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|AP: Indian Academy of
Pediatrics

18,000 members all over the country
28 States branches,

282 District branches

30 Subspecialty Chapters

20 Committees & Groups



Our Mission Statement !!

e ....Improvement of the health and well being of
all children......

°* ... strive for the achievement of the optimum
growth, development and health in the physical,
emotional, mental, social and spiritual realms of
all children irrespective of diversities of their
backgrounds.






NATION

5,700 infants die every day

India child health report poor, record

worse than least developed countries

Chetan Chauhan
New Delhi, January 22

INDIA LOSES 5,753 children be-
low five years everyday. That
contributes to 21 per cent of total
deaths in the world, said a UN re-
port on children, released on
Tuesday:

Terming the figures — based
on 2006 data — scary, UNICEF
representative in India Dr Gian-
ni Murzi, said the country is
caught in a paradox between

Technology.

India comes in at 49 among 191
nations on the under-five-mortali-
tyrate. Sierra Lone tops the ranks
with maximum deaths and Swe-
den is at the bottom with least.

India’s record is even worse
than its least developed neigh-
bours — Bangladesh and Nepal
rank 55 and 63 respectively. India
is better only than Pakistan,
which has been ranked 42;

South Asia asawholeis slight-
1y better than West and Central

poor child survival rateand 9per  Africa buf is lagging behind all
cent economic growth. “Time is  other regions.

full of promise for the UNICEF’s executive

ndian child if all (G EVEYON®,  girector Ann M. Vene-

unite to fight to this from the man said since 1990 In-

battle,” he said. Prime Minister dia has reduced its un-

downwards, is der-five child mortali-

ortied. ty rate by 34 per cent

K. BHAN, while Bangladesh and

ehas-tmproved by just
one per cent in a decade but is
still worse than the least devel-
oped countries.

Government officials did not
have much to say On OUr Poor
record except that there is no
shortage of funds for children.

“Everyone, from the Prime
Minister downwards, are wor-
ried,” said Dr M.K. Bhan, secre-
tary, Department of Science and

Nepal improved by
over 50 per cent. Even
Ethiopia achieved 40
per cent reduction target, she said.

With the poor record on child
health, India is now a crucial im-
pediment in achieving global
millennium development goals
(MDGs) by 2015.

“If the world’s wants to meet
its MDGs, India will have to make
dramatic improvements in its
children’s health,” said Murzi.

Lovleen Kacker, joint secretary
in the Women and Child Develop-
ment Ministry, said there was no
resource crunch. “Already the
government has allocated over
Rs 10,000 crores in the 11th plan to
take care of child nutrition.”
chetan@hindustantimes.com

High mortality, low nourishment

Data on how the world fared in 2006 on child health is out and
the figures for India are scary. The UN report says we contri-

buted 21 per cent of total deaths in the kids-below-5-years group

9. 7 million total deaths of
children in the world

2.1 mlllmn in India

4 million total in the world
1 million in India

| UNICEF says early initiation of
breast-feeding — within an hour-of
birth — will help reduce neonatal
mortality in India by 22 per cent

H 38 per cent of new-borns in
developing countries start
breast-feeding in an hour

B 24 per cent do the same in India

' Low birth weight (<2.5kg
19 million total in the
world

8.3 million in India

156 million total in the world

546 mllllon in India

46% of total children in Indla

This is worse than least devel-
oped countries where the figure
is: 35%

In rest of south Asia: 42%

In developed countries: 26%

B UNICEF report says in India,
progress in improving nutrition
rate among children has been
slow.

B The guilty states are: Madhya
Pradesh, Jharkhand, Bihar,
Gujarat, Orissa, Chhattisgarh,
Uttar Pradesh
and Meghalaya

GRAPHIC: SANJAY KAPOOR

ndia has the smgle largest number
of newborn deaths in the world

Very year, in Inaia; 2 ore their fifth

birthday. Half of these chlldren dle even before they are
28 days old, accounting for one-fourth of global infant deaths.
Of the 9.7 mﬂlion child deaths worldwide annually, one-third
occur in India. Uneseo’s 2008 report on the state of the world’s
children presents an acutely embarrassing picture of infant
and child mortality in the country Unesco officials point out
the unusual challenge India faces in child survival even as its
economic growth rates move up.

