing, planning and monitoring programs
Focus Areas: Service Delivery, Community Ownership and Participation
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ICICI Foundation
City Initiative for Newborn Health (CINH) – Community awareness and action on MNCH
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Partners: CINH is a collaboration between ICICI Foundation, non-profit SNEHA, the Municipal Corporation of Greater
Mumbai (MCGM) and University College London Centre for International Health and Development
Program: CINH works to improve the health of mothers and newborns among slum communities in Mumbai. ICICI
provides financial support and advises on strategy, MCGM ensures service delivery in public facilities, SNEHA
coordinates the initiative, ensuring communication between the partners and UCL advises on monitoring and
evaluation. In addition to working with municipal health service providers to improve maternal and neonatal
services, the project sought to mobilize the community to improve maternal and neonatal care practices and care
seeking. It also worked to strengthen primary care to increase the availability and quality of decentralized services
at primary healthcare facilities.
Scale: The initial project covered a population of approximately 400,000 spread over 24 slum clusters across six
wards of the city. MCGM has now scaled it up to cover Mumbai’s western suburbs. Government tertiary care
facilities have started backward referrals of patients from hospitals to health posts and maternity homes, which has
led to a reduction of overcrowding at tertiary-level government hospitals.
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Other Models of Engagement
Employee Engagement
Some corporates leverage their in-house expertise and human capital to provide strategic, technical or
operational support to non-profits.
Focus Areas: Workforce, Community Ownership and Participation
Vodafone123
World of Difference (WOD) - Employee volunteering to build capacity of non-profit organizations
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‘World of Difference’ (WoD) program is Vodafone Foundation’s flagship initiative that enables employees to donate
their time, skills, expertise and passion to work for a non-profit organization of their choice. Operating in 22 countries
worldwide, the WoD program is a unique way of corporate giving that goes beyond a traditional funding approach. The
World of Difference program launched for the first time in India in November 2011, in partnership with Dasra.
Program: Over the years, the program has provided hands-on assistance to several non-profits working on addressing
child survival in India. For instance: in the 2013-2014 WOD program, a Vodafone employee volunteered at Child
Survival India, a non-profit that educates community-based groups about healthcare practices related to maternal and
child health and HIV prevention and care. The employee helped develop a strategic plan for resource mobilization and
corporate engagement, trained the team to leverage resources from corporates and deliver corporate proposals and
presentations.
Impact: Since 2011, 78 skilled employees have provided over 38,500 man-hours working on 73 different social projects
with diverse non-profits on defined projects over eight weeks in India. The employees continue to receive their salary
and all related benefits from Vodafone India throughout the WoD Program.
 An evaluation of the 2013-2014 program indicated that it helped 75% of participating non-profits improve
internal processes; helped 68% of non-profits to improve structure, effectiveness and efficiency of the
program; 71% of non-profits reported that the volunteer’s work helped saved money for the organization.

Product Donations
Corporates often provide equipment, drugs or other essential resources for free to non-profits. Usually these
programs include a training component for health workers to use the equipment effectively. This model has the
potential to drive maximum impact by providing life-saving products such as warmers or resuscitation devices
during the critical first 24 hours of birth.
Focus Areas: Medical Equipment, Service Delivery
Johnson & Johnson 124
Providing free baby wraps to the non-profit Impact India Foundation
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Johnson & Johnson has provided free baby wraps to Impact India Foundation’s Community Health Initiative (CHI) as
part of the ‘Saving Lives Through Baby Wraps’ project. These wraps help swaddle babies immediately after birth. This
minimizes the chances of newborns dying of hypothermia due to the temperature difference between the mother’s
warm womb and the cold external environment.
CHI covers a population of two million people, mainly tribals, in the rural Thane District of Maharashtra. Apart from
providing this crucial device, the 'Saving Lives Through Baby Wraps' project aims to motivate rural women to deliver
their babies under skilled medical care at government facilities – thereby reducing the high infant and maternal
mortality rates that arise from unsupervised home births.
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Own and Operate
Corporates own and operate the entire program from conceptualization to
operationalization

Focus Areas: Workforce, Service Delivery, Community Ownership, Medical Equipment
TATA Steel 125
117
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MANSI Project – Providing home-based care by leveraging government workforce
(December 2009-November 2014)
45

Maternal and Newborn Survival Initiative (MANSI) is being implemented by Tata Steel Rural Development Society, a
division of Tata Steel’s corporate social responsibility wing, and the American India Foundation in partnership with the
local government (Department of Health and Family Welfare, Government of Jharkhand) and non-profit SEARCH as the
technical consultant. Managed by the MANSI staff, the program runs in 167 villages in the Seraikela Kharsawan district
of Jharkhand covering around 83,000 people.
MANSI is a replication of the Home Based Newborn Care (HBNC) project implemented by SEARCH in Gadchiroli,
Maharashtra – a model that brings organized healthcare to the villages by enhancing the capacity of ground level
government health workers working under the NRHM - called Accredited Social Health Activists or ASHAs in most parts
of India and Sahiyas in Jharkhand - to provide maternal and neonatal services to their homes till the baby is a year old,
followed by continuous monitoring of the child till the age of 5 years.
The MANSI team works closely with SEARCH to:
 train ASHAs and Sahiyas on the HBNC curriculum, a set of modules that prepares community health workers to
address the leading causes of newborn and maternal mortality
 provide ASHAs with necessary equipment and other materials
 upgrade several sub-centers within the Seraikela block to handle normal deliveries and improve referral
systems for complicated deliveries
Impact:
 Reduction in neonatal mortality rate by 33%
 Pregnant women receiving at least 3 antenatal medical checkups increased from 41% (District Level Household
Survey III- 07-08) to 91% (MANSI MIS, 2013)
 Institutional deliveries increased from 21% (DLHS - III) to 79% (MANSI VRS, 2013)
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Shared Value
Certain corporates have managed to develop a new market for their businesses
by investing in activities, products, and processes that solve the challenges
faced by mothers and their newborns in marginalized communities.

Redefining Productivity in Value Chains
Focus Areas: Medical Equipment, Workforce
Phoenix Medical Systems and D-Rev 126
Providing access to low-cost phototherapy devices
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Phoenix Medical Systems makes neonatal care equipment in India, primarily compact florescent bulb phototherapy
devices. The mission of Phoenix is "to provide solutions that match the best in the world at very affordable prices".
D-Rev designs medical products for people living on less than US$ 4 (INR 244) a day. One of these products is
Brilliance, a low-cost phototherapy system for treating jaundice in newborns.
In late 2010, D-Rev licensed Brilliance to Phoenix Medical Systems. Brilliance was released in the market in November
2012. The licensing agreement is structured to incentivize sales to public hospitals in India and low-income countries.
D-Rev and Phoenix have agreed to cap the selling price of Brilliance at US$ 400 (INR 22,000).
Impact to date: 21,000 babies treated, 17,692 of which would not have got effective treatment, 418 neonatal deaths
averted, 510 units installed in nine low-income countries.
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Strengthening Local Clusters

Focus Areas: Workforce, Service Delivery, Financing
Novartis - Arogya Parivar 127
Created a social business for access to essential medicine
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Arogya Parivar, a social business created by Novartis, recruits and trains locals in remote villages to become
“health educators,” who inform communities about health, disease prevention and the benefits of seeking timely
treatment. Local teams work with doctors to organize health camps – mobile clinics that provide access to
screening, diagnoses and therapies – in remote villages. Arogya Parivar is a commercially-viable program. It began
making profits 30 months after start-up and since 2007, sales have increased 25-fold. The program is based on
four pillars known as the “4 As”:
 Awareness: In 2013 alone, 4.3 million villagers received health education through Arogya Parivar. The
program also educates physicians through knowledge sharing and medical detailing of treatment options.
 Accessibility: Strong links with more than 22,000 doctors and new distribution networks help to make
medicines available in 28,000 of the most remote pharmacies. Through health camps, qualified doctors travel
to rural areas to provide screening, diagnosis, treatment and preventive care. More than 450,000 villagers
were diagnosed in health camps between 2010 and 2013.
 Affordability: Providing health services and medicines close to home minimizes travel costs, which can be
more expensive than treatment. The Arogya Parivar portfolio supplies many essential medicines at affordable
rates.
 Adaptability: Communications, product packaging and training are adapted to local conditions. The product
portfolio is also customized based on the local disease burden. Local health educators are recruited to adapt
the program to local dialects and culture.
Impact: From 2010 to 2013, outreach in rural areas across 10 Indian states has brought health education to more
than 10 million people and direct health benefits to 760,000 patients through diagnosis and treatment.
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Current corporate trends
Corporate investment in newborn survival has been fairly nascent thus far; there exists a significant
opportunity to establish leadership and drive scale for programs addressing newborn survival
Of the universe of corporates in India, Dasra evaluated 30 companies with initiatives on newborn
survival. Our research shows that of these, more than half are from sectors other than healthcare.

