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Abstract
India is committed to achieve a single-digit neonatal mortality rate (NMR) and stillbirth rate (SBR) by 2030 through India 
Newborn Action Plan (INAP) 2014. However, the current rate of decline is not enough to achieve the target neonatal mortality 
rate. Course correction and renewed efforts are required. This review outlines the current scenario and proposed scale-up of 
services included during labour, childbirth, and the immediate newborn period. The article summarises the challenges and 
bottlenecks in achieving a reduction in neonatal mortality rate and INAP targets. India has achieved over 80% coverage of 
three of the four ENAP coverage targets, but antenatal care coverage is still poor. There are concerns about the quality and 
completeness of antenatal care visits and other program interventions. The ongoing quality assurance should be strength-
ened through continuous supportive supervision by involving the medical colleges in a hub and spoke model and other key 
stakeholders. There is a need for effective and strategic engagement of the private sector in these initiatives. The states need 
to systematically assess the gaps as per population requirements and find effective solutions to overcome them quickly. The 
state and district-wise data maps show immense variations in coverage between states and within states, mirroring the vari-
ations in NMR. This indicates the need to ensure contextual micro-plans and provides an opportunity for the districts and 
states to learn from each other. The recent initiatives to strengthen primary healthcare should be used as a platform for all 
stillbirth and neonatal mortality prevention interventions in India.
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Introduction

India has achieved a major reduction in childhood mortal-
ity in the past two decades. However, it remains high, and 
the proportional share of neonatal mortality has increased 
[1]. Prematurity, birth complications (including perinatal 
asphyxia), and sepsis contribute to more than 90% of neona-
tal deaths [2, 3]. Even among preterm neonates, intrapartum-
related causes (perinatal asphyxia) are the most common 
cause of mortality in the Indian subcontinent [4]. Around 
40% of all stillbirths occur during labour [3, 5]. About 
75% of neonatal deaths occur within the first seven days 
of life, and 40% within 48 h [3, 6]. The labour, childbirth, 
and immediate newborn period are critical for neonatal 

survival. Therefore, care during labour, childbirth, and the 
immediate newborn period - pillars two and three of the six 
pillars of the India Newborn Action Plan (INAP), need the 
closest attention to accelerate the decline in maternal and 
neonatal mortality [6]. This review summarizes the progress 
made under these pillars of INAP and elucidates the ser-
vices included during labour, childbirth, and the immediate 
newborn period. It highlights the bottlenecks to achieving 
the INAP goals.

Material and Methods

The authors searched PubMed, Embase, Scopus, Google 
Scholar, and the official websites of the World Health  
Organization (WHO), United Nations International Chil-
dren’s Emergency Fund (UNICEF), National Health Mission 
India, and Ministry of Health and Family Welfare (MoHFW) 
for the relevant original articles, reviews, policy documents,  
and statistical reports. The search strategy included keywords  
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like labour care, newborn care, INAP, safe deliveries, skilled 
birth attendants, stillbirths, neonatal deaths, etc. The search 
was limited to the last 10 y (2012–2022). A manual search 
of the bibliography of the relevant articles supplemented the  
electronic search. Only studies and reviews conducted in the  
Indian context were included. All sources were identified, col- 
lated, analyzed, and summarized per the review's objective.

Care During Labour and Childbirth

The indicators reflecting the care during labour and child-
birth include the proportion of safe deliveries, clean perina-
tal practices, women with preterm labour receiving antena-
tal steroids, women with premature rupture of membranes 
receiving a pre-referral dose of antibiotics, number of skilled  
birth attendants (SBA), proportions of labour room staff 

trained in Navjat Shishu Suraksha Karyakram (NSSK), 
health facilities providing basic and emergency obstetrical 
care, and intrapartum stillbirths. A summary of interventions 
during labour, childbirth, and immediate newborn care, and 
their potential process indicators is provided in Table 1.

