
WHO & UNICEF GLOBAL EXPERT 
CONSULTATION ON A GENERIC 
MODEL FOR INPATIENT CARE OF 
SMALL AND/OR SICK NEWBORNS

Friday 3 December 2021 

13:00-16:00 CET (Geneva time)



MEETING RULES
1. Due to the size of the meeting, we will not introduce each person. 
You can give a greeting in a ChatBox

2. Please rename your profile to include your country name

3. Kindly remain on mute 

4. Please post your questions in the ChatBox. 
If there is additional time, we can give the floor to individuals who 
raise their hands during question time



AGENDA DAY 1

Time Session: 
Time Session 1 - Introduction (20min) Moderator - Rajiv Bahl (WHO)
13:00-13:05 Welcome, Objectives & Outputs Rajiv Bahl 5 mins
13:05-13:20 Opening remarks Kim Dickson (UNICEF)

Lily Kak (USAID)

Anshu Banerjee (WHO)

15 mins

Time Session 2: Learning from Country experiences - Core elements of 

the model of care 

Moderator – Gagan Gupta (UNICEF)

13:20-14:05 Asian Experiences India

Bangladesh

Viet Nam

15 mins each 

14:05-14:25 Discussion 20 mins
14:25-14:35 Break 10 mins
Time Session 2 (Continued) Learning from Country experiences: Core 

elements of the model of care

Moderator - Teshome Desta (WHO)

14:35-15:35

Sub-Saharan Africa Experiences Ethiopia

Malawi

Uganda

Sierra Leone 

15 mins each 

15:35-16:00 Discussion 25 min
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Time Activity 

13:00-13:15 Session 2 (continued): Learning from Country experiences

Questions and Answers: Malawi, Ethiopia, Sierra Leone & Uganda

Moderator 

Teshome Desta (WHO)    10 mins

Learning from Country experiences Moderator 

Hema Magge (BMGF)

13:15-13:45 PAHO Experiences Brazil 

Argentina

15 mins each

13:45-14:00 Discussion 15 mins
Session 3 - Specialist perspective on SSNC

14:00-14:20 What does it take to scale up facility based newborn care? Gagan Gupta (UNICEF) 20 mins

14:20-14:35 Synthesis of country experiences Cyril Engmann (PATH) 15 mins

14:35-14:50 Discussion 15 mins
14:50- 15:00 Break 10 mins
15:00- 15:40 Country groups discussion to exchange lessons Teshome/Gagan 40 mins
15:40-15:55 MNICU Harish Chellani -

Vardhman (India)

15 mins

15:55-16:10 HR road maps Karen Walker (COINN) 15 mins
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13:00-13:30

Session 3 continued 

Human Resources Roadmap 

Discussion on MNICU and HR

Moderator – Rajiv Bahl (WHO)

Karen Walker (COINN)

30 mins

Session 4: New important, innovations, ‘looking forward’ topics Moderator – Tedbabe Hailegebriel (UNICEF)

13:30-13:45 Innovative technologies Rebecca Richards-Kortum (RICE University)

Adriana Velazquez Berumen (WHO)

15 mins 

13:45-14:00 Lactation management, human milk banking Kiersten Israel Ballard (PATH) 15 mins

14:00-14:15 Maternal wellbeing including mental health Shanon McNab (Momentum) 15 mins

14:15-14:30 Developmentally supportive care Susan Niermeyer (University of Colorado) 15 mins
14:30-15:00 Discussion   30 mins
15:00- 15:10 Break 10 min
15:10-15:55 Session 5: Open House – What should a generic model of care 

for SSNC look like (Putting it all together)

Moderator – Rajiv Bahl (WHO) & Luwei

Pearson (UNICEF) 
45 mins

15:55-16:00 Wrap up and next steps Rajiv Bahl (WHO) & Luwei Pearson (UNICEF) 5 mins



Session 3 (continued)
Specialist perspectives on small and sick 
newborn care

Human Resource Roadmaps
DR KAREN WALKER - COINN

Discussion

MODERATOR: DR RAJIV BAHL WHO
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Human resource strategies 
to improve newborn care in 
health facilities in low- and 
middle-income countries

Clinical A/Professor Karen Walker



Background 

2018 - Initial discussions Kigali, 
Rwanda 

2019 -Technical expert meeting, 
Geneva

Online expert consultations; 
November 2019 and January 
2020

Funded by United States Agency 
for International Development 
and the Chiesi Foundation 



Purpose

To provide a framework and strategies for 
countries to transform their policies on 
human resources for health (HRH) and 
provide their health workers with the 
knowledge and technical and behavioural 
skills necessary for high-quality care by 
2030, to ensure that all newborns survive 
and thrive



Vision & Goal

Every newborn will receive high-quality, 
evidence-based care from competent 
health workers with skills in newborn care 
consistent with WHO guidelines

To strengthen the provision of nurturing 
care by competent health workers at 
critical times at all three levels of care 
for maximum improvement of newborn 
survival, development and well-being



1.1 Review pre-service educational programmes for health professionals in both the public and the private sector

1.2 Emphasize neglected topics in newborn care, including hygiene, infection prevention and control, pain 
management, neurodevelopmental care, family-centred, respectful care, cleaning and maintenance of equipment, 
and use of data for decision-making and quality improvement of facilities

1.4 Encourage educational institutions and regulatory and professional associations to foster intra- and inter-
professional learning in both their pre-service and continuing professional development programmes, including 
North–South and South–South collaborations and public–private partnerships

Strategy 1 : Improve and standardize the content, curricula and development 
of competence in neonatal care in pre-service programmes for health workers  



2.1 Supply relevant clinical guidelines and standards of care to neonatal facilities

2.3 Provide on-the-job or short continuing education with established training packages or digital learning, 
ideally with a hands-on skill enhancement component (blended learning) or through coaching and mentorship 
programmes

2.6 Establish mandatory requirements for continuing professional development, including tracking and 
documentation for re-licensure or re-certification by professional associations or other regulatory bodies

2.7 Provide orientation programmes and mentoring for new staff in neonatal care units according to  
established competences

Strategy 2: Build the capacity of existing newborn care providers through 
orientation programmes, continuing education, skills training, quality 
improvement initiatives and support to maintain and increase competence



3.1 Extend the competence of existing cadres with 3-, 6- or 12-month training programmes in neonatal care

3.2 Establish competence-based specialist training for health workers to complete qualification or certification 
based on national or international standards

3.3 Assure accreditation of neonatal health workers with updated job descriptions and recognition by national 
policies for career progression and remuneration 

3.4 Establish links between teaching and clinical care facilities for hands-on clinical skill acquisition through 
simulated learning and clinical preceptorship 

3.5 Consider the training requirements for other support services as neonatal units expand

Strategy 3: Upgrade existing cadres with additional specialized training in neonatal 
care, with additional qualification or certification at undergraduate level