No healthcare for
53% of kids under 5

India Does Worse Than Ghana And Eritrea
Kounteya Sinha | NN SHAME cARD

New Delhi: For a country crowing about its
cracking growth rate, here isa fact that should
make its head hang in shame, Over 53% of chil-
en in India under five years —that is, 67 mil-
lion — live without basic healtheare facilities.

This means that India alone accounts for
aboutone-third of all children in the world aged
below five who don’t have basic healthcare. In 4
turn, it also means that poor children in India,
along with those in Brazil and Egypt, are three
times more likely to die before their fifth birth-
day than children in other parts of the world.

According to the latest global report card,
which examined 55 countries that together
account for 59% of the world’s under-five pop-
ulation and 83% of the deaths among these
children, India ranks 27th along with Ghana |
and Eritrea when it comes to providing basic |
healthcare to its children, which includes life-
saving interventions like prenatal care, skilled
childbirth, immunization and treatment for
diarrhoea and pneumonia.

The report — “State of the World’s Moth-
ers” —brought outby global humanitarian or-
ganization Save the Children, says India is see-
ing alarming inequalities with respect to health
services reaching the poorest child and the
wealthiest. The report's says that while 66% of
the poorest children in India receive no or min-
imal healthcare, the number stands at 31% of
well-off children, who are not covered.

The report also points to worrying sur-
vival gaps for girls. It says girls die here at
much higher rates than boys, with gender
gaps constantly widening. Indian girls are
61% more likely than boys to die between the
ages of one and five. In other words, for every

i = #
o 67 miliior Indian children belo!
live without basic healthcare

@ Poor children three times more likely to
die before fifth birthday

o Over 1 millliow children in India die in
their first month of life annually

© 66% of poorest children receive no or
minimal healthcare compared with 31%
of well-off children not covereq ST

@ Indian girls between 1 and 5
61% more likely to die than boys

Source: State of the World's Mothers report by
Save the Children organization




Childhood Mortality
State of World’s Children 2008

e 9.7 million <5 deaths annually world over

India 2.1 million (21%) >




Under 5 Child Mortality
Global Distribution of Cause Specific Child Deaths

Other, 10%

Injuries, 3%
HIV/AIDs, 3%

Measles, 4%

Neonatal, 37D

Under-nutrition

Malaria, 8% _
(underlying cause)

Diarrhea, 17%

Pneumonia, 19%

Source: 2005 World Health Report



 The commonest primary cause of neonatal
death was perinatal asphyxia(28.8%).

 Other major causes were Septicemia
/meningitis (18.6%)

e Extreme prematurity (26.3%)
e Congenital malformations (9.2%)

Neonatal Perinatal Database 2002-2003



When and why do neonates die ?

| | | | |
Week 1 | 73.3%

Day1 39.5% i

l Day |U5
2 61w Asphyxia Child
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By 3rd
Tetanus )(;ay 25%

I Sepsis /
pneumonia

Week 2 | 13.8%

Week 3 | B.7%

Week 4 | 4.2%
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Neonatal deaths and the Millennium
Development Goal 4
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Millennium Development Goal 4 can only be achieved If neonatal deaths
are addressed - missing from current programmes



Unitil the mid to late 19905, estimates of the number of child mortality accounts for almost 40 par cant of all under-five

deaths occurring during the neonatal period {(the first month deaths and for nearly 80 per cent of infant {under-one)

af life) were drawn from rough historical data rather than deaths. The largest absolute number of newborn hs
from specific surveys. More rigorous estimates for newborn accurs in South Asia — India contributes a quaﬂe@he
deaths emerged in 1995 and 2000, as data from reliablea warld total — but the highest national rates aoeftal mor-
hou=sehold surveys became available. Analy=zis of these tality occur in sub-Saharan Africa. A com actor in these
data made it evident that previous estimates had sericoushy deaths is the health of the mother — e ar more than
undearstated the scale of the problem. Although the glabal 500,000 women die in childbirth o omplications during
naanatal rmortality rate has decreased slightly since 1980, pragnancy, and babies whose ¢ = ha (ge-d during
nacnatal deaths have become proportionally much more childbirth have a much greats g

sign[[icam because the reduction of neonatal mortality has wvear thano s DS o

been slower than that of under-Tive maortality: Between 1380 %

and 2000, deaths in the first month of life declined by a
quarter, while deaths betvweaen one month and five years
declined by a third.