As per National Family Health Survey (NFHS)-5, India 
has achieved 80% or more coverage for three of the four 
Every Newborn Action Plan (ENAP) targets: SBAs at 
delivery, postnatal visit within two days for the mother, 
and availability of at least one special newborn care unit 
(SNCU) in the district [7]. The coverage for four antena-
tal care visits stands at 58%. However, there are marked 
variations in the coverage between states and districts. The 
district-wise composite coverage of the four ENAP targets 
mentioned above mirrors the neonatal mortality rate (NMR) 
(Fig. 1). States like Kerala and Goa have single-digit NMR 
and have achieved most of the ENAP targets. Many states 

Table 1  Summary of interventions during labour, childbirth, and immediate newborn care

DCC Delayed cord clamping, IVH Intraventricular hemorrhage, JSSK Janani Shishu Suraksha Karyakram, NCC Newborn care corner; NBSU 
Newborn Stabilization Units, NSSK Navjat Shishu Suraksha Karyakram, SNCU Special newborn care units

Phase Interventions provided Indicators to assess the impact

Labour and Childbirth • Promotion of institutional deliveries under JSSK • Proportion of safe deliveries
• Availability of skilled birth attendants • Number of skilled birth attendants
• Promotion of clean perinatal care • Percentage of infants who received clean cord care

• Percentage Hand hygiene compliance rate
• Training of healthcare providers in basic neonatal 

resuscitation skills under NSSK
• Proportions of labour room staff trained in NSSK

• Provision for antenatal steroids for women with 
threatened preterm birth to reduce prematurity-related 
complications

• Proportion of women with threatened preterm birth 
receiving antenatal steroids

• Antibiotic prophylaxis for preterm premature rupture 
of membranes to reduce intrauterine infections

• Proportion of women with premature rupture of  
membranes receiving a pre-referral dose of antibiotics

• Setting up health facilities for basic and comprehensive 
emergency obstetric care

• No. of health facilities providing basic and emergency 
obstetrical care

• Partograph use
• Proportion of babies delivered by cesarean

• To provide respectful maternity care and improve the 
overall quality of care in the labour room and maternity 
OT under the LaQshya scheme

• Intrapartum stillbirths

Immediate newborn care • Promotion of DCC by 1 to 3 min to reduce risk of  
mortality, IVH, and need for blood transfusion in 
preterm infants

• Proportion of eligible infants who underwent DCC

• Prevention of hypothermia • Immediate skin-to-skin contact rates
• Proportion of neonates hypothermic at 1 h of life

• Kangaroo Mother Care (KMC) • KMC rates
• Promotion of early initiation of breastfeeding with 

colostrum
• Proportion of infants initiated on breastfeeds within 1 h 

of life
• Vitamin K administration soon after birth to reduce the 

occurrence of hemorrhagic disease of newborn
• Proportion of infants delivered at the facility who 

received vitamin K at birth
• Establishment of NCC, NBSU and SNCU • Number of functional NCC, NBSU and SNCUs in a 

district/state
• Availability of staff trained in neonatal resuscitation • Proportion of babies who did not cry/breathe at birth and 

received positive pressure ventilation
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still perform poorly in almost all healthcare indices (Bihar, 
Uttar Pradesh, Uttarakhand, Madhya Pradesh, Rajasthan, 
Jharkhand, Odisha, Chhattisgarh, and Assam) and account 
for over 60% of maternal and 70% of infant deaths in India. 
The authors have compared some of the indicators of labour 
and childbirth between these nine targeted states, and Kerala 
and Goa (Figs. 2 and 3).

Proportion of Safe Deliveries

Safe deliveries include institutional deliveries and home births 
attended by SBAs. As per NFHS-5, the share of institutional 

deliveries increased from 78.9% in 2015–16 to 88.6% in 
2019–2021 [7]. The proportion of institutional births in Kerala 
and Goa is 99.8% and 99.7%, respectively. However, in the 
nine states with high NMR, the proportion of institutional 
births ranges between 75.8% and 94.9%. Amongst these states, 
Odisha registered the lowest increase (7%), while Chhattisgarh 
and Jharkhand had the highest increase (18%) in institutional 
deliveries between 2015–16 and 2019–21. The overall propor-
tion of deliveries attended by SBA in these nine states ranged 
between 79% to 95.6% (Fig. 2). Seven of these nine states have 
over 10% unsafe deliveries. This may be one reason for high 
neonatal and maternal mortality rates in these states.

