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EDITORIAL NOTE 

The issue of this document does not constitute formal publication. 

The manuscript has only been modified to the extent necessary for proper 
comprehension. The views expressed, however, do not necessarily reflect the 
official policy of the World Health Organization. 

The designations employed and the presentation of the material in this 
document do not imply the expression of any opinion whatsoever on the part of 
the Secretariat of the Organization concerning the legal status of any country, 
territory, city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. 
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1. INTRODUCTION 

This meeting was organized to improve the state of perinatal care in the 
countries of the Region with the following objectives: 

1. to review the significance of birth weight distribution as an indicator of 
health and overall socio-economic development; 

2. to analyse the various factors affecting birth weight distribution in the 
difEerent countries of the Region; 

3. to examine the efrectiveness of the programmes oriented toward improving 
birth weight distribution and to plan intervention studies to reduce the 
incidence of low birth weight in the Eastern Mediterranean Region based on 
t.he precepks of primary health care. 

Participants from Cyprus, Democratic Yemen, Egypt, Islamic Republic of 
Iran, Iraq, Jordan, Kuwait, Libyan Arab Jamahiriya, Oman, Pakistan, Saudi 
Arabia, Somalia, Sudan, Syrian Arab Republic, United Arab Emirates and Yemen 
attended the meeting. (Names of participants are given in Annex 11). 

The meeting started with a recitatinn From the Holy Quran. This was 
followed by an opening speech by H.E. The Minister of Health, 
Dr Paisa1 Hugielan, in which he laid great stress on the importance of child 
care, as it is an important tool for the development of the cormnunity. The 
Hinister said that the main aim of this meeting should be to improve the 
status of child health. 

Dr. H i ~ s n e i n  A R A 1  Grzairy. Director, WHO Eastern Moditerrancan Rcgion 
then addressed the meeting, emphasizing that maternal and child health care 
(MCH) including family planning, is an essential element of primary health 
care. He hoped that the results of this meeting will form a basis for making 
both national and Regional improvements in MCH Care. 

Dr Ahmed Banomai was elected as chairman and Dr M. El Bualy as 
co-chairman. The draft Agenda was adopted. (Annex I). 

2. PERlNATAL CARE IN DEVELOPlNG COUNTRIES 

It was pointed out that the Regional Office had organized this 
Intercountry Meeting on Perinatal Care and Low Birth Weight with the specific 
objectiv~ of developins national plans of action, for prcvcntion of low birth 
weight and improving perinatal care. One of the major outcomes would be to 
stimulate countries (a) to set a target for the year 2000 for a significant 
improvement of birth weight distribution, associated with better survival in 
early childhood; and (b) to stimulate the establishment of Regional centres 
for the study of perinatal problems and their sequelae. 

The extent of the problem of low birth weight and its causes, and measures 
that could improve perinatal care were outlined. Since there were some 
variations in the definition of perinatal mortality (covers foetal deaths 
occurring at 28 weeks or more of gestation and deaths of live-born infants 
occurring in the first week after birth), comparisons were difficult. However, 
from the scanty data available from developing countries, it is revealed that 
its incidence there is nearly three times that of incidence in the developed 
countries. 



In a WHO review (World Health Statistics Quarterly 33(3) 1980) it was 
estimated that, out of the 105 million live-born infants in the developing 
countries (1979) nearly 20 million were of low birth weight with an incidence 
of nearly 18% as compared to 7% in developed countries. In the Eastern 
Mediterranean Region, accurate information on this subject is scanty. 
However, the available data is presented in Table (1). 

It will be noticed that extreme variations exist, and in only six 
countries of the Region the incidence of low birth weight is stated to be over 
10% while at the same time 15 of the 22 countries have an infant mortality 
rate (IMR) of over 50 per thousand live births. Since it is well known that 
perinatal mortality is a significant factor in excessive IMR, the reportea 
figures for low birth weight are far from accurate. 

Since low birth weight is strongly correlated with the risk of perinatal 
death, its distribution could be used as an indicator of social development 
and also reflects a summation of events which occurred prior to the onset of 
labour. Describing infant deaths in terms of characteristics at birth, 
particularly birth weight, offered the greatest degree of insight and requires 
that birth information be linked to death information at the individual level. 

Defining the incidence of low birth weight is a major step in the 
development of any system of surveillance of perinatal and infant health. In 
promoting surveillance, it will be important to identify data sources and to 
encourage their development and use. 

This surveillance system should include information on the birth weight 
distribution, birth-weight-specific mortality rates, and the birth weight 
distribution of infant deaths. This information would be useful since 
strategies for preventing low birth weight differ from strategies for 
preventing deaths in low birth weight infants, which in turn differ from 
strategies for preventing deaths in normal birth weight infants. 

It was hoped that, with appropriate interventions and objective planning, 
"90% of newborn infants will have a birth weight of at least 2500 g" in the 
Region by the year 2000. 

3. WHO PROGRAMME ON PERINATAL HEALTH CARE 

Participants were given an overview of MCH activities and programme areas 
of WHO which included the following: 

- Growth and development; 
- Infant and young child feeding; 
- Serious childhood diseases; 
- Adolescent health; 
- Reproduction health 

Within the perinatal health care area, WHO'S activities are aimed at 
fostering national and intocnetionnl nction to improvc thc hcnlth of mothcre 
and children. One of the targets is to ensure that by 1989 WHO will have 
developed or adopted appropriate health technologies applicable to at least 
four major worldwide health problems, such as the complications of child- 
birth, hypertensive disease of pregnancy, low birth weight and perinatal 
problems related to infection and nutrition. Particular emphasis is laid on 
technologies for care at home and at immediate referral level. 
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Since low birth woight is n major indicator in WHO Health for All 
strategies, it should be measured and recorded accurately for every newborn 
infant. This should be done within the first hour, with tho use of spring 
scales with an accuracy to within 2 10 g. A study carried out by WHO revealed 
that by carefully instructing persons to use the hand held spring scales, 
measuring errors were minimal. 

Fnllowing extensive literature rcvicw, it was noted that, alL11vut;h 
research in low birth weight had been impressive, there were two major 
limitations that have detracted from its quality: 

- Failure to distinguish the different types of low birth weight; and 
- Inadequate attention to rigorous study design and statistical 

analysis. 

It is important to consider gestational age in relation to birth weight. 
Assessment of gestational age can be done by taking the history of the last 
menstrual period and by physical examination of the newborn. This simplified 
method is an example of appropriate technology which can be used by health 
workers. 

