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INTRODUCTION 

While the under five childhood mortality rates have shown a somewhat decline in the 

developing countries in the last three decades, the neonatal mortality rates (NMR) have generally 

remained static (Darmstadt 2003; 224-25) Globally, there are about 4 million neonatal deaths out 

of the approximately 130 million live births annually and 99% of these deaths occur in the 

developing countries (Lawn, 2005:891-900).  It is estimated that in the developing countries, 

75% of the neonatal deaths occur in the first week and 50% happen at home.  Low birth weight 

(LBW) babies account for nearly 80% of neonatal deaths. The rates for LBW babies are also 

highest in the developing countries.  Unfortunately there is very poor documentation of these 

babies, and weights of newborn babies in general, in these countries (Victoria C 2003; 233-241; 

Adam T 2003; 407-420). 

 Millennium development Goals (MDGs) are broad global commitment to addressing 

general poverty and health.  MDG 4 aims to reduce the under-five mortality rate by two thirds 

between 1990 and 2015 (Haines 2004; 394-397).  To achieve this MDG, efforts in reducing the 

NMRs through better care of the LBW babies have to be increased (Darmstadt 2003; 224-225). 

 Care of the LBW, who are predominantly preterm, require a lot of resources for 

information and cost effective intervention measures.  Paradoxically, the countries with the 

highest NMRs have the least of these resources (Hart JT 1971; 405-412).  Any gains being made 

in reducing the NMRs through care of the LBW in the resource poor nations are also eroded by 

the HIV-AIDS scourge (Haines 2004; 394-397). 

 The rest of this paper outlines the care of the LBW babies in terms of 

• Appropriate resuscitation /respiratory care 

• Prevention of hypothermia 

• Feeding 

• Prevention of infection 

            



which have been found to be cost effective strategies in reducing NMRs ( See Table). The place 

of Neonatal Intensive Care is explored. 

 

Table: Reduction In All Cause Neonatal Mortality/Morbidity ( % ) For Specified Major 

Risk Factor 

Preconception 

 

Folic acid supplementation IV Incidence of neural tube defects: 72% (42–87%) 

Antenatal 

 

Tetanus toxoid immunisation V 33–58% 

Incidence of neonatal tetanus: 88–100% 

Syphilis screening and treatment IV Prevalence-dependent13 

Pre-eclampsia and eclampsia: prevention IV Incidence of prematurity: 34% (–1 to 57%) 

(calcium supplementation) Incidence of low birthweight: 31% (–1 to 53%) 

Intermittent presumptive treatment for IV 32% (–1 to 54%) 

malaria PMR: 27% (1–47%) (first/second births) 

Detection and treatment of asymptomatic IV Incidence of prematurity/low birthweight: 

bacteriuria 40% (20–55%) 

 

Intrapartum 

Antibiotics for preterm premature rupture IV Incidence of infections: 32% (13–47%) 

of membranes 

Corticosteroids for preterm labour IV 40% (25–52%) 

Detection and management of breech IV Perinatal/neonatal death: 71% (14–90%) 

(caesarian section) 

Labour surveillance (including partograph) IV Early neonatal deaths: 40% 

for early diagnosis of complications 

Clean delivery practices IV 58–78% 

Incidence of neonatal tetanus: 55–99% 

 

Postnatal 

Resuscitation of newborn baby IV 6–42% 

Breastfeeding V 55–87% 

Prevention and management of hypothermia IV 18–42%13 

Kangaroo mother care (low birthweight IV Incidence of infections: 51% (7–75%) 

 

Adapted From Darmstadt G et al 2005; 977-988 

 

            



Provision of care Algorithms is one way of improving the quality of care of LBW babies. 

 

CARE OF LOW BIRTHWEIGHT BABIE 

Appropriate Resuscitation /Respiratory Care 

Perinatal asphyxia is recognized as a major cause of neonatal morbidity and mortality in 

the developing countries. The effects are more pronounced among the LBW babies (Ellis M et al 

2000; 1229-1236; Kumar R 1995; 5-7). It is estimated that perinatal asphyxia contributes to 

about 23% of all neonatal deaths in Sub Saharan Africa. 

