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Executive Summary

The National Neonatal Health Strategy 2004 had recommended for the development of guidelines for management of LBW babies at homes, communities and different levels of health services system. The group reviewed the available information regarding the magnitude of the problem of LBW babies, likely interventions feasible at homes and health facilities which would lower morbidities and mortality among LBW babies. The team members also visited various health institutions and project sites to gain first hand information of the management of LBW babies. 
A baby born with a weight less than 2.5 kg at birth, irrespective of the gestational age, is termed a Low Birth Weight (LBW) baby. LBW, whether it is in a term or preterm infant, carries significant risks for neonatal morbidity and mortality.  Globally, it is estimated that 40-80 % of neonatal deaths occur in LBW infants. 
According to the hospital based data reported in State of the World's Newborns: Nepal, 2001, deaths in LBW babies accounted for 66%, 75% and 84% of neonatal deaths in Patan Hospital, Maternity Hospital and TU Teaching Hospital respectively. Mortality rate was disproportionately very high among LBW babies. 

Kangaroo Mother Care approach in the care and management of the Low Birth Weight babies was tried in a community setting at Kanchanpur district of Nepal. The analysis of the Kanchanpur Low Birth Weight Infants Care and Management program report (from Oct 2006 to September 2007) showed that the incidence of low birth weight was 16.7 % of the total 5865 babies delivered which is similar to National Demographic Survey 2006.
This implementation guideline addresses the major interventions for the management of Low Birth Weight babies. The interventions are BCC with an added focus on creation of awareness of the needs of LBW babies, care of LBW neonates, Prevention and management of hypothermia and recognition of LBW and VLBW with danger signs and their referral to health facilities.

National Implementation Guidelines for the care of LBW babies: 
Background: 
In response to the realization of the fact that neonatal mortality contributes to a major component of the under child mortality, Ministry of Health, Government of Nepal had developed a National Neonatal Health Strategy (NNHS) in 2004. Considering the fact that a large number of babies are born with a weight of less than 2.5 kg Low Birth Weight (LBW) and its consequent contribution to high neonatal morbidity and mortality rates, definite interventions targeted at this group of neonates were specifically identified and recommended for implementation. The NHS had recommended for the development of guidelines for management of LBW babies at homes, communities and different levels of health services system. A team (see Annex) consisting of experts in public health, pediatrics, obstetrics and neonatology was constituted in September 2007for the development of National Implementation Guidelines fro Low Birth Weight by ACCESS Program. 
The group reviewed the available information regarding the magnitude of the problem of LBW babies, likely interventions feasible at homes and health facilities which would lower morbidities and mortality among LBW babies and the  experiences of implementing such interventions in Nepal. The team members also visited various health institutions and project sites to gain first hand experience of the management of LBW babies. The team deliberated on the available review of relevant literature, reports of field visits and project reports in a series of meetings. These activities have resulted in a set of recommendations which were presented and discussed in meeting of the Technical Advisory Group (TAG). The guidelines were revised and modified on the basis of comments and suggestions of TAG members. . 

Definition:

A baby born with a weight less than 2.5 kg at birth, irrespective of the gestational age, is termed a Low Birth Weight (LBW) baby. A LBW baby could have completed 37 weeks of gestation or it could be of a gestational age of less than 37 weeks; neonates in the former category are called term and in the later category are preterm LBW babies.

LBW, whether it is in a term or preterm infant, carries significant risks for neonatal morbidity and mortality.  LBW in preterm infants obviously arises from short gestational period and in term infants it is due to intrauterine growth restriction. 

Magnitude of the problem: 

According to Nepal Demographic and Health Survey, 2006, 17% of children born in the past five years were weighed at birth in a non institutional setting. Of these children 14% were of a weight less than 2.5 kg. In the absence of recorded birth weight, a mother’s subjective assessment of the size of the baby at birth was used as a proxy for birth weight. According to mother’s response, 6% of the newborns were reported to be very small and 14% were reported as smaller than average. 

A study conducted by Mother and Infant Research Activities (MIRA) in 1998 in hospitals in the four regions has reported a weighted mean prevalence rate of 27.4% ranging from a prevalence rate of 20.4% for Maternity Hospital in Kathmandu to 34.7% for Koshi Zonal Hospital in Biratnagar. The LBW prevalence rate of 27.4% is one of the highest in the world (in fact, Nepal follows Bangladesh and India in having the highest prevalence rate of LBW births). 