WHO has also conducted otudico on hypertensive disease of pregnancy (HDP) 
in 7 countries, and preliminary results show that significant differences 
exist in blood pressures of pregnant women in different countries of the 
world. This data will be useful in validating different classifications of 
HDP, identifying management protocols, and elucidating some of the causal 
factors associated with HDP. 

The perinatal care progrnmmc orca of the NCll Division of WHO is alsv 
concerned with the issue of health of mothers, since maternal deaths occur up 
to 200 times more in developing countries than those in developed countries. 

Urgent attention is being paid to this problem; it was given special 
consideration in a recent meeting in Geneva on maternal mortality. 

4. SUMMARY REPORT OF COUNTRY PRESENTATIONS 

Available data on MCH services in countries of the Region were presented. 
In most instances, information on the incidence of low birth weight was based 
on figures provided from a major maternity hospital. 

Country summary reports on information relevant to low birth weight and 
perinatal care aro given bclow: 

CYPRUS 

The total number of deliveries is about 12 000/year. 60% of deliveries 
take place in the private sector and 40% of deliveries take place in the 
public sector. 98% of all deliveries take place either in a public hospital 
or in a private clinic. Home deliveries account only for 2%. Percentage of 
registered births = 93%. 

Birthweight is not included either in the birth registration form or on 
the birth certificate. 



Detailed statistics are only available at Archbishop Makarios I11 
Hospital. Nicosia. 

Total Beds Now in Use: 
I 

(a) antenatal beds 
(b) labour beds 
(c) postnatal beds 
(d) newborn cots 
(el incubators 

With the definition of low birth weight taken as any live-born or still 
births at birth - weight less than 2500 g, low birth weight (live-births and 
still births) occurs in approximately 6% of all deliveries. 

Data referred to the Department of Obstetrics and Gynaecolo~y at Archbishop 
Makarios 111 Hospital - Nicosia - 1985 

Total number of deliveries - 1520 
Number of low birth weight (live-born and S.B. including 

twins) - 90 
% of low birth weight - 5.9 

TOTAL PERINATAL MORTALITY 
PGRINATAL MORTALITY (of low birth weieht - 

(live-born and stillborn) 

DEMOCRATIC YEMB 

Low Birth Wei~ht in Democratic Yemen 

Low birth weight, apart from being a major health problem in Democratic 
Yemen, is a concurrent socio-economic problem. A substantial number of 
perinatal deaths ace attributed to low birth weight. This report attempts to 
summarise the situation about this problem in the country. The information 
contained in this report was taken from the admission registry for pregnant 
women in two areas: 

(1) A1 Hauta Delivery Centre which is situated in Lahej Governorate, 
(2) Abood Maternity Teaching Hospital, the main central maternity 

hospital in Democratic Yemen. 

A1 Hauta Delivery C e n t r e  

During the one-year period April 1984 - March 1985, 465 deliveries took 
place in this centre; of the infants delivered, 95 had a birth weight of loss 
than 2500 g, giving a rate of 20.4%. Of the 95 cases 32 were first 
pregnancies which is about 1/2 of the whole number of cases. The most 
reasonable risk factor in this group of patients is that most of these 
primiparas were teenagers and this age variable might have played a major role 
in influencing birth weight. Other factors, such as nutritional habits, and 
the educational state of such patients who usually come from the surrounding 
villages, may have an additional role in determining low birth weight. 
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Ahnnd Maternity Hospital 

This hospital together with MCH/FP centres in Aden, provides antenatal/ 
postnatal care, as well as immunization facilities and family planning 
services. 

A total number of 5421 deliveries took place at this hospital in 1985. 
Taking birth weight as a dominant factor in prematurity, 727 infants of low 
birth weight i.e. below 2500 g, were born in 1985 in Abood Haternity Teaching 
Hospital, giving a rate of 13.4%. Birth weights ranging Prom 500 g to 2499 g 
were included among which some were still births with low birth weight. In 
general, and due to the lack of an equipped neonatal unit in the hospital, it 
has been observed that infants of birth weights of less than 2000 g were 
likely to die during the first 6 months and many even died during the first 4 
hour< in the hospital. Those with birth weight between 500 and 1000 g were 
few compared to those between 1000 and 2000 g who comprise the majority of 
low birth weight infants. 

It has also been observed that a substantial number reached a full 
gestational age, i.e. more than 37 weeks, and yet had low birth weight. 
Taking parity as a risk factor, 31.8% i.e. 226, were first pregnancies. Twin 
preenancy carries a high risk for preterm birth snd it wne found that 45 cases 
were twins. Other factors which might have influenced low birth weight among 
these patients were anteparturn haemorrhage, pre-eclampsia and anaemia, the 
average HB for a pregnant woman being about 8 g. 

EGYPT 

Haanitude of the problem 

Neonatal mortality in Egypt is still high, 50% of it being due to low 
birth weight. 15% of live births are of low birth weight. Therefore about 7% 
of all live births die due to low birth weight. 

E'iguros for low birth weight and prematurity arc not published by the 
Hinistry of Health. However, a recent study done at El Galaa Teaching 
Hospital, Cairo, (19841, shows that amongst 6655 neonates 11.7% of males and 
13.6% of females were below 2500 K. It also showed that infants born in 
private sector hospitals, which represent mid- and high socio-economic groups, 
are of higher birth weight than those infants born in th? governmental free 
hospitals which represent low and very low socio-economic strata. 

The exact figure of low birth weight on a national level could not be 
accurately determined because of the fact that about 50% of deliveries are 
carried out at home by dayas (TBAs), who do not routinely record birth weight. 

ISLAMIC REPUBLIC OF IRAN 

The Central Statistical Division of thc Hinistry of Hcnlth and Medical 
Education has recently carried out a survey on occurrence of death in 22 major 
cities throughout the country for the year 1983/84. Findings include the 
following: 

- Of 11 884 249 population, 78 362 died (6.59%) 
- F e m a l e : m a l e r a t i o = 5 8 . 6 : 4 1 . 4  
- Of total deaths, 24.96% represented infants under one year of age and 

18.649, of thc~e (759,) wcrc lccc than onc month old. 



- The national census gave an IHR of 35.6/thousand live births and 
neonatal mortality represented 18.3 and 25.4 per thousand in urban 
and rural areas respectively. 

Major causes of infant mortality in decreasing order were as follows: 
Neonatal illnesses, infections, respiratory disorders and congenital 
malformations. 

Maternal mortality was approximately 9 per ten thousand in rural areas. 

