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1. Introduction



India has contributed immensely toward generating evidence on two key domains of newborn
care: Home Based Newborn Care (HBNC) and community mobilization. In a model developed
in Gadchiroli (Maharashtra) in the 1990s, a package of Interventions delivered by community
health workers during home visits led to a marked decline in neonatal deaths. On the basis of this
experience,  the  national  HBNC  program  cantered  on  Accredited  Social  Health  Activists
(ASHAs) was introduced in 2011, and is now the main community-level program in newborn
health.  Earlier  in  2004,  the  Integrated  Management  of  Neonatal  and  Childhood  Illnesses
(IMNCI) program was rolled out with inclusion of home visits by Anganwadi Worker as an
integral  component.  IMNCI has  been implemented in  505 districts  in  27 states  and 4 union
territories.  A mix of  Anganwadi  Workers,  ASHAs,  auxiliary nursing midwives  (ANMs) was
trained. The rapid roll out of IMNCI program resulted in improving quality of newborn care at
the ground field. However, since 2012 the Ministry of Health and Family Welfare decided to
limit  the  IMNCI  program  to  ANMs  only  and  leaving  the  Anganwadi  component  to  the
stewardship of the Integrated Child Development Services. ASHAs, the frontline workers for
HBNC, receive four rounds of training using two modules. There are a total of over 900 000 
ASHAs per link workers in the country, out of which, only 14% have completed the fourth round
of training. The pace of uptake of the HBNC program has been slow. Of the annual rural birth
cohort of over 17 million,  about 4 million newborns have been visited by ASHA during the
financial  year  2013–2014 and out of this  120 000 neonates have been identified as sick and 
referred to health facilities for higher level of neonatal care. Supportive supervision remains a
challenge, the role of ANMs in supervision needs more clarity and there are issues surrounding
quality of training and the supply of HBNC kits. The program has low visibility in many states.
Now is the time to tap the missed opportunity of miniscule coverage of HBNC; that at least half
of the country's birth cohort should be covered by this program by 2016, coupled with rapid scale
up of the community-based treatment of neonates with pneumonia or sepsis, where referral is not
possible.

Due to rise in institutional care of deliveries there has been much improvement in child survival.
Jammu and Kashmir also has low infant as well as neonatal mortality rates.  Jammu and Kashmir
has 12000 ASHA engaged in which 11843 are active, ASHAs are expected to make a series of
home visits to young infants to promote essential newborn care practices, identify signs of illness
and refer infants if needed. In most of districts of Jammu and Kashmir, ASHAs had also received
7 days training in HBNC to prepare them for these responsibilities. ASHAs in these districts also
receive a performance payment for conducting the recommended home visits. This study aims to
understand the status of HBNC implementation through a field based study of ASHAs and their
performance in field.

Evidence on community-based newborn care from India:



Evidence on the effectiveness of home visits for improving newborn survival comes from some
early studies: Pune, Ambala and Dahanu during 1980s and early 1990s. This was followed by
ground breaking research on home-based newborn care (HBNC) in Gadchiroli between 1993 and
1998. This was the first field trial of HBNC that was evaluated using a quasi-experimental design
in 39 intervention and 47 control villages. Village health workers trained in neonatal care made
home visits and managed birth asphyxia, premature birth or low birth weight, hypothermia and
breastfeeding  problems.  The  package  included  preventive  care  along  with  identification  of
danger signs, and administration of injectable antibiotics (gentamicin) to infants with suspected
sepsis.

 The study demonstrated a significant decline in mortality in neonates (by 62%), and infants (by
46%) and prenatal mortality rate (71%) by the third year. The decline was attributed primarily to
a  significant  reduction  in  neonatal  sepsis  (by  76%)  and  birth  asphyxia  (by  47.6%).  The
scalability of the model was tested through ANKUR project in several parts of Maharashtra state
by different NGOs where a 51% decline in NMR was observed. Since then, HBNC has been
accepted as a feasible option to address neonatal deaths in underserved areas. This model has
taken the shape of HBNC program, the key community-based program to deliver newborn care
services in the country.

Home visits were also a part of the Integrated Management of Newborn and Childhood Illnesses
(IMNCI) program that was initiated in 2004 in the country. Its effectiveness was demonstrated in
a cluster randomized trial where NMR beyond 24 h was significantly lower in the clusters where 
IMNCI was implemented as compared with the controls (adjusted hazard ratio 0.86; 0.79–0.95).
Though the effect of the intervention was seen only among home births, the intervention led to a
reduction of post NMR among home births (adjusted hazard ratio 0.73; 0.63–0.84) and health-
care facility births (0.81; 0.69–0.96).
 
A large-scale community-based Integrated Nutrition and Health Program for behavioural change
was implemented through the health system from 2001–2006. Initial evaluation revealed that the
frequency of home visits improved during antenatal (16–56%) and post-natal periods (3–39%).
That, however, did not translate into a reduction in NMR owing to limited coverage.

Evidence on efficacy of community mobilization for an improvement in newborn survival was
generated  in  the  past  decade.  Behaviour  change management  by community health  workers
resulted  in  a  significant  decline  in  NMR  (RR  0.59;  0.47–0.74).  Improvements  in  birth
preparedness, hygienic delivery, thermal care and breastfeeding were observed and a significant
reduction in NMR was demonstrated in the intervention arm (RR=0.46; 0.35–0.60).

Another trial evaluated the effect of participatory interventions through women's groups. The
intervention  involved  local  female  facilitators  guiding  women's  groups  through  a  cycle  of
meetings and activities through participatory learning and action. During such meetings, women



identified,  prioritized,  and  analyzed  local  maternal  and  neonatal  health  problems  and
subsequently devised and implemented strategies to address them. This trial, conducted in the
tribal districts of Jharkhand and Odisha, showed a significant decline in NMR by 32% (OR 0.68;
0.59–0.78) over a period of 3 years (2005-2008). The effect size was greater (59%) among the
most  marginalized  as  compared  with  less  marginalized  (35%)  populations.  The  impact  was
sustained beyond the intervention period.

Table 1: Demographic Characteristics of Jammu and Kashmir and India

  Indicator J&K India

Total Population (Crores) 12.54 1210.19

Decadal Growth (percent) 31.42 21.54

Crude Birth Rate (SRS 2017) 15.7 20.4

Crude Death Rate (SRS 2017) 5.2 6.9

Natural Growth Rate (SRS 2017) 10.8 14.0

Infant Mortality Rate (SRS 2017) 24 34

Maternal mortality Rate (SRS 2011) NA 254

Total Fertility Rate (SRS 2014) 1.9 2.4

Sex Ratio (Census 2011) 883 940

Child Sex Ratio (Census 2011) 859 914

Schedule Caste Population (percent) (Census 2011) 8.0 16.6

Schedule Tribe Population (percent) (Census 2011) 11.0 8.6

Total Literacy rate (percent) (Census 2011) 68.74 74.04

Male Literacy Rate (percent) (Census 2011) 78.26 82.14

Female Literacy Rate (percent) (Census 2011) 58.01 65.46

Demographic and socio-economic features of Jammu and Kashmir
The total population of the country is 1210 million in which Jammu and Kashmir comprises 12
million  accounting  roughly one  percent  of  the  total  population  of  the  country. The  decadal
growth rate of population is 31 percent substantially higher than the national decadal growth rate
of 21 percent. It is evident that the population grew by 70 percent during 1991-2011, with much



higher rate than in 1981-91. The crude birth rate and crude death rate of the State is lower than
the national average (Table 1). Infant and child mortality rates are good indicators of socio-
economic development and the status of health and population programmes. The infant mortality
rate has come down from 50 in 2001 to 26 in 2017 which is lower than the national average of
34.  