More recent statistics available from different hospitals and community projects reveal LBW incidence around 15% of total births. The statistics of TU Teaching Hospital shows that out of 3940 newborns delivered in 2063 BS, 11.53% was of low birth weight. Among the low birth weight babies preterm and term IUGR contributed to 50.7 % and 49.3% respectively. The statistics of Maternity hospital shows that of the total 18,169 deliveries in the year BS 2063, 7.8% of the babies were of low birth weight. Of the total 3146 newborn admitted in the neonatal unit, 11.5% were with low birth weight. The statistics from Patan Hospital also shows a similar trend of LBW: in the year 2063 BS, there were 14,225 births, out of which 1882 (13%) were of low birth weight. The incidence of LBW babies had remained less than 15% for the last five years in that hospital.  
An analysis of the Kanchanpur Low Birth Weight Infants Care and Management programme also showed that the incidence of low birth weight was 13.1% of the total 5865 babies delivered from Oct 2006 to September 2007.

Consequences of LBW births: 

Morbidity and Mortality Consequences: 
LBW is generally associated with increased morbidity and mortality, impaired immune function and poor cognitive development for neonates and infants. Infants born with LBW are at risk to develop acute diarrhea or to be hospitalized for diarrheal episodes at a rate almost two to four times greater than their normal birth weight counterparts. (ref:15-18) Infants who are LBW risk contracting pneumonia or acute lower respiratory infections (ALRI) at a rate almost twice that of infants with normal birth weight; and more than three times greater if their weight is less than 2000 g.(ref.17-20) LBW is also implicated as a contributor to impaired immune function which may be sustained throughout childhood. (21-23)
The risk of neonatal death for infants who are LBW weighing 2000-2499 g at birth is estimated to be four times higher than for infants weighing 2500-2999 g, and ten times higher than for infants weighing 3000-3499 g.24 In Brazil, 67% of all infants dying during their first week of life are LBW infants; in Indonesia the rate is 40%; and in the Sudan the rate is 35%. Infant mortality (less than one year of age) due to LBW was slightly lower: 47% in Brazil and 19% in Indonesia(.25-27) LBW infants during the post-neonatal period (> 28 days of age) also have high mortality rates – and in some cases their risk may be greater than those for LBW infants during the neonatal period.(5,28) LBW accounted for 69% of the ALRI deaths in India, and it is estimated that in Bangladesh, almost half of the infant deaths from pneumonia or ALRI and diarrhea could be prevented if LBW were eliminated.(5,29)

In a study reported by Bang et al, of a total of 763 neonates followed up, 40 died (Neonatal Mortality Rate 52.4/1000, the primary causes of death were sepsis/pneumonia in  21 cases, (52.5%), asphyxia in  8 (20%), prematurity <32 weeks in  6 (15%),  hypothermia in 1 (2.5%), and in 4 (10%) cause could not be determined.  42% of the dying neonates were of low birth weight. (Abhay T. Bang et al, Journal of Perinatology (2005) 25, S29–S34. doi:10.1038/sj.jp.7211269). In this study, it was observed that although most neonatal deaths occur in neonates with preterm or IUGR birth, when there are no co-morbidities, the case fatality is low and these contribute only a small proportion (10%) of deaths. By contrast, most deaths occur when preterm or IUGR is of a more severe degree and is combined with other morbidities: sepsis, asphyxia, hypothermia, or feeding problems, in that order. Hence, LBW (preterm or IUGR) in combination with one of these four morbidities constitutes sufficient cause of death. The most important among these combinations is the combination of LBW and sepsis. The case fatality increases many fold when these two occur together. The study estimated that nearly three-fourths of neonatal deaths can be attributed to preterm birth and nearly half to sepsis, and that LBW (preterm or IUGR) sepsis combined is responsible for nearly 60% of deaths. (Journal of Perinatology 2005; 25:S35–S43)

Globally, it is estimated that 40-80% of neonatal deaths occur in LBW infants. A study from Bangladesh, as reported in State of the World's Newborns, has shown inverse relationship between birth weight and neonatal mortality: lower the birth weight, higher is the mortality (NMR: 52/1000 for birth weight between 2000 to 2499 gms, 204/1000 for weight from 1500 to 1999 gms and 780/1000 for weight less than 1500 gms). Preterm LBW babies were five times (more exactly 4.78 times) as likely to die as term LBW infants.  