In a sample study done in 1 968 595 rural (10% of total population) and in 
1 537 377 urban population (about 7% of that poptllation) ZHB was found to be 
70.8 and 33.1 per thousand live births in rural and urban populations 
respectively. 

In another study done by the UCH Division ot the Ministry of Health in 40 
maternity hospitals throughout the country and one limited study it was 
revealed that the incidence of LBW infants was about 6.8% with 10% mortality 
(LBW was defined as birth weight of 7500 $ nr loss) 

Governmental MCH services provide antenatal care covering 30% of all 
pregnant women. All the statistical forms are designed centrally and reports 
are sent from the peripheral to the central 1.evel monthly and annually. Birth 
weight is included on the birth certificate and mechanisms for collecting data 
on the incidence of low birth weight and prematurity are to be developed. 
Approximate data available for the year 1983 are as follows: 

Birth rate (Per 1 000 population) 42.2 

Infant mortality rate (per 1000) live births) 7 2 

Maternal mortality (per 1000 live births) 11.4 

Natural growth rate 

Total beds 

Labour beds 

Pacdiatric beds 

Obstetricians/gynaecologists 

Paediatricians 

Total doctors 

Nurses 

A survey carried out in July 1985 shows that approximately 44% of mothers 

were examined by a trained health worker during pregnancy. Host deliveries 

(85%) were conducted by trained TBAs or trained health workers and 15% by 

rolativec or untrained TBAs. About 3% of babies woro woighod st birth. Very 

few babies (6%) had a growth chart at home. 



JORDAN 

No data were presented on the incidence of low birth weight in Jordan, but 
a presentation was made on the prospects of developing a continued care 
pcogrwmke for a~others and children, ir~cludir~g the use of risk approach in 
MCH/FP. 

KUWAIT 

Birth weight is recorded in the birth notification forms but not 
registered on the birth certificates. However, in view of the recording 
system it is easy to identify the birth weight of all babies born in Kuwait. 

Data on incidence of low birth weight are collected and maintained for all 
the hospital deliveries. In 1985 deliveries in the governmental hospitals 
totalled 39 310, accounting for 70.7% of all deliveries in Kuwait. For 6.7% 
of governmental hospital deliveries in 1985 a birth weight of less than 2500 g 
was recorded. For 81.3% of deliveries there was a birth weight of 2500 - 
4000 g; for 12.0% one of more than 4000 g. In 1984 the total of all 
deliveries in Kuwait was 56 805, 67.8% was in governmental hospitals, 14.8% in 
delivery (maternity) centres, and 14.7% in private hospitals. 2.7% of 
deliveries took place was at home, one third of home deliveries being assisted 
by nurse midwife staff from the maternity centres. 

Low Birth Wei~ht Data 

Low birth weight is reported monthly from all facilities that deliver 
babies. This information is gathered by the Department of Planning and 
Statistics and yearly data are produced. At present, because of lack of 
standardization there are different criteria for reporting low birth weight, 
with the result that the figures submitted to the ministry are not comparable. 

In some places if a low birth weight baby (below 2500 g) is well, then the 
baby is not reported as "low birth weight"; also, in some places if the baby 
is of low birth weight but of normal gestation that baby is included under 
"normal" babies. In other places, apparently because of previous directives, 
only babies less than 2000 g were reported as being of low birth weight. 

Some institutions, however, do break down low birth weight into "true 
prematures" and "small for dates". However, the return form prepared by the 
Ministry of Health provides only a column for "Prematurity (under 2.5 kg)". 
Thus everything is grouped under this heading. 

In addition to the above problems, some 20% of deliveries occur at home 
and these are not weighed. In 1985 2444 home deliveries were attended by 
midwives from the Preventive Medicine Department. This represents less than 
half of home deliveries, since in 1985 38 361 live births took place in 
hospitals 583 still births were also reported. 

Taking into consideration a11 the above constraints with regard to low 
birth weight data, for 1985 a figure of 2 623 live low birth weight babies may 
be assumed, with a percentage ~f 6.6. 

When hospital records for 1982 were examined and the criteria of below 
2500 g used, low birth weight was found to vary from 10 to 22% according to 
region. 
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For 1985 844 infant deaths in hospitals are recorded, giving an infant 
mortality rate of 22. Again this does not include those who died at home as 
death is not compulsorily reported. From the house--to-house infant mortality 
survey done in 1984 a rate 57 was obtained. 

In I985 5 maternal deaths in health facilities were reported. 

There is no reporting mechanism for births and infant and maternal deaths 
in relation to registration in antenatal clinics. 

Haior Hospital 

Number of births per year (1985) 

Number of total births 8600 * 
Low birth weight 

(2499 g and below) 496 

Born before arrival 712 

Number of home births 

Attended by the facility 0 

Maternal deaths 1 

Number of referrals from other facilities:- 

Antenatal women/women in labour 335 

Newborns 152 

Perinatal death rate 8/1000 

Neonatal death rate 1/1000 

Stillbirth rate 19/1000 

In the country as a whole, perinatal death rate for 1984 was 14.9%. 

Two clinics a week are held for follow-up of all newborns admitted in the 

neonatal intensive care unit. In addition to follow-up they receive 

immunization. 

All babies admitted to the intensive care unit are recorded with regard to 

their birth weight, diagnosis and outcome. 

X It is to be noted that low birth weight included prematures and 
small-for-dates. However, babies who are less than 2500 g but are well 
are not counted. Only those that require observation or extra care are 
counted. This will changc as of 1986. 
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There are weekly didactic lectures for nurses and doctors in addition to 
teaching during rounds. There is a monthly perinatal mortality conference 
wl~ile paediatricians, obstetricians, paediatric nurses and midwives all attend. 

~ntermediate Hospital 

Statistics 1984 

Total deliveries 
Live births 
Stillbirths 
Neonatal deaths 
Maternal deaths 
Born before arrival 

PAKISTAN 

No data on the incidence of low birth weight, in Pakistan were presented. 

SAUDI ARABIA 

Detailed information was presented from two hospitals, one in Riyadh and 
the other in Jeddah. 

Children's Hospital in Riyadh 

The Children's Hospital in Riyadh deals with the major part of deliveries 
and neonatal care in the city. 

Tt ha- ahot~t 700 h ~ d -  in "mat~rni ty qipk" and 1 I R  in "nt~rsery". Neonatal 
intensive care is included in "paediatric intensive care". 

Table 1 gives the perinatal mortality rate during the last five years. 
Table Za gives the percentage of the low birth weight babies in 

relation to the total number of deliveries. 
Table 2b shows the percentage of low birth weight deaths in relation to the 

numhor nf thei r dal iveri p a .  