4.1 Establish a new cadre through a national policy, with definition of the scope of practice, and regulations for 
integration of the cadre into the civil service structure, including registration

4.2 Assure programme accreditation by a relevant authority to strengthen the quality of educational institutions 
and their faculties 

4.4 Review the selection criteria for the programme to ensure that students will meet the desired deployment goals 

4.8 Consider direct-entry degree programmes for neonatal nurses

Strategy 4: Create and train a new cadre of specialized neonatal nurses



5.1 Integrate neonatal facilities in different geographical health areas into a network of health facilities organized by 
population size and needs

5.2 Set up effective, timely referral systems to link all levels of the health system for referral to both higher and 
lower levels of care, as necessary

5.3 Ensure that referral-level facilities at levels 2 and 3 have neonatal units with well-defined protocols and skilled 
personnel

5.4 Ensure that all facilities in the network can provide immediate life-saving care to stabilize newborns
before transfer

Strategy 5: Standardize the levels of neonatal care provision, with safe referral of 
mothers and infants



6.1 Ensure fair salaries and salary incentives paid consistently, including hardship allowances and family and lifestyle 
incentives (such as housing and education allowances), with formal employment contracts that state clear roles and 
expectations

6.2 Ensure that work processes and organizational management include a manageable workload and working 
conditions, with adequate facilities, a decent working environment (including water  and electricity) and the 
availability of medications, supplies, equipment and treatment guidelines

6.3 Provide measures to improve occupational health and safety, including protective equipment and an 
inclusive working environment free from any type of violence, discrimination or harassment 

Strategy 6: Establish strategies for health worker recruitment, well-being, 
motivation and retention



7.1 Calculate staffing on the basis of the workload with WHO planning tools such as “Workload indicators of staff 
need”

7.3 Calculate the number of staff required for each unit and level from nurse-to-patient ratios, and calculate the 
number of staff required to maintain that ratio from the patient census

7.4 Establish the skill mix of staff according to the availability of staff and the activities they can perform

7.7 Prioritize a no-rotation policy for skilled and specialized health workers in neonatal units

Strategy 7: Ensure effective staffing, staff ratios and skill mixes in local neonatal 
units



8.1 Improve national, regional and local HRH data collection, analysis and use from both the public and the private 
sector, including data on the availability, distribution, trends and requirements of personnel and on migration, 
attrition, population growth and projected epidemiological changes

8.5 Establish clear scopes of practice for all cadres, and ensure that health practitioners can work to the highest 
scope of practice allowed

8.10 Use technology for planning, such as databases that link human resource profiles and placement data (e.g. 
WHO National Health Workforce Accounts (NAWA) and the integrated Human Resources   Information System 
(iHRIS)) and geographical mapping

Strategy 8: Strengthen national human resources planning, policy and regulations 
for development and management of neonatal services at all levels



9.1 Focus investment on trainers, as there is good evidence of a high social rate of return for education strategies 

9.2 Invest in educational infrastructure and innovative training methods that allow flexible learning, simulation and wider 
access to learning opportunities for remote and rural health workers 

9.3 Reinforce public sector investment to ensure sufficient provision of health workers, equitable deployment and better 
motivation and performance

9.4 Dedicate a budget line to human resources for neonatal health in district, provincial and national budgets

Strategy 9: Allocate adequate funds for capacity-building and support for neonatal 
care in the national budget for human resources for health



10.1 Advocate for adequate investment in HRH by governments and partners, aligned with coordinated, long-term national 
needs as expressed in national sector plans

10.2 Support priority countries in developing their policies, programmes and monitoring frameworks

10.3 Ensure the involvement of all key health professional groups at all levels of policy development

10.6  Support the creation and strengthening of local and national professional organizations, and foster interdisciplinary 
partnerships with related global health professional associations

Strategy 10: Promote global strategies, collaborations, accountability, leadership 
and governance for human resources for neonatal care, integrating innovative 
multi-country research and learning networks



https://www.who.int/publications/i/item/9789240015227



To improve the outcomes for small or sick newborn and their families, the importance of the strategies 

and interventions within this roadmap are even more important  

We must advocate now for collaboration, investment and strengthening of our health care workforce

https://www.who.int/publications/i/item/9789240015227



Session 4
New important innovations & ‘looking forward’ topics
1. Innovative technologies - Rebecca Richards-Kortum (RICE University) –
Adriana Velazquez Berumen (WHO)​

2. Lactation management, human milk banking - Kirsten Israel Ballard (PATH)

3. Maternal wellbeing including mental health - Shanon McNab (Momentum)

4. Developmentally supportive care - Susan Niermeyer (AAP)

MODERATED BY DR TEDBABE DEGEFIE HAILEGEBRIEL (UNICEF HQ)
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NEST360: Newborn Essential Solutions & Technologies 

Alliance of 16 organizations (11 in 

Africa) working with governments to 

meet SDG 3.2 for newborn survival.

Deliver a bundle of technologies & 

health systems package in 65+ 

hospitals to:

o Provide life saving SSNC (ENAP tgt, 

with WHO level 2+)

o Measure and sustain change

o Implementation learning/sharing 

(Toolkit) with global public goods



Equipment Graveyard Richards-Kortum R and 

Oden M; Science, 2013.  

This Medical Device 

Can Only Save 

Lives if it is Used



Role of Innovation

Deliver a bundle of rugged, affordable, high-quality technologies 

1. Ensure devices, consumables and spare parts are available

2. Ensure devices are used well

3. Ensure devices are maintained

Develop and manufacture next generation technologies

1. African-led invention education for biomedical engineers 

2. Global collaboration to develop affordable, rugged technologies 
based on evidence and user-centered design 



Deliver a bundle of technologies:        
1. Ensure Devices Available 

• Target Product Profiles

• Evaluate commercially 

available technologies

oTechnical specifications

oEnvironmental testing

oUsability testing

• NEST Qualified Technologies

• Feedback to Manufacturers



Set Up Cost per Bed to Equip Newborn Units:
Includes 1 yr. of consumables 

Technology Bundle 

Includes Sufficient 

Numbers of:
• Oxygen concentrators

• Flow splitters

• Pulse Oximeters

• CPAPs

• Suction machines

• Radiant warmers

• Continuous temp. probes

• Phototherapy lights

• Bilirubinometers

• Glucometers and strips

• Consumables

• Surge suppressors!! 

• Spare parts!!

• Repair tools!!

 $-

 $200

 $400

 $600

 $800

 $1,000

 $1,200

 $1,400

 $1,600

Malawi Kenya Nigeria Tanzania

Equipment Duty + Shipping
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Deliver a bundle of technologies: 
2. Ensure Devices Used Well 

• Clinical Modules

o Incorporated in natl. stds.

o Incorporated in curricula

• In-Service Training 

oMOH + professional assoc.