Similar findings have been reported from Nepal: according to the hospital based data reported in State of the World's Newborns: Nepal, 2001, deaths in LBW babies accounted for 66%, 75% and 84% of neonatal deaths in Patan Hospital, Maternity Hospital and TU Teaching Hospital respectively. Mortality rate was disproportionately very high among LBW babies. Records from Patan Hospital confirm the inverse relationship between birth weight and neonatal mortality rate (4/1000 for weight above 2000 gms, 50/1000 for weight 1500-1999 gms, 254/1000 for weight 1001 to 1499 gms and 416/1000 for weight less than 1000 gms). 

For the year 2063 BS, the main causes of neonatal admissions in Maternity Hospital in Kathmandu were birth asphyxia, respiratory distress, prematurity and sepsis. There were 298 early neonatal deaths in that period. Birth asphyxia, respiratory distress, sepsis and meconium aspiration were the major causes of early neonatal death accounting for 26%, 23%, 19% and 10% respectively. Almost three quarters of the death occurred in low birth weight babies (72%).
Growth in Children

Of the two types of LBW babies, those who are of LBW due to preterm birth have a higher mortality rates but if they survive, they have a better prognosis for long-term growth and development than that for those who are of LBW because of intrauterine growth restriction.  Preterm infants catch-up partially in growth relative to their appropriate birth weight counterparts during their first one or two years of life. Thereafter, IUGR children neither maintain their place in the distribution and neither catch-up nor fall further behind. They remain about 5 cm shorter and 5 kg lighter as adults. Premature infants (who are usually asymmetric LBW):  who survive their first year; have a much better prognosis in terms of future growth than IUGR infants. Despite their earlier disadvantage, preterm children gradually catch-up with their appropriate birth weight, term counterparts. Premature infants and IUGR infants should be studied as separate groups because they show different patterns of growth, morbidity and mortality.

Effective interventions to lower the risks of LBW: 

According to the review published in The Lancet (Neonatal Survival issue, March 2005),   most deaths in moderately preterm babies and in those born at term but whose growth had been restricted in utero can be prevented with extra attention to warmth, feeding and prevention and early treatment of infections. This review had concluded that the presence of interventions requiring complex technology is not a prerequisite. A review of literature to determine the efficacy of an intervention to lower neonatal mortality rate had assigned implementation of Kangaroo Mother Care (for Low Birth Weight babies in health facility) a level of IV evidence (evidence of efficacy: interventions effective in reducing neonatal mortality or primary determinants there of, but there is lack of data on effectiveness in large scale programme conditions).
Kangaroo Mother Care approach in the care and management of the LBW babies was tried in a community setting at Kanchanpur district of Nepal. In addition, hospitals in this region as well as in Kathmandu were sensitized to the desirability of implementing this approach. The team found the results of these initiatives encouraging enough to recommend Kangaroo Mother Care as an appropriate management for the care of LBW babies. 
National experiences in implementing programmes to lower the risks of morbidity and mortality associated with LBW: 
1.  The Low Birth Weight Initiative, Kanchanpur District, Far Western Region, Nepal
A pilot project to test the feasibility of a program to manage and improve the survival of Low Birth Weight infants at the community level using regular health MoHP services and staff was carried out in Kanchanpur district of Far Western Region. Kanchanpur has a population of 4,29,070 with 90% of the population engaged in agriculture. This project for improving the care of LBW babies was integrated into the larger community based Maternal and Neonatal Care Program, part of the USAID funded bilateral National Family Health Project (NFHP). 
Project Objective 

The main objective of the project was to assess the feasibility of Female Community Health Volunteer (FCHVs) ability to identify low birth weight (LBW) neonates and to provide them with home-based care and support.
Intervention Activities: 
Under the NFHP CBMNC program, FCHVs visited pregnant women registered with the program, in the postnatal period. FCHV aimed  to visit them twice in the first week postpartum; within 72 hours and again between 3-7 days, to check on the status of the mother and the baby, give key counseling messages, give iron and folate tablets for mothers and refer those who are sick or manifest danger signs to local health facilities. 
Following the implementation of community based Postnatal Care, FCHVs identified the LBW babies during the first visit postpartum by weighing the babies and more intensive schedule of home visits were carried out in case a LBW baby was identified. These visits were for the purpose of supporting mothers in feeding the babies, nursing the babies in which a skin to skin contact was ensured and for monitoring the baby for danger signs/ illness or for the need of  referral to medical professional help. The FCHVs were supervised by ANMs who were employed specifically for this purpose in addition to their responsibility of collecting data. ANMs were specifically selected for this purpose in anticipation of the possibility that if the program is incorporated in the regular health service activities, similar supervisory role could be taken up by staff at DPHO.   