Our mapping shows that initiatives by most companies address at least two gaps simultaneously.
‘Community ownership and participation’ is an important part of many programs as it is important to
create demand and awareness among families and communities for the solutions being implemented.
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Non-Profits Addressing
Newborn Care
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Role of non-profits in saving newborns
As is evident from an analysis of various corporate models of engagement, funding an established nonprofit to achieve scale and maximize impact is one of the most preferred means of addressing gaps in
the newborn sector. In this section, Dasra has profiled 14 non-profits with the best newborn care
programs in India. Each of these non-profits has a unique model of tackling the issue along with an
established network of partners which they can leverage further to achieve scale. These non-profits
have been repeatedly acknowledged for running some of the most impactful interventions on the
ground, as is evidenced by the support they receive from large funding agencies such as USAID,
McArthur Foundation, Ford Foundation and World Bank.
Most non-profits addressing newborn care in India focus on the entire continuum of care from
conception to the first year of a child post-birth. Most programs are a combination of maternal and
newborn care – reiterating the critical need to focus on a package of interventions to create maximum
impact. While some non-profits such as Save the Children and Embrace explicitly focus on child care and
address newborn care and maternal care as a part of their larger child survival and development goals,
several non-profits like Ekjut or Karuna Trust have a specific focus on meeting the health needs in a
particular region, and address newborn care as one of the critical areas of overall community
development.
Most of the non-profits address at least three of the six cornerstones: health workforce, service delivery,
community ownership and participation, health financing, health information systems, essential medical
equipment and drugs. Most of the non-profits profiled in the following pages focus on addressing gaps
in workforce and service delivery, while promoting larger community ownership and participation
through their programs. It is encouraging to see a large number of non-profits actively seeking
information from their communities to monitor progress and build evidence.
Currently, several corporates are giving to the sector through non-profits to particularly address service
delivery and workforce gaps with a focus on driving community ownership. Funding these non-profits
generates substantial social returns for a corporate. Corporates looking to fill neglected gaps in the
sector could look at these non-profits as partners to reach out to a larger section of the target
population. For instance: there is an opportunity for corporates from the insurance sector to partner
with these non-profits and leverage their networks to create demand for their micro-finance and other
insurance products covering maternal and newborn care. Similarly, IT and telecom companies have
huge potential to integrate the fragmented efforts in the area of health information systems with
government systems to facilitate national-level analysis, and evidence and policy building.
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Non-Profit - Cornerstone Mapping
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ARMMAN
CARE
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Embrace India
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NICE Foundation
PATH
Save the Children
Bal Raksha
SEARCH
Seva Mandir
SEWA Rural
SNEHA
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ARMMAN











Headquarters: Mumbai, Maharashtra
Website: www.armman.org
Year Founded: 2008
Coverage in India: Maharashtra
Geographical Focus: Urban and Rural
USP: Addressing systemic gaps in both health service delivery and community healthcare-seeking
practices, by adopting a multi-sector, evidence-based ‘community needs assessment’ approach
Donors/Partners: Johnson & Johnson, Department for International Development, UK, ipartner India,
Glenmark Foundation, Lokmanya Tilak Municipal General Hospital (Sion hospital), FOGSI (Federation of
Obstetrics and Gynaecological Societies of India), Inscripts, MAMA, Dasra
Organization Budget (2014-15)*: INR 2.42 crore (US$ 396,721)
Program Budget (2014-15)*: INR 1.97 crore (US$322,951)

Overview
ARMMAN designs and implements sustainable interventions to reduce maternal, neonatal and child
mortality and morbidity in underprivileged urban and rural communities in India. It achieves this by
identifying and addressing systemic gaps in both health service delivery and community healthcareseeking practices, by adopting a multi-sector, evidence-based ‘community needs assessment’ approach.

Maternal and Child Health Program
ARMMAN focuses on improving the well-being of pregnant mothers, newborns and children in the first
five years of their life. Three of their lead projects are targeted at reducing mortality and morbidity of
mothers, children and neonates:
1. Project HERO (Helpline for Emergency Response Operations) - Mumbai’s first real-time information
system about emergency medical resources such as ICU beds and blood via helpline, website, SMS
and mobile phone application.
2. mMitra (in urban India) and Phone Sakhi (in rural India) are timed and targeted voice call services
that send twice-weekly voice calls on preventive care information directly to the phones of enrolled
pregnant women and mothers from the first month of pregnancy until the first year of the child’s
life:
 Phone Sakhi in rural India also includes one-minute animation clips on important topics of
mother and infant healthcare.
 145 voice calls of 60-90 seconds in the local dialect are sent from the first month of pregnancy
till the child is one year old. All women attending the antenatal clinic of LTMG hospital (Sion
hospital), Mumbai, are being enrolled into the mMitra service as part of their antenatal care
(funded by Glenmark Foundation) – 3,500 women are already benefitting from mMitra; by
March 2015, ~5,000 will get enrolled into mMitra as part of their ANC at Sion hospital.
 MAMA (a global alliance of Johnson & Johnson, UN Foundation, USAID,and Babycenter) has
partnered with ARMMAN to reach 50,000 urban poor women in Mumbai through mMitra in
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2014-15. Dasra is building ARMMAN’s capacity in terms of financial planning to implement the
project.
3. Arogya Sakhi Home-Based Care: The Arogya Sakhi acts as the maternal and child health advocate of
the village and assists the ASHA worker and the government health system. She provides afterwork-hours home-based antenatal and postnatal infancy care for a nominal fee. In addition to
enrolling women into Phone Sakhi and showing them animation clips monthly, the Arogya Sakhi is
trained to perform home-based preventive, diagnostic and treatment interventions.
4. Mother and child high-risk factor tracking in Melghat, Maharashtra: The project aims to support
the work of auxiliary nurse midwives (ANMs) to ensure that mothers and children with high risk
factors, who have delayed accessing care when referred, or who have never accessed care from
ANMs, are picked up in time and appropriate care is given.

Outreach and Impact
Since most ARMMAN projects are fairly new, impact assessment is underway, but the organization
received a grant from J&J to partner with MAMA and scale mMitra to 50,000 women by 2014-15, and
5 lakh in Mumbai by 2016-17.
 Organization Outreach: Estimated to touch 51,000 by March 2015
 Program Outreach: 45,000 by March 2015

*Since the mMitra program was started in 2014-2015, ARMMAN’s budgets for 2014-2015 is the most accurate
representation of the size of its maternal and newborn programs
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CARE India







Headquarters: New Delhi
Website: http://www.careindia.org/
Year Founded:1950
Coverage: Pan-India
Geographical Focus: Rural, Urban
Funders/Partners: Bill & Melinda Gates Foundation (BMGF), Janani (family planning), Abt Associates
(public-private partnership), Columbia University – Averting Maternal Death and Disability/AMDD
(maternal health), Emory University (nutrition), Save the Children/Saving New-born Lives
USP: An extremely large and well-established organization working in one of the high-burden newborn
states
Organization Budget: INR 67 crore (~ US$ 11 million)
Program Budget: INR 65 crore (~ US$ 10.7 million)






Overview
CARE has been working in India for over 60 years, focusing on poverty and social injustice. It runs
comprehensive programs in health, education, livelihoods and disaster preparedness and response.

Maternal and Newborn Health Initiatives
Ananya – Integrated Family Health Initiative (IFHI)
IFHI is a five-year initiative (2010-2015) led by CARE India with initial focus on all 137 blocks of eight
districts in Bihar. This was followed by supporting the government in scaling up activities starting in 2013
to the remaining 30 districts of Bihar.
CARE and its partners support the Bihar government in creating solutions to increase the quality and
coverage of priority, cost-effective interventions in maternal, newborn and child health; immunization;
nutrition; and family planning. The goal is to help reduce maternal mortality, neonatal mortality, fertility
and under-nutrition, with a focus on the 1,000-day period from the mother’s pregnancy to the child’s
second birthday.
Five categories of cross-cutting solutions are being tested and implemented in eight early innovation
districts:





Data-driven program management.
Integrating services across the “window of opportunity” from pregnancy to the first 24 months,
and integrating the efforts of health and government Integrated Child Development Services
programs at the block, health sub-center and village levels.
Improving tools and skills of frontline workers and their supervisors.
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Optimizing financial and non-financial incentives for healthcare providers and families to offer



and receive care.
Making best use of qualified private providers for key maternal, newborn and family planning
interventions.