• Pre-Service Skills Labs

• Monitor Usage

Alert: Canta oxygen concentrators at Kenyan hospital used more than normal. 

Follow up: Walled oxygen broken; concentrators provided backup at perfect time.

Alert: CPAP not being used at hospital in Malawi. 

Follow up: Distributor confirmed CPAP needed maintenance. Device fixed and 

immediately available for treatment.

Alert: 1 phototherapy at hospital in Kenya being used constantly; 1 not used at all. 

Follow up: Unused lights in a room where phototherapy is not frequently needed. 

Unit brought to room where phototherapy is frequently needed.



Deliver a bundle of technologies: 
3. Ensure Devices Maintained

• Technical Modules

o Incorporated in natl. stds.

o Incorporated in curricula

• In-Service BME Training

oMOH + professional assoc.

• Pre-Service Skills Labs

• Monitor Up Time

• Hatch is supporting >2,300 devices in Malawi, Kenya, 
Tanzania, and Nigeria. 
• Uptime: > 98%.
• Response time to address eqpt. failure: <48 hrs



Develop and manufacture next generation technologies
1. African-led invention education for biomedical engineers 



https://www.fda.gov/medical-devices/coronavirus-

disease-2019-covid-19-emergency-use-

authorizations-medical-devices/ventilators-and-

ventilator-accessories-euas



Develop and manufacture next generation technologies
2. Global collaboration to develop affordable, rugged technologies



Implementation Research: 
Learning more and faster together

• NEST/UNICEF Implementation Toolkit 
ohttps://newborntoolkit.org/

• NEST Resources
ohttps://nest360.org/resources/

• Invention Education Toolkit
ohttps://ive-toolkit.org/

• Coming Soon! 
oDevice Planning & Costing Tools

https://newborntoolkit.org/
https://nest360.org/resources/
https://ive-toolkit.org/




SSNB need medical devices for diagnostic and treatment 
safe and  good quality, 

affordable, available, accessible, acceptable 

ADRIANA VELAZQUEZ BERUMEN, WHO  TEAM LEAD MEDICAL DEVICES  



SDG3: Achieve universal health coverage, including 
financial risk protection, access to quality essential 

health-care services 

2

i



Medical 
Devices

Medical 
Equipment 
including all 

imaging

Medical 
Software  

CAD

Single Use 
Medical 
Devices 
including 

PPE

Surgical 
Instruments

Implantable 
Medical 
Devices

IVDs:  POC 
& lab testing

Health technologies includes thousands 
of types of  Medical Devices.
They have no pharmacological action. 

Patients

Self –used 

Doctor/ 

Nurse/ 

Technician



R&D

• Academia and

• Medical devices industry

Regulations

• Regulation process of medical devices

• Lists of approved MD for marketing in country.

Assessment

• Health Technology Assessment

• Priority medical devices lists and Essential in vitro diagnostics

Management

• Technical specifications, procurement and supply

• Installation, inventories, training, maintenance, operations

• Post market surveillance and adverse event report

• Decommissioning, Replacement

• Safe use

Value chain to ensure improved access 
of safe, quality medical devices 
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Medical devices technical series

Medical devices Management
Innovation   Regulation assessment          

Assessment
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Biomedical engineers: from 
planning and selection to safe use
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WHO Publications of priority medical devices 
and essential in vitro diagnostics and related 
technical specifications of quality and safety 
to be available, affordable, acceptable, 
appropriate.
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Priority MEdical DEVices
Information System

2021

2017

2016

2020

Methodology

2010

WHO lists 

of priority 

medical 

devices

https://www.who.int/health-topics/medical-devices#tab=tab_1



Adriana Velazquez Berumen  | Senior advisor on medical devices, EMP, Geneva www.who.int2021  

WHO  Medical devices information system
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Filters: second referral level, ICU, 
Neonatal, 
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Technical specifications for 
procurement
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Procurement and maintenance: 
Importance of Total cost of 
ownership 



13/12/2021 WHO Model list of Essential IVDs 15

Presentation of the Essential in 
vitro diagnostics List 

Community and health 

settings without laboratories

Health care facilities with 

clinical laboratories
Do Not Do recommendations

The WHO EDL is presented by health-care facility level in two tiers and a “Do Not Do” 
recommendations section

I.a General tests (arranged by 

discipline)

I.b Disease-specific tests 

(arranged by disease)

II.a General tests (arranged by 

discipline)

II.b Disease-specific tests 

(arranged by disease)

II.c Bloods screening tests

Refer to test categories that 

have been listed for 

discontinuation



1. WHO Technical Report Series The selection and use of essential IVDs

2. Electronic EDL (eEDL) 

3. Technical specifications to support selection and procurement of IVD products

13/12/2021 WHO Model list of Essential IVDs 16

Additional tools to support 
countries 
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Evidence based selection 
information for in vitro 
diagnostics 



13/12/2021 |     Title of the presentation 18

The use of the WHO model list to 
inform the development or update of 
the national lists.



Selection 
committee

Biomedical 
engineer

Clinical 
specialist, ie. 
neonatologist

Hospital 
services

Nursing 
services

Health 
financing

Insurance 
benefit 

package

13/12/2021 |     Title of the presentation 19

i.e. Participants in a committee to 
decide the priority medical 
devices to submit for MOH 
approval



12/13/2021 20

Priority Medical Devices 
(including in vitro diagnostics)
Aim to inform national lists for 

procurement / reimbursement/ UHC 
coverage ( lists for NICU, should be 

included) 



Country consultation of Global Atlas of Medical devices.  

November, 2021

https://www.who.int/teams/health-product-policy-and-standards/assistive-and-medical-technology/medical-devices/global-atlas-of-medical-devices

21

https://www.who.int/teams/health-product-policy-and-standards/assistive-and-medical-technology/medical-devices/global-atlas-of-medical-devices
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Universal health coverage 
compendium, interventions, actions



WHO Compendium of Innovative Technologies 

for Low Resource Settings 
searching for tech that can be transferred to LMIC 

https://www.who.int/activities/accelerating-impact-for-innovations-for-health

https://www.who.int/activities/accelerating-impact-for-innovations-for-health
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Evaluation for the compendium 
of innovative technologies for 
Low resource settings. 
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Assessments
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Assessments Compendium 
product pages 
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Conclusions

WHO has developed lists of medical devices, based in evidence, by interventions or clinical 
settings.

Include technical specifications and regulations and more information

For countries to use to develop or update their national lists

Role of Biomedical engineers to support from planning to use.

Harmonized Nomenclature is indispensable for all medical devices process.

