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Home visits by community health workers to prevent neonatal
deaths in developing countries: a systematic review
Siddhartha Gogiaa & Harshpal Singh Sachdeva
Objective To determine whether home visits for neonatal care by community health workers can reduce infant and neonatal deaths
and stillbirths in resource-limited settings.
Methods We conducted a systematic review up to 2008 of controlled trials comparing various intervention packages, one of them being
home visits for neonatal care by community health workers. We performed meta-analysis to calculate the pooled risk of outcomes.
Findings Five trials, all from south Asia, satisfied the inclusion criteria. The intervention packages included in them comprised antenatal
home visits (all trials), home visits during the neonatal period (all trials), home-based treatment for illness (3 trials) and community
mobilization efforts (4 trials). Meta-analysis showed a reduced risk of neonatal death (relative risk, RR: 0.62; 95% confidence interval,
CI: 0.44–0.87) and stillbirth (RR: 0.76; 95% CI: 0.65–0.89), and a significant improvement in antenatal and neonatal practice indicators
(> 1 antenatal check-up, 2 doses of maternal tetanus toxoid, clean umbilical cord care, early breastfeeding and delayed bathing).
Only one trial recorded infant deaths (RR: 0.41; 0.30–0.57). Subgroup analyses suggested a greater survival benefit when home visit
coverage was ≥ 50% (P < 0.001) and when both preventive and curative interventions (injectable antibiotics) were conducted (P = 0.088).
Conclusion Home visits for antenatal and neonatal care, together with community mobilization activities, are associated with reduced
neonatal mortality and stillbirths in southern Asian settings with high neonatal mortality and poor access to facility-based health care.
Une traduction en français de ce résumé figure à la fin de l’article. Al final del artículo se facilita una traducción al español. .الرتجمة العربية لهذه الخالصة يف نهاية النص الكامل لهذه املقالة

Introduction

Methods

The last three decades have witnessed a significant fall in mortality
rates among children under 5 years of age in developing countries,
whereas neonatal mortality rates have decreased at a slower pace.1,2
Estimates published in 2001 suggest that about 38% of all under-5
mortality occurs in the neonatal period and accounts for 4 million deaths worldwide each year.3 Ninety-nine per cent of global
neonatal mortality occurs in developing countries.4 It is widely
recognized that lowering neonatal mortality is vital for achieving
further reductions in infant and child mortality.1,5–8
Among neonatal deaths, three fourths occur during the first
week of life, while 25−45% occur within the first 24 hours after
birth. The majority occur at home.1,5,9,10 A strategy that promotes
universal access to antenatal care, skilled birth attendance and
early postnatal care has the potential to contribute to sustained
reductions in neonatal mortality. To complement facility-based
care, home-based strategies to promote optimal neonatal care
practices have been proposed. Two related modalities for this
purpose have been attempted in programmes and research trials
in the last decade. The first involves home visits for the promotion of optimal neonatal care; the second includes home-based
management of neonatal infections and other neonatal problems
arising during birth, including neonatal resuscitation if required,
plus the promotion of preventive interventions.
Information on the effectiveness of these complementary
community-based approaches for reducing neonatal mortality is
needed to frame policy for their inclusion in public health programmes. Further, the relative value of preventive or promotive and
treatment interventions is unclear. We have therefore performed a
systematic review for the purpose of determining whether home
visits for neonatal care by community health workers can reduce
infant and neonatal deaths and stillbirths in resource-limited settings with poor access to health facility-based care.