In concert with the other BMGF grantees in Bihar as well as other stakeholders, CARE aims to increase
equity in the distribution of health services by ensuring that all families are mapped and included by
frontline workers; equity is monitored and addressed by supervisors and managers; and accountability
mechanisms benefit all population groups. The project learnings will also yield documentation of the
effectiveness of strategies, tools and innovations.

Outreach and Impact







Organization Outreach (2013-2014): 36.4 million
Since the program began in 2010, it has seen significant progress in reducing maternal, neonatal and
infant mortality. Assessments have shown, for instance, that institutional deliveries increased by 8%
and counselling to expected mothers on emergency preparedness increased by ~41%.
Significant progress was also detected for newborn care – breastfeeding within one hour of delivery
went up by ~20%.
The percentage of never-immunized children the age group 6 to 11 months dropped to 3.4% from
8% before the intervention.
Significant improvement was seen in complementary feeding practices, which increased by ~47%.
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Ekjut











Headquarters: Chakradharpur, Jharkhand
Website: http://www.ekjutindia.org
Year Founded:2002
Coverage: Jharkhand, Bihar, Odisha, Madhya Pradesh
Geographical Focus: Rural
USP: Works with women’s groups to develop strategies for effective health promotion during
pregnancy, delivery and the post-partum period
Funders/Partners: Centre of International Health and Development (University College, London),
Health Foundation, Department for International Development, UK, Wellcome Trust, Women and
Children First and the Big Lottery Fund, UK
Organization Budget: INR 4.8 crore (US$ 786,885)
Program Budget: INR 4.8 crore (US$ 786,885)

Overview
Ekjut works towards the empowerment of isolated tribal communities as well as socially disadvantaged
non-tribal communities living in the remote regions of Jharkhand, Bihar, Odisha and Madhya Pradesh
through community-based interventions. Few sick mothers and newborns in these regions reach a
health facility, resulting in a very high incidence of maternal and newborn mortality.
Ekjut adopts a ‘three-track approach’ that includes monitoring, empowerment and advocacy to address
health inequalities, using women’s groups, to enable behavioural change and community
empowerment. The organisation focuses on nutrition and maternal, newborn and child health.

Maternal and Newborn Health Initiatives
Ekjut’s program is based on a unique Participatory Learning and Action (PLA) model through which
facilitators work with women’s groups at the village level to collectively explore the consequences of
their behaviours, become engaged in decision making and proactively participate in problem solving.
The program is delivered through monthly PLA-based meetings, conducted by facilitators trained by
Ekjut in the community participation method. The program consists of identification and prioritization of
problems, solutions and planning strategies; action and implementation; and assessment and
evaluation.
Ekjut also has a very robust monitoring, data collection and surveillance system through which the
effectiveness of the program is tracked and evaluated. It spends ~30% of its total budget on building an
evidence base, conducting research, disseminating findings, engaging with government and actively
advocating to influence policy.
Ekjut conducted a trial to test its hypothesis that a community-based participatory approach and work
with women’s groups would reduce neonatal mortality and maternal depression, and improve the
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community’s home-care practices and health-seeking behavior. Ekjut identified three adjoining districts
in Jharkhand and Odisha –Saraikela, Kharswan, West Singhbhum and Keonjhar – to field its trial. This
intervention has also been proved to be effective in five other districts of Jharkhand and Odisha.
Ekjut’s 4-phase approach to PLA during its trial


Facilitators help the women’s groups explore local practices and beliefs associated with
pregnancy and the postpartum period, and help them identify and prioritize the problems of
mothers and newborns in their community.



Discussion on the cause of problems (both immediate and underlying) among mothers and
newborns to identify solutions with multiple stakeholders including husbands, community
leaders, ASHAs, ANMs and Aanganwadi workers.



Implement strategies to address maternal and child health issues. Participants discuss the
need for safe delivery practices, antenatal and postnatal care, home-based neonatal care,
identifying life-threatening symptoms, the importance of visiting doctors for adverse
conditions and the significance of exclusive breastfeeding for the first six months.



Facilitators help participants internalise these messages through pictorial presentations,
games, dances, songs and stories.



The women’s groups evaluate the impact of their meeting and the change in health-seeking
behaviour among participants.

Phase 1

Phase 2

Phase 3

Phase 4

Outreach and Impact
 Ekjut presently works with 75,940 direct beneficiaries across 12 districts in the states of Jharkhand,
Odisha, Madhya Pradesh and Bihar.
 At the end of the three-year trial, there was a 32% reduction in neonatal mortality in the
intervention clusters: the evaluation at the end of Phase 4 also revealed that during the trial period,
there were 49 maternal deaths at intervention clusters as against 60 deaths in control sites. As the
trial progressed, an increasing number of pregnant women participated in the meetings. The
community was also better aware about government programs and schemes like the Janani
Suraksha Yojana to help pregnant women.
 Ekjut is helping Jharkhand’s state government to integrate the strategy of community participation
into the state’s Program Implementation Plan under the National Rural Health Program.
 ASHAs in the state are being trained in the PLA approach to carry out similar interventions across
Jharkhand. The PLA approach is now being piloted in Bihar, Jharkhand and Odisha to tackle
malnutrition and has now been endorsed by the World Health Organization and Every Newborn
Action Plan.
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Embrace











Headquarters: Oakland, California; Bangalore, Karnataka
Website: http://embraceglobal.org/
Year Founded: 2008
Coverage: 11 countries
Geographical Focus: Rural, Urban
Funders/Partners: Embrace Innovations, Flora Family Foundation, COMO Foundation, Cisco,
SanDisk, Goldman Sachs, Siemens, The David and Lucile Packard Foundation, BT, The Mulago
Foundation, Peery Foundation, Tarsadia Foundation, McMurtry Family Foundation, Global
Health Foundation among others
USP: Targeted solution for pre-term LBW babies - a major cause of newborn deaths in India
and globally
Organization Budget: INR 4.9 crore (US$ 805,574)
Program Budget: INR 3.7 crore (US$ 612,236)

Overview
Embrace's mission is to advance maternal and child health among the world’s most vulnerable
populations. It was founded at Stanford University’s Institute of Design in 2008, when a group of
graduate students designed an intervention for neonatal hypothermia that cost less than 1% of the price
of a $20,000 state-of-the-art incubator.
The low-cost warmer treats and prevents hypothermia in resource-limited settings, which can otherwise
lead to preventable newborn deaths or to chronic and debilitating health issues. Embrace focuses on
building partnerships with healthcare facilities that serve the bottom-of-the-pyramid populations. It
donates all infant warmer devices and training programs, so no costs are incurred by the families
requiring treatment.
Distribution




Donate infant warmers for free to communities in need
Partner with community-based organizations and non-profits

Revenues





Individual donations
Foundation grants
Royalties on all commercial sales




100 Embrace programs in 11 countries
Impacted the lives of over 116,000 low birth weight and premature
infants
Warmer integrated with education on hypothermia and newborn
health
Monitoring and evaluation to ensure effectiveness

Multiplied Impact
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Embrace works in close partnership with Embrace Innovations, the for-profit social enterprise that was
then created to rapidly scale manufacturing and global distribution of these life-saving infant warmers,
and to continue R&D to innovate for healthcare in developing countries.
 Distribution: Sales to government and private clients
 Revenues: Commercial sales and impact investors

India Program Overview
Currently in India, Embrace works in seven states, with 64 healthcare facilities and nine partnering
organizations. Within Embrace’s non-profit wing, there are two models:
 Private healthcare clinics run by non-profit organizations
 Government healthcare facilities
o Embrace has a team of site educators and site managers that actively visits mothers, as
well as participates and facilitates trainings of ASHAs and ANMs. They also make an
effort to reach out to those ASHAs who accompany pregnant mothers to the hospital to
train and educate them.
Specific interventions include:
 Provide low-cost baby warmers and raise awareness of the impact of hypothermia in premature and
low-birth-weight babies among healthcare staff, mothers, families and community members.
 Provide ongoing training and support on use of the infant warmer and Kangaroo Mother Care as
critical interventions for hypothermia.
 Provide complementary health education focused on addressing the root causes of low birth weight,
hypothermia and other maternal/child health issues as relevant to the community.
 Collect monitoring and evaluation data to better understand the program’s impact on maternal and
child health outcomes.