In these last two tables cases of less than one kilogramme birth weight are 
not included. Only hospital deliveries are included. Some of the babies with 
birth weight of 2000 - 2500 g were not admitted because of good general 
condition. 

All thcsc factors can affeot the percentage of low birth weight. 
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TABLE 1 

C h i l d r e n ' s  H o s p i t a l ,  Riyadh 
P e r i n a t a l  M o r t a l i t y  

t o t a l n o .  of t o t a l n o .  of t o t a l n o .  ofdeathsperinatalmortality 
Year d e l i v e r i e s  s t i l l b i r t h s  i n  f i r s t  week p e r  1000 b i r t h s  

TABLE 2a 

% of Low B i r t h  Weight i n  r e l a t i o n  t o  t o t a l  d e l i v e r i e s  in  Riyadh 
f o r  y e a r s  1402, 1403 and 1404 AH. 

weight  i n  kg 

l e s s  t han  2.5 2.49 5.57 5.47 

TABLE 2b 
4b of Deaths i n  Low B i r t h  Weight i n  Riyadh 

f o r  y e a r s  1402, 1403 and 1404 AH. 

weight  in kg 

less than  2 . 5  20.4 17.6 10 .8  
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UNITED ARAB EMIRATES 

STILL-BIRTHS. PERINATAL MORTALITY AND INFANT MORTALITY BATES 
DISTRIBUTED BY DISTRICT FOR YEAR 1984 -- 

TOTAL STILL DEATHS INFANT S.B.R. P.M.M. 
DISTRICT BIRTHS BIRTHS 0-7 DAYS DEATHS % RATE I.I.R. 
-- 

ABU DHABI 11596 105 94 175 8.97 8.03 15.09 

AL AIN 7096 84 57 117 11.89 7.93 16.48 

DUBAl 11430 129 121 219 11.16 10.46 19.16 

-- --a&- 

SHAKJAH 6033 32 28 63 8.54 4.60 10.44 

AJHAN 1 5 6 6  1 Q 18 38 11.35 10.65 22.96 

-- 

U.AL QUWAIN 556 2 2 4 3.58 3.58 7.19 

FUJAIRAH 2145 18 2 14 8.32 1.0 6.52 
. - 

TOTAL 
U.A.E. 
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5. THE HIGH-RISK PREGNANCY AND THE HIGH-RISK INFANT 

A crucial task in the risk approach in MCH is the identification of the 
appropriate "risk". The risk should be readily identifiable by the health 
worker and the community. The prevalence of the risk should be of sufficient 
magnitude so that, factors influencing it could be identified and the impact of 
correction of those factors, in terms of reduction in prevalcncc of thc risk, 
could be measured. Maternal mortality is a readily identifiable risk, but 
because of its relative rarity, it may not be a suitable instrument for valid 
measurement. At the same time, prevalence of low birth weight, prematurity 
rates and perinatal mortality are quite high in most countries of the Eastern 
Mediterranean Region. Prematurity, including small-for-dates infants and low 
birth weight infants, is the major contributory cause of perinatal and 
neonatal mortality. It is therefore relevant that instruments currently bcing 
developed to record the birth weight of infants born in the home should be 
widely distributed and used by birth attendants. The feasibility of receiving 
and recording this information exists. Deaths of infants in the perinatal or 
neonatal period could also be easily recorded. 

Considering all these factors it would appear that neonatal and perinatal 
mortality rates mieht be the most suitable indices for assessment of risk and, 
if information is available, low birth weight could be used as an index of 
assessment of risk. 

There is strong evidence that the high Levels of infant mortality in many 
developing countries are closely related to perinatal events. 

Rcfcrcncc woc modc to n otudy carricd out on 6372 births that took place 
among Palestinian refugees in camps in the West Bank in the period 1980.~1982, 
and to studies carried out in Hyderabad (India) and in Pelotas in Latin 
America. The most relevant risk factors for low birth weight were presented 
in detail, with their frequency, relative risk, and population-attributable 
risks. 

The results of the studics proscntcd wcrc illustrative of the fact that 
"universal" risk factors could be used, although it would be preferable to 
make use of local investigations to define high risk. Such studies should be 
given particular importance in this Region as they would help to identify 
several important risk factors, easily ascertainable during antenatal care, 
for a poor perinatal outcome. 

6. APPROPRIATE TECHNOLOCIES FOR PERINATAL CARE AND LOW BIRTH WEIGHT 

Appropriate technology is fundamental to WHO Health for All Strategies as 
described in the Declaration of Alma Ata. By technology, we mean more than 
just equipment but a complex of actions including techniques, methods, and 
means designed for solving a health problem. In addition, the term 
"appropriate" signifies that the technology is safe, scientifically sound, 
effective, culturally accepted, inexpencive and adaptable to local 
conditions. Many would argue that the persons using technology are an 
important aspect of its successful use. Until recently a separate unit on 
appropriate technology existed in WHO; at the present time each unit has 
integrated the concept of Appropriate Technology in its own programme. Hence, 
Appropriate Technology has become an important element in MCH and is 
specifically assigned to solving health problems during pregnancy and the 
perinatal periods. 
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The evaluation of Appropriate Technology does not alwavs refer to "simple" 
technology for primary health care. In developed countries the routine use of 
electronic fetal monitors and ultrasonography has been questioned by some as 
to their appropriateness. Specialists have suggested that some techniques in 
medicine arc prematurely accepted as "standard procedures" without thorough 
clinical trials. This mass acceptance could introduce the "need" of costly 
equipment without scientific justification. Furthermore the rapid 
introduction of diagnostic techniques or treatment protocols without proper 
trials could be dangerous. 

In 1984, the task force on Appropriate Technology for pregnancy and 
petinatal care met in Oxford, UK, and idwr~litied the following technologies 
for development: 
1. Birthweight at PHC level. 
2. Newborn thermal control. 
3. Resuscitation of newborns. 
4. Mobility and position during labour and delivery. 
5. Monitoring progress in labour. 
6. Management of third stage of labour and curd care. 
7. Measurement of haemoglobin at PHC level. 

These are discussed below. 

(1) Measurement of birthweight at PHC level 

IrrsLrurr~e~rts Cur a~easurirrg birthweight have been evaluated, both in the 
laboratory and under field conditions. A quality control scheme employing 
instruments and a standard set of weights has been undertaken to evaluate both 
the user's ability to weigh as well as the scales' performance after being 
subjected to field conditions. 