More work to be done for NICU
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Gracias
Thank you  
Merci
Shokran
Xie xie
Spasiva

WHO

20, Avenue Appia
1211 Geneva

Switzerland

Adriana Velazquez Berumen

velazquezberumena@who.int

www.who.int/medical_devices
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Kiersten Israel-Ballard​, DrPH – PATH Team Lead; Maternal, Newborn, Child Health & Nutrition

Equitable access to human milk 

for the small and sick newborn -

Optimizing feeding and skilled lactation support 
in low-resource settings​

WHO/UNICEF Global Newborn Expert Consultation

3 December 2021



• How inpatient newborns are fed globally.

• What percentage have access to their own mother’s milk? 

• What percentage of the diet is mother’s own milk versus formula or another alternative?

• Early maternal lactation practices for mothers with small and sick newborns.

• How many mothers are supported to start expressing milk within the first hour, whether 

baby is present or not?

Where is the data on feeding and lactation support for SSN? 

Data is lacking to understand: 

• How many settings have training for skilled 
lactation support for those working with 
vulnerable newborn populations?

• Inequities facing small and sick 

newborns and their families.

• What is the true burden? Where should 
priority be placed? 

• Who has access to safe alternatives—i.e., 
donor human milk, fortifiers?



3

Lack of alignment or integration has resulted in a critical 

implementation and policy gap

Nutrition, feeding, 

lactation support

Newborn care



4

PATH’s ‘Asset Tracker’ mapped key MNCH interventions 

along the pathway to effective coverage

Aligning priorities 

and investments at 

the nexus of 

newborn and 

nutrition agendas 

shifts FSSN to the 

critical center of 

improving quality of 

care, and as a link 

across KMC, 

nurturing care, 

and respectful 

maternal care.



Guidance tells WHAT to do, but gaps remain for HOW 

to optimize nutrition for the small and sick newborn
• The policy and attention for optimizing nutrition for SSN 

and providing specialized support for their mothers has 

fallen through the cracks; we are not meeting current needs 

• Challenges exist in ensuring access to human milk for this 

vulnerable population.

• Innovative strategies are needed to establish systems for 

protecting, promoting, and supporting breastfeeding

Integration and collaboration is required to 

optimize nutrition for SSN

Newborn Nutrition 

New global standards for improving quality of care for SSN 

require additional operational guidance for HOW to 

implement optimal nutrition and lactation support



6

6.        Cartwright et al. (2017): Integrative review of interventions to promote breastfeeding in the late preterm infant
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Discharge to 

Community/Home

Gaps exist in current care systems for SSN and their 

mothers, preventing optimal access and intake of human milk
Labor and Delivery/Surgical 

ward and Maternity Ward

Readmission or later 

complications highly 

possible as mother and 

newborn leave care 

facility.

Systems challenges do not support optimal 

breastfeeding in the neonatal unit.

Newborn nutrition needs 

are not prioritized

• Neonatal discharge 

criteria may not 

include achievement 

of full feeds or 

breastfeeding

• Lack of community-

based skilled lactation 

support for ‘at-risk’ 

mothers and infants

• Mother’s milk supply 

may be inadequate 

due to lack of early 

lactation 

establishment and 

maintenance;

• Readmission highly 

possible• Milk supply inhibited by premature or 

complicated birth, maternal stress, and 

separation 

• Limited coaching on transition to direct 

breastfeeding.

• Lack of skilled, early lactation support. 

• Expression guidance may be driven by 

newborn volume requirements rather 

than optimal lactation practice. 

• Prematurity or complications prevent 

direct breastfeeding. 

• Inadequate SSN feeding protocols, 

supplies, and growth standards.

• Fed with sub-optimal alternatives if 

mother is not present or lactation 

delayed/insufficient. 

• Separation from infant, 

• Lactation impacted by birth 

complications, 

• Lack of support and supplies 

for lactation initiation

• Lack of infrastructure to 

transport expressed milk.

• Feeding not prioritized 

during transfer to neonatal 

unit; may be delayed until 

mother arrives 

CAN OCCUR FROM 2 HOURS OF LIFE UP TO DAYS OR EVEN WEEKS

CAN OCCUR FROM 2 HOURS OF LIFE UP TO DAYS OR EVEN WEEKS

CAN OCCUR FROM 0-48 HRS

CAN OCCUR FROM 1-2 HRS

Neonatal Unit



Purposeful intervention along pathways of care would create 

an enabling environment for optimizing newborn nutrition

Systems support optimal breastfeeding in the neonatal unit.

Newborn nutrition needs 

are prioritized

• Neonatal discharge 

criteria may not 

include achievement 

of full feeds or 

breastfeeding

• Lack of community-

based skilled lactation 

support for ‘at-risk’ 

mothers and infants

• Mother’s milk supply 

may be inadequate 

due to lack of early 

lactation 

establishment and 

maintenance;

• Readmission highly 

possible• Milk supply inhibited by premature or 

complicated birth, maternal stress, and 

separation 

• Limited coaching on transition to direct 

breastfeeding.

• Lack of skilled, early lactation support. 

• Expression guidance may be driven by 

newborn volume requirements rather 

than optimal lactation practice. 

• Prematurity or complications prevent 

direct breastfeeding. 

• Inadequate SSN feeding protocols, 

supplies, and growth standards.

• Fed with sub-optimal alternatives if 

mother is not present or lactation 

delayed/insufficient. 

• Separation from infant, 

• Lactation impacted by birth 

complications, 

• Lack of support and supplies 

for lactation initiation

• Lack of infrastructure to 

transport expressed milk.

• Feeding not prioritized 

during transfer to neonatal 

unit; may be delayed until 

mother arrives 

CAN OCCUR FROM 2 HOURS OF LIFE UP TO DAYS OR EVEN WEEKS

CAN OCCUR FROM 2 HOURS OF LIFE UP TO DAYS OR EVEN WEEKS

CAN OCCUR FROM 0-48 HRS

CAN OCCUR FROM 1-2 HRS

Discharge to 

Community/Home

Labor and Delivery/Surgical 

ward and Maternity Ward
Neonatal Unit

Readmission or later 

complications not 

likely as mother and 

newborn leave care 

facility.



IBCLCs around the world

Skilled lactation support is lacking in LMIC settings 



A Call to Action: Specialized lactation support must be a required 

component of neonatal care to ensure equitable access to lifesaving 

human milk

Goal Outcomes

• Increased exclusive human milk diets for SSNs.

• Improved neonatal health outcomes for SSNs.

Strengthen Policy

1.Establish hospital policies to support 

NICU staff to undergo specialized 

breastfeeding support training.

2.Create global guidelines to 

strengthen and specialize lactation 

support for the NICU setting.

3.Enable hospitals to access cost-

effective, hospital-grade breast 

pumps.

4.Establish hospital policies to allow 

for rooming in or to ensure frequent 

maternal access to infant.

Enhance NICU Training

1.Develop and deliver training 

program to NICU staff on the 

benefits of human milk and the 

physiological production of breast 

milk.

