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World Health Organization Western Pacific Region 

Healthy Cities Recognition 2016 

Early Essential Newborn Care (EENC) Standards for Health Facilities Providing Delivery Services  

Background: 

The World Health Organization, Member States and stakeholders in the Western Pacific Region share a vision for 

mother and child health in which every newborn infant has the right to a healthy start in life. Sadly, every two 

minutes death comes too quickly — and often needlessly — to a newborn infant in the Region. Together, we have 

taken bold steps to address this sad statistic, with Member States endorsing the Action Plan for Healthy Newborn 

Infants in the Western Pacific Region (2014–2020). The Action Plan calls for universal access to high-quality Early 

Essential Newborn Care (EENC). Listed below are the standards that health facilities providing delivery services need 

to meet to be considered as implementing EENC. The status of all standards, unless otherwise specified, are 

measured at the time of the assessment. 
 

# Standard  Target Definition Source of data 

Clinical care practices 

1 All breathing 

newborns 

receive 

immediate skin-

to-skin contact 

for at least 90 

minutes 

100% Numerator: Number of breathing and clinically stable newborns: (a) 

receiving immediate skin-to-skin contact (within 1 minute of birth for 

vaginal delivery and 3 minutes for caesarean section), (b) uninterrupted for 

at least 90 minutes, AND (c) not separated from their mothers until a 

complete breastfeed has taken place  
 

Denominator: Number of newborns breathing and clinically stable at birth  

Exit interviews 

with mothers 

 

2 All newborns 

are exclusively 

breastfed in the 

immediate 

postnatal 

period 

100%  Numerator: Number of newborns exclusively breastfed
1
 (no other liquids 

given to baby) prior to discharge  
 

Denominator: Number of newborns at least 3 hours after childbirth and 

prior to discharge  
 
1 

Newborns who need to be given other liquids due to clinical complications (Ex: oral 

sucrose for hypoglycaemia) are not included in the numerator and denominator 

Exit interview 

with mothers 

 

 

3 Complications 

during 

childbirths are 

properly 

managed and 

recorded 

100% 
 
Numerator: Women with severe pre-eclampsia or eclampsia receiving 

MgSO4 within 30 min of diagnosis 
 
Denominator: Number of women classified with severe pre-eclampsia or 

eclampsia  

Record review  

100% Numerator: Women receiving induction of labour or caesarian section (CS) 

with an appropriate indication documented in the mother’s record 
 
Denominator: Number of women receiving induction of labour or CS 

Record review  

100% 

 

For facilities where conditions
2
 are met: 

Numerator: Number of pregnant women of gestational age 24-34 weeks at 

risk of imminent preterm birth and with no clinical evidence of infection 

administered the full course of intramuscular dexamethasone or 

betamethasone prior to childbirth  
 

Denominator: Number of pregnant women of gestational age 24-34 weeks 

at risk of imminent preterm birth with no clinical evidence of infection 
 
2 

Facility conditions: gestational age assessment can be accurately undertaken, 

adequate childbirth care is available, and the preterm newborn can receive 

adequate care if needed. (WHO recommendations on interventions to improve 

preterm birth outcomes, 2015) 

Record review 

0% 

 

 

 

 

For facilities where conditions
2
 are not met: 

Numerator: Number of pregnant women between 24-34 weeks gestation at 

risk of imminent preterm birth administered corticosteroids 
 

Denominator: Number of pregnant women between 24-34 weeks gestation 

at risk of imminent preterm birth   

Record review 
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# Standard  Target Definition Source of data 

4 Most newborns 

with a 

birthweight ≤ 

2000g receive 

Kangaroo 

Mother Care 

(KMC) 

85% Numerator: Number of newborns with a birthweight of ≤ 2000g receiving 

KMC
3
  

 

Denominator: Number of live births with a birthweight ≤ 2000g  
 
3
 KMC, care for preterm infants, includes early, continuous and prolonged skin-to-

skin contact between mother and baby, and exclusive breastfeeding or feeding with 

breastmilk. As close to continuous practice of KMC should be provided, whereby 

skin-to-skin contact is practiced continuously throughout the day without breaking 

the contact between mother and baby. If continuous KMC is not possible, 

intermittent KMC – alternating between skin-to-skin contact and use of a radiant 

warmer/incubator – should be practiced. (WHO recommendations on interventions 

to improve preterm birth outcomes, 2015) 

Record review 

Facility Supports for EENC 

5 All staff 

providing 

childbirth, 

newborn or 

postpartum 

care services at 

the health 

facility are 

coached in 

EENC  

100% Numerator:  Number of staff
4 
 providing childbirth, newborn or postpartum 

care services that have achieved relevant skills in EENC
5 

 

Denominator:  Number of staff providing childbirth, newborn or 

postpartum care services  
 
4
Clinical staff such as doctors, nurses, midwives, anesthesiologists and non-clinical 

staff who support delivery of these services 
5
 As defined nationally but must include skills to care for normal and complicated 

childbirth and breathing, non-breathing and preterm infants relevant to their roles 

and responsibilities.  

EENC program 

or coaching 

records 

EENC health 

facility 

assessments  

Supervisory 

reports 

6 Facility uses a 

quality self-

improvement 

approach to 

support 

implementation 

of EENC 

Yes The facility has all three components of a quality self-improvement process 

for EENC in place, including: (1) formation of an EENC team, (2) at least 

quarterly quality improvement assessments linked to hospital planning
6
 

and (3) regular meetings of this team with documentation of progress
7
. 