The project activities commenced in October 2006 and data up to September 2007 are available for review. A brief summary of findings and conclusions are presented as follows:
a. Identification of LBW and Very LBW Infants: 
Of the total 5,865 births in the project area over a period of 12 months, there were 980 babies born with a weight of less than 2.5 kg which means that the incidence of LBW babies in the district was 16.7%. Out of 980 LBW babies, 208 (3.5%) were in very low birth weight (VLBW) category and 772 (13.2%) were in LBW category. 
b. Postnatal visit: FCHVs visited postpartum mothers more than 4 times during the first month after delivery in 93% of cases for the project period.   

c. Kangaroo Mother Care: LBW infants were given Kangaroo Mother Care at least for three hours a day in 66% of the cases. However, the percentage of LBW babies receiving full KMC was only 4%. 
d. Mothers were the main KMC providers in 86% of cases, in 11% of cases, other female relatives helped mothers in providing KMC and only 3% of male relatives helped mothers in providing KMC.

e. Despite LBW babies being given partial KMC in most of the cases, the percentage of infants gaining weight and crossing the 2.5 kg mark was much higher 79% among those who received KMC compared to only 26.3% among those who were not given KMC.

f. FCHV were able to correctly recognize the danger signs and refer LBW babies with problems to health facilities in 14% of the cases. It was encouraging to note that 67% of LBWs thus referred were taken to health facilities giving a fairly high compliance rate. 

g. An assessment of the skills required to perform the assigned tasks revealed a very positive trend.  FCHVs skills to weigh babies correctly was demonstrated in 86 to 99% of the cases, skills to counsel correctly was observed in 78-89% of cases, skills to record temperature correctly was observed in 86-87% of cases, skills to keep records correctly was seen in 72-91% of cases and finally regarding the skills to provide KMC was observed in 72- 86% of cases. 

The project has demonstrated the possibility that the FCHVs if properly trained and supervised can perform the assigned tasks and help mothers and family members in the care of LBW babies, based on the experiences gained from the project, it is desirable to recommend to scale up of the KMC programme on a national scale through the government health services system. 
2. Other experiences of using KMC as an effective intervention for LBW newborn care and management
a. Effective intervention in Kailali, Kanchanpur hospitals
After the national level KMC sensitization workshop and KMC training for service providers, Seti  and Mahakali Zonal hospitals and some central hospitals had  shown interest and introduced KMC services at their hospitals. The experience from these hospitals is: 
a. Mahakali Zonal Hospital- For five months of KMC services (mid-June to mid-Nov 2007), there were a total of 610 deliveries at Mahakali Zonal Hospital—with 53 LBW newborns (including twins). No LBW newborn referrals were recorded to the hospital during this period. 
b. Seti Zonal Hospital, KMC data were collected for four months from mid-July to mid Nov 07. Of the total of 1173 deliveries, there were—with 56 LBW newborns (including twins) who received KMC.
c. Kathmandu Medical College Hospital:  The Kathmandu Medical College had initiated KMC services some time ago but due to some technical reason this could not be continued later on. After the KMC sensitization workshop and the KMC training the college has initiated KMC services for LBW neonates. The KMC hospital has provided KMC for 14 LBWs  since Falgun 2063. LBW babies who are above 1800 gms and without any medical problem are discharged from this hospital.  LBW babies discharged from this hospital are followed up in their at the LBW baby clinic. 

d. Maternity Hospital Thapathali has also initiated the KMC services in the hospital after the sensitization workshop and KMC training. The hospital has given KMC for 16 LBW babies after the training. The hospital team is still working on to improve KMC services for lager number of LBW neonates. The hospital is also one of the leading training center for SBA. They have been teaching the KMC knowledge and skills to the SBA training participants. 