Fig. 1  District-wise compos-
ite coverage vs. NMR. ANC 
Antenatal care, NMR Neonatal 
mortality rate, SBA Skilled 
birth attendants, SNCU Special 
newborn care unit
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Clean Perinatal Practices

The six cleans for childbirth are well-known, but there is 
limited information about their compliance in the com-
munity. Clean birth practices, especially hand hygiene by 
birth attendants, can reduce sepsis-related mortality in home 
births by 15% and in facility births by 27% [6]. As per a 
recent survey, hand hygiene compliance before delivery was 
poor (27%) in public facilities [8]. Compliance with hand 
hygiene during per-vaginal examinations was just 35%. In 
a survey done at 49 newborn care units (19 private, 30 pub-
lic) and 35 labour rooms (5 private, 30 public), the compli-
ance to all steps of hand hygiene was suboptimal: private 
44% vs. public 12%, tertiary 33% vs. secondary units 12% 
[9]. According to a Water Supply, Sanitation, and Hygiene 
(WASH) program survey, only 19.2% of labor rooms and 
3.2% of postnatal care wards had proper hygiene and sanita-
tion facilities [9]. The government of India has introduced 
Swachh Bharat Mission and Kayakalp to improve WASH 
services in healthcare facilities.

Antenatal Steroids in Women with Preterm Labour

Around 13% of all births in India i.e., 3.5 million per 
annum are preterm [10]. Over 10% of preterm neonates 
die due to birth-related complications, and many experi-
ence neurodevelopmental impairment [4, 6, 10]. Antenatal 

corticosteroids (ACS) are a low-cost, effective intervention 
to improve the outcomes in premature births [11]. There 
is limited data about the proportion of preterm deliveries 
receiving ACS in India. In the ACT trial, the use of ACS 
for women with small (<5th percentile) babies ranged 
from 5–11% in the control arm [11]. A cross-sectional 
study conducted in 37 public health facilities in Haryana 
found that the ACS operational guidelines were not fol-
lowed uniformly [12]. Only 6–35% of nurses and 52–67% 
of doctors were aware of these guidelines. Less than 20% 
of all healthcare professionals received ACS-related train-
ing. The limited coverage of ACS could be due to multiple 
issues related to awareness, training, and clear protocols 
at the grass-root level.

Antibiotic Prophylaxis for Preterm Premature 
Rupture of Membranes

Preterm premature rupture of membranes (PPROM) pre-
cedes 40–50% of preterm deliveries and can lead to intrau-
terine infection [13]. Antibiotic prophylaxis given to women 
with PPROM is an evidence-based intervention to reduce 
neonatal mortality [14]. MoHFW, Government of India has 
authorized auxiliary nurse midwives (ANMs)/lady health 
visitors/staff nurses to give the first dose of antibiotics  
before referring them to higher institutions [15]. However, 
there is limited data on its compliance.
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Number of Skilled Birth Attendants

According to rural health statistics for 2020–21, there is a 
substantial shortfall of SBAs in rural areas [16]. Among nine 
targeted states, the shortfall of ANMs is especially conspic-
uous in Chhattisgarh, Odisha, Rajasthan, and Jharkhand. 
While the shortfall of medical officers in rural areas is con-
spicuous in Odisha, Rajasthan, and Uttar Pradesh, the short-
fall of specialists is prevalent across India.

Proportions of Labour Room Staff Trained in NSSK

Status reports suggest inadequate availability of staff trained 
in NSSK across the states. In Odisha's 2019–20 status report, 
80% of targeted batches from 30 districts received training. 
In most states, fewer candidates were trained than planned 
due to non-deputation of candidates and logistic reasons 
[17]. COVID-19 further disrupted the training sessions. 
Transfers and attrition of contractual employees contributes 
to the low availability of trained staff in labour rooms.

Health Facilities Providing Basic and Comprehensive 
Emergency Obstetrical Care

The use of partograph and the proportion of cesarean deliv-
eries are taken as operational indicators for monitoring 
comprehensive emergency obstetrical care (CEmOC) ser-
vices. The partograph is the 'gold standard' tool for labour 
monitoring, but the rate of partograph use is low in resource-
limited settings [18]. In a cross-sectional study in 10 public 
health facilities in Odisha, adherence to partograph plot-
ting was 48.7%. It was significantly better at community 
health centres than district and subdivisional hospitals [19]. 
The challenges in the optimal use of the partograph include 
increased workload, decreased awareness, inadequate train-
ing/ monitoring, and lack of clear protocols. In the nine high 
NMR states, the proportion of babies delivered by cesarean 
section (CS) ranges between 9.7–21.6% (Fig. 3), much lower 
than Kerala (38.9%) and Goa (39.5%). In these high NMR 
states, the proportion of CS in public sector hospitals ranges 
between 3.6–15.3%, against 37.2% and 31.5% in Kerala and 
Goa, respectively. In private-sector hospitals, the propor-
tion of cesarean deliveries ranges between 39.4–70.6% in 
high NMR states as against 39.9% and 50.0% in Kerala and 
Goa, respectively. Thus, CEmOC coverage is suboptimal in 
public health facilities, and the private sector fulfils a large 
proportion of the requirement in these states.