The total fertility rate of the State is 1.9 which is lower than the national average of 2.4. The sex
ratio, which has alarmingly come down from 933 in census 2001 to 883 in census 2011 is lower
than the national sex ratio (940 females per thousand males). The scheduled caste population of
the State is only 8 percent as against 16 percent in the country. However the schedule tribes of
the State are higher (11 percent) than the national average (8.6 percent). The literacy rate in the
State has improved by more than 14 percent points from 54 percent in 2001 to 68.7 percent in
2011. The literacy rate for the population of seven years and above is 78 percent for males and
58 percent for females and 69 percent for the total population,  although it is lower than the
national average. The detailed figures of major health and demographic indicators are mentioned
in above Table 1.

Home-based newborn care
The Government of India launched the HBNC program in 2011 with the purpose of improving
community newborn care practices, early detection of neonatal illnesses and appropriate referral
through home visits. The services are supposed to be delivered by the Accredited Social Health
Activists (ASHAs), the frontline workers at the village level responsible to deliver preventive
care services for mothers and newborns in the community.
 
Currently, there are a total of 904195 ASHAs working in the country, of which 11843. Jammu
and Kashmir the engaged ASHA are 11843.  A structured course comprised of seven modules has
been developed for their training, out of which Modules 6 and 7 focus on newborn care. These
modules are covered in four rounds of training over a period of 1 year.
  
To accelerate the uptake of the HBNC program in states with high NMR—Madhya Pradesh,
Rajasthan, Bihar and Odisha,  the model has been adapted by Norweignian India Partnership
Initiative.  Several  innovative  approaches  were  adopted;  it  improvised  on  the  pedagogy
techniques to train ASHAs, introduced a supportive supervision mechanism, introduced another
cadre  of  worker—Yashoda—to  provide  care  and  counselling  services  to  the  mothers  and
newborns and function as a birth companion in maternity wards. The analysis done to assess the
incremental and combined benefits of Yashoda and ASHA on newborn care showed that the dual
exposure of mothers to both Yashoda and Norweignian India Partnership Initiative trained ASHA
had an significant incremental effect (almost 3 times) on newborn care indicators related to both
counselling and practice.

Objectives



The major objective of this study is to understand the preparedness of ASHAs for conducting
home visits and present status of these home visits in selected place. The specific objectives are-

 To understand the preparedness including the training of ASHAs on HBNC. 

 To verify the performance of ASHAs in the field by verifying the visited infants.

 To understand challenges in implementing this scheme.

Methodology
This study focuses on the status of implementation and ASHAs preparedness for conducting
successful  home visits  in  two of  the selected district  of  Jammu and Kashmir  where  HBNC
scheme is well implemented. After discussions with the National Health Mission (NHM), Jammu
and Kashmir, the area selected for the study is Khan Sab Block in Budgam district and Kangan
Block in Ganderbal district. Within selected block (CHC area), five sub centres were selected
randomly. All the villages 21 in these sub centres were visited to seek responses of ASHAs and
mothers of infants.

Sample size
This study aimed at understanding the preparedness of ASHAs and to some extent the impact of
home visits conducted by them. Thus this study is exploratory in nature and does not aim to
estimate many rates  and ratios.  Despite  the nature of  study, we used statistical  methods for
determining sample size and sample selection.

Survey tools
Structured schedules of inquiry were used for recently delivered women (RDW) and ASHAs.
RDW schedule inquired about the background of the household, delivery place, birth details,
knowledge of mothers about newborn care, practices about newborn care, newborn health care
provided by ASHAs and details of death (for those who were not alive at the time of survey). The
RDW Schedule  is  designed  to  seek  information  regarding  their  background,  which  include
details  of training received,  their  knowledge about  antenatal  and postnatal  care services  and
Janani Suraksha Yojana, details of home visits by ASHAs and questions related to ANM support
to  ASHA. Study sought  responses  from 190 recently delivered mothers  and all  21 available
ASHAs. 

Survey duration, teams and supervision. And discussion with District Health functionaries.
The survey at  the selected site  was conducted during the month of July –August  2017. The
survey team comprised two officials for the study from the Centre. 

Data entry



Data  entry  of  the  questionnaires  was  carried  out  on  SPSS  based  custom  made  data  entry
applications developed in the Centre. Then the tables were generated and discussed in detail.

2. Background and Details of ASHAs:
Background of ASHAs
Age: 
Table 2 presentsa the background characteristics of ASHAs. A total of 21 ASHAs were covered
under this study. The highest number of ASHAs (more than  (50%)  were    in the age group of
35-44 years with 52%, followed by the age group of 45+ years (29%). However, only 19%
ASHA (n=4) were in the age group of 25-34 years. 
 
Education:
The educational level of ASHA showed that,  33% (n=7) had completed their  middle school,
followed  by  29%  (n=6)  who  completed  their  primary  level  education.  Only  3  (14%)  had
completed their high school+ level of education and 24% of then (n=5) were illiterate.

Social groups: 
Among  the  21  surveyed  ASHAs,  nine  (43%)  belonged  to  ‘general  category’,  eight  (38%)
belonged to   ‘other backward   classes’  and  4 (19%) belonged to ‘scheduled tribe’ category.

Table 2 Background Characteristics of ASHAs
  No %
Age of ASHA 25-34 4 19.0%

35-44 11 52.4%
45+ 6 28.6%
Total 21 100.0%

Education Illiterate 5 23.8%
Primary 6 28.6%
Middle 7 33.3%
High school+ 3 14.3%
Total 21 100.0%

Caste ST 4 19.0%
OBC 8 38.1%
General 9 42.9%
Total 21 100.0%

Population covered and working schedule of ASHAs:
Average population covered by ASHAs was between 289 and 907. While enquired about how
many days ASHAs work per week, three responded saying that they work four days in a week,
ten saying two   days   , and   seven   saying    three days only one saying six days in a week.



ASHAs are engaged in increased number of programmes and activities. It was enquired that how
many hours on an average they serve in their  village.  Responding to this, thirteen   ASHAs
61.9%  each informed that they engage 2-5 hours  every day,  eight ASHAs 38%  mentioning that
they engage 6-8 hours in a day (Table 3).

Table-3  Distribution of ASHAs by No. of hours working per day

  No %
No. of Hours working
daily

2-5 hours 13 61.9%
6-8 hours 8 38.1%
Total 21 100.0%

Distribution of ASHAs by type of HBNC training attended: 
All the interviewed ASHAs had received some type of HBNC training.  It was found that almost
two third (n=16, 76%) of the ASHAs had received both the training related to HBNC. However
only one ASHA  has  received  only  M6  and remaining 4 had received only M7 HBNC training
(Table 4).  The   trainings  were  organised in June 2015 and May 2017. The ANMs positively
responded about the training sessions. It was enquired about   the themes of training, looking at
the spontaneous responses highest  21 ASHAs  100% recall  was about the, identification of
danger signs and their referral’  and 20 ASHAs 95%  recalled  about ‘breastfeeding’ ‘cord care’
and ‘keeping   newborn  warm’. And   1 ASHA    5%   could  recall  spontaneously  that they
trained about  ‘VHIR filling.’