3. Behaviour Change Communication: 
While implementing the community based LBW program in Kanchanpur, it was observed that KMC as a method of caring for LBW babies was found to be acceptable and exciting for the community. However, fewer male members were participating in the care of the babies which may be to the common practices of baby care being the responsibility of mothers and females in Nepali culture. The ACCESS programme recommends to initiate some BCC activities to promote KMC at all level.

National Neonatal Health Strategy and LBW:
Neonatal health strategy has already identified the activities related to the care of LBW babies at different levels of health facilities. An additional column has been inserted in the following tables (in bold italics) which has listed the additional recommendations to for inclusion in the LBW guidelines. 

Neonatal health care intervention by levels: 

	Level 
	Strategic aim
	Type of neonatal care proposed (LBW specific)
	LBW guidelines to recommend

	Families and communities
	Raise families’ and communities’ awareness of normal newborn care etc: FCHV, Mother’s group, CBO: creating enabling environment
	Recognize a small newborn beware of the need for extra care and seek care and advice from trained/skilled health worker. 
	Family members capacity to recognize LBW and ask for help, 
FCHV to show and support family members: KMC in homes

	Home level
	Develop skilled attenders’ abilities to mobilize the assistance of non-formal caregivers for neonatal care.
	Health Facility (HF) staff  should be supported to identify and provide home care for > 1800 g, non-sick , suckling LBW newborns and immediate referral of sick, non suckling >1800 LBW or any newborn <1800 g. 
	FCHV and HF staff to provide KMC to 

->2000 gms babies

- <2000, stable babies

- identify danger signs

- refer immediately

	Facility level: Level I A: SHP/HP
	Develop and strengthen facilities for maternal and newborn care. 
	· Provide regular on the job training for community volunteers, non-formal care givers providing newborn care at homes.

· Monitor and supervise home level newborn care activities 
	SHP/HP
Support FCHV to provide KMC at home

Detect danger signs, recognize features of sepsis, initiate treatment and refer

Detect hypothermia and treat or refer

	Level IB:

Primary Health Care Center
	Staff able to recognize sick newborns and treat  
	Feeding of non sick newborn LBWs with spoon or tube feeding. 
	All of the above

KMC+

Treatment of sepsis

	Level II A: District Hospital
	.. Offer competent newborn care services with proper diagnosis and management of sick newborns
	Kangaroo Mother care or other culturally appropriate methods to manage non-sick preterms.

Accept incoming referral of LBW neonates, neonates with feeding problems, serious sepsis and congenital abnormalities. 

Staff seconded from level IIA to provide on the job training for staff working at level II B facilities (short term).
	All of the above

+ KMC

Training and supervision of staff from lower levels

	Level IIB and III
	No strategic aim related to LBW care.
	Care specific to LBW not identified
	KMC + additional appropriate management+ training and supervision of staff from lower levels


Low Birth Weight (LBW) in National Neonatal Health Strategy:

	Level
	Activity/ies
	Strategy/ support needed

	Family and community
	Recognize LBW babies, be aware of special needs of these babies and seek care and advice
	BCC through BPP

	Community health workers at home level
	CHWs should identify LBW newborns with the use of weighing scales provided for this purpose, CHWs should be able to supervise closely the care of non-sick suckling, >1800gms LBW.

CHWs should immediately refer sick, non suckling >1800 gms LBW and any LBW <1800 g in weight. (KMC)
	FCHV to use weighing scales

FCHV, HF staff trained in KMC, recognize the danger signs, develop contacts with appropriate nearby health facilities for referral

	Level IA: SHP and HP
	CHWs should identify LBW newborns with the use of weighing scales provided for this purpose, CHWs should be able to supervise closely the care of non-sick suckling, >1800gms LBW.