Intrapartum Stillbirths

The stillbirth rate in India is reported to be 3 to 12.2 per 
1,000 total births; however, data quality and inequity are 
major challenges [20, 21]. A major reason stillbirth has 

gone unnoticed as a public health issue in India is its lack 
of recognition at policy level, societal acceptance, and pos-
sible stigma towards miscarriage [22]. The factors associated 
with higher stillbirths include poor antenatal care, delivery-
related variables, maternal condition, pregnancy compli-
cations including anemia, bleeding, hypertension, place 
of delivery, etc. The issues related to healthcare providers 
include lack of timely attention, poor skills, and reluctance 
to deliver a dead baby. A few articles published in this spe-
cial issue have proposed a few solutions to tackle the still-
birth challenge [20, 21].

Immediate Newborn Care

There are six essential components of immediate newborn 
care – delayed cord clamping, prevention of hypothermia, 
early initiation of breastfeeding, clean perinatal practices, 
vitamin K administration, and effective resuscitation. Of 
these, clean perinatal practices have been addressed above. 
If these components are universally implemented, 70–80% 
of preventable early neonatal deaths can be averted [3, 6, 
23]. The number of facilities providing neonatal care has 
increased exponentially over the past 15 y (Table 2) [24].

Delayed Cord Clamping (DCC)

DCC for 1–3 min in infants not requiring resuscitation reduces 
the risk of mortality (2.6% absolute reduction rate), intraven-
tricular hemorrhage (2.4% absolute reduction rate), and the 
need for blood transfusion in preterm infants. It also improves 
hemoglobin levels and iron stores in term infants, which may 
improve developmental outcomes [25, 26]. Data on DCC cov-
erage is limited. A prospective audit from the level 2 health-
care facilities of Gujarat and Uttar Pradesh showed cover-
age of 98.2% in Gujarat and 93.6% in UP [27]. However, the 
practice of DCC was generally not followed during cesarean 
section and multiple pregnancies. The coverage was also poor 
during the daytime when the number of deliveries was high.  
A significant challenge was the lack of resources to monitor 
and document the time that had elapsed since birth.

Table 2  Number of neonatal care facilities in government sector [24]

Institutions At the start of the Indian 
Newborn Action Plan 
(2014)

Current 
Status 
(2020–2021)

Newborn Care Corners 14,135 20,337
Newborn Stabilization 

Units
1,810 2,579

Special Newborn Care 
Units

548 894
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Prevention of Hypothermia

The global prevalence of hypothermia is 32–85% in low-
birth weight (LBW) infants and contributes to nearly 70% 
of preterm deaths in low-and middle-income countries 
[28, 29]. Prevention of hypothermia can avert 18–42% of 
neonatal deaths [23]. The interventions to prevent hypo-
thermia include immediate skin-to-skin contact for at least 
one hour (term infants), immediate drying or use of plastic 
wraps (<32 wk), immediate continuous kangaroo mother 
care (LBW infants), and delaying the first bath. Immediate 
skin-to-skin contact between the mother and baby just after 
delivery and initiation of continuous kangaroo mother care 
(KMC) soon after birth is associated with improved survival 
by 25–40% in LBW infants [23, 30, 31]. Although these are 
high-impact interventions, their implementation has several 
challenges. Prevention of hypothermia requires adequate 
infrastructure, such as newborn care corners, and measures 
to control air draughts and room temperature. However, 
interventions such as skin-to-skin contact and KMC can be 
performed even with limited resources, with a simple reor-
ganization of care processes.

Early Initiation of Breastfeeding

Initiating breastfeeding within the first hour of life can 
decrease neonatal mortality by 20%, and continuing exclu-
sive breastfeeding until six months can reduce infant mortal-
ity by up to 50% [23, 32]. Although it seems simple, only 
41.8% of infants receive breastfeeds within one hour of birth 
[7]. Today, 90% of women deliver in a health facility, but 
breastfeeding rates have not improved over a decade. This 
highlights the knowledge practice gap and emphasizes the 
need for better implementation strategies. Major bottlenecks 
for universal coverage of initiating breastfeeding within one 
hour are a non-conducive labour room environment, lack of 
privacy, lack of enough nurses or birth companions, lack of 
motivation, and cesarean deliveries [33].