 The important role of appropriate neonatal resuscitation is the prevention of perinatal 

asphyxia is well established (Marsh D et al 2002; 572-576).  The approaches to adequate 

resuscitation include: 

- Birth preparedness 

- Presence of a competent personnel for resuscitation 

- Presence of basic resuscitation equipment 

Recent study show that training midwives and TBAs in basic resuscitation techniques is 

associated with better birth care of the babies (Kumar R 1994; 59-160; Kamenir S 1997; 170-173 

Treatment modalities for asphyxia which include cerebral hypothermia and rehabilitation 

are often costly and out of reach for most facilities in developing countries. 

 

Prevention and Management of Hypothermia 

Hypothermia in the newborn is acknowledged as a major cause of complications leading 

to mortality in developing countries.  This is more so among the LBW babies (WHO-1993; 

1997; Ellis M 1996; f42-f45) 

Optimal thermal control can be achieved through 

- Warming of the rooms 

- Immediate drying and wrapping after birth 

- Frequent feeding 

            



- Delayed bathing 

- Skin to skin contact with the mother (Kangaroo Mother Care) – KMC 

Incubators, semi-permeable plastic sheeting and baby cloche are other methods of intervention 

KMC has been found to provide the additional benefits of (Charpak N et al 2001; 1072-1079) 

• Lower risk of nosocomial infection 

• Severe illness 

• Lower respiratory tract disease 

• Promotion of exclusive breastfeeding  

• Better weight gain 

KMC is simple and easy to implement and should be widely promoted in the care of LBW 

babies. 

 

Appropriate feeding and prevention of Hypoglycaemia 

Hypoglycaemia is relatively common among the LBW babies. There is, however, little 

data on the incidence and impact of neonatal hypoglycaemia in developing countries due to 

paucity of laboratory backup. 

Early initiation and frequent (2 to 3 hourly) feeding with breast milk is the most cost 

effective strategy in the prevention of hypoglycaemia.  Breast milk both promotes ketogenesis 

and has a lower insulinogemic effect (Lucas A et al 1981; 195-200). (Hawdon JM et al 1992; 

357-365).  Alternative feeds can be considered in special circumstances as in presence of HIV 

infection.  In the more preterm neonates, fortification of the breast milk where available, would 

be essential. Micronutrient supplementation with vitamins, and minerals promote better 

utilisation of feeds and faster growth.   

 

 

 

            



 

Infection Control 

Neonatal infections contribute to about 26% of mortality of these babies in sub Sahara 

Africa. The burden of neonatal injections in developing countries is huge, causing 8% - 80% of 

all neonatal deaths (Thaver D 2009; 53-59) 

 Approaches that have been used to prevent infection among the LBW babies include 

(Woods D; 2009) 

- Avoiding overcrowding 

- Strict policy of clean hands 

- Colonising babies with maternal organisms 

- Promoting breast feeding 

- Skin to skin care 

- Limiting use of antibodies 

• Prophylactic 

• Therapeutic 

- Clean equipment , feeds preparation 

- Monitoring bacterial cultures and sensitivity 

- Visiting policy and parent education 

- Well trained staff 

 

Neonatal Intensive Care (NICU) 

Due to its high cost, neonatal intensive care is still out of reach for the majority of the developing 

countries.  Where it is available, the bed capacity is extremely low and quite often not cost 

effective to run.  Some of the difficulties faced in trying to establish NICU include 

- Lack of trained personnel 

- Erratic supply of consumables 

            



- Poverty of those who need the care the most 

- Initial cost of setting up a NICU 

- Competing healthcare needs in each country 

For the better part, NICUs are found in teaching hospitals with very little overall impact on the 

outcome of LBW babies. 

 

CONCLUSION 

Neonatal morbidity and mortality, particularly relating to the LBW babies is still unacceptably 

high in the Sub-Saharan Africa and contributes significantly to the under five mortality. Due to 

the widespread poverty and competing health needs in this region, a more evidence based cost 

effective approach to lower the NMRs involve caring for the LBW babies through preventing 

and managing 

- Perinatal    Asphyxia 

- Hypothermia 

- Hypoglycaemia 

- Infection 

Neonatal intensive care is to a large extent out of reach for most countries.  Training of 

mid-level health personnel on appropriate care of the LBW and providing management protocols 

/algorithms is of great importance.  Record keeping for auditing of care is paramount. 
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