 
Table 4: Distribution of ASHAs by Type of ASHA Training Attended

 
  Module No %
Type of Training M6 1 4.80%
 M7 4 19.00%
 Both 16 76.20%

Total 21 100.00%

ASHAs Knowledge
Distribution of ASHAs by knowledge about day of visit of a Normal weight Baby.
Regarding the knowledge about day of visit of a normal weight baby among the 21 surveyed
ASHAs, it  was found that  57% (n=12),  62% (n=13) and again 62% (n=13) had the correct
knowledge during the visit 1, visit 5 and visit 6 respectively (Table 5). During the other visits
(visit 2, visit 3 and visit 4), it was found that the ASHAs did not have the correct knowledge
about the normal weight baby. 

Table-5  Distribution of ASHAs by knowledge about day of visit of a Normal weight
Baby



 Day of Visit No %
‘VisitN1’ 1 12 57.1%

2 1 4.8%
3 8 38.1%

‘VisitN2' 3 5 23.8%
4 1 4.8%
7 15 71.4%

‘VisitN3' 7 6 28.6%
14 13 61.9%
15 1 4.8%
21 1 4.8%

‘VisitN4' 14 5 23.8%
15 1 4.8%
16 1 4.8%
21 13 61.9%
28 1 4.8%

‘VisitN5' 18 1 4.8%
21 5 23.8%
28 13 61.9%
42 2 9.5%

‘VisitN6' 0 1 4.8%
21 1 4.8%
27 1 4.8%
28 3 14.3%
42 13 61.9%
47 1 4.8%
48 1 4.8%
Total 21 100.0%

Distribution of ASHAs by knowledge about day of visit  of  a Low Birth Weight (LBW)
Baby:
The knowledge of ASHAs about day of visit of a low birth weight baby presented in Table 6
revealed that, in the first visit all ASHAs (100%) had the correct knowledge on LBW. However
during the second visit, only 11 (54%) and during the third visit, only 10 (48%) had the correct
knowledge. This number decreased to 14% (n=3) during the fourth visit. In the fifth and sixth
visit, 29% (n=6) and 24% (n=5) had the correct knowledge about LBW baby. 

Table-6  Distribution of ASHAs by knowledge about day of visit of a LBW Baby

 Day of  No %
‘Visit1LBW’ 1 21 100.0%
‘Visit2LBW’ 2 6 28.6%

3 11 52.4%
7 4 19.0%



‘Visit3LBW’ 3 4 19.0%
5 1 4.8%
6 1 4.8%
7 10 47.6%
10 1 4.8%
12 1 4.8%
14 3 14.3%

‘Visit4LBW’ 4 1 4.8%
5 1 4.8%
7 3 14.3%
9 1 4.8%
10 2 9.5%
13 1 4.8%
14 6 28.6%
16 1 4.8%
21 5 23.8%

‘Visit5LBW’ 5 1 4.8%
6 1 4.8%
9 1 4.8%
10 1 4.8%
12 1 4.8%
13 2 9.5%
14 1 4.8%
16 1 4.8%
21 6 28.6%
28 5 23.8%
42 1 4.8%

‘Visit6LBW’ 6 1 4.8%
8 1 4.8%
12 1 4.8%
14 1 4.8%
15 3 14.3%
21 2 9.5%
23 1 4.8%
28 5 23.8%
42 6 28.6%
Total 21 100.0%

Distribution of ASHAs by Danger Signs in New born during first month of birth:
When asked about the danger signs in newborn during the first month of birth, all interviewed
ASHAs were able to recognize the danger sings (Table 7). It was found that all ASHAs were able
to  recognize  the  signs  of  high  fever,  followed  by  90%  being  able  to  recognize  yellow
complexions, 86% ASHAs recognized difficulty in breathing and not being able to feed and 81%
recognizing  the  danger  signs  of  diarrhea.  Likewise,  76%  ASHAs  recognized  low  body
temperature and 71% recognized bleeding from naval cord. However, 13 ASHAs (62%) could



not recognize convulsions and 19 of them (90%) could not recognize other danger sings apart
from those mentioned above.

Table-7  Distribution of ASHAs by danger signs in Newborn during first month of
birth

  No %
Difficulty in breathing Yes 18 85.7%

No 3 14.3%
Yellow complexion Yes 19 90.5%

No 2 9.5%
High fever Yes 21 100.0%
Bleeding from cord 
naval

Yes 15 71.4%
No 6 28.6%

Convulsions Yes 8 38.1%
No 13 61.9%

Not able to feed Yes 18 85.7%
No 3 14.3%

Low body 
temperature

Yes 16 76.2%
No 5 23.8%

Diarrhea Yes 17 81.0%
No 4 19.0%

Other specify' Yes 2 9.5%
No 19 90.5%

 Total 21 100.0%

Home visits to new born by ASHAs: 
All the interviewed ASHAs reported to have conducted home visits (Table 8). When asked about
number of home visits, about 43% (n=9) responded saying that they visit one to four homes each
day followed by seven ASHAs (33%) saying five to ten visits and five saying eleven or more
visits on an average day. 

Table-8  Distribution of ASHAs by No. of Home visits conducted per day

  No %
No. of Home Visits 
performed

1-4 9 42.9%
5-10 7 33.3%
11 and above 5 23.8%

 Total 21 100.0%

Home visits to Pregnant Women: 



All the interviewed ASHAs reported to have conducted home visits to a pregnant  women 9Table
9). Of the total 21 ASHAs, almost 50% (n=10) conducted >4 home visits to a pregnant women,
followed by 9 ASHAs conducting home visit  4 times a day. Only about 10% (n=2) ASHAs
conducted <4 home visits to  a  pregnant  women .

Table-9  Distribution of ASHAs by No. of Home visits to a pregnant women

  No %
No. of Times visit a 
Pregnant women at 
home

< 4 visits 2 9.5%
4 visits 9 42.9%
> 4 visits 10 47.6%

 Total 21 100.0%

Distribution of ASHAs by messages related to ANC they deliver to pregnant women:
When ASHAs were asked about the messages related to ANC they deliver to pregnant women, it
was found that majority of the ASHAs provided relevant messages to pregnant women (Table
10). All 21 ASHAs provided information about getting 2 doses of TT injections and getting BP
examinations. Twenty ASHAs provided information on consuming IFA tablets, nineteen of them
provided messages on abdominal examinations and eighteen provided messages on getting 3
ANC checkups. The messages provided by ASHAs to the pregnant women were found to be
appropriate. 