Outreach and Impact



Reached out to over 100,000 low birth weight and premature infants to date.
By September 2014, Embrace had supported over 116,000 infants and nearly 12,500 mothers,
family members and healthcare workers.
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Impact India Foundation












Headquarters: Mumbai, Maharashtra
Website: www.impactindia.org
Year Founded: 1983
Coverage in India: Maharashtra
Geographical Focus: Rural
USP: Intensive action against preventable causes of disabilities, delivered through existing delivery
systems and available infrastructure.
Donors/Partners: UNICEF, UNDP, WHO, Indian government, Impact Foundation , UK., Mahindra &
Mahindra Group, Emirates Airline Foundation, BHEL, Volkart Foundation, Pirojsha Godrej Foundation,
Pragati Manav Seva Sansthan, The Smile Train, NTPC, SAIL
Organization Budget: INR 6.5 crore (US$ 1,065,574)
Program Budget: INR 1 crore (US$ 163,934)

Overview
Impact India Foundation (IIF) is an International Initiative against avoidable disablement, promoted by
the UNDP, UNICEF, and WHO in association with the Governments of each participating country. It runs
two major initiatives:
 Community Health Initiative (CHI): CHI focuses on preventive health measures for long term
disability reduction, in consonance with the 2015 MDGs to improve maternal health and reduce
infant mortality. This is being implemented on a case-to-case basis in the Parali Primary Health
Centre (PHC) area of Thane district for a predominantly tribal population of ~60,000.
 Lifeline Express: World’s first hospital on a train is the flagship of IIF run in partnership with the
Indian railways which has medically served more than 800,000 poor in rural India.

Maternal and Child Health Program
1. Anemia reduction in adolescent girls: In order to achieve CHI’s objective of normal weight, healthy
and disability-free newborns, IIF treats potential mothers, during their adolescence, for anemia
through supplementation and de-worming. All target girls were counselled on prevention of
anaemia, through diet counselling and promotion of kitchen gardens to cultivate and consume
vegetables that provide micronutrients.
2. Rubella and Tetanus Toxoid immunization: CHI programs include Rubella (an infectious disease
which causes disability in the foetus if it occurs during pregnancy) immunization of all adolescent
girls residing in the eleven sub centre areas of Parali PHC. CHI also immunizes all pregnant women
against Tetanus in the 3rd or 4th month of pregnancy with ~100% coverage in coordination with
government health staff.
3. Completion of four antenatal check-ups; promotion of institutional deliveries; completion of
postnatal check-ups
 In co-ordination with Auxiliary Nurse Midwives (ANM), Accredited Social Health Activists and
Aanganwadi Workers, every month 24 clinics are held at the government health centres and
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Aanganwadi Kendras to screen pregnant women for high-risk factors. These women are also
educated and counselled on childbirth and child care, diet, regular consumption of Iron & Folic
acid tablets and safe delivery in hospitals under skilled medical care.
CHI staff also facilitates transport of pregnant women for delivery in hospitals. It mobilizes the
community by making it aware of the “Maher Ghar” (Mother’s Home) facility available at the
PHC premises, for the free-of-cost boarding and lodging of the pregnant woman and her family,
well in advance of her due date.
CHI staff accompanies the ANM on visits to post-delivery cases within a week of childbirth to
counsel her on diet, consumption of IFA tablets, exclusive breastfeeding and to check for post delivery complications. This visit is followed by intermittent visits for 6 months to assist the
lactating mother and supervise her breast feeding practice.

4. Immunization of newborns and infants: Infants born in institutions are vaccinated immediately
after birth against Tuberculosis and Polio. Follow up doses and other vaccinations are administered
to infants through 85 clinics conducted at Anganwadi Centres. The role of the CHI staff is to track
drop-outs, counsel the communities on the importance of immunization, its impact on disability
prevention and to promote attendance at the Immunisation clinics.
5. Hypothermia prevention and care of low-birth-weight (LBW) newborns: To control and prevent
hypothermia, and to promote institutional child births, CHI staff provides baby wraps to pregnant
women in their eighth month of pregnancy or immediately after an institutional delivery. Kangaroo
mother care is also advocated to keep the new-born warm. The community is counselled on the use
of infant warmers to care for LBW babies.
6. Community awareness: Health education is imparted by CHI staff in the 11 Sub Centres of Parali
Primary Health Centre every month to foster community awareness on health issues and increase
the knowledge of the causative-risk factors of disabilities.
7. Capacity-building of health workers: IIF sensitizes the community on government health programs,
infrastructure and entitlements. Meetings held every month discuss village health issues, constraints
in implementation of health programs, facilitation of institutional deliveries, support required for
ANC check-ups and immunization clinics arranged in villages, government health infrastructure.
Village Health Committees are imparted training by CHI staff to create awareness of the government
health department’s referral structure and the services available at the different levels of
healthcare. Twelve training modules prepared by CHI on Mother and Child Health and disability
prevention are provided to all ASHAs, Aanganwadi workers and ANMs.

Outreach and Impact




Within a year of the conduct of CHI activities in 2012-13, in the Parali PHC area, which resulted
in an increase of attendees at the PHC from 2,000 to 16,327, the government restored the
Indian Public Health Standards status to the PHC, thereby making it eligible to receive increased
funds from NRHM.
Until June 2014, 875 girls or 83% of adolescent girls were free of Anemia; 86% of adolescent girls
were immunized against Rubella; 91% of pregnant women were immunized; 74% of child
deliveries were institutional; 75% of babies were protected from hypothermia.
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Karuna Trust











Headquarters: Bangalore, Karnataka
Website: http://www.karunatrust.com
Year Founded: 1986
Coverage: Arunachal Pradesh, Karnataka, Maharashtra, Manipur, Meghalaya, Odisha, Rajasthan
Geographical Focus: Rural
USP: A PPP model of engagement with state governments to manage remote and non-functional
primary health care (PHC) and referral centres in rural India
Funders/Partners: Governments of Karnataka, Odisha, Arunachal Pradesh, Meghalaya, Manipur, NRHM,
MacArthur Foundation, India Development Foundation, Sir Ratan Tata Trust, Cognizant Foundation,
Wienerberger Brick Industry, American Service to India, Nuclear Power Corporation of India
Organization Budget: INR 32.7 crore (US$ 5.4 million)
Program Budget: INR 27.5 crore (US$ 4.5 million)

Overview
Karuna Trust has pioneered and implemented a successful Public-Private-Partnership model. The
government hands over a non-functioning PHC to Karuna Trust with the same infrastructure, resources
and personnel that it invests in any other PHC. The trust provides better and more services related to
mother and child healthcare at the contracted PHC than that provided by a government-run PHC. It does
it at the same cost or at 10-20% less than what the government spends.
The Trust manages 68 PHCs in eight states – Karnataka, Andhra Pradesh, Odisha, Arunachal Pradesh,
Manipur, Maharashtra, Meghalaya and Rajasthan. Through the PHCs it manages, the Trust's 1000+
healthcare professionals – doctors, nurses & staff – are reaching out to over one million people.

Maternal and Newborn Health Initiatives
The PHCs provide antenatal and postnatal care to pregnant women. They immunise children, administer
tetanus toxoid injections and other vaccines and distribute iron-folic acid tablets. The PHCs have wellequipped, functional operation theatres where they conduct deliveries.
Community participation:
The Village Health Sanitation and Nutrition Committee (VHSNC) and the Aarogya Raksha Samithi
participate in planning, delivering and monitoring the services that the PHC provides. The VHSNC
committee prepares an annual Health plan for the village which includes topics like maternal health,
child health, nutrition, sanitation, drinking water facility etc. Every three months the members meet
and grade the services provided by PHC into poor, good and excellent. The PHC include these
recommendations for improving the services. The focus is to enable, involve and educate the
communities to seek preventive healthcare rather than curative.
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Health workforce:
The Trust ensures availability of PHC health workers at the centre as the staff has to stay at the PHC or
the sub-centre they have been assigned to. The Trust has also created a set of modules to train PHC staff
on technical issues (Reproductive Maternal Newborn Child and Adolescent Health (RMNCH+A) HIV/AIDS
and mental health), managerial issues (planning and budgeting, PHC management and waste
management) and other areas such as participatory rural appraisal and health awareness programs.
Service Delivery / Essential Equipment and Drugs
Karuna Trust uses a uniform set of indicators to track progress at a PHC. It assesses change at the PHC
after takeover to arrive at a measure of progress (parameters include change in the PHC building and
staff quarters, sub-centre buildings, equipment including cold chain and furniture, availability of skilled
staff, medicines and emergency transport mechanisms, etc.).
Health Information Systems
Karuna Trust acts as a facilitating organization to promote and share knowledge on issues of
development, livelihood and education with people living in rural areas through the Village Resource
Centre. The organization has one Resource Centre in Mysore and 18 student sites located in rural areas
in different districts of Karnataka. Using VSAT connectivity at PHCs in Karnataka and Arunachal Pradesh,
the Trust provides telemedicine services, with support from Narayana Health hospital in Bangalore, to
hospitals located in hilly areas.