CHWs should immediately refer sick, non suckling >1800 gms LBW and any LBW <1800 g in weight. (KMC)
	As above + support local FCHVs

	Level IB: PHC centre
	Admit suckling non- sick <1800 g LBW and or non-suckling, sick >1800 g LBW for spoon or tube feeding
	PHC staff to be trained in neonatal care particularly in promoting KMC + detection of sepsis and its treatment

	Level IIA:

District Hospitals
	Admit suckling, non-sick <1800 g or non-suckling, sick >1800 g newborns who are not preterm for management in warm neonatal beds and for IV therapy.
	Practice KMC in the management of LBW and VLBW babies, support training and supervision of staff from Levels IA and IB

	Level IIB: Regional/Zonal hospitals
	Admit suckling, non-sick, <1800 g and sick, non-suckling >1800 g newborn who are also preterm for incubator mangament
	Practice KMC + support training and supervision of staff from Level IIA 

	Level III: Specialist and teaching hospitals
	Admit for incubator care, parenteral nutrition, advanced monitoring and advanced laboratory services. 
	Practice KMC and support training and supervision of staff from Level IIB


Capacity of health services system to implement activities for the care of LBW babies at different levels:

A review of the current status of health facilities from SHP up to the level of privately run health facilities providing maternity care had summarized the strengths, weaknesses, opportunities and threats as follows:

a. Sub Health Posts:

Strengths: Sub health posts run regular OPD services and have direct links with FCHVs. They run regular Outreach clinics, provide behaviour change communication services, offer CB-IMCI services in some districts, community level maternity services such as home based delivery. They also function as first referral center nearest to the community.

Weaknesses: Most of the SHPs don't have their own building, function only between 10AM to 2 PM, they are short of staff and the staff are poorly trained on neonatal health. They lack even simple equipment such as weighing scales. The record keeping, supervision and monitoring system are poor and need strengthening.

Opportunities: Limited awareness about neonatal health issues can be worked on to help the staff to recognize LBW babies and offer care of such babies in a limited way.

Threats: SHPs could continue to keep and treat LBW babies with problems in the absence of a credible referral system and ignorance of timely recognition of problems in a neonate.

b. Health Posts: 

Strengths: Most of the HPs run from their own buildings and have adequate space. HPs run regular OPD services and provide services for BCC and receiving referred cases. Few HPs are providing maternity care and delivery services. They conduct regular outreach clinics and offer CB-IMCI services in selected districts.

Weaknesses: HPs are open only from 10AM to 2 PM, have no staff trained on neonatal health and lack even such simple equipment as a weighing scale. Record keeping, supervision and monitoring are weak. 

Opportunities: There is some aware creation about neonatal health and the recognition of LBW babies.

Threats: Case holding and delayed referral could be posed a threat.

c. Primary Health Center (PHC):

Strengths: Most of the PHCs operate from their own building and have adequate space, conduct regular OPDs, outreach clinics and offer services for BCC. PHCs run 24 hour emergency service and are manned by medical officers. They offer CB-IMCI services in selected districts. Similarly, 3 beds are available for maternity services in the PHC.

Weaknesses: PHCs also lack staff trained in neonatal health, are weak in record keeping, supervision and monitoring.

Opportunities: Care of LBW can be made available in PHCs including recognition of LBW babies through awareness creation. 

Threats: Delayed referral could pose a threat.

d. District hospitals:

Strengths: District hospitals conduct regular OPDs and have indoor facilities for the admission of patients. They provide maternity services including delivery and in some districts there is provision of admission of children to children ward. Babies born in the hospital are regularly weighed. There is provision of adequate number of medical officers and other staff assigned to District Hosptials. They provide 24 hour emergency services. 

Weaknesses: There is no provision of admitting newborn in the wards, record keeping, monitoring and supervision are weak.

Opportunities: Opportunities for implementing at the district hospital is a current human resources sanctioned for the district would provide necessary staff to implement the guidelines for the management of LBW babies. 

Threat: Delayed referral due to lack of knowledge on matters related to neonatal health. 

e. Private medical college hospitals or maternity care homes:

Strengths: All of the private medical college hospitals and some private hospitals provide obstetric services and have wards for children. Medical college hospitals in many instances have neonatal unit as well. There is adequate space and medical and nursing trained specifically for obstetric and pediatric services are usually present. These facilities offer 24 hour emergency services. Equipment for accurate weighing of the newborns and their care is avalible. 

Weaknesses: The number of such facilities is rather small and usually these are found in urban and periurban areas. These facilities are rather expensive and their services could not be accessed by the needy. Even such facilities can not ensure continuous availability of trained staff. 

Opportunities: Available resources of specialized human resources and equipment can be used as resources for the facilities at district, PHC and HP level facilities. 

Threat: Higher cost of such facilities could deter people from approaching them.  
Conclusion: The current health service system seem to have a number of strengths which could be built upon to provide necessary care for LBW babies, however, significant work in terms of staff deployment, training and supervision needs to be done before implementing the interventions. 