Table-10  Distribution of ASHAs by messages related to ANC they deliver to pregnant
women

  No %
Get 2 doses TT injections Yes 21 100.0%
Consume 100 IFA tablets Yes 20 95.2%
BP Examination Yes 21 100.0%
Abdominal Examination Yes 19 90.5%
Get 3 ANC check-up Yes 18 85.7%
10 Total 21 100.0%

Distribution of ASHAs by birth planning messages delivered to pregnant women:
ASHAs are supposed to provide birth planning messages to pregnant women and in this context
it was found ASHAs had provided relevant birth planning messages to pregnant women (Table
11). All of them provided messages related to identifying a place of delivery and message of JSY.
Also, 71% (n=15) and 67% (n=14) ASHAs provided messages about saving money for delivery
and need for arrangement of transportation to hospital respectively. It was however surprising to
see that none of them provided information about identifying a potential  blood donor to the
pregnant women.



Table-11  Distribution of ASHAs by Birth Planning messages delivered to pregnant
women

  No %
identify a place of delivery Yes 21 100.0%
About JSY Yes 21 100.0%
Save money for delivery childbirth Yes 15 71.4%
Arrange transport to hospital Yes 15 71.4%
Identify a potential blood donor Yes 14 66.7%
 Total 21 100.0%

When asked about what messaged you need to give to women who decides to deliver at home all
of the ASHAs mentioned ‘identify a clean place for delivery at home’ followed by 47.6% (n=10)
ASHAs  advising to arrange DDK kits, 95.2% (n=20) ASHAs suggesting to identify skilled birth
attendant  and   52.4%(n=  11)  suggesting   save  money  for  emergency  and  ,  66.7%(n=14)
suggesting arrange transport for emergency. ASHAs asserted that most likely no of the women
were interested to deliver at home by planning but by turn of events it so happens. Thus one third
of ASHAs could not connect to recall any of the messages (Table 12).
 

Table-12  Distribution of ASHAs by Safe Delivery messages delivered to women who
deliver at home

  No %
identify a place of delivery Yes 21 100.0%
Identify a skilled birth attendant Yes 20 95.2%
Arrange for DDK Yes 10 47.6%
Save money for emergency Yes 11 52.4%
Arrange transport for emergency Yes 14 66.7%
 Total 21 100.0%

Distribution of ASHAs by Newborn Care messages delivered to pregnant women:
Regarding the messages on newborn care, it was found that the all ASHAs provided information
to pregnant women on exclusive breast feeding up to 6 months (Table 13). Likewise, twenty of
them provide message to initiate breastfeeding within an hour of birth. Message regarding drying
and wrapping the baby immediately after birth and delay bathing the newborn for a week was
provided by eighteen ASHAs. Similarly, 16 ASHAs provided message on not to apply anything
on the cord and getting the newborn weighed. Of the total 21 ASHAs, only 14 of them provided
message on taking equal care of newborn boy or girl. 

Table-13  Distribution of ASHAs by Newborn Care messages delivered to pregnant
women

  No %
Dry and wrap immediately after birth Yes 18 85.7%



Delay bathing the newborn for a week Yes 18 85.7%
Initiate breastfeeding within an hour of birth Yes 20 95.2%
Exclusive breastfeeding up to 6 months Yes 21 100.0%
Do not apply anything on the cord Yes 16 76.2%
Get the newborn weighted Yes 16 76.2%
Take equal care of girl boy newborn Yes 14 66.7%
Others Yes 2 9.5%
 Total 21 100.0%

When asked about the number of visits they undertake to the newborns, it was told by 15 ASHAs
that for normal birth weight babies they undertake 6/7 home visits while as for low birth weight
babies only 16 ASHAs mentioned of 7/10 visits. When asked about what do they do during the
home visits almost 90.5 % ( n=19) ASHAs mentioned that they ‘counsel mother/family members
on newborn care’ and all 21 ASHAs assess the newborn’s health by taking temperature, assessing
breathing and breastfeeding’. Taking care of mothers were suggested by 85 .7% (n=18)   ASHAs
and taking additional care of low birth weight babies were also suggested by 90. 5 %( n=19)   of
the interviewed ASHAs.  All the 21 ASHAs were versed in messages about keeping baby warm
and initiation of   breast feeding within an hour. And 81% (n=17) were suggested about delay
bathing  and  taking weight of newborns. And exclusive breastfeeding up to six months were
recalled to be propagated by 95 .2% (n=20) ASHAs.  Identification of danger   signs in   mothers
and  newborn were mentioned by 62% (n=13) ASHAs.
 
Job Aids:
When inquired about the job aids nine mentioned of flip book and nine   mentioned of calendar,
five mentioned of   FAQ booklet and ten mentioned  of  poster.  Fifteen   mentioned of taking this
material to the homes during home visits and three mentioned of using them in each home visit.
These ASHAs mentioned of most of the benefits of use of job aids during home visits like ease to
counselling and complete messaging etc. Those who used job aids did not mention of facing any
difficulty in using them. When asked about the difficulties faced during home visits, 10 of these
ASHAs mentioned of facing ‘no constraints’. three of the ASHAs mentioned of non-payment,
three of scattered work area and two not getting monitored and not liked by some families.
ANM Support to ASHAs
It was asked to ASHAs that in last three months how many times they met the ANMs, ASHAs
responses that they met to  3 to 40 times.  Most of them met ANMs other than VHND days Most
of the ASHAs told that ANMs checked their registers and updated names,  demonstrated  how to
fill register correctly,  ASHA recollected that ANMs asked of their problems in completing the
register ,and make joint visit to difficult families.

Activities performed by ASHAs during last 3 months:
When the ASHAs were questioned about their activities performed during the last 3 months, it
was observed that more than 70% of the ASHAs (n≥15) were involved in reviewing the VHIR



register, updating the register, reviewing home visits and records. Of the 21 ASHAs, 14 of them
were involved in joint home visits and 12 were involved in helping register clients. However,
there were few ASHAs (n≤9) who were involved in demonstrating on how to fill the register and
observe  counseling  (43%  each),  providing  guidance  of  job-aids  (24%)  and  feedback
improvements in home visits (38%).

3. Background and details of RDWs
Background of RDWs
The age of interviewed RDWs was 27.8 years. Around one fourth of recently delivered women
were less than 25 years and another one quarter were more than 30 years old. Half of the women
were 25-29 years old (Table 14).

Table-14  Distribution of by background characteristics of women
   

District Budgam
90 47.4

 Ganderbal
100 52.6

Age of woman <25
42 22.1

 25-29
100 52.6

 30+
48 25.3

Education of Woman  <=Primary
113 59.5

 Middle
54 28.4

 High School and above
23 12.1

Monthly Family  
income <5000

59 31.1

 5000-9999
58 30.5

 10000+
73 38.4

Place of Delivery PHC/CHC
72 37.9

 District/State Hospital
114 60.0

 Private Hospital
4 2.1

Order of Birth 1
63 33.2

 2
61 32.1

 >=3
66 34.7

18 Total
190 100.0



Looking at educational status of recently delivered women it is notable that 60 percent of these
women were illiterate or had less than 5 years of schooling. Twenty eight percent had completed
Middle level of schooling and another 12 had completed high school. 

Average monthly reported income of households of RDW was Rs 8295.  It was reported by 31
percent of women that their monthly income is less than 5000. The monthly income of another
31 percent ranged between Rs. 5000-10000 and the monthly income of 38 percent was more than
10000. 