that affect child eonatai period. For exam-

ple, more th ren who survive birth asphyxia
each year, r uch prablems as cerebral palsy,

The latest evidence is that 4 million babies die each yvesr In learm &icul c:-ther disabilities. For every newborn

their firet month of life, and up to half of these die in thel die ‘ her 20 suffer birth injury, complications

firset 24 hours — a child is about 500 timeas more likely to dia arm birth or other neonatal conditions.

in the first day of life than at one month of age. MNeonatal

Even thesa flgur@a$ hti’ltl’..- ast scale of the problems
I ion

AWl 5 al period will
\“ on essantial Intanrentlr:rns ﬁ:lr mothers and babias

N ﬁ re, during and immediately after birth. According to the
Figure 1.2 0\ =t estimates for 2000-2006, at presant in the devaloping

Global rates of neonatal mﬂrtﬂllte ﬂ world, one quarter of pregnant women do Nnot recaive avean
a single visit from skilled health personnel {(doctor, nursea,

&\ ‘0 micdwifel; only 53 per cent of births take place with the

Industrializecd
countries

assistance o half take

!%EELQQ&Q:%QQ L’IS s D vma c rec :I:MQ':t:g'ld mortali-

reVEE I MOMANY =5 i 1o
ol ifl il lion deaths coLild be e
=F ear If high coverage (90 per cent) is ac

—aTre ive Interventions tl‘lElt are

CEEMIS

Latin Armarica
and Caribbean

East Asla and
FPacific

LS fur a packags of proven, cos
daliverad through outreach, families and communitias, and

facility-basad clinical care across a continuurm of neonatal
Mldﬁsa

Aff-uzg 265 care {antanatal, intrapartum and postparturm). While incraas-
ing skilled care is essential, the Neonatal Survival Series

£8 underlines the Importance of interim solutions that can save
almost 40 per cent of newborn lives in community settings.
Expanding programmeas that prevent mother-to-child trans-

mission of HIV is also erucial.

Wlast &
Cantral Africa

Eastern and
Southern Africa

Sub-Saharan

Fii i i Actlons required to save newborns include setting evidence-
a 10 20 3o A0 -.80 a0 based, results-orientaed plans at the national level with spe-
Has fmalsanthe-s e i.000 v bihs cific strategies to reach the poorest, greater funding, agreed

o = = H : targets for necnatal mortality reduction, and proamotion of
Source: World Health Organization, using vital registration systams and = £ e
housahold surveys, Country bad regional-data for necnatal mortality greatar harmonization and accountability on the part of

rates in 2000 can be found in Statistical Table 1, p. 114 of this report. stakeholders at the international level.




High-impact, simple interventions to save newborn lives within the
continuum of maternal and child health care

Illed obstetric and immediate ne

Skilled obstetric and immediate newbaorn care, including

af!eafl-ﬂe’rudlng resuscﬂaﬂon

Emoargency o
Facility-based obatructed Iabour breach, haemcrrhage, pre-eclampsia and
clinical care preterm labour

Emeygency newborn care
Iness, especially sepsis
rmaragement, resuscitation
e, such as of newborna and care of vary
loww birthwwoight babios

Antibiotics for praterm rupture of membranes®

Corticostaroids for preterm labour®

Four-visit antenatal package including tetanus FPostnatal care to aupport haalth
immunization, detection and managament of practicos
Dutriam:h Eallc acid syphilis, other infections, pre-eclampsia and
sarvices i ;
regnancy complications
el 2 2 Early detactlon and referral of
Malaria intermittent presumptive thorapy®* complications