2.Train NICU staff on how to fit, use, 

and clean a breast pump.

3.Train NICU staff on how to facilitate 

skin to skin and non-nutritive 

sucking while the infant is still in the 

NICU.

Optimize NICU Environment

1. Provide communications/ advocacy 

materials on the benefits of human 

milk, pumping, and how to feed 

their SSN.

2. Structure physical space to allow 

for maternal support and access to 

the baby.

3. Provide equipment (hospital-grade 

pumps) space, and infrastructure 

for mothers to safely express, store 

and transport (when necessary) 

expressed milk.

4. Increase access to safe and quality 

donor human milk from a human 

milk bank when necessary.

Impact of Skilled Lactation Support on Mother-Infant Dyad

1.Mothers are supported, equipped, and empowered to achieve lactation goals and success.

2.Mothers have improved access to infant via skin to skin and rooming in, which aids in establishing and sustaining milk supply.

3. Infant intake of human milk increases and progress towards feeding at the breast via non-nutritive sucking.

4.NICU staff support successful transfer to infant feeding at the breast once developmentally ready. 

PATH’s HNN Blog post: https://www.healthynewbornnetwork.org/blog/ensuring-the-special-lactation-needs-of-small-and-sick-newborns-a-call-to-action/

There remains a critical gap in 
supporting early maternal 
lactation to ensure feeding of 
mother’s own milk for the SSNs. 

https://www.healthynewbornnetwork.org/blog/ensuring-the-special-lactation-needs-of-small-and-sick-newborns-a-call-to-action/


A multi-pronged approach is needed to ensure ALL
babies everywhere have access to human milk

Innovative systems 

strengthening is required to 

enable and support an 

exclusive human milk diet

Supporting needs of mother 

and baby



Human Milk Bank implementation and integration

Purpose
• To enable exclusive human milk diets for small and sick newborns.

• To establish locally-appropriate, sustainable, human milk bank systems as an 
integrated component within nutrition and newborn care programming.

• To ensure donor human milk can be ethically sourced and distributed, in 
support of breastfeeding.

• To establish robust safety and quality processes to ensure a standardized 
approach is utilized across human milk bank systems, in compliance at local 
and global levels.

Approach
• Systematic and purposeful partnership to ensure country-level leadership for 

development and establishment of locally-developed and locally adapted 
systems to ensure sustainability and integration within health systems. 

Newborn nutrition package of care:

Process steps of human milk banking.  



The role of donor human milk: Establishing systems 

to support appropriate use

…as a replacement to formula, not 
mother’s own milk

…as a bridge to exclusive direct feeding 
at the breast



Global state of human milk banking is inequitable, yet LMIC-

appropriate implementation is feasible

Brazilian Network of 

Human Milk Banks  

>220 human milk banks

~700 human milk banks worldwide is not adequate. Lack of scale-

up has led to limited access to donor human milk in regions of 

greatest need.
In partnership with MOH, PATH 

led implementation of an 

integrated HMB model in South 

Africa, India, Vietnam, Kenya.  

LMIC-appropriate systems can be 

feasible. 

Phased approach for establishing a HMB in a new region.  
Lack of global guidelines on safety, ethics and clinical use 

has been a major barrier to scale-up. 

WHO guidelines development is planned for 2022-23.



Kenya Phase I: Country-led, local context ownership is critical for feasibility and 
sustainability



Kenya Phase II: Establishing purposeful integration is critical for ensuring safe 
and appropriate use of donor human milk

• Technical partnership needed for 
infrastructure and design, procurement 
decisions across processes, 
bioengineering support for 
maintenance

• Training to instill technical proficiency 
for HMB operations and for skilled 
lactation support

• County-level, national level ownership 
required throughout process  



Kenya Phase III: Strengthening, stabilizing and evaluating demonstrated 
feasibility and increased breastfeeding, evaluate, and plan for scale

• Operational feasibility was 
demonstrated, withstanding 
COVID impacts

• Vision of East Africa Center of 
Excellence as cost-effective 
platform for sharing resources and 
learnings



19 Available at: www.path.org/hmb-toolkit

Strengthening Human Milk Banking: A Resource Toolkit 

for Establishing and Integrating Human Milk Banks

http://www.path.org/hmb-toolkit


Filling the gap: A newborn nutrition package of care as an 

innovative model and interlinked approach ​
Readiness

Curriculum 

development and 

accreditation

Training and 

capacity building

Quality improvement
Cross-

learning

Human Milk Bank 

implementation

Evaluation

Innovation

A package of care, 

with interlinked multi-

faceted components, 

is required to 

advance newborn 

nutrition, leading to a 

comprehensive 

model for feeding of 

the SSN.



Assessing readiness

Purpose

• To document current feeding practices and existing systems for feeding and lactation 

support to identify gap areas that need to be addressed prior to implementation.​

• To guide decision-makers at hospital, national, regional, and local levels to identify and plan 

for requirements needed to create a comprehensive, safe, and sustainable integrated 

program for feeding of the small and sick newborn into nutrition and newborn programming. ​

• To aid the planning and development of safe and sustainable human milk banking systems, 

including general planning for equipment, budgeting, and use-cases for donor human milk. ​

Approach

• Conduct formative (acceptability, feasibility) research and facility assessments to ensure 

appropriateness of implementation for the local context and systems-level readiness to 

guide infrastructure changes, procurement and financial decision-making.​

• Conduct data review and needs assessment to understand and quantify the problem, target 

population and current barriers​.

• Review and align newborn/nutrition policies and guidelines to ensure unified approach 

across clinical care​.

• Utilize a human-centered design approach with mothers, clinical staff and architects/design 

teams to ‘reimagine the NICU’ as an advocacy tool for establishing family-centered models 

for prioritizing optimal feeding and lactation support for SSN.

Newborn nutrition package of care:

PATH’s Asset Tracker project mapped the status of scaling 

up feeding of small and sick newborn.

See this link for in-depth 

examples:

PATH’s Strengthening Human 

Milk Banking: A Resource Toolkit

for Establishing and Integrating 

Human Milk Bank Programs--An

Assessment Tool for Determining 

Facility Readiness. 

https://www.path.org/case-studies/mapping-road-equity-maternal-newborn-and-child-health/


Curriculum development and accreditation

Purpose

• To address knowledge gap in NICU clinical staff through standardized curriculum,

• To fill gap in available models for scaled implementation focusing on feeding of SSN 

(currently does not exist).

• To create an accreditation system to incentivize programs with standardized, minimum 

requirements, adaptable to local context/systems.

Approach

• Review of current neonatal curriculum packages – adding lactation and feeding 

components.

• Develop distinct modules for operationalizing guidelines at facility level.

• Build on existing training curriculum templates to create comprehensive curriculum for 

improved newborn nutrition combining skilled lactation, optimal newborn feeding, and use of 

donor human milk.