UNICEF has collaborated with WHO in the assessment of these scales which 
irrfludad harrgirrg electrurric digital scales (based on the Strassi gauge 
principle), a spring scale which stretches 1 cm per 100 g (making calculation 
and construction feasible at the country level), and a "go and no go" scale 
(which simply indicates whether a baby weighs more than 2500 g ) :  this sraln 
gets its name from the decision involved of referral or no referral. 

The hand-held tubular spring scale, widely distributed by UNICEF, has been 
colour-coded for use by non-literate birth attendants. 

Surrogates for birthweight 

In areas where scales do not exist for one reason or another, the use of 
anthropometric measurements may be useful as a substitute, or surrogate, for 
birth weight. A twenty-three centre study was carried out to explore the 
cvrrelatiurr betweerr ttre aiid-an11 arrd chest circumference and birth Weight of 
the newborn. Tape measures could easily be supplied to TBAs or midwives with 
proper instructions. Although it is not suggested that these measures replace 
birth wei~ht, their use as temporarv substitutes could be employed as a broad 
indicator for health. 
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( 2 )  Newborn thermal control 

In 1980, a WHO consultation on neonatal heat regulation recognized that 
the importance of providing adequate warmth to newborns should be systematized 
by WHO and prnmoted at a1 1 levels of hea1t.h care. In 1 9 8 L .  the Oxford meetin8 
mapped out strategies for a WHO thermal control study. 

The main objective of this study was to collect information on three areas 
ot thermal control: (1) the environment; (11) heatrng devlces; and (111) 

neonatal practices. The goal of the study is to provide health workers with 
guidelines on how to evaluate their specific situation with regard to thermal 
control. The environment to which a newborn is exposed is often overlooked as 
a source of potential problems. A newborn, especially one of low birth 
weight, can quickly lose heat in hostile conditions, but such conditions can 
often be corrected easily. The study proposes to quantify heat loss due to 
draughts, humidity and cold surfaces. 

The incubator itself is often the source of poor thermal control. 
Frcquont power shortage, poor maintenance and inexperience in use may 
contribute to avoidable deaths. Manufacturers have become aware of some of 
these problems and some have proposed equipment that is easy to maintain and 
use. 

The third item of research is the "practice" involved in care of the 
newborn. The handling, drying and wrapping of newborns are essential elements 
to his/her wcll bcing. Quantification of these methods will be studied under 
field conditions. 

The whole issue of the use of incubators is one of great interest to WHO. 
The question must be asked: "When, where, and under what conditions is this 
technology useful?". In, Bogota, Colombia, low birth weight infants who were 
healthy at birth were kept with their mothers and in skin contact rather than 
placcd in incubators. This was a drastic change in the hospital's routine and 
was followed by a marked reduction in perinatal deaths. It appears now that 
many infants are unnecessarily placed in incubators, when they would be better 
off placed either with their mothers or cot-nursed in some warmed clinic. The 
thermal control study will hopefully answer some of these questions. 

WHO has sponsored the development of a hot-water-heated transport 
incubator and hot watcr filled mattress. The transport incubator is ideal for 
areas without batteries or electrical power. It has been tested and found to 
be effective and easy to make. The thermal mattress has its advantages and is 
much cheaper than an incubator, but still requires electric current. 

( 3 )  Resuscitation of the newborn 

Rapid and skilled nconatal resuscitation which includes clearing the 
airways, is considered paramount to good neonatal care. The Steering 
Committee reviewed some of the equipment for clearing the airways provided to 
TBAs for home deliveries and recommended that this equipment be evaluated from 
a number of different approaches. Firtly, the Committee felt that "routine" 
mucus extraction in a healthy newborn was not necessary and its use could 
prove harmful. Secondly, it is difficult in areas without running water. 
Thirdly, the correct oizo of tubing for naeo pharyngeal suction was a 
requirement assuring safety. UNICEF had recently ordered a supply of mucus 
extractors which were considered by the Committee to be potentially harmful 
for aspiration of the newborn. 
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Mouth- to-mouth resuscitation could be life saving and was discussed in the 
light of its cultural acceptance. The simplest method suggested is to provide 
TBAs with a clean towel to wipe thick secretions from the mouth of the infant, 

Further research into resuscikation ohould concentrate on these elements, 
together with proper trainink principles and evaluation of practices. 

( 4 )  Mobility and position during labour and delivery 

This subject has attracted much attention among midwives and obstetricians 
for "humanizing" the birth process and the Committee asked itself whether it 
has any place in PWC. It was concluded that the subjact was on important one 
and that WHO should support clinical trials to evaluate its effects in 
perinatal outcomes. Some investigators have suggested that delivery in the 
squatting position is more "physiological" than the hospital lithatomy 
position. Although the difference in perinatal outcomes may be difficult to 
measure, one cannot underestimate position during delivery in rural or home 
situations; the question is always put forth that it is very difficult to 
evaluate "normal" physiological labour in a hoopitol setting, the very nature 
of an institutionalized delivery alters the psycho-physiological parameters of 
a normal birth. One is left with the difficult task of assessing birth 
outcomes outside hospitals and maternity wards - an equally difficult 
situation. Some studies have suggested that the presence of a supportive 
companion in the labour room cwld reduce the need for Caesarean section. It 
is evident that stress is an important factor which may influence the progress 
of labour. Carc should be taken by health workers in adopting Westerr;  
hospital practices in situations where traditional beliefs may provide 
security and comfort and thus help in ensuring a safe delivery. The 
disruption of supportive traditions may cause a stressful situation which in 
turn may lead to disruption of the normal labour process. 

(5) monitor in^ the pro~ress of labour 

The Steering Committee recommended that a simple method to monitor the 
progress of labour should be developed for TBAs and village midwives. It was 
felt that the partogramme used in hospitals is too complex and requires 
multiple vaginal examinations which may be unacceptable and may also introduce 
infections in the case of home deliveries. Monitoring the progress of labour 
is important for early referral in cases where obstruction presents a 
difficulty. There are  no data available which could contribute to our 
knowledge of the efficiency of proposed simplified methods to monitor 
labour. Research is urgently needed to quantify a labour monitoring system 
for PHC. 
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(6) Manaaement of third sta~e of labour includin~ cord care 

Management of the third stage of labour is an area which often leads to 
maternal mortality. The major danger is haemorrhage, and its prevention was 
or prime importance to the Steering committee. 