Outreach and Impact






Reached out to a population of 1 million in seven states.
Average institutional delivery rate as of 2013 in the 27 PHCs run by the Trust in Karnataka is
98%.
In Karuna Trust-managed PHCs in Karnataka:
o The Maternal Mortality Rate (MMR) is 92 per 100,000 live births, which is much lesser
than the MMR national average of 178, and the Karnataka state average of 144.
The Infant Mortality Rate (IMR) in Karuna Trust-managed PHCs is 8.3 per 1,000 live births as
against the IMR of 39 in rural Karnataka.

72

NICE FOUNDATION













Headquarters: Hyderabad, Andhra Pradesh, Telangana
Website: http://www.nicefoundation.in/
Year Founded: 2002
Coverage in India: Andhra Pradesh, Telangana and Rajasthan
Geographical Focus: Urban and Rural
USP: Innovative models and partnerships with state governments, corporate and the civil society to deliver
quality health services to the vulnerable and needy, and contribute to Millennium Development Goals by
combating maternal, neonatal and infant mortality.
Funders/Partners: State governments of Andhra Pradesh and Rajasthan, ACCESS Healthcare, United Way
Hyderabad, ADP, Dr Reddy Labs, the Naandi Foundation, GMR Foundation, National Rural Health Mission,
Andhra Pradesh, Indian Institute of Health and Family Welfare, London School of Hygiene and Tropical
Medicine, Effective Intervention, UK, and Baylor University, US.
Organization Budget: ~INR 7 crore (US$ 1.15 million)
Program Budget: ~INR 6 crore (US$ 983,600)

Overview
NICE Foundation is dedicated to improving maternal and child health. NICE Foundation also focuses on
providing primary healthcare to the community at large. The Foundation provides quality health care to
the marginalized through its hospital, school-based services, and its rural child health program. Its
current interventions include Institute for the Newborn, Hospital for Women & Children, Reproductive
Child Health Program for Tribals, Community Health Intervention and the Schoolchild Healthcare Plan.

Maternal and Newborn Health Initiatives
NICE (Neonatal Intensive Care and Emergencies) Institute for the Newborn
This is the largest institute in Southeast Asia, exclusively focused on neonatal care, education and
research with a mandate to make Hyderabad the safest place for newborns. It is established as a publicprivate partnership between the Government of Andhra Pradesh, NICE Foundation and several
philanthropists to provide high-end medical intensive care at affordable and subsidized costs to the
poor. It comprises of a neonatal facility of 120 beds
It is networked with all the maternity hospitals in the city of Hyderabad. It caters to a wide range of
communities and income groups, for the delivery of appropriate level of neonatal care, including
emergency transportation to its facility from other hospitals through its mobile intensive care units that
have newborn transport teams who are on call 24/7.
Along with providing critical medical care and support to newborns, the Institute is also a centre of
education and research in the area of perinatal-neonatal healthcare, drawing from experiences of
renowned national and international doctors and scientists. It also trains newborn specialists, scientists
and paramedics.
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Reproductive Child Health Program for Tribals
1. Safe Motherhood and Child Health Program
To reduce the burden of pregnancy and childbirth among tribal women, NICE provides basic care and
support during ante/post natal care, safe delivery and under-five childcare through its‘ Safe Motherhood
and Child Health program.’ The program provides comprehensive maternal and neonatal healthcare
through its Tribal Health Centre through three health teams consisting of trained and experienced
nurses who visit villages daily. Each village has a trained and skilled Village Health Worker or Traditional
Birth Attendant who takes care of the health needs of women and children with support from the health
team. The program is operational in Paderu tribal region of Andhra Pradesh (164 villages with a total
population of 6,000).
2. Community Health and Medical Provision: Impact on Neonates (CHAMPION) Trial
The trial, implemented with technical assistance from London School of Hygiene and Tropical Medicine,
UK, and supported by Effective Intervention, UK, and Naandi Foundation, is a neonatal mortality
reduction program undertaken in 232 tribal villages in Nagarkarnool village of Mahabubnagar district in
Andhra Pradesh. The intervention focused on a combination of community health promotion campaigns
along with improved supply of health services by contracting out to non-public health sector facilities.

Outreach and Impact




Under the Reproductive Child Health Program for Tribals, the number of women who avail of
antenatal and postnatal care has increased.
The Champion Trial has led to a 25% reduction in neonatal mortality over three years, and has
been extended to 433 villages of Mahaboobnagar District in Telangana.
Results of the Safe Motherhood and Child Health Program indicate that health seeking behaviour
has improved and institutional deliveries have increased.
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PATH











India Headquarters: Delhi
Website: http://www.path.org
Year Founded: 1977
Coverage in India: Uttar Pradesh and Maharashtra
Geographical Focus: Rural and urban
USP: Prioritising maternal and neonatal health within primary healthcare programs and within communities
themselves
Funders / Partners: Bill & Melinda Gates Foundation (BMGF)
Organization Budget: US$ 334.5 million (global)
Program Budget: INR 152.5 crore (US $25 million) (Sure Start), INR 91.5 crore (US$ 15 million) (Parivartan)

Overview
PATH is an international non-profit with a specific focus on innovating to save lives and improve health,
especially among women and children. It accelerates innovations across five platforms — vaccines,
drugs, diagnostics, devices, and system and service innovations. By mobilizing partners around the
world, it takes innovation to scale, working alongside countries primarily in Africa and Asia to tackle
their greatest health needs.
In India, PATH’s work covers maternal and child health, reproductive health, emerging and epidemic
diseases, health technologies, and vaccines and immunization. Much of its work has focused on
developing local health governance networks and self-help groups for improving delivery of maternal
and newborn health services.

Maternal and Newborn Health Initiatives
1. Sure Start (2006-2013): Supported by BMGF, the Sure Start project focused on household and
community actions to improve maternal and newborn health among the rural poor in Uttar Pradesh
and urban poor in Maharashtra. It covered a target population of 24.5 million. Through partnerships
with governments and ~95 non-profits, the project implemented innovative, community-based
solutions that contributed to substantial increases in antenatal and postnatal care, institutional
deliveries, and recommended breastfeeding practices. Interventions included:
 Changing behaviour to improve maternal and newborn health, which included communication
using billboards, street plays, quizzes, and films on health of mothers and newborns.
 Increasing demand for health services: To encourage women to request skilled birth attendants
or deliver their infants at medical facilities, the project emphasized birth preparedness, safe
home delivery, and recognition of danger signs that warrant professional care. It engaged
fathers in the effort through a letter that addressed the father-to-be, helping them to better
understand their pivotal roles in the well-being of their wife and children.
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Increasing access to lifesaving services: By complementing the key strategies identified under
the National Rural Health Mission in Uttar Pradesh, and the planned National Urban Health
Mission in Maharashtra, the program sought to increase access to services. It also strengthened
linkages among communities, healthcare systems, and public and private service providers.
Uttar Pradesh
Worked in seven districts, collaborating with
both the state government and National Rural
Health Mission.
Mentored 7,450 accredited social health
activists (ASHAs) and trained 2,773 ASHAs to
conduct effective postnatal visits within one
week after delivery, revitalized 2,811 Village
Health and Sanitation Committees, and
established 6,871 mothers’ groups at the village
level.





Maharashtra
Worked with municipal corporations in several
urban areas of seven cities and contributed to the
Government of India’s planned National Urban
Health Mission.
Facilitated adoption of 12,000 pregnant women by
170 self-help groups, obtained examinations for
26,823 pregnant women and referrals for 2,728
high-risk cases, and built the capacity of 176 link
workers and 205 health workers to effectively
counsel pregnant women and their families.

2. Parivartan (2011-2016): In Bihar, PATH is assisting prime contractor Project Concern International
and Foundation for Research in Health Systems. The goal of Parivartan is to:
 Foster and strengthen community structures in eight early-innovation districts to improve family
health and sanitation practices.
 Strengthen accountability mechanisms for health, sanitation, and welfare services through
community structures that work to advance equity as well as service access, quality, and
utilization in the innovation districts.
 Establish a knowledge base of successful approaches to scale up community mobilization and
build partnerships and mechanisms to support state-wide scale-up and sustainability of
community mobilization interventions.

Outreach and Impact
Uttar Pradesh (Sure Start): The proportion of women registering pregnancy increased from 78% to 90%,
the proportion of pregnant women who received complete antenatal checkups increased from 13% to
25%, institutional deliveries increased from 24% to 57%, the percentage of mothers breastfeeding the
baby within one hour of delivery improved from 53% to 69%, exclusive breastfeeding increased from
21% to 52%, and women seeking treatment from a trained provider for a postpartum danger sign
increased from 15% to 26%.
Maharashtra (Sure Start): The project documented an increase in the number of women giving birth in
hospitals and an increase in early registration of pregnant mothers.
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Piramal Swasthya (Health Management and Research Institute)





Headquarters: Hyderabad
Website: www.piramalswasthya.com
Year Founded:2007
Coverage: Andhra Pradesh, Assam, Chattisgarh, Jharkhand, Karnataka, Maharashtra, Odisha, Rajasthan,
Telangana and West Bengal
Geographical Focus: Rural and Urban
USP: Provides and promotes ICT-enabled healthcare services for all, primarily to meet the unrealized
needs of vulnerable people living in rural and urban areas.
Funders / Partners: State governments
Organization Budget: N/A
Program Budget: N/A







Overview
Piramal Swasthya is part of Piramal Foundation and works towards making healthcare accessible and
affordable to all segments of the population, especially those most vulnerable. It leverages ICT to cut
cost without compromising on quality, and establishes partnerships to scale its solutions. It is present
across India in 10 states with a 1,400+ strong force comprising 150+ doctors, specialists, paramedics and
counsellors.

