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Editorials

The Newborn Health Agenda:
Need for a village-level midwife

Every year, a total of 25 million infants are born in India. At the present neonatal
mortality rate of 45 per 1000 live-births, 11.2 million of them do not complete 28 days
oflife. This amounts to almost 3300 newborn deaths every day (140 per hour). Most
of these deaths are preventable through affordable primary care strategies.

In absolute terms, the number of newborn deaths occurring today is the same or
perhaps more than that at the time ofIndependence (1947). India accounts for nearly
a quarter of the 5 million newborn deaths in the world which is the highest for any
single country. The neonatal mortality rate in different states of India varies
considerably. In 1998, the lowest neonatal mortality rate (per 1000 live-births) was
in Kerala (11) and the highest rates were in Madhya Pradesh and Orissa (61 and 60,
respectively). 1

Within the neonatal period, the first week is the most crucial. The first week (early)
neonatal mortality rate (per 1000 live-births) in 1998 was 34, accounting for three-
fourths of the overall neonatal mortality and almost half of the infant mortality. 1

Thus, to address this major component of newborn deaths, it is imperative that a
skilled attendant is available at birth and during the first few days of life.

In the early 1980s, neonatal tetanus was responsible for 0.35 million neonatal
deaths, accounting for 25%-33% of all neonatal deaths+This disease has now been
virtually eradicated except for a few pockets in some states. This was the major reason
for the decline in the neonatal mortality rate from 76 per 1000 live-births in 1980 to
53 in 1990.6 However, there is a stagnation in neonatal mortality since the early
1990s. Between 1992 and 1998, the neonatal mortality (per 1000 live-births)
decreased from 50 to 45, a decline of only 5 points, compared to a lO-point reduction
in the preceding block of six years (1986:-1992).3 Obviously, other than neonatal
tetanus, we have failed to address the causes of neonatal deaths.

Presently, the major causes of neonatal mortality are sepsis (bacterial infections),
birth asphyxia and prematurity. Bacterial infections presenting as septicaemia and
pneumonia are responsible for almost half the neonatal deaths, while birth asphyxia
is responsible for nearly a quarter of them." Deaths in the first week of life are
predominantly caused by birth asphyxia and prematurity, whereas those after the first
week are mostly due to bacterial infections. Irrespective of the primary cause of death,
over two-thirds of neonatal deaths occur among infants who are low birth-weight
(LBW), weighing less than 2500 g at birth. In India, over one-third of all neonates
are LBW; among the highest proportion of LBW neonates in the world.

The key reason for the high neonatal mortality is lack of care at birth. According to
the National Family Health Survey (NFHS) II, only 33% of deliveries occur in
institutions, the remaining take place at horne.' Most home deliveries are attended by
untrained traditional birth attendants or relatives/friends. Major regional differences also
exist; for instance, the proportion of institutional deliveries in the southern states of
Kerala and Tamil Nadu are 90% and 64%, respectively, while in Rajasthan, Bihar and
Uttar Pradesh these account for only between 11% and 12%.6There is a clear relationship
between the proportion of non-institutional deliveries and neonatal mortality rate in
different states. Higher the home delivery rate, higher the neonatal mortality rate.
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The National Population Policy 2000 has laid down the goal of an institutional
delivery rate of 80% by 2010.7 However, this is not an easily achievable target. The
institutional delivery rate in the country according to NFHS I (1992-93) was 26%
which moved up to 33% in NFHS II (1998-99), an increase of only 7% in six years.?"
Achieving an institutional delivery rate of 80% in 10 years, an increase of 57% to
meet the National Population Policy goal, seems very difficult for most states.

Thus, in the foreseeable future, most babies will continue to be born at home, a lot
of them unattended by any trained personnel. They are likely to fall sick at home.
Referrals are rare, difficult and unrewarding. Not surprisingly, most of the newborn
deaths will also occur at home, in both rural as well as urban communities. The focus
of newborn care, therefore, has to be the home.

Newborn care has for a long time been equated with hospital-based care of babies
requiring incubators and other expensive equipment. This is not so. The basic
principles of newborn care are simple, and achievable through primary care. These
include:

1. Universal antenatal care including tetanus toxoid immunization
2. Delivery by trained personnel, preferably at a health care facility
3. Care at birth including basic resuscitation
4. Thermal protection
5. Prevention of infection
6. Early initiation of breast-feeding and exclusive breast milk feeding for 4-6

months
7. Extra care of LBW babies
8. Assisted feeding of LBW and sick babies
9. Orientation of the community for the early detection of illness and care-seeking

10. Home care of sick babies
11. Referral of those sick newborns who cannot be managed at home
12. Care during transportation
13. Care of sick newborns at the health care facility.