Recently, a study has been undertaken to evaluate "active" physiological 
management during stage TTT of lahour. In hospital deliveries, the active 
management of labour employs the liberal use of oxytocic agents. 
Physiological management encourages vertical delivery of the child and delayed 
clamping of the cord. The placenta is often delivered whilst there is still 
an intact umbilical cord. This method is practised in parts of Brazil and has 
been introduced in some hospitals. The general feeling of physicians using 
this method, which includes placing the infant immediately to the breast, is 
the relative rare occurrence o f  pnst-partllm haemorrhaee 

Advocacy and promotion of clean cutting of the cord implies education, 
training and availability of basic supplies. The reduction of neonatal 
tetanus has been accomplished by immunization and clean delivery practices. 
In fact, health workers from China claim to have eliminated neonatal tetanus 
through the use of "the three cleans" - (1) clean hands; (2) clean perineum; 
and (7) clean delivery area. Deaths from neonatal tetanus are avoidable 
through the application of existing simple technologies. Many traditional 
cultural beliefs regarding cord care exist and a wide range of herbal and 
"spiritual" agents are applied to the umbilical stump. The medical community 
itself has a large number of agents at its disposal for cord care - most of 
which have never been proven to be effective in preventing neonatal tetanus. 

(7) Measuring haemo~lobin at PHC level 

Many of the instruments available for measuring haemoglobin are not 
suitable for all areas of PHC. Some of them require electric power and/or 
batteries, while others require reagents and still others are inaccurate, 
lacking the precision necessary for estimating anaemia. The model, developed 
at the Caribean Nutrition Unit in Jamaica, could fill the gap in some of these 
areas. A t  present, a similar model is being constructed, with two major 
advantages. The blood chamber will be plastic-moulded, and not made of ground 
glass. This will greatly reduce the price of each unit and make its 
distribution feasible at PHC centres. Secondly, grey filter will be 
standardized to haemoglobin blood levels. This will make cut-off points 
easier to integrate in a feature missing in the earlier model. Prototypes 
will be tested through the WHO Collaborating Centre in Haematology in the 
IInited Kingdom and, if acceptable, second-stage testing will be carricd out 
under rural field conditions. 

Research and development of appropriate technologies is a long and 
ditticult process requiring resources and expertise in many fields of 
engineering and medicine. It is only through the collaboration and good will 
of the people working at the country level with different institutes and 
rentres o f  reaearrh that WHO is able to undertake the task of pt-omoting and 
evaluating technologies useful in improving the health care of mothers and 
children. 
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-gestational aae in newborns 

The factors which affect foetal size at delivery, the main cause of low 
birth weight and the main differences between low birth weight arrd 
small-for-date wece presented. This was followed by a presentation on the 
different ways of assessment of gestational age. The small for date baby was 
defined as one whose weight is less than the 10th percentile at the 
corresponding aestational age. while the large for-date is thr hnhy whnco 
weight is about the 90th percentile corresponding to the gestational age. It 
was stressed that estimates of both gestational age and weight are together 
important for the assessment of the baby. 

There was agreement that breast feeding was the best for low birth weight 
babies and even when the baby is premature and if the coordination between 
swallowing and sucking is incomplete, use could be made of a spoon nr 
dropper. It is very important to start feeding very soon after birth so that 
the baby can have the benefit of colostrum which gives him good immunological 
protection. Once the infant can cope with the ordinary atmosphere, the mother 
can give him good care in the home. The encouragement ot breast feeding has 
to be the main aim, even if this means giving the mother good leave from work 
to breastfeed her baby. 

Neonatal infections 

It was emphasized that the prevention of infection started from the 
antenatal period through the clinics and the importance of rubella vaccine and 
tetanus toxoid during pregnancy was stressed. Also training of TBAs and 
health workers for the aseptic cutting and cleaning of the cord and early 
detection of infection which is presented by poor sucking, vomiting or 
abdominal distension or may be some external signs such as conjunctivis or 
skin infection. It is also important to stress hand-washing before and after 
handling of neonates in the nursery. Also emphasized was tho importance of 
early diagnosis and treatment to be started for suspected cases after 
screening of the patient for infection. It was suggested that thc way of 
dealing with the cord should be studied, including the use of drugs by TBAs. 
Some t-raditional practices carried out in some co~lntries have also to be 
studied as they may be a cause of infection. Further, in order to ensure 
better service, attention must be given to improved design of neonatal 
nurseries in developing countries. 

During discussion "the three cleans": "clean hands, clean rooms and clean 
perineum" were emphasized, in addition to immunization, as being very 
import-ant t.n prevent t-etanun infect-ion. 

For mothers with hepatitis (which is common in the Region) the best thing 
was to give the babies hepatitis vaccine and immunoglobi~lin. 

Convulsions in, the newboc - 

The aetiology, prevention and the manag,#>mont of convulsions in newborns 
were outlined. During discussions many participants were against the use of 
valium because of its side effects in neonates including, respiratory 
depression and jaundice. Phenobarbitone was considered to be a safer drug. 
The use of paraldehyde was not recommended. 
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The causes and management of hyperbilirubinaemia were also discussed. In 
many instances no definite cause could be found, but in most cases 
hypcrbilirubinncn~io woo duc to transplacental transfer of antibodies. 
Jaundice could also be due to intra/perinatal infection. The incidence of 
nennaeal jaundice varied from country to country. Infection could be 
considered an important factor causing jaundice. It was suggested that all 
neonates should be screened for inborn error of metabolism, especially PKU and 
gal.actosaemia. suggestions were also made to screen male neonates for G6PD 
and to train TBAs that any case of jaundice developed in the first 24 hours of 
life has to bc roforrcd to neonatal centres. 

It was considered useful to train TBAs in identifying neonates at risk, 
who should be transferred to a referral care centre after about 6-8 hours from 
birth, once the infants' condition has stabilized. The important conditions 
to be considered in such cases include cyanotic and apnoeic attacks, 
convulsions, refusal to stuck, and if meconium had not been passed for twenty 
four hours. The referral care centre should have basic facilities with staff 
trained in neonatal care; it need not be in a major hospital. Such referral 
care centres could be attached to obstetrical care units in MCH centres with 
delivery facilities. 

7. DEVELOPMENT OF NATIONAL PLANS FOR PREVENTlON OF LOW BIRTH WEIGHT AND 
IMPROVING PERINATAL CARE 

Justification 

Low birth weight and perinatal morbidity have been recognized as important 
causes of death and disability in children. 

Low birth weight babies have a high mortality and survivors have a greatly 
increased risk of death in infancy, together with impaired physical and mental 
performance. 