Vitamin K Administration

All neonates should receive vitamin K injections at birth to 
prevent hemorrhagic disease of the newborn.

Neonatal Resuscitation

Infants who fail to breathe on their own within 60 s of birth 
should receive gentle, positive-pressure ventilation with a 
self-inflating bag and mask, or T-piece resuscitator (pre-
ferred in <32 wk). This intervention might help reduce neo-
natal mortality by 6–40% [23]. Poor availability of SBAs 
for bag and mask ventilation is a significant bottleneck. 
Facility-based newborn care training aims to train nurses, 

ANMs, and doctors on basic resuscitation skills. However, 
data on the coverage and quality of resuscitation are lacking. 
The universal coverage of the above interventions can help 
reduce neonatal mortality by three-fourths and accelerate 
progress towards achieving the SDG goals of NMR. The 
important process indicators (along with their current cov-
erage and targets for 2025) for monitoring the care during 
labour, childbirth, and the immediate newborn period are 
summarized in Table 3.

National Programs on Newborn Health

Over the last two decades, several programs linked to 
improving neonatal survival have been initiated and success-
fully implemented. Until recently, increasing the coverage 
of interventions was the main target. However, in the last 
few years, rightfully the attention has now shifted to provid-
ing respectful, equitable, and patient-centered quality care. 
National Quality Assurance Standards (NQAS) have been 
developed for public health facilities. The NQAS is avail-
able for primary and community health centers and district 
hospitals. Several objective indicators have been developed 
under LaQshya and MusQan programs to assess the quality 
for certification and improvement. Ongoing quality improve-
ment programs and handholding are required to sustain these 
changes.

Discussion

Care during labour, childbirth, and the immediate postnatal 
period is critical for prevention of stillbirth and neonatal 
death. Most stillbirths are preventable, and nearly half hap-
pen during the intrapartum period. Similarly, around three-
fourths of neonatal deaths occur in the first week of life. 
Hence interventions should be prioritized during this period. 
As many as 75% of first-week neonatal deaths can be pre-
vented by the effective and equitable use of evidence-based, 
low-cost interventions [23].

Recent evidence suggests that even in the first week, the 
causes of death at 0–2 d differ from those at 3–7 d [34]. 
In a study from Bihar, perinatal asphyxia and prematurity 
accounted for nearly 85% of 0–2-d deaths, whereas sepsis 
(including pneumonia) accounted for 65% of 3–7-d deaths. 
This suggests interventions for preventing neonatal deaths 
differ during the first 2 d vs. 3–7 d of life. In addition, there 
is wide variation in neonatal mortality and its causes across 
states and districts [3]. Hence, microplanning is required 
at the district level. In Kerala, the burden of asphyxia and 
sepsis is low, but prematurity- and malformation-related 
deaths are increasing [3]. Perinatal asphyxia and neonatal 
infections remain predominant in Bihar, Madhya Pradesh, 
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and the northeast region. Apart from availability and afford-
ability, inequality and poor quality are significant concerns 
that may be responsible for wide variations within the coun-
try [3, 5, 7].

Reports suggest insufficient awareness among expect-
ant mothers regarding government schemes [35]. This can 
be increased by leveraging existing community actions for 
health interventions that have evolved under the national 
health mission in the last 15 y [36]. Awareness of both health 
professionals and potential beneficiaries can be increased 
using web/ application-based solutions, mass media, and 
print media to enhance demand and utilization. Specific 
areas that need attention are the care of pregnant women 
with threatened preterm birth, including the rationale use of 
ACS, and antibiotics for PPROM. Programs like Pradhan 
Mantri Surakshit Matritva Yojana (PMSMY), media aware-
ness campaigns, mother–child tracking using digital media, 
and field health workers are immensely helpful in improving 
the coverage of ANC check-ups. The initiatives and success 
in ensuring the availability of CEmOC services, including 
cesarean deliveries in the public sector, have been variable 
amongst states and districts. One of the most common rea-
sons is the non-availability of specialists. States and dis-
tricts can learn from each other about successful strategies 

to overcome this. The Ayushman Bharat program, and health 
and wellness center initiative have expanded facility-based 
and consultation services and decreased out-of-pocket 
expenses. These should be optimally used for achieving 
INAP targets of stillbirth and neonatal mortality and to 
achieve equity [37–39]. However, the number of currently 
empanelled private facilities are insufficient.