Detection and treatrment of bacterioria®

Service defivery continuum

Birth preparedness and promaotion of Clean delivary Health home care, including
~demand for care and readiness for breastfesding promaotion,
amergencies hygienic cordfskin care, thermal
cara, promoting demand for cara

Family and community
Counselling and preparation far newhborn Hygianic cord/ Extra care for loww birthweight

care sh::in care, Babics
thermal care, :
i Community case management
REUNTIoTE) Tar poeunmonia
carky and
axclusive
breastfecding

Pregnancy Birth Meonatal period Infancy

Maternal, newborn and child continuum

= Additional interventions for aattings with stronger health systems and lowear mortality.
=» Sirgational interventions Necessany in certain settings, such as areas of high malaria prevalenae.

Mote: This figure includes 16 interventions with proven efficacy in reducing neonatal mortality. Other important interventions are delivered
during thi=s time period but are not shown here because thair primary offect is not on neonatal deasths (o.g., prevention of mother-to-ahild
transmission of HIV). For some of the intarventions listed; the service delivery mode may wvary babwaen settings.

Source: The Lancet Series Team, "The Lancer Series on NMeonatal Health Executive Summany', The Lancer, 2 March 2008, p. 3.

Sea Aeferances, page 104,
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VHW : Gadchiroli experience

Interventions

 Trained VHW
1/1000 population

» Birth asphyxia

« LBW

 Temp. maintenance
* Promotion of BF

* Prevention of
superficial infection

 Management of
sepsis (inj
gentamicin and oral
cotrimoxazole)

 Health education

Bang et al, J Perinatol, 2005



What IAP can do to improve child survival?

What IAP can do to save the newborns!



Existing IAP Programs

Under 5 Child Survival Intervention

HIV Sub Divisional Level Workshops
Sensitization of Practicing Pediatricians on IMNCI
Child Rights & Protection

IYCF

Polio Activity

Diarrhea and Zinc Program Can we do something

Essential Newborn Care il ]
Science of Vaccinology SPecia o Improve

PSPID newborn survival
ATM

GEMS

Tele medicine............ etc



IAP’s Initiative

For improving Child Survival,
Neonatal resuscitation Program (NRP)
with emphasis on management of
First minute after birth is crucial.



“First Golden Minute”

Joint venture of IAP-LDSC
With support from J and J India and MSD.

More than > 250,000 health professionals
and workers will be trained in next 5 years

Ultimate aim to have one NRP trained
person attending every delivery ( > 27
millions deliveries /year in India )



“First Golden Minute”
Who will be trained ?

18000 IAP members

18000 pediatricians who are not members
40,000 Obs and Gynec

20,000 Anesthetists

Medical officers, Doctors in private
practice who are attending deliveries

Paramedical staff, Nurses and ANMs



“First Golden Minute”
Program so far ?

July 30-31, 2008: In collaboration AAP 20
master trained at Apollo hospital, Delhi.

Nov 14-15, 2008: Pilot training project for District
Instructor Course at Noida, UP

Jan 18-19, 2009: Pilot training project for District
Instructor Course at Gandhidham, Gujarat.

Jan 21-22, 2009: Trained 105 regional trainers
at Bangalore, Karnataka during Pedicon



“First Golden Minute”
Program Ahead

* 9 regional training workshops In first year, of
two days duration to train 200, District NRP
Instructors from 100 Districts of India where
there Is high Child mortality .



All District Instructors who are trained will receive :
- Resuscitation Training Kits, including

- One Basic manikin; One bag & mask

- Other practice supplies (stethoscope, blankets,)
* Master copies of training materials

- Power point and/or flip chart presentation

- Tests and answer keys

- Resuscitation booklet (30 pages, adapted from
the NRP Text) (30 pag P



“First Golden Minute”

« These District NRP Instructors will conduct
provider courses in their districts involving
pediatricians, Obstretricians , Institutions
conducting deliveries

* TInorder to retain their card they are suppose
to conduct one course/ train 50 persons per
year
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Some Participants of
1st National Training of Trainers workshop on NRP



