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wroos s 9400 Wy are 4 million newborn babies dying each year?

In the summer of 2003, The Lancet published five
articles on child survival, written by the Bellagio Child
Survival Group.™” These publications have had tangible

Panel 1: Bellagio child-survival series, 1 year on

Global level

e Formation of Global Partnership for Child Survival

e Increased commitment to child survival from major
agencies and donors

e Decision to focus World Health Report and World
Health Day 2005 on maternal and child health

National level

e National stakeholders” meetings to be held in countries
with where child mortality is high

e Meetings held in Ethiopia and Cambodia, and planning
for revised Child Survival strategies in India and
Pakistan

Child-health research

e Ongoing work costing interventions in the Bellagio
child-survival series

e New epidemiological information from systematic
review of neonatal causes of death

e Increased priority for research on approaches to
increase coverage with key child-survival
interventions

o

effects (panel 1). A Global Partnership for Child Survival
secretariat is being established to assist the
development and implementation of plans to reduce
child deaths in 42 countries that account for 90% of
deaths in those younger than 5 years of age." Two
national meetings, in Ethiopia and Cambodia, have
been held to discuss strategies for implementing the
interventions outlined in the Bellagio child-survival
series. Other countries are revising their child health and
survival programmes.

Although the Bellagio series has had an important
effect in the child-survival arena, a major gap in
information and action remains about deaths in the first
4 weeks of life—the neonatal period. The second half of
the 20th century witnessed a remarkable reduction in
child mortality, with a halving of the risk of death before
the age of 5 years. Most of this reduction, however, has
been because of lives saved after the first 4 weeks of life,
with little reduction in the risk of death in the neonatal
period for most babies worldwide. Neonatal deaths,
estimated at nearly 4 million annually, now account for
36% of deaths worldwide in children aged under 5 years.
Millenium Development Goal 4 (MDG-4), regarding child
survival, stipulates a reduction of two-thirds in deaths in
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Panel 2: Prioritising interventions to reduce child deaths in
Ethiopia

Ethiopia, where almost half a million children die each year,
was the venue for the first National Child Survival planning
meeting linked to the new Global Partnership for Child
Survival. In April, 2004, the Ethiopian Government led
discussions involving multiple stakeholders. The starting
point for the development of a national child-survival
strategy was to consider potential interventions from the
23 listed in the second paper of the Bellagio child-survival
series. Neonatal deaths account for almost 30% of under-5
mortality in Ethiopia, some 135 000 deaths. Tetanus toxoid
immunisation, if increased to 90% coverage, could avert
about 5-10% of current neonatal deaths. Other strategies
under consideration included promotion of clean delivery,
exclusive breastfeeding, and control of temperature.
However, several interventions relating to neonatal survival,
which were in the Bellagio series, such as antenatal steroids
and neonatal resuscitation, were not considered feasible in
the Ethiopian setting. These interventions depend on the
availability of a skilled attendant, and only 5% of Ethiopian
women deliver with skilled care. This situation is a reality
facing many countries around the world.

children aged under 5 years, from 95 per 1000 in 1990
to 31 per 1000 in 2015. Given that the current global
neonatal mortality rate is estimated to be 31 per 1000
livebirths,® a substantial reduction in neonatal deaths
will be required to meet MDG-4. Reduction of neonatal
deaths should become a major public-health priority.

There are various reasons why the health of newborn
babies has been neglected despite the huge number of
deaths. deaths are unseen and
undocumented. In rich countries childbirth is
accompanied by a fanfare, but in many poorer countries
childbirth is accompanied by apprehension for the
mother and baby who may remain hidden at home with
limited access to care. Often the baby is unnamed until
1 or even 6 weeks has passed, reflecting a sense of
fatalism and cultural acceptance of high mortality.
Unfortunately, neonatal deaths also have low visibility
on the global agenda; many global agencies do not
mention any causes of neonatal death on their lists of
major “child killers”.

Another barrier to action is the perceived complexity
of reducing neonatal deaths. In industrialised countries
care of newborn babies is associated with intensive

Most neonatal

technological approaches. In northern European

countries it was not the introduction of neonatal
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intensive care in the early 1980s that produced the
greatest mortality reduction. In England the neonatal
mortality rate fell from over 30 per 1000 livebirths in
1940 to 10 per 1000 in 1979.° This fall coincided with
the introduction of free antenatal care, improved care in
childbirth, and the availability of antibiotics. Some
developing countries, such as Sri Lanka, have also been
able to improve neonatal health by investing in similar
strategies.” However, this is not the case in much of the
developing world.

Interventions to reduce neonatal deaths belong in
two health-system programmes: maternal-health
programmes covering pregnancy, childbirth, and early
neonatal care; and child-health programmes, which
move on through infancy into childhood. Addressing
neonatal mortality requires a continuity between these
elements of care, which is lacking in many settings with
care for the neonate often receiving little attention in
either maternal or child-health programmes. The
greatest gap in care often falls during the critical first
week of life when most neonatal and maternal deaths
occur, often at home and with no contact with the
formal health-care system. In addition, behaviours such
as breastfeeding, which influence survival after the
neonatal period, are started in the first days of life, yet
contact with the health system during this important
period is often non-existent.

Although the Bellagio child-survival series has had a
salutary effect in drawing attention to child survival,
strengthening health systems was not a major focus of
the series.” Functioning maternal and neonatal health
systems caring for the dyad of mother and child during
pregnancy, childbirth, and in the early neonatal period
are essential if neonatal (and maternal) mortality are to
be reduced. Neonatal health cannot be separated from
maternal health. In addition to strengthening of health
systems, approaches to promote demand for care are
also needed.

Without information about a wider
interventions to reduce neonatal mortality and
approaches to incorporate these into health systems,®
the national plans for child survival in countries with the
highest mortality will probably include limited action to
address neonatal deaths (panel 2). Existing and new
evidence on health impact has not been linked to data
on cost and feasibility or to programmatic models for
within  health  systems. Most

choice of

implementation

o
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publications relate to highly technical neonatal care for
the 2% of neonatal deaths in rich countries. Over three-
quarters of neonatal deaths occur in south Asia and
sub-Saharan Africa, yet a skilled attendant is present in
less than a third of all deliveries in these regions—the
least care for those who need it most. In Ethiopia, 5% of
women currently deliver with a skilled attendant. For all
deliveries in Ethiopia to have a skilled attendant, a
substantial increase in the number of midwives is
needed. How can this be achieved? In the meantime,
what can be done to reduce neonatal deaths in such
settings in the short term while contributing to the
building of a stronger health-care-delivery system?

In the spring of 2005, The Lancet will publish a series
of papers focusing on neonatal survival, coinciding with
the release of the World Health Report 2005, on the
theme of maternal and child health. The series will link
epidemiological information with systematic reviews of
interventions® to assess the cost and potential effect of
scaling up interventions within existing programmes.
By making widely available the epidemiological
information regarding the time, place, and causes of
neonatal deaths, we hope to increase the visibility of the
neonate in policy and programme planning. Barriers to
the implementation of interventions within health
systems will be discussed, with focus on reaching the
poorest settings. Gaps in action and in knowledge will
be highlighted.

The Lancet encourages submission of original research
articles to accompany the series on neonatal survival.
Manuscripts should be submitted to The Lancet by Oct
31, 2004, and should follow the standard journal
format for original research papers.” Priority will be
given to papers that present evidence relating to
interventions to reduce neonatal deaths in resource-
poor settings. We hope that these articles, alongside the
series, will encourage increased interest and investment
in neonatal health.
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