Large majority of the women had delivered at  District  Hospitals/State  Hospital  (60 percent)
followed by CHCs (38 percent) and only 2 percent had delivered at private hospitals. There were
no home deliveries.
There was not much difference in  the percentage of  births  by births  orders as  almost  equal
percentage of births (33 percent) were of birth order 1, 2 and 3.

Distribution of RDWs by newborn health check-ups by ASHA during home visits: 
15.  on an average visit day to their newborns. It was told by 98.4 percent mothers that ASHAs
checked the cord and advised  on cord care of  newborn.  By taking spontaneous and probed
responses together 98.4 percent mothers informed that ASHAs measured weight of newborn at
the time of delivery, 72 percent confirmed of temperature measurement, 47.8 percent ASHAs
each  talked  and  discussed  about  difficulties  faced  in  breastfeeding,  checked   41.8  percent
newborn for jaundice and 46.7 percent for diarrhoea. Assessment of breastfeeding and swelling
in eyes were examined by 44 percent and 22.3 percent of ASHAs on the visits to newborn.
Relatively small proportion of mothers informed of that ASHAs assessed newborn for chest in-
drawing (13%),  frequent  vomiting  (10.9%),  pinching skin  of  stomach (5.4%),  boils  on  skin
(6.5%), grunting (3.8%), rashes in skin folds (8.2%), respiratory rate count (7.6%), about rash in
mouth (16%) and flaring of nostrils (8.2%).

Table-15  Distribution of RDWs by newborn health check-ups by ASHA during home
visits

 District Total
 Budgam Ganderbal 5 6

Type of Check ups by ASHAs No % No % No %
Cord care 87 96.7% 94 100.0% 181 98.4%
Weight measurement 87 96.7% 94 100.0% 181 98.4%
Temperature measurement 79 87.8% 55 58.5% 134 72.8%
Swelling in eyes pain watering 15 16.7% 26 27.7% 41 22.3%

Boils on skin 5 5.6% 7 7.4% 12 6.5%
Rash in skin-folds 6 6.7% 9 9.6% 15 8.2%
Checked for jaundice 28 31.1% 49 52.1% 77 41.8%
luggish or unconscious 5 5.6% 5 5.3% 10 5.4%



Distended stomach 6 6.7% 14 14.9% 20 10.9%
Chest in-drawing 9 10.0% 15 16.0% 24 13.0%
Difficulty in breastfeeding 38 42.2% 50 53.2% 88 47.8%
Respiratory rate count 3 3.3% 11 11.7% 14 7.6%
Chest in-drawing 12 13.3% 12 12.8% 24 13.0%
Flaring of nostrils 3 3.3% 12 12.8% 15 8.2%
Grunting 2 2.2% 5 5.3% 7 3.8%
Diarrhoea 32 35.6% 54 57.4% 86 46.7%
Pinching skin of stomach 2 2.2% 8 8.5% 10 5.4%
Assessment of breastfeeding 41 45.6% 40 42.6% 81 44.0%
White patch rash in mouth 18 20.0% 13 13.8% 31 16.8%

No check-up 2 2.2%   2 1.1%
Total 90 100.0% 94 100.0% 184 100.0%

Health advices given by ASHA related newborn during her postnatal checkups:
 ASHAs  are  supposed  to  provide  some  counseling  and  advise  to  pregnant  women  during
postnatal period. These  advices have been shown in Table 16. 

Breastfed  within  1  hour: In  district  Budgam and  district  Ganderbal  100 percent  delivered
women were advised to breastfed within 1 hour of birth of the newborn .while same trend was
observed in the breastfeeding till six months187 received this advice from their ASAs during
their home visit.

Skin Contact with Mother:  A good percentage 68.6 percent delivered women from Budgam
followed by 94.6 percent were advised by ASHAs to keep new born with their skin contact but
this  41 percent  from district  Budgam were unaware of this  important advice especially who
experienced delivery for the first time.

Apply nothing on cord: The ASHAs of district Ganderbal have advised about nothing apply on
cord to 62 percent women while only 46.5 percent received such advice from ASHs of Budgam
district.  Overall  54.5  percent  women  were  aware  by the  ASHAs in  this  regard  in  both  the
selected districts.

Danger signs in newborn: The awareness about the danger signs in newborns was provided to
62 percent in Ganderbal followed by 46.5 percent in district Budgam .Overall 62.4 percent were
advised of such danger signs.

Treated at hospital: while analysing the data on this important indicator regarding the treatment
in  any government health facility while a newborn has any health related problem the data
shows that only 50 percent in both the districts have been advised to treat her newborn in any
government  health  facility.  Though  is  percentage  is  higher  with  58  7  percent  in  Ganderbal



followed  by  40.9  in  district  Budgam.  This  indicates  that  while  a  newborn  is  needs  the
hospitalization the ASHAs fail to motivate them to treat them at a higher health facility.

Attachment of newborn with breast: Analysing the data on this important advice regarding the
attachment of newborn with breast while a newborn has any health problem the data shows that
only 50 percent in both the districts have been advised to attach the newborn with breast. Though
is  percentage  is  higher  with  57.6  percent  in  Ganderbal  followed  by 41.9  percent  in  district
Budgam. This indicates again the lack of communication and good relationship between ASHAs
and delivered women.
Immunisation Details:  Regarding  immunisation  details  48.3  percent  have  been  advised  to
immunise their newborn in both the districts.

Table-16  Distribution of RDWs by health advices given by by ASHA related to the newborns
during her postnatal checkups

 District Total
 Budgam Ganderbal   
 No % No % No %
Breastfeed within 1 hr 86 100.00

%
92 100.00% 178 100.00%

Breastfeed till 6 months 86 100.00
%

92 100.00% 178 100.00%

Skin contact with mother 59 68.60% 87 94.60% 146 82.00%
Apply anything cord and keep it dry 40 46.50% 57 62.00% 97 54.50%
Danger signs in newborn 49 57.00% 62 67.40% 111 62.40%
treated at hospita 35 40.70% 54 58.70% 89 50.00%
attachment of newborn with breast 36 41.90% 53 57.60% 89 50.00%
Immunization details 33 38.40% 53 57.60% 86 48.30%
Total 86 100.00

%
92 100.00% 178 100.00%

Newborn care 
Newborn care practices
 Birth weight of newborn: It is very important to take weight of the newborn immediately after
the birth. More than 98 percent born at institution were weighed at the birth (Table. Only 14.8
percent newborns were reported to have had weights less than 2.5 kilograms followed by nearly
50 mothers mentioning the exact weight 2.5 kilograms while as 42.52 percent mentioned weights
which were more than 2,5 kilograms. It does not seem right that 89 out of 190 newborns would
weigh exactly 2.5 kilograms. The cards shown to the teams were showing these weights clearly
written as 2.5 kilograms draw some suspicion towards the practice of mentioning 2.5 kilograms
without weighing the child. 



Initiation of breastfeeding: Initiation of breastfeeding soon after the childbirth and up to  one
hour is very important for making child alert and tendency to engage. Nearly 12.6 percent of
newborns were not initiated the breastfeeding within an hour of birth. This proportion was high
(28.2%) for children born at home and low (6.2%) for children born at health institutions. Thus, a
large proportion (87.5%) was initiated with the breastfeeding within the recommended one hour
of birth.