Inclusion criteria
We only looked for trials comparing groups that received different experimental interventions, including home visits for
neonatal care by community health workers, with a control group
that did not receive any home-based intervention by community health workers during the neonatal period. Trials having a
random, quasi-random or non-random design, with individual
or cluster allocation, were eligible for inclusion. However, trials
evaluating interventions for the home-based follow up of infants
born and initially cared for in a hospital were excluded, as were
single-intervention trials.
The trial population had to be composed of neonates (i.e.
infants ≤ 28 days old or in the first month of life if age not specified in days) born in resource-limited settings with poor access
to health-facility-based care.
Trials were required to include home-based experimental
interventions by community health workers in the neonatal
period. However, they could also include additional home-based
interventions by community health workers during pregnancy
or delivery.
Interventions during the neonatal period could include one
or more of the following: (i) the promotion of optimal neonatal
care practices, such as exclusive breastfeeding, keeping the baby
warm and clean umbilical cord care; (ii) caregiver education
to improve caregiver recognition of life-threatening neonatal
problems and appropriate health care seeking behaviour; (iii) the
identification of signs of severe neonatal illness and referral to
a health facility; or (iv) home-based management of neonatal
conditions.
Interventions during pregnancy could comprise one or more
of the following: (i) promotion of antenatal care; (ii) health
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Fig. 1. Study selection in systematic review of randomized controlled trials (RCTs) of
home-based interventions to reduce neonatal and infant deaths and stillbirths
Potentially relevant references identified
and screened for retrieval (n = 173)
Obviously irrelevant references
excluded (n = 113)
Potentially appropriate references
to be included (n = 60)
References excluded (n = 47)
- not a controlled trial (n = 14)
- no mortality data (n = 7)
- no home visitation (n = 6)
- home visitation only for a specific
intervention/disease like pneumonia, malaria,
cord care, Kangaroo mother care (n = 11)
- intervention broader in scope than defined
for this review (n = 2)
- community mobilization only,
no home-based neonatal care (n = 7)

Trials satisfying the criteria for
inclusion from 13 references (n = 5)
RCTs withdrawn by outcome (n = 0)

Trials with usable information
by outcome (n = 5)
RCTs, randomized controlled trials.

education and/or counselling of the
mother regarding desirable practices during pregnancy; (iii) promotion of delivery
in a hospital or at home by a skilled birth
attendant; and (iv) education about safe
and/or clean delivery practices.
Interventions during delivery could
include the implementation by community health workers of safe delivery
practices at home and proper care of the
neonate immediately after birth, such
as keeping the baby warm, providing
neonatal resuscitation (if required) and
initiating breastfeeding early.
A community health worker was defined as any paid village health worker or
unpaid volunteer, or any auxiliary health
professional working in the community.

Outcome measures
The primary outcome was the all-cause
neonatal mortality rate, defined as the
number of deaths from any cause in in-

fants up to the age of 28 completed days
(or 1 month) divided by the number of
live births in the study population.
Secondary outcomes included:
(i) all-cause infant mortality rate, defined
as the number of deaths from any cause
during the first year of life divided by the
number of live births in the study population; (ii) cause-specific neonatal mortality: deaths due to sepsis, tetanus, asphyxia
or prematurity (as defined by authors,
irrespective of single- or multiple-cause
assignment); (iii) stillbirth rate; and
(iv) care practices during pregnancy and
delivery and in the postnatal period in trials providing data on neonatal mortality.
Such practices included the following: > 1
antenatal care visit; 2 doses of maternal
tetanus toxoid injection; money saving
for childbirth; skilled care at birth; clean
umbilical cord care; breastfeeding initiation within 1 hour of birth; bathing of the
neonate no less than 24 hours after birth;
and skin-to-skin care after birth.
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Search methods
We searched PubMed, the Cochrane
Controlled Trials Register in the Cochrane Library, Excerpta Medica Database (EMBASE), Health Services Technology, Administration, and Research
(HealthSTAR), the ISI Web of Science,
the Cumulative Index to Nursing and
Allied Health Literature (CINAHL)
and clinical trials web sites. Included
were articles in any language published
from the beginning of each database up to
5 October 2008. For all included articles,
we performed a lateral search in PubMed
by using the “related articles” link. We also
hand searched for reviews and for conference proceedings/abstracts.
Since neonatal care practice indicators were not a primary outcome and were
examined only as explanatory variables
for any effect on mortality, we did not
search for them independently. We did
not employ any filter to limit the search
to developing country (resource-limited)
settings. However, we included only trials that had been conducted in countries
with a low or middle level of human
development.11
Quality assessment
The quality of the identified trials was
assessed on the basis of the methods
used for sampling and for allocation
into intervention and control groups.12
Randomization was classified as: (a) adequate, (b) unclear, (c) inadequate and
(d) not used; allocation concealment as:
(a) adequate, (b) unclear, (c) inadequate
and (d) not used.
Data abstraction
Both authors extracted data separately.
The data were then compared and any
differences were resolved through mutual
agreement. When necessary, the original
investigators were asked for additional
data or clarifications. Data entry and
initial analysis were performed on SPSS
version 14.0 software (SPSS Inc., Chicago, United States of America).
Analysis
We performed meta-analysis using Stata®
software version 9.2 (StataCorp LP, College Station, USA). The presence of bias in
the extracted data was evaluated quasi-statistically using the funnel plot13 and formally with the “metabias” command.14,15
To be able to appropriately combine
individual and cluster randomized trials,
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2932/2610
121/156
NA/NA
132/168
52.1