Proposed Community Based Newborn Care Package: 
The proposed CB-Integrated Newborn Care Package has identified a number of interventions for implementation in order to improve the neonatal health. The interventions reflect the evolving evidence and experience both globally and in Nepal. The suggested interventions are as follows:

a. Behaviour Change Communication for newborn health

b. Promotion of institutional delivery and clean delivery practices in case of home deliveries

c. Postnatal care

d. Community case management of pneumonia and probable severe bacterial infections (PSBI)

e. Care of LBW babies

f. Prevention and management of hypothermia

g. Recognition of asphyxia, initial stimulation and resuscitation of newborn baby. 

The female community health volunteer (FCHV) is identified for implementation of CB-NCP. The FCHVs, who are in continuous contact with the community people and are from the same ward, will be provided with the performance based incentive ate the completion of a set of identified activities. In order to encourage institutional deliveries, FCGH would be encouraged to advise/accompany the mother to the health facility for delivery and would receive her incentive at the completion of postnatal care. The FCHV will be supported by the peripheral health workers and health facilities. Thus, CB-NCP has identified FCHVs as the key health workers in the implementation of CB-INCP and it would be necessary to plan for the care of the LBW in the community
Implications: Proposed CB-NCP has identified care of the LBW babies as one of the important component of the package. NCP is being implemented  as pilot program initially only in 5 districts and it has suggested a performance based payment of incentives to FCHV. The identification and management of LBW babies will be a part of the Newborn Care Package and FCHVs will be entrusted with their recognition, management and appropriate referral Health Facility staff will support and supervise the activities of FCHVs.    
Interventions for the management of Low Birth Weight babies:
	No
	Interventions
	Where?
	Who?
	How?

	1
	BCC with an added focus on creation of awareness of the needs of  LBW babies 
	Home, Wards and  SHP, HP
	FCHV

HF staff
Community leaders
	Awareness creation through BPP focusing on mother's groups and community resources/ influentials and  interpersonal communication by FCHV

	2
	Care of LBW babies
	Home, HF
	FCHV,
HF staff, SBA
	FCHVs

· to identify LBW (weighing)
· provide home based care: wiping, wrapping, KMC

· support EBF

· detect danger signs

· establish functional linkages with health workers and health facilities for effective referral of VLBWs and LBWs with danger signs



	3
	Prevention and management of hypothermia
	Home
HF
	Family
FCHV

SBA and HF staff
	Awareness creation through BPP
FCHV to promote appropriate care at home: wiping, wrapping, preventing bathing for 24 hours, exclusive breast feeding frequently,
HF staff: recognize and treat hypothermia, suspect sepsis 


	4
	Recognition of VLBW and LBW with danger signs and refer them to health facilities
	Home
HF
	Family
FCHV

HF staff
	Detect LBW babies with danger signs and refer them to appropriate health facilities nearby
HF staff: observe LBW babies in the HF for at least 24 hours before discharge.


Prerequisite for the implementation of the guidelines:

The guidelines had been presented and discussed in a meeting of Technical Advisory Group (see annex II). There was consensus that the recommended approach for the identification and management of LBW babies in the communities and health facilities is feasible and desirable activity. However, it was suggested that the following activities need to be conducted prior to the implementation of these guidelines:

a. There should be a national level support for implementing the guidelines for care of LBW babies. 
b. Capacity building of health workers: Training of FCHVs and Health Facility Staff

c. Data regarding LBW should be a part of Health Management Information System.
Suggested future action plan: 

In order to fulfill the prerequisites identified above, the following steps need to be taken: 
a. The guidelines should receive approval from the Department of Health Services.

b. Child and Family Health Division to develop a joint plan of action for phase wise implementation of these guidelines. 

c. Development of the training materials for training of master trainers, trainers, FCHVs and MCW and other staff of health facilities.

d. Piloting of training with the use of training materials and finalization of the materials and training programmes.

e. Support health facilities to create facilities to receive LBW babies referred to them through training and logistic support. 

f. Conduct training at various levels.

g. Implement the guidelines and monitor neonatal health indicators.

h. Evaluate the impact of the implementation of the guidelines and take corrective measures.
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	3.
	Dr. Shilu Aryal
	RH Focal Person
	4262155
	fhd@wlink.com.np
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