The 'technological' requirements to implement these principles are simple and
include a delivery kit, mouth-to-mask resuscitation, gavage and spoon feeding,
home-based provision for extra warmth, kangaroo mother care, home visits, simple
antibiotics and IEC (information, education and communication) materials.

By applying the principles of newborn care mentioned above, it is possible to
manage a large proportion of newborn infants in the home setting. Of the LBW
neonates, almost 90% weigh more than 1800 g. These moderately LBW babies can
be managed by the family under the supervision of a skilled village-level worker. A
major proportion of birth asphyxia is amenable to simple resuscitation measures
which a traditional birth attendant can institute with a little training. Babies with
sepsis can be identified using simple clinical markers and treated with antibiotics by
village-based workers. Using a mix of these approaches addressing the major causes
of neonatal mortality, delivered through a village-level worker, Bang et at. have
shown a 62% reduction in the neonatal mortality in a backward rural community in
Maharashtra.' There is an urgent need to replicate this innovative experience in
varied settings and adopt it in the form of a national programme.

Newborn care, especially at the time of delivery and for the vulnerable LBW and
sick neonates, is dependent upon the presence of a health worker with trained
midwifery and other skills. At present, there is no such provider in the vicinity of the
home, where the babies are born, fall sick and die. The model of newborn care used
by Bang et al. worked because a worker in each village was available to treat sick
neonates at any time.' However, in the existing system in India, the nearest health
worker is the auxiliary nurse midwife (ANM) who is expected to look after 4-5
villages. She may often not even reside in her assigned field area. In any case, her
hands are full with the activities of several programmes. Even if she wants to, she
cannot be available for a delivery or to examine a sick neonate in the middle of the
night. Therefore, at present, her contribution to newborn care (except for
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immunization) is negligible. Anganwadi workers, located in every village from the
Integrated Child Development Services (ICDS) system, do not have midwifery skills.
Traditional birth attendants are accepted by the community for their contribution to
attending a birth only. They are handicapped by their limited education and the fact
that they are 'outside' the official health system. Village health guides do not have
midwifery skills. The registered medical practitioners practising in the rural/urban
communities also lack appropriate training and expertise.

It is apparent that at present none of the available providers at the grassroots level
are in a position to provide care to the newborn. The National Population Policy 2000
aims at 100% deliveries by trained personnel by 2010.7 If we examine the progress
in this regard during the last few years, this goal is not readily achievable. In 1992-93,
33% of deliveries were assisted by health professionals (NFHS 1).6 This increased to
42% in 1998-99 (NFHS I1)-a rise of 9% in six years.' A further leap of 58% in the
next 10 years or so appears to be a distant dream unless workers with midwifery skills
are available in most villages.

There is, therefore, a need to develop a 'new' community-chosen cadre of workers
with midwifery skills for every village with a population of roughly 1000-1500.
Besides attending to neonates, these workers would also look after the women and
mothers, as well as older infants and children. Thus, they will be instrumental in
improving neonatal, infant and child survival, as well as in promoting safe
motherhood. Such a worker need not be a full-time government servant. She could
be supported by the panchayat or a corpus of community funds could be set aside to
pay her; a combination of public-private approaches may be the most appropriate.
The remuneration of this worker should be performance linked and not a monthly
salary without accountability. Some link with the government system is necessary to
ensure supervision, quality assurance, certification and continuing education. This
cadre could be initially introduced in the states of Uttar Pradesh, Madhya Pradesh,
Orissa, Bihar, Rajasthan and Assam where institutional delivery rates are presently
very low and unlikely to change in the near future. A beginning may be made through
pilot projects.

Creation of a cadre of such midwives, who could be termed as mother--child
workers (MCWs), will be a major contribution to the empowerment of women as
well. If 200000 women were to be trained as MCWs in the next 10 years, it will
provide employment to as many school-educated rural women-a politically attractive
proposition.

The National Population Policy 2000 envisages a reduction in infant mortality to
less than 30 per 1000 live-births by 2010 (from the current level of 70.88). This
necessarily requires the neonatal mortality to be less than 20 per 1000 live-births. No
country in the world has achieved these levels without ensuring easy and ready access
to skilled providers of health care to children and mothers. Thus, the time has come
for India to move towards providing village-level MCWs.
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