These factors are the main determinants of the infant mortality rate. In 
Scandinavia and, more recently, in France, active intervention has been shown 
to reduce low birth weight and perinatal mortality and has led to significant 
improvement in child survival and performance. 

In the Eastern Mediterranean Region, accurate data on infant and perinatal 
mortality are lacking, but such figures as do exist suggest that the rates are 
unacceptably high in some countries in the Region. 

Decisions regarding the type and suitability of intervention can be made 
more effective by the risk approach. This involves identifying the worst and 
best areas within a country and by carrying out research surveys to determine 
the rank and strength of factors determining low birth weight and perinatal 
morbidity and mortality. By focusing on known determining factors, 
intervention strategies can be planned which maximize the use of resources. 
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7.1. What are the problems? 

The problems may be listed as follows: 

- pregnancies terminating in either foetal death or low birthweight infants 
- lack of good antenatal care 
- lack of maternal education concerning risk factors i.e. heavy work, the 

risks of early pregnancy or multiparity, maternal malnutrition, illness 
- preventable problems during labour, due to: 

- lack of identification of high riok pregnancies and labour and 
hence delivery occurring without adequate intervention; 

- lack of trained personnel and equipment in the delivery and for 
infant resuscitation and subsequent management of the low birth 
weight infant; 

- high preventable morbidity and mortality of low birth weight 
infants from asphyxia, birth trauma infection (neonatal tetanus), 
jaundice, hypothermia, hypoglycaemia, 

- Excessive incidence of low birth weight. 

7.2. Improvements in perinatal care and low birth weight are complex and 
there is no easy solution; however, well designed intervention can reduce 
the rate significantly. 

The types of intervention are: 

Health education of the population, in particular of women, so that 
risk factors are appreciated and action taken by pre~nant women 
themselves. 
A review of legislation concerning working conditions of pregnant 
women, maternity leaves, etc. 
Family life education in the schools. 
The provision of primary health care by training village birth 
attendants, retraining traditional birth attendants, equipping and 
staffing neighbourhood facilities and the establishment of 
protocols for the early identification and referral of high-risk 
pregnancies and high-risk infants. 
Adequate use of available transport and referral to secondary care 
centres. 
Establishment of protocols for secondary care of the high-risk 
pregnancy and subsequent care of the low birth weight infant. 
Integration of levels of care so that health staff at all levels 
are using compatible methodologies and protocols, by involving 
training institutions, medical schools and tertiary care centres. 
The provision of adequate communication to ensure feedback between 
the primary and secondary care centres. 
Monitoring of activity to assess progress in attaining the goals. 

7.3. What are the objectives of the plan? 

Attainment of maximum improvements in low birth weight and perinatal care 
with realistic inputs of resources can only be achieved by determining the 
factors which are responsible for low birL1t weighl. Tlra risk apyruacll in 
MCH/FP as developed by WHO would be applicable in this respect. 



WHO-EN/MCH/189--E 
page 22 

By studying the causes of low birth weight and by multivariate analysis, 
in the disparate environments of this Region these factors will be seen to 
vary widely; hence the solutions will differ from country to country. For 
example, in Yemen, rural women carry heavy loads when pregnant, but this will 
not be the case in urban Saudi Arabia. Rates of HPD, of maternal illness such 
as diabetes differ. Social customs such as the seclusion of women after 
delivery may be beneficial in tcrms of lactation and detrimental for vitamin D 
availability. In the research component an attempt would be made to evaluate 
these variables; this would involve the following actions: 

1. measuring as accurately as possible the prevalence of low birth 
weight and level of perinatal care. 

2. identifying high-risk groups of pregnant women, i.e. mothers less 
Lhan 18 and more than 35. 

3. adopting the risk approach to define high-risk variables according 
to practicability of intervention. Harmful traditional practices 
should be discouraged and resources allocated that are feasible and 
affordable. 

7.4. What facilities are available? 

It is apparent that within the existing health system mechanisms already 
exist which can be used to carry out the necessary studies. 

For example, in Sudan a system of trained village midwives is in place 
and Salter balances are available. In addition, a system of recording births 
in the villages, with referral to a birth registration centre and transmission 
of the information to the Ministry of Health, already exists. The feasibility 
of adding birth weight data to this system seems reasonable. To refine this 
system by quality control of weights and monitoring the accuracy of records 
and analysis of data would also be feasible providing that personnel and 
analysis facilities were made available. 

In contrast, in Oman, there is no such system, but "sentinel stations" 
primarily concerned with EPI could be used to collect hirth weights. 

By defining a set of generalized Regional objectives coordination of 
individual countries' efforts could provide data for the Region as a whole. 

7.5. What are the constraints? 

1. In certain countries, health budgets are already strained and resources 
are simply not available for new projects, even if decision-makers were 
convinced by arguments in favour of low birth weight and perinatal 
mortality projects. 

2 .  The present system in which reports and advice are sent to Ministry of 
HealLh, did not evoke a proper response. 

3. The special expertise for designing and managing a risk approach project 
were not available at the local level. 
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7.6. What methods are available? 

Community level -- 

- Family Life education. 
- Social legislation to promote antenatal care attendance and 

reduction of maternal stress. 

Primary Health Care 

- Adequate training of health personnel in rural areas in the 
concept o f  PHC. 
- Prevention of malnutrition and diarrhoea1 diseases and promotion 
of immunization in health centres. 
- Upgrading of referral facilities i . e. secondary level hospital, 
to ensure adequate faciLities or delivery of high-risk pregnancy and 
subsequent care of infants. 
- Use of appropriate technology, such as substitute for 
birthweights ,  s i m p l e  ccales for homo ucc ,  midwifery kits. 
- The equipment needed for infant care includes incubators, 
insulation material to prevent hypothermia, phototherapy units to 
treat some hyperbi lirubinaemia, suction and resuscitation equipment 
for neonatal reanimation, and should be provided following evaluation. 
- Much of this can be either locally made or provided cheaply . . 

using appropriate technology. 
Training of staff in mcthodoLogy is relatively simple and 

material for training is available. 

7.5.1. What are the problems? 

Because or the enormous number of possible interventions, selection 
of priorities where resources are limited is difficult, but can be 
rationalized using the risk approach. In addition t o  selecting the areas 
where resources are to be allocated, monitoring of results of intervention in 
terms of nearing the set goals should be a part of the system, i.e. units 
should have set standards of performance of infant care and records of 
mortality and morbidity should be kept. to monitor progress and to identify 
weaknesses in the system. In particular, the maintmance and replacement of 
essential items such as weighing scales is vital. 