Community health committees for
maternal and neonatal care
Establishment of an emergency
transport fund for mothers and
neonates
7 (2 during pregnancy, 1 within 24
hours of birth, and 1 on days 3, 7,
14 and 28 after delivery)

Promotion of birth and neonatal
care preparedness
ENC promotion
Breastfeeding counselling
Assessment and referral of sick
neonates
Domiciliary treatment of neonatal
pneumonia with oral cotrimoxazole

6 months training
BCM, ENC
3-day voluntary training programme
for traditional birth attendants (dais)
in basic newborn care

Pakistan
2 years
No
No
NA
Unknown
Lady health workers

Hala 200819

BCM, behaviour change management; ENC, essential neonatal care; NA, not available; TBA, traditional birth attendant.

2812/2872
82/125
NA/NA
NA/NA
48.0

5 (2 during pregnancy, 1 within
24 hours of birth, and 1 on days
3 and 7 after delivery)

No. of home visits

Vital events at end-line survey
(intervention/control group)
No. of live births
No. of neonatal deaths
No. of infant deaths
No. of stillbirths
Baseline neonatal mortality
(deaths per 1 000 live births)

2-day training for TBAs

Other (in experimental group)

Neonatal

Promotion of birth and neonatal
care preparedness
ENC promotion
Breastfeeding counselling
Assessment and referral of sick
neonates
Domiciliary treatment with
injectable antibiotics, if referral
failed

6 weeks training
BCM, ENC and management of
sick neonates

Training

Intervention
Maternal

Bangladesh
2.5 years
Adequate
No
Yes
Yes
Female community health
workers

Sylhet 200818

Country
Trial duration
Randomization
Allocation concealment
Adjustment for cluster analysis
Intention to treat analysis
Health worker type

Author and year

2609/1079
112/91
NA/NA
107/64
84.2

4 (2 during pregnancy, 1 within 24
hours of birth and 1 on day 3 after
delivery)

Promotion of birth and neonatal care
preparedness
ENC promotion
Breastfeeding counselling
Assessment and referral of sick
neonates

7 days training
BCM, ENC
Community volunteers (saksham
karta) helped community health
workers (saksham sahayaks)

India
16 months
Adequate
No
Yes
Yes
Community-based health workers
(saksham sahayak)

Shivgarh 200820

7812/6014
393/299
NA/NA
NA/NA
45.8

2 (1 during pregnancy and 1
within 28 days of delivery)

Promotion of birth and neonatal
care preparedness
ENC promotion
Breastfeeding counselling
Assessment and referral of sick
neonates

India
2 years
Quasi-randomized
No
No
Yes
Anganwadi workers, auxiliary
nurse–midwives and “change
agents”
6 days training
ENC