Maternal and Newborn Health Initiatives
1. Piramal Swasthya has three flagship platforms, which integrate with India’s existing public health
system:
 Health information helpline: Provides round-the-clock medical advice, counselling, directory
information and complaint registry services by using medically validated algorithms and disease
summaries.
o Currently runs “Dial 104” helplines in six states – Assam, Chhattisgarh, Jharkhand,
Karnataka, Maharashtra and Rajasthan.


Mobile health services: Deploys technology-enabled vehicles to remote villages to provide
screening and follow-up services for maternal and child health, and chronic disease conditions
for vulnerable population.
o Besides currently running programs across Odisha, Rajasthan, Assam, Andhra Pradesh
and Telangana, Piramal Swasthya also implements CSR activities of companies such as
Aditya Birla Group and Uranium Corporation of India.
o Together these programs have provided services to ~14 million people.



Telemedicine services: Connects remote rural patients with urban doctors to deliver specialist
care.
o Partnered with state governments and philanthropic organizations to run telemedicine
initiatives for 24,887 beneficiaries through over 40 tele-health centres.
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2.

Piramal eSwasthya: Recruits, trains and deploys Piramal Swasthya Sahayikas (PSS), village-based
women health entrepreneurs who invest in setting up a clinic from their homes and use mobile
phones to connect a patient to an eSwasthya call centre manned by paramedics and doctors
who use Web-based Clinical Decision Support System to provide provisional diagnosis based on
patient history and diagnostic data shared by PSS.
o Launched in March 2008, eSwasthya has treated more than 94,000 patients till date.

Integrated (telemedicine + mobile medical units) mother and child health program for tribals

Andhra
Pradesh
Telangana



Operates integrated mobile health and telemedicine platforms for tribal pregnant women, mothers and
children at Araku, Vishakpatnam district.



Operates integrated mobile health and telemedicine platforms for pregnant women, mothers and children
at Tiryani, Indervelly tribal areas, Adilabad district and Digwel, Medak district.

Outreach and Impact
Platforms

State

HIHL - Mother
and child
tracking system

Assam

Mobile Medical
Units

Telemedicine

Telangana
Odisha
West Bengal
Rajasthan
Assam
AP
Telangana
Assam
Maharashtra
Karnataka

Start year of
primary service

Cumulative number of beneficiaries (2011-2013)

2013

345,478

2011

450,968

2011

11,114
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Save the Children










Headquarters: New Delhi
Website: https://www.savethechildren.in
Year Founded : 2004 (registered in India); operating in India since 1940s
Coverage: Pan-India
Geographical Focus: Rural, Urban
USP: A newborn health program that has served as a demonstration and training site for several
countries in addition to India
Funders/Partners: USAID, the Bill and Melinda Gates Foundation, Swedish International Development
Agency, Mondelez and Reckitt and Benckiser, The Office of His Holiness The Dalai Lama
Organization Budget: INR 151 crore
Program Budget: INR 31 crore

Overview
Save the Children works among marginalized and deprived populations in 18 states across the country
to protect children’s rights to survival, development and protection. Its programs focus on health and
nutrition, water and sanitation, education, child protection, disaster risk reduction and emergency
response. As the Indian member of the global Save the Children movement, Save the Children, India
leverages the expertise and experience of the global membership.
Save the Children works closely with academia, corporate partners and through implementing NGO
partners at the local level, piloting innovative methods and approaches, and building community
structures to ensure that the rights of children are protected. It also has strong relationships with the
government and regularly works at the local, district, state and national levels to share its evidence‐
based best practices and advocate for more effective implementation of government programs.

Maternal and Newborn Health Initiatives
The focus of Save the Children’s Maternal, Newborn & Child Health programs in India, operational
across 11 states, is on demonstrating the replicability and scalability of high-impact models of care for
maternal, newborn and child health. The aim is to provide an evidence base for the national health
system, and thereby influence policy. This program is integrated with others that address infant and
child nutrition, and Water, Sanitation and Hygiene (WASH). The approach is to work with grassroots civil
society organizations to demonstrate pilots, empower communities, and engage with the government
for skills development and scaling up of pilots. Save the Children works at three levels:
1. Direct programing to demonstrate high‐impact community based models of care (such as home‐
based maternal, newborn and child care activities in Gadchiroli, Maharashtra) where global best
practices have been implemented.
2. Community mobilization around the issues of child mortality and malnutrition in order to generate
awareness and build support for political change.
3. Engagement with policy makers to bring about long-term policy and programmatic changes.
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Select Health, Nutrition and WASH Programs in India
Bihar




Work in the rural areas of eight backward districts
Mobilize communities to demand better quality healthcare services

Delhi






Work in 10 slum clusters covering an estimated 600,000 population
Address WASH needs through community-managed toilets, safe water kiosks
Promotion of Aanganwadi and school-level toilets and personal hygiene
Scaling the Aanganwadi hygiene model across Delhi






Work in Tonk town and the tribal district of Dungarpur
Prevention and management of moderate and severe acute malnutrition
Work on pre-service training of Auxiliary Nurse Midwives across the state
Enhancing skills of more than 300 frontline health workers at community and facility level to
provide quality maternal and child health services

Jharkhand






Work across four tribal districts
Integrated projects addressing newborn survival, child nutrition and WASH
Focus on enhancing skills of women to address maternal and child health issues
Scaling its Home-Based Newborn Care training module across the state

Uttar
Pradesh




Enhancing skills of Skilled Birth Attendants on essential neonatal care in two districts
Training and job aids scaled up across Uttar Pradesh by the government

Rajasthan

Other Initiatives
In October 2009, Save the Children launched a global campaign for child survival – the EVERY ONE
campaign to accelerate progress towards Millennium Development Goal 4 and achieve a significant
reduction in newborn and child deaths by 2015.
 It seeks to catalyse a cross‐sector movement for change, drawing together civil society groups,
the public sector, business, the media and citizens, to understand how neonatal and child
deaths can be prevented; and press for necessary policy and program change.
 It is supported by field projects to share lessons learned with the government to influence policy
and ensure the scale‐up of high‐impact models across the continuum of maternal, newborn and
child health and nutrition.
 As a result of the campaign, Save the Children has been able to influence the XIIth Five Year Plan,
lead the India Newborn Action Plan 2014, convince the government to redesign the training
program for SBAs on essential newborn care, and generate widespread awareness on
preventable child deaths and the importance of achieving MDG 4.

Outreach and Impact
From January 2012 to date, Save the Children’s programs in India reached out to more than 6 million
people; of these, 2.6 million were children. Its Health, Nutrition and WASH programs reached out to an
estimated 850,000 children.
NOTE: Save the Children is registered in India as Bal Raksha Bharat and the organisation uses its registered
trademark Save the Children in all public communication.
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Society For Education, Action and Research In Community Health (SEARCH)











Headquarters: Gadchiroli, Maharashtra
Website: http://searchgadchiroli.org/
Year Founded:1986
Coverage in India: Gadchiroli district for health service delivery, education and research, Maharashtra for
education through publications, India and developing and underdeveloped countries for advocacy and
training
Geographical Focus: Rural
USP: Community-based health care delivery solutions for priority maternal and child health problems
Funders / Partners: MacArthur Foundation, Government of India, Save the Children US,
Organization Budget INR 4 crore (US$ 655,738)
Program Budget: N/A

Overview
SEARCH (Society for Education, Action and Research in Community Health) is a non-profit organization
that designs community-based healthcare delivery solutions. The priority areas are maternal and child
health, adolescent reproductive health, tobacco de-addiction and non-communicable diseases.
SEARCH trains selected locals to diagnose and treat specific infections and diseases at the home and
village level in rural and tribal settings. SEARCH develops, tests and implements inexpensive
interventions that a selected group of semi-literate locals can implement after training. SEARCH
conducts rigorous trials demonstrating which interventions are effective, transferring these field lessons
to the global community of public health practitioners through the publication of articles in peerreviewed journals. The organization has a field area of 86 rural villages and 48 tribal villages with a
population of 100,000 in Maharashtra.