7.6.2. How can they be solved? 

1. The present rnrcting has resulted in generation of interest among 
the participants and it i.s c:rlvisagcil that further national meetings should he 
held. It is hoped that participn~lts will return home to develop furthcr 
activities in thin area and to pursunde their ministries to follow WHO'S 
recommendations and protoco l s .  Individual countries can then design projects. 

2. An alternative method would be to set up a WHO EMR programme in 
which a number of countries would participate. This programme would 
coordinate activities and would provide a structure in which country plans 
would be developed. Sharing of joint goals, mutual assistance in developing 
protocols and the seeking of funding jointly would greatly assist those 
countries with limited financial and manpower resources and might also p ~ u v i d e  
a degree of impetus. 
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The development of the plan would entail: 
(1) setting of joint objectives and definitions; 
( 2 )  sharing of methodologies, i.e. a single meeting to discuss 
risk assessment with statistical and other experts would be more 
cost-effective than a series of country meetings: 
( 3 )  the dynamics of intercountry cooperation in this vital area 
might be attractive to funding agencies. 

7.7. Suggested actions 

(1) Definitions. The first priority is to establish the extent of the problem. 

Low birth weight. As this is a recognized indicator of quality of 
perinatal care, the definition of more than 2500 g could be considered. 

~lthough lower weights may be more appropriate in some EMR 
populations, this would give an internationally comparable standard. 

Estimation of gestational age using a shortened (Parkin) scorn could 
be used in further research, but the precision of this estimation in the hands 
of PHC workers may be inadequate. 

Accurate birth weights from random samples of the population would 
give a good baseline. 

Estimation of stillbirths (deaths less than 28 weeks/7th lunar month) 
would give added information and would be feasible in certain areas where 
community TBAs were present. 

Mortality figures from PHC Centres and also from peripheral hospitals 
should also be collected. 

The use of "sentinel stations" for such dat-a collnct.ion may be 
feasible, but each country would need to develop its own plan using the 
internationally accepted definitions for infant mortality, perinatal mortality 
and low birth weight, prematurity and appropriate gestational age babies. 

Concurrent data collecting in large urban hospitals in the more 
industrialized countries was already in progress, but needs collation and 
evaluation. 

In particular the involvement of obstetricians as well as 
paediatricians at an early stage is important. 

7.8. Research Activities 

To establish the incidence of low birth weight and its intercountry 
variability, this information could be solicited in PHC-related (1) country 
surveys and (2) special surveys. 

This establishes the general country incidence and identifies the 
best and worst areas. 

Data would be collected by TBAs or other appropriate field workers 
and the project would run simultaneously in all participant countries. 



page 25 

Smaller samples using simplified data collecting systems could be 
used to collect retrospective data about the pregnancy, i.e. attendance at 
clinics, maternal weight and height etc., perhaps using student field teams 
from training centres. 

Standard methodology throughout the Region would f acilitiate 
collection of comparable information and results comparing the various areas 
would allow some analysis of the effectiveness of methods of extending care. 

Having the survey simultaneously in the whole Region would facilitate 
publicity, cooperation from political authorities etc. 

In order to get more detailed information necessary to formulate a 
risk approach proposal to salve the problems discovered in the first project, 
a second prospective study of outcomes of selected pregnancies would be 
carried out. 

In this study, areas identified for high or low risk in the first 
stcidy wnl111-I he used. Women in the variouc risk arcos, i . e ,  young primiparas,  
those who had lost the previous infant identified in the first study, etc. 
would be followed up from first notification of pregnancy. Some system of 
incentives for this might help. Using simplified data collecting forms, 
outcome of the pregnancy as regards stillbirth, morbidity during delivery etc. 
could be measured. 

Correlating these results with the availnbjlity of staff, facilities 
etc. would allow evaluation of these factors and again cross-country 
comparison would assist in quantification of effectiveness. 

These considerations should be given in the preparation of the final 
design of the research protocol to be prepared by identified consultants. 
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RECOMMENDATIONS 

Improve the MCH/FP information system and data collection. 
Registration of perinatal deaths, low birth weight and maternal deaths, 
utilizing WtiO guidelines, in English/local language. 
Strengthening of MCH services including care of low birth weight infants 
and premarital counselling. 
Simplification and availability of the technologies that are used at PHC 
levels for neonatal care. 
Recognition and expansion of the training of TBAs, thus encouraging them 
to take an active part in PHC. 
Seminars and workshops should be held at national level for all categories 
of MCH health personnel, with special emphasis on perinatal care. 
There should be close cooperation and coordination between the 
obstetridpaediatric departments of hospitals for information on low birth 
weight and perinatal care. 
Promote and ensure improved working conditions of pregnant working women. 
Rational use of drugs during pregnancy. 
Provision of ndcquntc nutrition to prcgnnnt nnd lnctnting fcmnlco. 
Promote the concept of risk approach in MCH/FP based on referral care. 
Study of low birth weight and perinatal care in selected countries of the 
Region. 
Select appropriate places to act as sentinel centres for the collection of 
related information on maternal mortality, low birth weight and perinatal 
mortality. 
Governments to be requested to allocate more funds to improve HCH 
activities at the national level with special reference to improvements in 
perinatal care and perinatal health. 
Regular national meetings on low birth weight and perinatal care should be 
held. 
Promote mechanisms to distribute and disseminate information and learning 
material produced by WHO through appropriate channels at national level. 
A perinatal team in each country should initiate appropriate activities to 
implement these recommendations. 
An international year to be designated for prevention of low birth weight 
and promotion of perinatal care, as in the case of some other subjects 
emphasized by WHO. 
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ANNEX I 

AGENDA 

Opening of the Meeting. 

Election of Office bearers. 

Adoption of Agenda and programme of work. 

Review of the state af Pnrinatal Care in Eastern Moditerranaan Rcgion. 

WHO Programme on Perinatal Health Care. 

Country Presentations on Incidence of tow Birth Weight and Perinatal Care. 

Appropriate technologies for birth and perinatal care and LBW. 
7 . 1  Simple assessment of eostational ago in the newborn. 
7.2 Resuscitation and thermal control of newborns. 
7.3 Feeding of the low birth weight infant. 
7.4 Treatment and prevention o f  perinatal infections. 
1 . 5  Management of neonatal convulsions. 

The preterm low birthweight infant goes home - guidelines for primary 
health care. 

Development of national plans of action for prevention of low birth weight 
and for improving perinatal care. 

10. Consideration of draft report. 

11. Closure of meeting. 
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