Table-17  Distribution of RDWswith good NBC practices by background characteristics of women
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District
Budgam 88.60% 55.60% 91.10% 90.60% 91.10% 88.60% 27.80% 90
Ganderbal 74.70% 64.00% 83.00% 92.60% 98.00% 64.00% 7.00% 100
Age of RDW
<25 78.60% 61.90% 90.50% 100.00

%
100.00% 66.70% 19.00% 42

25-29 85.60% 58.00% 88.00% 89.60% 93.00% 77.60% 16.00% 100
30+ 75.00% 62.50% 81.30% 88.20% 93.80% 79.20% 16.70% 48
Education
 <=Primary 79.10% 62.80% 85.80% 92.70% 95.60% 78.60% 16.80% 113
Middle 83.30% 57.40% 83.30% 94.40% 98.10% 64.80% 13.00% 54
High School 
and above

87.00% 52.20% 100.00
%

81.00% 82.60% 86.40% 26.10% 23

Income
<3000 25.10% 22.10% 25.30% 24.50% 31.10% 24.50% 6.30% 59
3000-4999 22.50% 19.50% 27.40% 27.30% 29.50% 22.30% 4.70% 58
5000+ 33.70% 18.40% 34.20% 39.60% 34.20% 28.70% 5.80% 73
Place of 
Delivery
PHC/CHC 82.90% 80.60% 86.10% 85.20% 98.60% 59.70% 19.40% 72
District/State 
Hospital

80.50% 49.10% 87.70% 96.30% 92.10% 85.80% 15.80% 114

Private 
Hospital

75.00%  75.00% 75.00% 100.00% 66.70%  4

Birth Order
1 80.60% 55.60% 88.90% 97.70% 96.80% 71.00% 20.60% 63
2 79.70% 63.90% 83.60% 91.80% 95.10% 80.00% 18.00% 61

>=3 83.30% 60.60% 87.90% 84.80% 92.40% 75.80% 12.10% 66



Total 81.30% 60.00% 86.80% 91.40% 94.70% 75.50% 16.80% 190

Newborn health care provided by ASHA during Home visits:
 It was inquired from mothers about the number of visits and days on which first three visits were
undertaken by the ASHAs to their  newborns.  It  was told by 92 percent mothers appropriate
number of visits were undertaken. First visit was undertaken to 92 percent newborns and slight
decline in second visit 87 percent was undertaken. For the third visit 6 percent decline to 81
percent was observed. In total nearly 81 newborns received first three visits.

When enquired about the purpose of the last visit by the ASHAs; more than half of the mother
responded that ASHAs visited their house for checking the newborn’s health followed by more
than one-third mentioning the reason ‘health of both mother and newborn’, a tiny proportion of 2
percent said that they came for mother’s health.

None of mothers confirmed that ASHAs were carrying weighing scales and few confirmed that
they were carrying thermometers during the home visits. Proportion of mothers mentioning of
form-booklets, medicines and chart booklets was observed to be very low.

It was asked to the mothers that during PNC home visits what ASHAs enquired regarding your
health  and most  of  them recalled  that  they were  asked about  the  complete  meals  in  a  day.
Similarly enquiries regarding excessive bleeding and instances of fever were also enquired to the
majority of women. A large proportion (21%) of women also said that ‘cut in nipples’ was asked
to them and nearly 7 percent of the women recalled about being asked of ‘any serious health
problem’. Among all the recently delivered women 14 percent reported to have had some health
problem and most of them went for treatment. Of these 28 women only 9 reported to have gone
to  government  health  facilities,  one  said  that  ASHA gave  some  medicine,  one  went  to  an
untrained provider and remaining 15 went to private doctors. Only two of them were referred by
ASHAs. When enquired about the health advices received from ASHAs; most of the women said
that ASHAs advised of keeping newborn warm and 93 percent were advised to have four meals a
day followed by 53 percent to go to hospital if they were experiencing excessive bleeding.

Distribution of RDWs who were accompanied by ASHA at the time of Delivery to Hospital:
 The data has been analysed in table 4 .This is the indicator which is related to the monetary
benefits of ASHAs for this mostly the ASHAs try to accompany to every women at the time of
delivery to the health facility. 98.8 percent pregnant women accept that they were escorted by
ASHAs, while district wise there  is hardly difference of only 1.1 percent difference in ASHAs
escorted  at the time of delivery. This rise is observed in district Budgam. While analysing this 10
percent unawareness has been observed in the women who are less educated especially below
5th standard. Thus illiterate or less educated women should be made fully aware of this facility.



Knowledge of RDWs
Knowledge of RDWs was assessed of their responses has been provided in Table 5 below.
Timing of first bath of newborn: In order to provide adequate thermal care it is of paramount
importance that babies are given first bath at or after 7th day after the birth. It is notable that
nearly half the newborns were bathed before the age of seven days Only 64 percent of RDWs of
district Ganderbal could clearly mention the correct timing of seven days, while as in district
Budgam 88.6 percent were having good knowledge of timing of first bath of newborn followed
by less than 12 percent saying on the sixth day or after third day.

Initiation of breast feeding: 64 percent of the RDWs in district Ganderbal and 55.6 percent in
district Budgam were aware of the correct timing of initiation of breast feeding after birth i.e.
with an hour of birth. This indicates that that a good proportion of women is not aware of the
correct timings or has not been educated by any health worker i.e ANM or even by doctor during
the period of pregnancy while visiting the health facility for ANC checkups or during home visit
by ASHA.

Duration of exclusive breast feeding for six months: It was enquired that children were being
breastfed; to the mothers having newborns up to age six months and were they breastfed up to
the age six months to the mothers with newborns of age more than six months.
A good proportion of 90.6 percent RDWs in district  Budgam and 92.6 percent from district
Ganderbal were aware of the correct duration of exclusive breast feeding (six months) to the
newborns followed by 10 percent mentioning less than six months.

Cord care:  Caring for the cord is an important component under newborn care- cord has to be
kept dry and to avoid infections nothing is to be applied. This was enquired from the mothers if
they had applied anything on the cord after cutting and until it fell off. A small proportion of
mothers less than 9 percent out of 190 RDWs were aware of the fact that ‘nothing’ should be
applied on cord after the birth of newborn.
Child Weighted at birth: In district Budgam 88.6 percent women are aware that their new born
got weighed at birth while in district Ganderbal only 74 percent knew the weight of their baby at
the time of their birth. It further worth mentioning that no women among the selected women
have delivered at home thus it emerges as a negligence of the concern medical staff those were
present at the time of delivery of the ASHA who have not communicated the weight of the baby
to his /her mother.

All the six practices discussed in earlier section are very important for child survival and healthy
growth. It is expected that they would vary by the background characteristics of ASHAs and
RDWs.  It  is  equally  important  to  learn  about  this  outcome  from the  perspective  of  RDWs
background.  The age  of  RDW had unique pattern  of  following good practices,  at  one  hand
women with age 30 years or more displayed highest proportion and women with younger ages
(i.e. 19-24 years) displayed reasonably good leaving women of prime reproductive ages (i.e. 25-



29 years) at the lowest level. This could be due to older women having good knowledge due to
maturation by age and past reproductive experiences. This also points out that messages provided
by ASHAs are  not  reaching equally to  all  ages.  Similarly for  educational  level  of  RDWs a
strange pattern of all NBC practices has been observed, it was highest for women with education
up to primary level  and declined with the educational  level.  Does this  indicate  that  ASHAs
connect well with less educated women? As one would expect that family income had very little
to  do  in  following  these  good  practices  as  not  much  variation  across  these  categories  was
observed. Women from SC/ST group displayed highest proportion in following good practices
followed by OBC and others. Varying pattern in case of women by ‘children ever born’ has been
observed, good outcomes were observed for women with four or more children and with one
child. This may be parallel to the age.