Maternal and Newborn Health Initiatives
Home-based maternal, newborn and child care (HBMNCC): In 39 intervention villages in Gadchiroli
district, SEARCH has developed a network of trained semi-literate workers that are similar to Accredited
Social Health Activists (ASHAs), through whom HBMNCC services are delivered. These health workers,
supported by SEARCH, work part-time to deliver HBMNCC free of cost.
The HBMNCC package delivered by the health worker includes health education for the mother,
screening of mothers during pregnancy and treatment of select morbidities or rendering of appropriate
referral, the presence of a health worker during home delivery, care of the baby at birth, and home visits
during the baby’s first month of life to provide support and curative interventions, including treatment
of infections to mothers and newborns.
Facility-based rural and tribal healthcare: The 30-bed SEARCH hospital caters to the healthcare needs of
the rural and tribal population around Gadchiroli, and adjoining districts covering one million individuals.
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In addition to serving more than 25,000 patients each year, the hospital runs medical camps and
provides ambulance services.
Advocacy: SEARCH also seeks to influence state, national and global policy through its “laboratory of
100 villages” in Gadchiroli district, Maharashtra and has published the results of several populationbased research trials of new low-cost interventions.

Outreach and Impact








In an assessment of the HBMNCC program, the neonatal mortality rate in intervention villages
declined 70% in comparison to that of the control area. There was a significant reduction in case
fatality for the main causes of new born death - Low Birth Weight, preterm, sepsis and asphyxia. The
delivery of HBMNCC package has also resulted in reduction of maternal morbidities by ~50%.
SEARCH's model has been scaled across India through the National Rural Health Mission and
adopted by governments and non-profits across Sub-Saharan Africa and South Asia. Its HBMNCC
package has been used as the basis of the WHO’s guidelines for newborn care.
Following the success of the HBMNCC model at Gadchiroli, SEARCH and seven other non-profits
initiated project ANKUR to replicate the model in seven other sites of Maharashtra, supported by
the “Saving Newborn Lives Program”. The project covered 85% of newborn children at these sites –
and brought down neonatal mortality at those sites by 51%.
In 2010, the health ministry incorporated the HBMNCC approach as part of the training of ASHAs. In
2011, the Ministry of Health & Family Welfare made HBMNCC an essential part of mother and
newborn care across the country. SEARCH has trained 300 trainers from 27 states of India to train
the 6,000 district-level trainers who will train 8 lakh ASHA workers in HBMNCC.
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SEVA MANDIR










Headquarters: Udaipur, Rajasthan
Website: http://www.sevamandir.org/
Year Founded:1968
Coverage: Udaipur and Rajsamand districts of southern Rajasthan
Geographical Focus: Rural
Funders/Partners: Worked with a consortium of partners, including Plan International, ICCO, Bread for
the World, The Tata Trusts, Ford Foundation, MacArthur Foundation, Max India Foundation and others.
USP: Builds capacity of community health workers to deliver optimal maternal and newborn care and
create community acceptance of these workers
Organization Budget: 14.5 crore (US$ 2.4 million)
Program Budget: N/A

Overview
Seva Mandir has been working in rural Rajasthan for the last 45 years. It currently works with 360,000
people in 700 of the world’s most impoverished communities where people live on an average of $0.35
a day. Its programs provide critical maternal, infant and child health services, ensure families have clean
drinking water, sanitation facilities and can grow enough food to eat, offer disadvantaged students a
quality preschool and primary education, empower women, and strengthen participation in village-level
democracy.
Seva Mandir works in the following areas: local self-governance, education, health, sustainable natural
resources, women’s empowerment, youth development, child care, and livelihoods.

Maternal and Newborn Health Initiatives
The following are some key highlights of the maternal and child health programs run by Seva Mandir:
Maternal Health Workers: Provides training, medical equipment, stipend and supervision to over 300
traditional birth attendants from its partner villages. In the 152 villages where these women live and
work, they remain the primary providers of maternal healthcare. They perform home visits to women
throughout their pregnancy, accompany them to receive antenatal check-ups – immunizations,
encourage women to deliver at hospitals and advocate for them there, and can recognize complications
and refer women when necessary. Where institutional delivery is not an option, these health workers
conduct hygienic and safe home deliveries using medical kits supplied by Seva Mandir.
Infant Health Workers: After birth, Seva Mandir’s 90 infant health workers counsel mothers on critical
aspects of newborn care including breastfeeding, weaning and appropriate nutrition. They also chart
child growth, refer serious cases of malnutrition to hospitals, and link mothers to Seva Mandir’s
immunization camps. Because its health workers are from the communities they serve, they are able to
establish relationships with their patients, and greatly influence their behaviour in terms of seeking
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preventative healthcare. The acceptance and success of its health workers is reinforced by its decadeslong relationships with villages on all-round village development.
Immunization and treatment camps: Immunization camps are organised in 100 remote hamlets on
fixed dates and at fixed times. Nurses hired by the organisation ensure complete immunization of
~1,400 children and also provide treatment for common ailments. Vaccines are procured from the
government. To encourage demand, incentives are given in the form of 1kg of lentil for every shot of
vaccine that a child receives and a set of utensils after he or she completes immunization.

Outreach and Impact






Seva Mandir’s 323 maternal health workers provided antenatal and postnatal care for over 6,500
women.
Its maternal health workers performed more than 5,600 hygienic and safe home deliveries every
year, and have significantly increased the percentage of safe deliveries in its partner villages.
Its 90 infant health workers gave 2,000 mothers newborn counselling and preventative care
throughout the first year of life. This has resulted in decreased child malnourishment and higher
child immunization rates in its work area.
Seva Mandir’s immunization camps have been recognized as “the most impressive camps ever
evaluated, and probably the one that has saved most lives” by poverty researchers and MIT
professors Abhijit Banerjee and Esther Duflo.
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Society for Education Welfare and Action – Rural (SEWA Rural)











Headquarters: Gujarat, India
Website: http://sewarural.org/
Year Founded: 1980
Coverage: Gujarat and parts of its adjoining areas in Maharashtra and Madhya Pradesh
Geographical Focus: Rural
USP: First private sector organization in India to enter a public-private partnership with the government
to handle a Primary Healthcare Centre
Donors/Partners: Multiple donors and partners including McArthur Foundation, Share and Care
Foundation, Lilavati R. Shah Medical Relief Trust, Pentagon trust, Government of Gujarat & Ur Asha
Javeri Foundation Trust
Organization Budget: INR 6.1 crore (US$ 1 million)
Program Budget: INR 1 crore (US$ 163,930) (Family Centred Safe Motherhood and Newborn Care)

Overview
SEWA Rural, based in a rural tribal area in Gujarat called Jhagadia, was one of the first private sector
organisations in India to enter into a public private partnership with the government to manage a
Primary Healthcare Centre (PHC). It has improved maternal and child health indicators in the region
through community level and family-centred interventions.
SEWA Rural's 100-bed Kasturba Hospital in Jhagadia provides round the clock OPD as well as Indoor and
Emergency services. It is one of the few non-government facilities in the country to be recognised as a
first referral unit (FRU) and a Comprehensive Emergency Obstetric and Neonatal Care (CEmONC) centre
by the Indian government and UNICEF for maternal and neonatal care. SEWA Rural leverages various
central government schemes like Chiranjivi, Rashtriya Swasthaya Bima Yojana to serve marginalized
families. SEWA Rural’s areas of focus include maternal, neonatal and eye care.