Barabanki 200830

Table 2. Characteristics of studies found through systematic review of trials of home-based interventions to reduce neonatal and infant deaths and stillbirths

1510/1676
38/108
47/127
53/72
65.2

13 (2 during pregnancy, 1 during
delivery and 8–12 during neonatal
period)

Promotion of birth and neonatal
care preparedness
ENC promotion
Breastfeeding counselling
Care at birth including neonatal
resuscitation
Assessment and referral of sick
neonates
Domiciliary treatment of neonatal
sepsis with co-trimoxazole and
gentamicin

6 days training
ENC

India
10 years
No
No
NA
Yes
Village health workers

Gadhchiroli 200521–29
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Table 3. Intervention packages in different trials of home-based interventions to reduce neonatal and infant deaths and stillbirths,
as found in a systematic review
Trial
Gadhchiroli21 (India)

Barabanki30 (India)
Hala19 (Pakistan)

Shivgarh20 (India)

Sylhet18 (Bangladesh)

Home visits to promote optimal
neonatal care practices
Surveillance to identify pregnant
women
Home visits during pregnancy (2) for
birth preparedness
Home visits after birth (8–11 visits in
28 days) for routine neonatal care
Extra care for low birth infants
One home visit during pregnancy and
one during the neonatal period for
routine neonatal care
Surveillance to identify pregnant
women
Home visits during pregnancy (2) for
birth preparedness
Home visits after birth (5 visits in 28
days) for routine neonatal care
Surveillance to identify pregnant
women
Home visits during pregnancy (2) for
birth preparedness
Home visits after birth (2 visits in first
week) for routine neonatal care
Surveillance to identify pregnant
women
Home visits during pregnancy (2) for
birth preparedness
Home visits after birth (2 visits in 28
days) for routine neonatal care

Community activities to promote
optimal neonatal care practices

Treatment of neonatal illness at
home

Health education to mothers and
grandmothers

Care at birth, including neonatal
resuscitation
Treatment of sepsis (including
injectable antibiotics)

None

None

Community group education sessions

Training of TBAs in basic neonatal
care
Domiciliary treatment of neonatal
pneumonia with oral cotrimoxazole

Community meetings and folk song
group meetings

None

Community meetings of men and
women
Advocacy meetings with local leaders
Health facility strengthening for
maternal/neonatal care

Orientation of TBAs on neonatal care
at birth
Treatment of sepsis (including
injectable antibiotics)

TBA, traditional birth attendant.

we made pooled estimates (relative risk,
RR, with 95% confidence intervals, CIs)
and calculated the heterogeneity of the
evaluated outcome measures by the generic inverse variance method using the
“metan” command14,16,17. The effect size
of the intervention (summary RR) was
calculated by comparing mortality rates at
the end of each intervention or observation period, since baseline and/or change
data were not available for all included
trials. For completeness, we analysed both
random effects and fixed effects model estimates; however, a random effects model
was preferred if substantial heterogeneity
was present (I2 > 50%).
The following pre-specified subgroup
analyses were performed for all-cause neonatal mortality as a hypothesis generating
exercise: (i) random (individual or cluster) versus non-random or quasi-random
allocation to examine the effect of trial
quality on the RR of death; (ii) preventive interventions versus preventive and
curative interventions (e.g. injectable
antibiotics for neonatal sepsis) to examine
the potential effect of adding curative
treatment; (iii) high (> 45 deaths per
1000 live births) versus low (≤ 45 deaths

per 1000 live births) baseline neonatal
mortality to examine the possibility of a
greater benefit in populations with higher
baseline mortality; and (iv) proportion
of neonates receiving a postnatal visit
(< 50% versus ≥ 50%) to assess the effect
of intervention coverage.

Gadchiroli21 and Barabanki,30 were nonrandomized or quasi-randomized and
had a concurrent control group. End-line
evaluation provided data on 17 675 and
14 251 live births, and on 746 and 779
neonatal deaths in the intervention and
control arms, respectively.