Newborn nutrition package of care:

Curriculum can be developed based on existing, related 

services, including this human milk banking training.

More examples are 

available at the 

following links:

AAP Essential Care 

for the Small Baby

WHO's BHFI for 

Small, Sick, and 

Preterm Newborns

https://path.azureedge.net/media/documents/PATH_HMB_Toolkit_4._Training_Curriculum_Guide.pdf
https://www.healthynewbornnetwork.org/blog/ensuring-the-special-lactation-needs-of-small-and-sick-newborns-a-call-to-action/
https://www.who.int/publications/i/item/9789240005648


Training and capacity building

Purpose

• To address knowledge gap in NICU clinical staff through pre-service and in-service training.

Approach

• Align existing training opportunities to include hands-on lactation support training.

• Implement with ongoing BFHI training opportunities to include skilled support for the mother 

of the SSN.

• Employ alternative models for trained workforce/support network where staff is limited: i.e.

peer-support for lactation in the NICU and maternity/labor wards.

• Perform implementation research to determine most effective counseling approaches for 

early lactation initiation and maintenance for mothers of SSN.

Newborn nutrition package of care:

Training maternity ward and NICU staff ensures skilled 

lactation support is available to address early feeding 

challenges

More examples are 

available at the 

following links:

Global Health Media 

Videos on Caring for 

the Small Baby

PROVIDE Training 

Materials for 

supporting mothers 

in the NICU

PATH's Ensuring the 

Special Lactation 

Needs of Small and 

Sick Newborns: A 

Call to Action

https://globalhealthmedia.org/videos/
https://lactahub.org/nicu-training/#provide_iframe
https://www.healthynewbornnetwork.org/blog/ensuring-the-special-lactation-needs-of-small-and-sick-newborns-a-call-to-action/


Quality Improvement

Purpose

• To ensure standardized, safe and quality systems are utilized at facility, regional and 

national levels.

• To create locally-specific tools and approaches for routine self-evaluation of systems for 

identifying gaps and enabling real-time changes.

Approach

• Establish mentorship systems for on-site training and support for neonatal skilled lactation 

support, including peer support groups.

• Establish Standard Operating Procedures with focus on real-time assessment of neonatal 

feeds and lactation progress.

• Develop internal and external audit systems to guide corrective and preventive actions to 

optimize quality clinical care for feeding and lactation practices. 

• Strengthen routine indicators to include neonatal feeding and lactation specific to small and 

sick newborns.  

Newborn nutrition package of care:

Audit tools and Standard Operating Procedures provide 

critical guidance and feedback.

In-depth examples are available 

at the following links:

PATH’s Strengthening Human 

Milk Banking: A Resource Toolkit

for Establishing and Integrating 

Human Milk Bank Programs—

Establishing Quality Assurance: 

An Audit Template



Cross-learning

Purpose

• Facilitate learning across settings, especially where new services are not yet available in-

country for learning

Approach

• Facilitate and drive leading initiatives and organizations in early nutrition and newborn efforts to 

collectively join forces.

• Develop regional centers of excellence to serve as primary hubs for hosting learning exchanges.

• Facilitate virtual learning opportunities, such as through infrastructure virtual tours of human milk 

banks.

• Build upon newly formed (currently informal) Global Alliance for Milk Banking Association 

(GAMBA) for cross-setting shared learnings (facilitated by COVID-19 cross-setting learnings).

• Host virtual webinars for sharing best practices for lactation support for mothers of SSN and 

feeding practices for SSN.

Newborn nutrition package of care:

Virtual walk through of the first human milk bank in 

Vietnam as learning platform

More information is available at the following link:

Strengthening Newborn Nutrition Through Establishment of the First 

Human Milk Bank in Vietnam

https://my.matterport.com/show/?m=j1PpXUShVAU
https://journals.sagepub.com/doi/full/10.1177/0890334420948448


Evaluation

Purpose

• To generate evidence on the operations and impact of an integrated newborn nutrition 

program

• To establish a gauge for optimizing performance and achieving results.

Approach

• Costing analysis of the implementation and running costs of enhanced feeding of the small 

and sick newborns, including human milk banking programs

• Evaluate the models appropriate for implementation in LMIC settings

• Pre-post implementation evaluation, including newborn outcomes at 3 varying country sites 

for improved newborn feeding and maternal lactation support

Newborn nutrition package of care:

Monitoring and evaluation framework template to 

document impact.

Additional templates 

and examples 

available at this link:

Strengthening 

Human Milk Banking: 

A Resource Toolkit 

for

Establishing and 

Integrating Human 

Milk Bank Programs-

-A Guide for 

Conducting 

Monitoring and 

Evaluation

https://www.path.org/programs/maternal-newborn-child-health-and-nutrition/strengthening-human-milk-banking-resource-toolkit-3/
https://www.path.org/programs/maternal-newborn-child-health-and-nutrition/strengthening-human-milk-banking-resource-toolkit-3/


Innovation

Purpose

• To co-design country-led innovative solutions to improve quality, efficiency, and 

access of human milk feeds to drive feasible uptake in LMIC settings.

Approach

• Develop a newborn nutrition innovation ‘bundle’ for improving the feeding 

experience and target identified gaps for supporting the mother-infant dyad.

• Needed innovations include:

• Storage: cold chain

• Feeding: cup, tube, spoon

• Fortification: human milk fortifiers, human milk analyzers

• Improved alternative feeds: donor human milk, parenteral nutrition

• Data/digital: landscaping, decision-making

• Market dynamics: mapping access, cost, availability

Newborn nutrition package of care:

Examples of needed innovations to optimize human 

milk banking for LMIC settings.



Specific needs of this population 

must be addressed with targeted 

interventions.

Country-led innovation is needed 

to inform and guide context-

appropriate models.

Feeding of the SSN must be a key component in 

operational models for new standards of care



For more information, contact:

Kiersten Israel-Ballard

kisrael-ballard@path.org
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Maternal Mental Health

4

Common perinatal mental disorders (CPMDs) typically include depression, anxiety, and 
somatic disorders.

Women with common perinatal mental disorders (CPMDs) are:
• Less likely to attend ANC/PNC

• More likely to experience obstetric complications

• More likely to have a preterm birth

• More likely to practice self-harming behaviors or commit suicide

• More likely to engage in unhealthy lifestyle behaviors (substance use disorders, smoking etc.)