Referral by ASHA on ailment of newborn:
A very small proportion of 13 percent (only 29 mothers out 190) reported that their babies had
health problems during the age birth to one and half months. Of these 18 mothers, reported that
child  had fever  or  chest  related  ailment  followed by 3 reported  problems in  breathing,  two
mentioned that their children were cold to touch, one reported that child was sluggish and other
one said that child had diarrhoea and four mentioned of other problems. Of these 29 mothers, 15
reported that they went to PHC/CHC/DH, JVC Hospital or JB Panth Children hospital for the
treatment of children. Seven  of these  children were admitted and  treated at the JVC Hospital or
JB Panth Children hospital , and five  went to the CHC/PHC/ and remaining three went to other
providers. For five of these children  had very high costs of treatment such as Rs 5000 to 15000
or more were to spend as they were repeatedly admitted or taken to the doctors. When inquired if
ASHA gave medicines to these ailing newborns, except one all said no. Among these 29 ailing
newborns  only  2  were  referred  by  ASHAs  to  doctors/health  facilities  for  seeking  medical
advice/treatment. One of these newborns was referred to CHC Khan sab and other JB Panth
Children hospital Srinagar. Of these both went to the referred place for the treatment of their
newborn.

 Conclusions and Recommendation:
Jammu and Kashmir has registered a significant decline in the Infant Mortality Rate (IMR) from
34 to 26 in the last year. The national average of the IMR is 37. This achievement has been
witnessed for the first time in the history of J&K. The IMR in the state has declined from 34 to
26 which is way ahead of the national average of 37,” as per NHM National Health Mission
(NHM) report. The details have been revealed by the latest Sample Registration Survey (SRS)
conducted by the Registrar General of India. J&K has been ranked sixth amongst the 21 bigger
states in the country for bringing down the IMR. The IMR is one of the most important and
sensitive health indicators which shows the number of deaths of children up to one year of age
per 1,000 live births. The IMR had created public outcry in Kashmir in 2011 when the Valley’s
lone children hospital GB Pant witnessed the death of 895 children, including 475 neonates, out



of 4,274 admitted patients.  However, since then, the authorities are on a path to overhaul the
healthcare facilities in the hospital, which recorded an IMR of 15 out of 443 in March last year.
 Keeping  this  in  view  Government  of  Jammu  and  Kashmir  has  implemented  home  based
newborn care programme. Programme basically advocates to educate the women by the way of
ASHAs in assisting mothers of newborn by providing information related to the antenatal, natal,
postnatal and newborn care. Newborn care messages relate to the identified critical areas, such
as, weight management, initiation of breastfeeding, exclusive breastfeeding, cord care, thermal
care, bathing and identification of danger signs. Under HBNC, ASHAs are expected to make a
series of home visits to young infants to promote essential newborn care practices, identify signs
of illness and refer infants if needed. In selected districts, ASHAs had also received 10 days
training  in  HBNC to  prepare  them for  these  responsibilities.  ASHAs  in  these  districts  also
receive a performance payment for conducting the recommended home visits. This study aims to
understand the status of HBNC implementation through a field based study of ASHAs and their
performance in field.  The major objective of this  study is  to understand the preparedness of
ASHAs for conducting home visits and present status of these home visits in selected place.

After discussions with the CMO Budgam and Ganderbal, the area selected for the study is Block
Khan Sab of Budgam district and Kangan Block from Ganderbal district where HBNC scheme is
recommended to be well implemented. Within selected blocks (CHC area), five sub centres from
each block were selected with good number of neonates randomly. All the villages in these sub
centres were visited to seek responses of ASHAs and mothers of infants. In total 21 ASHAs and
190 mothers of young infants were interviewed. 

ASHAs  contacted  in  the  selected  SC area  were  fairly  young  with  age  of  30-45  years  and
fulfilling minimum educational criteria of eighth standard. Many of them are educated more than
high school. All the ASHAs reside in village and all were Muslims. Most of the interviewed
ASHAs were from ‘General’ category and they belonged to ST,  and OBC categories. Majority
of ASHAs have been working since the inception of NHM. 

On an average one ASHA covers reasonable population of 1000 and works about 35 hours a
week. All the ASHAs have received Module-6 and 7 training for undertaking the activities of
HBNC programme. Though all the ASHAs were almost fully aware of components of ANC, NC
and PNC but many of them lacked the abilities to identify danger signs in newborns.
 
ASHAs  confirmed  providing  all  the  important  messages  such  as  ‘getting  two  doses  of  TT
injections’,  ‘consuming 100 IFA tablets’,  ‘getting  BP examination done’,  ‘getting  abdominal
examination and ‘ensuring three ANC check-ups by trained health personnel’. Similarly ASHAs
were also well versed with most of the messages/ advises related to birth preparedness except for
the message related to ‘identifying a potential blood donor’ in case of emergency. ASHAs were
not used to providing birth preparedness messages to women who intend to deliver at home as
their proportion is very low at the first instance but eventually they turn our to be nearly one-



third so these messages also form an important part  of the advise.  Among the seven crucial
messages ASHAs confirmed that six of these messages were being advised to pregnant women
and one message about ‘taking equal care of girl/ boy newborn’ was being delivered by only 14
ASHAs. Similarly most of the advises to recently delivered women on newborn care were being
provided except slightly lesser proportion of ASHAs were informing about ‘getting the newborn
weighed at birth’, ‘danger signs identification in newborn’ and ‘danger signs identification in
mothers’. Almost all ASHAs did not receive job aids. ASHAs were asked 11 questions about the
support of ASHAs and their summated responses reveal that nearly one-third ASHAs received
good support followed by half getting medium range support and remaining 9 ASHAs reported
to have received very minor assistance from their respective ANMs.

Median age of the interviewed RDWs was 25 years and 52 percent were illiterate. Nearly half of
the women were from ST category followed by one forth from SC and same number from OBC
’. Mean income of households was Rs 4037 per month with low income for women belonging to
SC/ST social group. As far as knowledge on crucial aspects of newborn care is concerned; three
quarters mentioning first bathing time to be six/seven days or later, 92 percent mentioning of
initiation of breastfeeding within an hour, two-third having correct knowledge of six months’
duration of exclusive breastfeeding, nine out of ten aware of applying nothing on cord, nearly
half being aware of 2.5 kilogram as the birth weight and three quarter being aware of four meals
a day during lactation period. As far as danger signs in newborns are concerned slightly less than
two-thirds  were aware  of  fever  and diarrhoea  followed by less  than  half  about  difficulty in
breathing and remaining at a very low level. Mean scores of knowledge among RDWs when
tested was found to be associated with their education and income.