Results

Intervention Package

Trial flow
We identified 60 potentially eligible references, 47 of which were excluded (Fig. 1)
for reasons detailed in Table 1 (available
at: http://www.who.int/bulletin/volumes/88/9/09-069369). The remaining
13 references, which pertained to 5 trials,
were included in the review.18–30

Trial characteristics
Table 2 summarizes the characteristics of
included trials, all of which were conducted in southern Asian countries with high
baseline neonatal mortality rates (> 45
deaths per 1000 live births). Sylhet18 and
Shivgarh20 trials were cluster-randomized
and provided cluster-adjusted mortality
data. The other three trials, from Hala,19
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Table 2 describes the training received
by the health-care workers who delivered
each intervention package. Table 3 summarizes the intervention packages used
in the trials.

Quantitative data synthesis
Five trials provided neonatal mortality
data18–21,30 and three provided data on
stillbirths.19–21 One trial provided infant
mortality data and cause-specific mortality data.21
Neonatal mortality
All five trials provided neonatal mortality data.18–21,30 The funnel plot appeared
symmetrical, which suggests the absence
of publication bias. This was confirmed
using Egger’s method (P = 0. 974). There
661
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Fig. 2. Forest plot (random effects model) for relative risk of neonatal death in trials of
home-based interventions to reduce neonatal and infant deaths and stillbirths, as
identified through systematic review
Study ID

Risk ratio (95% CI) % weight

Gadhchiroli 2005

0.39 (0.27–0.56)

18.49

Barabanki 2008

1.06 (0.81–1.38)

20.46

Hala 2008

0.70 (0.54–0.90)

20.67

Shivgath 2008

0.47 (0.38–0.58)

21.47

Sylhet 2008

0.66 (0.47–0.93)

18.91

Overall (I-squared = 86.4%,
P = 0.000)

0.62 (0.44–0.87)

100.00

Note: Weights are from random effects analyse

–0.2

–0.5

1

2

5

Risk ratio
CI, confidence interval.

was evidence of a reduced risk of death
during the neonatal period in association with home-based neonatal care; the
pooled relative risk was 0.62 (95% CI:
0.44–0.87; I2 = 86.4%; P = 0.000) in the
random effects model (Fig. 2).
On performing pre-specified subgroup analyses we found evidence of
significant heterogeneity among subgroups with respect to randomization and
coverage (Table 4). Subgroup analyses
for baseline neonatal mortality were not
feasible because all trials were classified
as having high mortality. Trials with
adequate randomization (RR: 0.54; 95%
CI: 0.39–0.75), showed a greater reduction in neonatal mortality than non-randomized or quasi-randomized trials (RR:
0.67; 95% CI: 0.40–1.13; heterogeneity
P = 0.006). A statistically non-significant

trend towards a greater effect on mortality
was observed with both curative (injectable antibiotics) and preventive interventions (RR: 0.51; 95% CI: 0.30–0.85), as
compared to only preventive intervention
(RR: 0.70; 95% CI: 0.44–1.12; heterogeneity P = 0.088). Higher (≥ 50%) coverage with home-based neonatal care was
associated with better survival (RR: 0.54;
95% CI: 0.42–0.70) than lower (< 50%)
coverage (RR: 1.06; 95% CI: 0.81–1.38;
heterogeneity P < 0.001).
On performing univariate metaregression analyses, none of these variables
emerged as a significant predictor of heterogeneity (results not shown).
Infant mortality
Data on infant mortality were available
from only one trial,21 and it showed a

significant decline (RR: 0.41; 95% CI:
0.30–0.57).
Cause-specific mortality
Only one trial21 presented cause-specific
mortality data for neonates. The reported
reduction in neonatal cause-specific mortality due to sepsis, asphyxia, prematurity
and hypothermia was 89.8% (95% CI:
78.6–101.0), 53.3% (23.8–82.8), 38%
(4.3–71.6) and 100% (one-sided 95% CI
not stated), respectively.
Stillbirth rate
Data was pooled from 3 trials.19–21 There
was evidence of a reduced risk of stillbirth; the pooled RR was 0.76 (95% CI:
0.65–0.89; I2 = 0%; P = 0.766) in random
and fixed effects models.
Care practice indicators
Antenatal and neonatal practice indicators improved significantly (> 1 antenatal
checkup, 2 maternal doses of tetanus toxoid, clean umbilical cord care, early breastfeeding and delayed bathing) (Table 5).