• More likely to be stigmatized and ostracized by their community when they need support most



Prevalence of common perinatal mental disorders 

Up to 20% of mothers with perinatal mental health conditions experience suicidal 
thoughts or undertake acts of self-harm

Pregnant women assessed after the onset of the COVID-19 pandemic reported 
significantly higher rates of depressive (up to 58%) and anxiety symptoms (up to 

72%) than women assessed before the pandemic

In low- and middle-income countries: around 15% antenatally and 19% postnatally
In high-income countries: around 10% antenatally and 13% postnatally





Newborn and child health

Children whose mothers have experienced 
CPMDs are more likely to have the following 
outcomes:

• Low birth weight
• Shorter at birth
• Less likely to be breastfed
• Stunting and underweight
• Wasting
• Suffer from greater number of childhood illnesses
• Lower weight for length z-scores
• Poor cognitive development

*NOTE: Call for more rigorous research has been made to better understand the causal 
pathways between CPMD and child outcomes.





Impacts of COVID
• Mother/baby separation
• Limited or no companionship
• Reduced care seeking
• Women reported stopping breastfeeding earlier 

than they had planned
• Increases feelings of sadness, anger, fear and 

distress in parents
• Increased depression and anxiety among 

mothers/carers
• Toll on health care workers
• Short- and long-term effects on children 

exposed to the pandemic include 
“developmental delays, stunted acquisition of 
executive functions, changes in mental health, 
changes in metabolic states, and obesity”



What is being done?

10



Intervention Strategies for SSN 

11

• MMH interventions should be integrated into existing MNH, SSN, nutrition, child health 
and early childhood development platforms

• Specific intervention examples:

• Newborn care educational programs

• Thinking Healthy (cognitive behavioral therapy)

• Women’s support groups 

• Kangaroo Mother Care, including nurturing/family centered care

• Promotion of RMC for mothers and newborns

• Improved intrapartum quality of care 



Where to begin integrating MMH services?
• Community level: Community health workers, peers, grandmothers, or new mental health 

cadres are able to meet women where they are, as people women trust. This also helps to 
engage women who are not seeking care at the health facilities.111

• Children and family approaches: Key informants described how many approaches use children 
as “trojan horses” for entry. This approach can remove the pressure, guilt, and stigma from 
mothers.

• Facility level ANC and PNC: Having health care workers who are trained in CPMDs was a core 
component of most interventions that engaged in health system strengthening.36

• Provider pre-service education: A comprehensive response to CPMDs will require training 
incoming generations of health workers to diagnose and treat CPMDs.95

• Traditional healers and faith-based organizations: Several key informants noted the powerful 
link between mental health and spirituality/faith and working with local traditional healers and 
faith leaders if there is to be any true change in women’s perinatal mental health.

12



Where are the gaps in knowledge?

1.Expand the evidence to include findings from different contexts 
(including vulnerable populations such as small and sick newborns);

2.Better understanding of the causal pathways between CPMDs and 
newborn and child outcomes;

3.Identification of integrated approaches that improve both women’s 
and children’s health;

4.Expand the evidence base beyond postnatal depression;

5.Center research and practice on the expressed desires of women 
and girls.

13



What to consider as we move forward

1. The cure should not be worse than the problem;
2. Measurement/screening without access to good quality services has ethical 

implications;
3. This must not be a siloed approach;
4. Human resources at health center level are already stretched and addressing 

CPMDs does require additional training;
5. Respectful bereavement care should be a part of the conversation as well;
6. The language used to describe mental ill health, suffering, depression is deeply 

contextual and effort must be made to understand how women and carers in 
communities understand and articulate this pain;

7. Mental health conditions are not a binary - and should not be treated as such. 



Addressing maternal mental health is not a luxury: 
the lives of newborns and women are at stake.
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To thrive, not just survive

https://www.who.int/publications/i/item/9789241515887
https://nurturing-care.org/nurturing-care-for-every-newborn

https://www.who.int/publications/i/item/9789241515887


Five components of nurturing care for newborns

Preventing and managing illness

Optimizing exclusive breastfeeding or breast-milk 
feeding

Zero separation, respectful care – privacy, quiet, warmth, 
cleanliness; minimizing stress

Stimulating development through appropriate sensory 
experience – tactile, vocal, visual, olfactory/gustatory, 
proprioceptive, vestibular

Awareness of newborn’s signals and needs and reacting 
to them appropriately



Components of infant- and family-centered 
developmental care (IFCDC)

Nursing/health care workers
• Organization of services
• Collaboration and information sharing
• Dignity and respect

Infant
• Developmental timeline
• Needs for medical support

Family/caregivers
• Participation/engagement in care and decision-making
• Needs for individualized support
• Transition to care at home

physical – developmental – behavioral/emotional

https://www.who.int/publications/i/item/
9789241515887



Optimizing nutrition

• Providing human milk

• Cue-based infant-
guided feeding

• Parental involvement in 
feedings

• Promoting skin-to-skin 
contact to improve 
breastfeeding initiation 
and support milk 
production

Belfort MG, Anderson P, Inder T et al. Breast milk feeding, brain development, neurocognitive outcomes. J Pediatr 2016
Manzoni P, Stolfi I, Luparia M et al. Human milk feeding prevents ROP in VLBW neonates. Early Hum Dev 2013; 89:S64



Safeguarding sleep

• Clustering care and 
assessment to coincide 
with sleep/wake cycles

• Minimizing noise and 
light

• Promoting skin-to-skin 
contact

Graven SN, Browne JV. Sleep and brain development: the critical role of sleep in fetal and early 
neonatal brain development: a systematic review. Joanna Briggs Inst Libr Syst Rev 2009; 7:22



Minimizing stress and pain
• Minimizing noise and 

light

• Recognizing signs of 
stress and pausing 
intervention when 
possible

• Using positioning and 
boundaries to provide 
containment

• Promoting self-
regulation and skin-to-
skin contact

Bergman N. The neuroscience of birth – and the case for zero separation. Curationis 2014; 37:1
Gudsnuk K, Champagne F. Epigenetic effects of early developmental experiences. Clin Perinatol 2011; 38:703
Benoit B, et al.  Staff nurse utilization of kangaroo care…for procedural pain Adv Neonatal Care 2016; 16:229



Positioning and interacting

• Maintaining head in 
midline and limbs and 
trunk flexed, tucked

• Handling with slow, 
gentle movements

• Providing support 
during transfers

• Promoting skin-to-skin 
contact

Picheansathian W, Woragidpoonpol P, Baosoung C. Positioning of preterm infants for optimal physiologic development: a 
systematic review. Joanna Briggs Inst Libr Syst Rev 2009; 7:224.

Hunter J. Therapeutic positioning: neuromotor, physiologic and sleep implications. In Developmental Care of Newborns and 
Infants. Glenview, IL: National Association of Neonatal Nurses 2010, p. 285



Protecting skin

• Maintaining humidity 
during skin maturation

• Monitoring susceptible 
skin/muscosal areas for 
breakdown

• Promoting skin-to-skin 
contact

Hoath S. The skin as a neurodevelopmental interface. NeoReviews 2001; 2:e292



A concept from a past time

Chicago World’s Fair - 1933

Infant incubators – early 1900s



Skin-to-skin care as the basis for IFCDC



Advantages of skin-to-skin care for infant development
Component Continuous skin-to-skin care Conventional incubator care

Preventing hypothermia 
and infection

Single infant (or multiples) with consistent 
caregiver and stable temperature
Colonization with family bacteria

Single infant per incubator/warmer ?
Adequate cleaning, temperature control ?
Multiple caregivers/hand hygiene ?