In order to provide adequate thermal care it is of paramount importance that babies are given first
bath at or after 7th day after the birth. It is notable that nearly half the newborns were bathed
before the age of  seven days Only 64 percent  of  RDWs of district  Ganderbal  could clearly
mention the correct timing of seven days, while as in district Budgam 88.6 percent were having
good knowledge of timing of first bath of newborn followed by less than 12 percent saying on
the sixth day or after third day.

64 percent of the RDWs in district Ganderbal and 55.6 percent in district Budgam were aware of
the  correct  timing of  initiation  of  breast  feeding  after  birth  i.e.  with  an  hour  of  birth.  This
indicates that that a good proportion of women is not aware of the correct timings or has not been
educated by any health worker i.e ANM or even by doctor during the period of pregnancy while
visiting the health facility for ANC checkups or during home visit by ASHA.

It was enquired that children were being breastfed; to the mothers having newborns up to age six
months and were they breastfed up to the age six months to the mothers with newborns of age
more than six months.



A good proportion of 90.6 percent RDWs in district  Budgam and 92.6 percent from district
Ganderbal were aware of the correct duration of exclusive breast feeding (six months) to the
newborns followed by 10 percent mentioning less than six months.

Caring for the cord is an important component under newborn care- cord has to be kept dry and
to avoid infections nothing is to be applied. This was enquired from the mothers if they had
applied anything on the cord after cutting and until it fell off. A small proportion of mothers less
than 9 percent out of 190 RDWs were aware of the fact that ‘nothing’ should be applied on cord
after the birth of newborn.

In district Budgam 88.6 percent women are aware that their new born got weighed at birth while
in district Ganderbal only 74 percent knew the weight of their baby at the time of their birth. It
further worth mentioning that no women among the selected women have delivered at home thus
it emerges as a negligence of the concern medical staff those were present at the time of delivery
of the ASHA who have not communicated the weight of the baby to his /her mother.

Among all the recently delivered women 14 percent reported to have had some health problem
and most  of them went  for treatment.  Of these 28 women only 9 reported to  have gone to
government health facilities, one said that ASHA gave some medicine, one went to an untrained
provider and remaining 15 went to private doctors. Only two of them were referred by ASHAs.
When asked about job-aides three fourth of mother reported that ASHAs did mouth conversation
and did not use any assisting material during home visits and 94 percent reported that paper
formats were never used.
Conclusions 
The total population of the country is 1210 million in which Jammu and Kashmir  Comprises 12
million  accounting  roughly one  percent  of  the  total  population  of  the  country. The  decadal
growth rate of population is 31 percent substantially higher than the national decadal growth rate
of 21 percent. It is evident that the population grew by 70 percent during 1991-2011, with much
higher rate than in 1981-91. The crude birth rate and crude death rate of the State is lower than
the national average (Table 1). Infant and child mortality rates are good indicators of socio-
economic development and the status of health and population programmes. The infant mortality
rate has come down from 50 in 2001 to 34 in 2014 which is lower than national average of 39.
The main supply and demand side factors need to be addressed and strategies implemented to
increase coverage of neonatal health interventions within the health-care system. An impact will
be  observed  only  when  the  coverage  of  neonatal  health-care  packages  in  the  community
improves; especially in areas where NMR is high. As NMR improves, equal attention needs to be
given to facility-level care and services. J&K has invested a lot of resources in developing and
implementing  home-  and  community-based newborn  care.  It  is  important  to  consolidate  the
efforts made so far, find innovative solutions to address the challenges, have concerted action
points and evolve as we go along.



This study of two district of Jammu and Kashmir shows that HBNC programme has been very
well  received by the  ASHAs and they affirm of  good co-operation  from the community. In
process  all  the  ASHAs  have  been  trained  on Module-6  and  Module-7,  which  reflects  good
percentage of ASHAs and women being aware about danger signs in newborns and danger signs
in mothers which are crucial to the success of programme. ASHAs are undertaking mundane
home  visits  to  mothers  and  newborns  with  many  areas  of  possible  improvement  namely
undertaking home visits  of  few minutes  resulting to  skipping the protocols of check-up and
examinations of newborn, not using paper formats on the spot and filling them afterwards, taking
too many casual type visits etc. ANMs support is a crucial area for strengthening the ASHAs
home visits and their overall performance towards HBNC programme. The study clearly brings
out  about  the  support  of  ANMs leading  to  improved  outcomes  for  newborns.  ASHAs  also
brought the issues of irregular payments, this need to taken care strictly as incentives can not be
deferred  indefinitely  or  may  hang  in  balance,  home  visit  details  have  been  compiled  and
payments to the ASHAs have not been materialised. 

Recommendations
The programme is very well placed and contextual to the ground situation on high neonatal and
infant mortality so needs to be accorded high priority. A quality vigil  on this  programme is
recommended by engaging ASHA coordinators  and ANMs.  Also  continuous monitoring  and
supportive supervision to ASHAs may provide impetus to well planted programme to shape in a
good public programme. Training on Module-7 is to be provided to all ASHAs as contents deal
with more specifically on the danger  signs.  The themes to be covered under  HBNC require
constant  practice  and  continuous  learning  so  refreshers’  training  assumes  very  high  place.
Message retention on crucial  NBC practices is  quite low, suggesting the improved inputs to
ASHAs through training, encouraging them to adhere to the guidelines on home visits, strictly
following the protocols on using paper formats and ensuring constant scrutiny and support by
ANMs.  Any  slowness  in  disbursing  the  incentives  need  to  be  prevented  and  adherence  to
instructions by the health officials. Release of funds to be perfectly tuned to the guidelines of
programme leaving no space for delays in payments to ASHAs at least quarterly. Earlier years’
payments, as promised, may be materialised soon to upkeep the faith and enthusiasm of ASHAs
in  the  programme. Ensuring  uninterrupted  supply  of  ASHA kits  and  replenishment  thereof,
Timely reimbursement of ASHA incentives, Improving the reporting system.Increase coverage
of Janani Shishu Suraksha Karyakram to overcome logistic and financial barriers to treatment of
sick  neonates  and connect  poor  families  to  facilities.  Invest  in  operations  research  to  refine
HBNC and IMNCI for more effective, efficient, and equitable implementation of community-
based newborn health programs.


	Indicator
	J&K
	India
	Total Population (Crores)
	12.54
	1210.19
	Decadal Growth (percent)
	31.42
	21.54
	Crude Birth Rate (SRS 2017)
	15.7
	20.4
	Crude Death Rate (SRS 2017)
	5.2
	6.9
	Natural Growth Rate (SRS 2017)
	10.8
	14.0
	Infant Mortality Rate (SRS 2017)
	24
	34
	Maternal mortality Rate (SRS 2011)
	NA
	254
	Total Fertility Rate (SRS 2014)
	1.9
	2.4
	Sex Ratio (Census 2011)
	883
	940
	Child Sex Ratio (Census 2011)
	859
	914
	Schedule Caste Population (percent) (Census 2011)
	8.0
	16.6
	Schedule Tribe Population (percent) (Census 2011)
	11.0
	8.6
	Total Literacy rate (percent) (Census 2011)
	68.74
	74.04
	Male Literacy Rate (percent) (Census 2011)
	78.26
	82.14
	Female Literacy Rate (percent) (Census 2011)
	58.01
	65.46