 
6
 Quality improvement assessments assess clinical practice and facility supports, 

through: (1) exit interviews with mothers post-delivery, (2) chart reviews, (3) 

observations of practice using EENC clinical checklists, (4) medicines, supplies and 

environmental hygiene review, (5) policy review, (6) EENC coaching coverage 

review, and (7) hospital impact data review.  
7
 The EENC team decides the frequency of meetings necessary to monitor progress 

of implementation of hospital plans 

Summary 

reports of EENC 

health facility-  

assessments 

and hospital 

plans; 

EENC team 

meeting 

minutes  

7 Delivery 

room(s), 

recovery 

room(s), 

neonatal care 

unit (NCU), and 

postnatal care 

room(s) at the 

facility have 

adequate hand 

washing 

resources 

Yes Delivery rooms, recovery rooms, NCU, and postnatal care rooms in the 

facility either have: (1) an adequate number of sinks
8
 with continuous 

supply of clean, running water
9
, soap

10
 and single-use towels (all sinks have 

the above) or (2) alcohol hand gel/rub available for use before and after 

touching each baby or mother. 
 
8 

Adequate number of sinks per room that allow all staff, patients and family 

members to wash hands conveniently 
9 

A water supply that is either piped in or (less optimal) from onsite storage with 

disinfection that meets WHO safety standards.  
10

Detergent-based soap (bar soap, tissue, leaf or liquid preparations) that meets 

WHO standards.  

(see WHO, Hand Hygiene Self-Assessment Framework 2010) 

Observations in  

delivery, 

recovery, NCU 

and postnatal 

care rooms 

 

8 Health facility 

has no stock-

outs of key life- 

saving 

medicines 

required to 

provide EENC  

No stock-

out for any 

drug 

 

 

 

Health facility has had no stock-outs in the previous 12 months of: 

• Magnesium sulfate for severe preeclampsia, eclampsia and fetal 

neuroprotection if gestational age <32 weeks 

• Oxytocin for prevention and treatment of postpartum hemorrhage 

• For facilities where conditions
2 

are met , Corticosteroids for women 

between 24-34 weeks of gestational age and at risk of imminent for 

preterm birth  

• Antibiotics for pre-labour rupture of membranes (pPROM) 

• Injectable antibiotics for newborn sepsis 

Observations in 

delivery, 

recovery, NCU 

and postnatal 

care rooms, 

Record review,  

Staff interviews 
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# Standard  Target Definition Source of data 

9 Health facility 

has functional 

key life-saving 

commodities 

required to 

provide EENC  

Functional 

key 

lifesaving 

commoditi

es available 

 

Health facility has had functional key lifesaving commodities in the previous 

12 months including: 

• Neonatal bag and size 0 and 1 mask within 2 meters of all delivery beds 

• Continuous supply of oxygen 

• Continuous Positive Airway Pressure (CPAP) 

 

Observations in 

delivery, 

recovery, NCU 

and postnatal 

care rooms, 

Staff interviews 

10 Health facility 

has eliminated 

baby foods 

industry 

conflicts of 

interest 

Yes Health facility has achieved 10a, b and c. See below  

(10a, 10b, 10c) 

10a No mothers  

delivering at 

the health 

facility have 

products or 

gifts from baby 

food companies 

0% Numerator: Number of mothers delivering at the health facility who have 

infant formula, baby bottles, gifts or other products sponsored by baby 

food companies in postnatal wards prior to discharge from the facility 
 

Denominator: Total number of postpartum mothers interviewed prior to 

discharge  

Exit interviews 

with mothers 

10b Health facility 

has a written 

policy to 

prohibit use of 

infant formula 

and other baby 

food company 

activities 

Yes Health facility has a written policy posted in antenatal, delivery, recovery 

and postnatal areas prohibiting use of infant formula in the facility and 

other linkages with milk formula companies 

Observation of 

antenatal, 

deliver, 

recovery and 

postnatal areas 

10c Health facility 

has no 

promotional 

baby food 

materials 

including 

posters, 

brochures, 

pamphlets, or 

items with 

logos on their 

premises 

Yes Health facility has no baby food promotional materials in antenatal, 

delivery, recovery or postnatal areas 

 

 

Observation of 

antenatal, 

delivery and 

postnatal areas 

 

Recognition of Best Practice  

Recognition is given to cities who have met the stated criteria for all targets in more than 50% of their hospitals. 

* For cities who have not fully met the criteria, we would still be interested to hear from you. 

 

Submission format 

Please use the attached template for submission. 

 

For further information, please contact:  

Dr Howard Sobel, Coordinator Reproductive, Maternal, Newborn, Child and Adolescent Health, sobelh@wpro.who.int
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World Health Organization Regional Office for the Western Pacific  

Healthy Cities Recognition 2016 

 

Call for Applications for Best Practice 

 

Title Page 

 

a. Thematic area: EENC standards for health facilities providing delivery services 

 

b. City and Country name 

      

 

c. Full title of the project 

      

 

d. Contact details 

i. Responsible person submitting the proposal 

Please provide contact details (name, title, affiliation, email, address, telephone, fax) 

      

 

ii. Additional contact person  

Please provide contact details (name, title, affiliation, email, address, telephone, fax) 

      

 

 

Verification that health facilities meet the stated criteria for all targets: 

 

1. Executive summary 

Please briefly introduce the topic, major results and conclusions. 

      

 

2. Data Collection Methodology  

a. Please describe your methodology (technique, assessment team, timeline, etc.). 

      

 

3. Discussion  

a. If possible, please show or describe changes over a period from a particular time in the past to the current 

status in 2016. Please provide supporting documents where available. 

      

 

b. Please describe what your challenges were in achieving these targets and some lessons learned that can be 

shared with other cities.  

      

 