Promoting 
breast(milk)feeding

Stimulation of milk production
Responsiveness to feeding cues

Scheduled nasogastric feeding by pump
Scheduled cup feeding by nurse/parent

Safety and security Zero separation Separation of infant and caregiver

• Safeguarding sleep

• Minimizing stress/pain

• Protecting skin

Concordant caregiver/infant cycles
Quiet surroundings with cycled light
Breastfeeding and skin-to-skin contact 
during procedures 
Human touch

Staff schedules rather than infant cycles
Exposure to noise and light
Physical and pharmacologic interventions

Chemical, mechanical stimuli/irritants

Opportunities for early 
learning

Positioning + vestibular stimulation

Continuous modulated interaction

Supportive positioning in inanimate 
environment
Brief interaction with staff

Responsive caregiving Pleasant tactile stimulation, graded vocal 
and visual interaction, reciprocity

Gentle handling, supportive positioning ?
Reading infant cues ?



IFCDC: developmental and behavioral dimensions
Infant behavioral and mental health

• Vocalizations and conversational turns – impact of parental talk
Caskey M et al. Pediatrics 2011; doi:10.1542/peds.2011-0609

• Sensory profiles – atypical auditory, visual, tactile, vestibular, oral 
sensory processing and threshold/response continuum in preterms

Wickremasinghe AC et al. J Perinatol 2013; 33:631

• Movement quality, arousal, and excitability – impact of holding and 
parental presence

Reynolds LC et al. J Perinatol 2013; 33:636

• Childhood and adolescent mental health – increased risk of 
psychiatric disorders among NICU graduates

Chiorean A et al. Arch Dis Child 2020; 105:684



IFCDC: developmental and behavioral dimensions
Maternal/family mental health

• Lactation success
• Depression/anxiety
• Self-efficacy



IFCDC: developmental and behavioral dimensions

“Nurses themselves felt less stress, 
more confident, and a deep 
connection with both neonates and 
each other when developmentally 
supportive care (DSC) was woven 
into the daily routine. 

The structure of DSC invigorated 
staff, giving a renewed sense of 
purpose and deeper spirituality.”

Implementation of IFCDC in South Africa

Health care worker wellbeing

Austin B, et al. Experience of nurses providing developmentally-supportive care. Nurs Hlth Sci 2019; 21:336
Maria A, et al. Assessment of feasibility and acceptability of family-centered care…in India. BMC Pediatrics 2021; 21:171

Mhango P et al. Implementing family-led care model…in Malawi. African J Primary Hlth Care Fam Med 2020; 12(1)



Infant and family-centered developmental care
a model for high-quality care

Principles and evidence base of IFCDC

• Baby as a competent communicator and interactor

• Individualized care – for each baby and family

• Family integration

• Environmental protection

• Neuroprotection of the developing brain

• Infant mental health

• Systems thinking in complex adaptive systems
Consensus Committee of the Standards Competencies and Best Practices for Infant- and Family-centered Developmental Care 

https://nicudesign.nd.edu/nicu-care-standards
Kenner C, Brown J, Jaeger C. J Perinatal Neonatal Nursing 2021; 35(4):294



IFCDC central in the standards for small and sick 
newborn care 

1. Evidence-based practices
2. Actionable information systems
3. Functional referral systems
4. Effective communication and meaningful participation
5. Respect, protection and fulfilment of newborn rights 

and preservation of dignity
6. Emotional, psychosocial and developmental support

All small and sick newborns are provided with family-
centered developmental supportive care and follow-up

7. Competent, motivated, empathetic multi-disciplinary 
human resources

8. Essential physical resources for small and sick 
newborns

https://www.who.int/publications/i/item/9789240010765



IFCDC central in the nursing roadmap

https://apps.who.int/iris/handle/10665/336677



IFCDC and WHO health system building blocks

• Build an enabling environment for IFCDC
• Promote zero separation

• Reconfigure special newborn care units

• Invest in the workforce and their education

• Track utilization, ensure appropriate 
follow-up, link to infant outcomes

• Design for care of mother/baby dyad

• Update basic health coverage benefit 
package; demonstrate cost effectiveness

• Revise policies to support zero separation, 
family engagement, networks of care



WHO Quality Framework for Maternal and Newborn Health
IFCDC: Quality of care for small and sick newborns



Manzou (age 4 months) was born prematurely at 29 weeks in Mali and thrived 
with kangaroo mother care. Photo: Amadou Keita, SSGI/Save the Children



Session 5
Open House Discussion

What should a generic model of care for SSNC look 

like?
Putting it all together- consensus on the key elements of a generic model 

for scaling up quality SSNC

MODERATED BY DR RAJIV BAHL (WHO) & DR LUWEI PEARSON (UNICEF) 
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10 draft components of the generic model 

1 - Vision, political commitment, national plan (based on SSNC standards)

2 - Financing (adequacy and sustainability) 

3 - Human resource (availability and capacity) 

4 - Infrastructure

5 - Equipment (including medicines, commodities, supplies and maintenance)

6 - Robust data system and effective use of data 

7 - Labour care, childbirth care and maternal wellbeing 

8 - Family involvement 

9 - Developmentally supportive care  (including responsive caregiving) 

10 - Post discharge care (including early intervention) 

Quality (including respectful maternal and newborn care), IPC and coverage are cross cutting 



WRAP-UP AND NEXT STEPS

Luwei Pearson (UNICEF)
Rajiv Bahl (WHO) ©
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Conclusions and recommendations 

1. All countries should strive to have at least one functional level 2 special 
Care Unit (SNCU) with respiratory support including CPAP in every district 
by 2025.

2. In making these units functional, all partners should  support countries in 
a coordinated manner under ENAP umbrella and the government 
leadership.

3. All countries should adapt/adopt the WHO quality standards for 
improving the care for small or sick newborn and MNH standards as the 
basis to scale up SNCU.

4. Incorporate innovations in Special Newborn Care Unit design when 
building new Hospitals or renovating old ones.

Conclusions and recommendations 



Conclusions and recommendations 

1. WHO and UNICEF, in collaboration with other ENAP partners, will develop 
an implementation guidance that defines the model of care, what and 
how to scale up inpatient care for small or sick newborn in every district.

2. Continue to build commitment of national governments for scale up of 
SNCUs.

3. Resource mobilization from domestic and external sources

4. Coordinated support of all partners

Next Steps



END OF DAY 3
THANK YOU 