Each state should calculate its bed requirements and the 
shortfall as per the population. Enough private facilities 
should be empanelled to meet the gap until new facilities can 
be developed in the public sector. The expertise of medical 
colleges can be utilized in national programs by develop-
ing coordination and synergy between the directorates of 
medical education and National health missions. Support-
ive supervision by medical colleges for on-site mentoring, 
tele-mentoring, teleconsultation, and capacity building in a 
hub and spoke model can be helpful. The GoI operational 
guidelines for the safe and effective use of ACS in threat-
ened preterm births and antibiotics for PPROM need to be 
updated, disseminated, and integrated with the training 
programs. Mechanisms need to be developed to capture the 
quality and completeness of antenatal check-ups and client 
satisfaction to improve the antenatal services and pick-up 
rates of high-risk pregnancies.

Table 3  Process indicators of care during labour, childbirth, and immediate newborn period

KMC Kangaroo mother care, PPROM Preterm premature rapture of membranes, SBA Skilled birth attendant, WASH Watery Supply, Sanitation, 
and Hygiene

Components Indicators Coverage Target for 2025

Safe delivery Institutional plus home delivery by SBA as a percentage of total 
births

96.4% 95%
(2021–22)

Clean birth practices Apart from indicators suggested by WASH Not given
• Percentage of infants who received clean cord care Data not available
• Percentage Hand hygiene compliance rate 12–44% [9]

Antenatal corticosteroids for 
threatened preterm birth

Percentage of women with threatened preterm birth (<34 wk) receiv-
ing at least one dose of antenatal corticosteroids

69.7% 95%
(2021–22)

Antibiotic prophylaxis for PPROM Percentage of women with PPROM receiving at least one dose of 
antibiotic before referral

Data not available Not given

Delayed cord clamping (DCC) Percentage of eligible infants who underwent DCC Data not available Not given
Prevention of hypothermia • Immediate skin-to-skin contact rate Data not available Not given

• Immediate KMC rates
• % of neonates hypothermic (Axillary temperature <36.5ºC) at one 

hour of life
Early initiation of breastfeeding Percentage of infants initiated on breastfeeds within 1 h of life 90.2% 95%

(2021–22)
Birth weight recording Percentage of newborns weighed at birth 93.8% Not given
Vitamin K administration Percentage of infants delivered at the facility who received vitamin K 

at birth
67.6% Not given

Neonatal resuscitation • Percentage of babies born in health facilities who did not cry/
breathe at birth (excluding macerated stillbirths)

Data not available 95%

• Percentage of babies born in health facilities who did not cry/
breathe at birth who received positive pressure ventilation
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Conclusions

India has made tremendous strides in maternal, neonatal, 
and child health with the help of several national and state 
programs and initiatives. The immense variation between 
states and districts is of concern and may dampen our efforts 
to reach the SDG goals and INAP targets. However, this 
is also an opportunity for the states and districts, to learn 
from each other and implement new strategies for improving 
coverage and quality. The variation is also a clear message 
for local microplanning based on contextual challenges. The 
data collection and review systems need strengthening and 
synchronization. Select process measures need to be cap-
tured in real-time to help improve the quality of care. The 
ongoing programs to strengthen primary healthcare should 
be optimally used to achieve INAP goals.

Key Messages

• India has committed to achieve a single-digit Neonatal 
mortality rate (NMR) and Stillbirth rate by 2030. How-
ever, the current rate of decline in NMR is not enough to 
achieve the goal, and a course correction is required.

• There are huge variations in coverage and mortality 
rates between states as well as districts. Micro-panning 
is required to address this. The states and districts can 
learn from each other's experiences.

• There is a need to improve awareness among the commu-
nity and healthcare workers about the entitlements under 
government schemes to improve demand and utilization.

• Though the coverage of interventions has increased, 
the quality and completeness of package delivery must 
be ensured. Quality care during labour, childbirth, and 
immediate newborn period is most critical, and several 
low-cost, evidence-based interventions are available. The 
guidelines for their use need to be updated and dissemi-
nated effectively while removing the bottlenecks prevent-
ing their effective utilization.

• Supportive supervision involving medical colleges in the 
hub and spoke models can yield good dividends. There 
should be strategic engagement with the private sector 
and professional associations.

• The ongoing initiatives to strengthen the primary health-
care initiatives should be optimally used to achieve the 
INAP goals.
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