Maternal and Newborn Health Initiatives
1. PPP to run a PHC: SEWA Rural was given the responsibility to manage the PHC at Jhagadia that
covered a population of over 40,000 people. Under this pioneering initiative, the Gujarat
government designed health programs and gave SEWA Rural 100% grants in-aid to implement the
programs and meet targets. It helped lower the Infant Mortality Rate (IMR) and birth rate in
Jhagadia and also helped improve the antenatal care and immunisation coverage in the region.
2. Family Centred Safe Motherhood and Newborn Care Project (2003-2011): The program was run in
partnership with the district-and block-level government health departments to conduct evidencebased research and develop unique community-based models to reduce maternal and neonatal
mortality and morbidity in resource-crunched settings. It covered 168 villages with a population of
175,000. Under this program, ~3,600 pregnancies were registered and monitored every year and
appropriate care was provided to the mother during the pregnancy and after child birth.
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3. A “first-line cadre” of local volunteers: To ensure proper care, SEWA Rural has created a network of
local volunteers called “Arogya Sakhis”. Along with 100 Trained Birth Attendants (TBAs), 165 Arogya
Sakhis have been recruited and trained by the organisation for outreach and referral activities. They
conduct community- and family-level outreach activities to ensure the family and the community
partcipation in ensuring proper antenatal care and, intranatal and postpartum care to a pregnant
woman. Sewa Rural has also set up a communication and transportation network between remote
villages and the Kasturba Hospital at Jhagadia.
4. A referral system linking healthcare at the village level to the hospital: If outreach workers cannot
provide curative care, they give patients a referral slip, which when presented at the hospital
ensures free or subsidised treatment. The hospital records information on treatment and follow-up
in the referral slip. The patient returns the slip to the outreach worker, who in turn ensures the
necessary follow-up and care.
5. Mobile application to improve performance of ASHAs: Innovative mobile-phone Technology for
Community Health Operations (ImTeCHO) is an innovative mobile phone application to improve
performance of ASHAs through better supervision, support and motivation for increasing coverage
of proven maternal, newborn and child health interventions among resource-poor settings in India.
This project is being implemented by the health department in Gujarat within existing primary
health care system with active facilitation from SEWA Rural.
6. Village Health and Sanitation Committees (VHSC) capacity building project: VHSCs are created in
every village under NRHM for community-based monitoring, and decentralized planning and
implementation. SEWA Rural does capacity building of all 87 VHSCs of Jhagadia block.
7. Training Centers: In 1990, SEWA Rural established a training centre at its main campus in Jhagadia,
to offer courses to train health workers including TBAs, community health volunteers, Aanganwadi
workers, ASHAs, paramedics, health supervisors, project managers, doctors, government health
officials and staff from other non-profits. Every year, SEWA Rural trains over 1,000 people from ~50
organisations and international academic institutions.
 In 2010, SEWA Rural set up a new health resource training centre at Gumandev, Gujarat, which
is recognized by the Indian government and Unicef as a centre for training on Integrated
Management of Neonatal and Childhood Diseases.

Outreach and Impact
Family Centred Safe Motherhood and Newborn Care Project
 74% reduction in maternal mortality, from 609 deaths per 100,000 live births in 2002 to 161 in 2011
 38% reduction in neonatal mortality, from 47 per 1,000 live births in 2002 to 29 in 2011
 Increase in institutional delivery rate from 22% to 66%
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Society for Nutrition, Education and Health Action (SNEHA)










Headquarters: Mumbai, Maharashtra
Website: http://www.snehamumbai.org/
Year Founded: 1991
Coverage in India: Maharashtra
Geographical Focus: Urban
Donors/Partners: Barclays, GlaxoSmithKline, HDFC Bank, Infrastructure Development Financing
Corporation, UNDP, World Health Organization, and Wellcome Trust
USP: A comprehensive lifecycle approach to break the inter-generational cycle of poor health in urban
slums
Organization Budget: INR 9.3 crore (US$ 1.5 million)
Program Budget: INR 0.96 crore (US$ 157,377)

Overview
SNEHA is a Mumbai-based non-profit organization addressing four major areas of public health –
maternal and newborn health, child health and nutrition, sexual and reproductive health, and
prevention of violence against women and children – in the urban slum context. SNEHA’s work currently
covers the most deprived informal settlements in Mumbai and three adjoining regions: Thane, KalyanDombivali and Mira-Bhayander.

Maternal and Newborn Health Initiatives
SNEHA works with municipal governments to strengthen primary care for pregnant mothers and
establish referral networks of government hospitals for management of high-risk pregnancy cases. It
also provides trainings in government hospitals to improve the staff’s skills in maternal and newborn
care. Simultaneously, SNEHA works in the most deprived informal settlements to help women and
families access professional healthcare early in pregnancy, for childbirth and through the first few weeks
of a newborn’s life. The program focuses on:
•
Improving Public
Healthcare Delivery
Empowering
Communities

•
•

•

Improve clinical skills and behavioral skills /soft skills of government hospital doctors
and nurses through trainings.
Connect government hospitals to help pregnant women receive care at well-equipped
facilities.
Educate women to access professional healthcare during pregnancy.
Promote knowledge of family planning among married couples.

Outreach and Impact



Reaches out to more than 8,000 pregnant women with potential complications, who benefit from
SNEHA’s patient referral system in the Mumbai metropolitan region every year.
Established 29 antenatal care clinics within municipal health posts across Mumbai, benefiting over
3,000 pregnant women every year.
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Cumulatively trained over 3,500 healthcare providers and more than 2,000 outreach workers in
maternal and newborn care from 2009 to 2014.
Established a system of documenting patient referrals in government maternity homes and
maternity wards of large public hospitals, first in the Municipal Corporation of Greater Mumbai and
subsequently in Thane, Kalyan-Dombivali and Mira-Bhayander.
SNEHA’s referral documentation tool has become increasingly well adopted by doctors of partnering
facilities. In Mumbai, where the system was first set up, the rate of fully documented referral cases
is now ~90% in most sub-regions.
Conducted a cluster-randomised controlled trial through City Initiative for Newborn Health project,
focusing on:
o Quality improvement of maternal and neonatal services delivered through Mumbai’s public
healthcare system.
o Promotion of optimal care-seeking practices among women in the communities.
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A Call to Action
Countries cannot tackle the problems of
poor maternal and newborn health without
concerted multi-sectorial action. All
stakeholders including and particularly
businesses from the health sector or
otherwise, have the knowledge, skills and
resources required to create and support
sustainable solutions to ensure that
newborns and their mothers are
safe and celebrated.
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Identify synergies between your business and health system needs.
Businesses can strengthen the health system using their business expertise. This paper highlights six
focus areas and businesses could address each one of those: service delivery, health information
systems, financing, medical equipment and drugs, health workforce and community ownership. Pick one
that your business can contribute to by deploying your products, services, skills, processes, and
infrastructure or management expertise.

Partner with NGOs to ensure sustainability.
Non-profits are closest to the communities where action is needed. By virtue of this proximity and deep
engagement with communities over years, they understand existing needs, challenges and
opportunities. They play a key role in ensuring that resources directed to the sector are utilized
effectively to reach mothers and their newborns. Businesses can partner with non-profits to use their
knowledge and expertise to create sustainable and scalable impact on the ground.

Build and become a part of the movement.
A coalition of the willing cannot include only businesses, non-profits, or governments; rather, it needs to
be all of those groups together. And it needs to extend beyond the healthcare sector alone. Several
organizations have created and joined alliances that aim to improve maternal and newborn outcomes.
These alliances enable businesses, government, non-profits, academia to share their knowledge,
understand the problem more comprehensively, and pool resources to invest in the most effective
solutions.

View people as consumers.
Ten years ago, the global telecom industry did not believe that you could do business in poor
economies, so they never looked at people in the developing world as market participants. But today,
thanks to innovation and a radical change of mindset, nearly every household has a mobile. Businesses
have been successful in making sophisticated and expensive products available to poor people, by
breaking down products into pieces that poor people can afford. There is great potential to do the same
through affordable insurance products, service delivery and medical equipment.

Stimulate political support.
Businesses can potentially play a very important role in fuelling political will. One contribution that large
businesses can make is to help stimulate governments to really think through and improve the
overarching policy frameworks and health system structures that affect the health of mothers and
newborns. They can play a very constructive role by applying the skill sets they depend on for their core
business development.
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Appendix II
Acronyms
ASHA
ANM
CSR
GOI
IDA
IEC
MDG
MOHFW
NRHM
RMNCH+A
SHG
SRH
TBA
UN
UNFPA
UNICEF
USAID
WASH
WHO

Accredited Social Health Activist
Auxiliary Nurse Midwife
Corporate Social Responsibility
Government of India
International Development Agency
Information, Education and Communication
Millennium Development Goals
Ministry of Health and Family Welfare
National Rural Health Mission
Reproductive, Maternal, Newborn and Child Health+ Adolescents
Self-help Group
Sexual and Reproductive Health
Traditional Birth Attendant
United Nations
United Nations Population Fund
United Nations Children's Fund
Unites States Agency for International Development
Water, Sanitation and Hygiene
World Health Organization

Glossary
1. Accredited Social Health Activists (ASHAs) are community health workers instituted by the
government of India's Ministry of Health and Family Welfare as part of the National Rural Health
Mission.
2. Aanganwadi Worker (AWW) is a health worker chosen from the community and given 4
months training in health, nutrition and child-care. She is in-charge of an aanganwadi or
daycare centre for children which covers a population of 1000.
3. AYUSH Worker refers to the non-allopathic medical doctors in India. AYUSH includes the Indian
medical system of Ayurveda, Yoga, Unani, Siddha, and also Homeopathy.
4. Millennium Development Goals (MDGs) are eight international development goals to be achieved
by 2015, by each of the 193 countries that committed to these goals.
5. National Rural Health Mission (NRHM)) is an initiative undertaken by the Government of India to
address the health needs of underserved rural areas in the country.
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