Discussion
This systematic review of controlled trials,
of which 5 satisfied the inclusion criteria,
indicates that home visits for neonatal
care by community health workers are associated with reduced neonatal mortality
in resource-limited settings with poorly
accessible health-facility-based care
when conducted along with community
mobilization activities. Data from three
trials showed a reduction in the stillbirth
rate. Only one trial showed evidence of

Table 4. Subgroup analysesa for relative risk (RR) of neonatal death in trials of home-based interventions to reduce neonatal and
infant deaths and stillbirths, as identified through systematic review
Stratification variable

Overall
Randomization
Adequate
Inadequate
Type of care
Preventive
Preventive and curative
(injectable antibiotics)
Coverage (%) of home visits
< 50%
≥ 50%

No. of
trials

Random effects
model

Fixed effects model

Tests for
heterogeneity

RR

95% CI

RR

95% CI

5

0.62

0.44–0.87

0.62

0.55–0.70

86.4

29.45

2
3

0.54
0.67

0.39–0.75
0.40–1.13

0.52
0.73

0.43–0.62
0.62–0.86

63.6
89.6

2.75
19.16

3
2

0.70
0.51

0.44–1.12
0.30–0.85

0.66
0.52

0.57–0.76
0.40–0.66

91.0
76.7

22.26
4.29

1
4

1.06
0.54

0.81–1.38
0.42–0.70

1.06
0.54

0.81–1.38
0.47–0.62

NA
70.1

I2 (%)

Q

P for
heterogeneity in
subgroups
NA
0.006

0.088

< 0.001
10.05

CI, confidence interval; NA, not applicable; RR, relative risk.
a
Subgroup analysis not done for baseline mortality, as all trials had high baseline mortality rates (> 45 per 1000 live births).
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0.000
0.000
1.39–2.077
2.29–9.37
1.70
4.63
NA
NA
20.28–10.21
1.39–2.00

1.15
2.49
1.47
NA

1.02–1.29
2.22–2.79
1.39–1.56

1.56
3.12
NA
NA

1.50–1.62
2.86–3.40

Strengths and limitations

CI, confidence interval; NA, not available; RR, relative risk.

Antenatal care visit > 1
Tetanus toxoid, 2 doses
Skilled care at birth
Breastfeeding initiated < 1 hour
after birth
Clean cord care
Delayed bathing > 24 hour after birth
Skin to skin care at birth
Saved money for child birth

1.61–1.77

1.57–1.70
28.01–52.90

1.63
38.49
NA
1.69

47.28
1.66
NA
NA

1.36–1.49

reduced infant mortality and neonatal
cause-specific mortality (from sepsis,
asphyxia, prematurity and hypothermia).
While on meta-regression no variable
emerged as a significant predictor of an
effect on neonatal mortality; subgroup
analyses suggested that the survival benefit is higher as intervention coverage
increases and possibly when curative care
(injectable antibiotics for neonatal sepsis)
is provided in addition to preventive or
promotive interventions.

96.8
99
NA
NA

83.3
85.6
95.2
99.6
1.20–1.47
1.04–1.18
0.81–2.93
1.31–8.59
1.33
1.11
1.54
3.35
1.23–1.36
1.10–1.15
1.00–1.10
5.88–7.27
1.29
1.12
1.03
6.54

1.20
1.20
2.64
3.14

1.10–1.32
1.09–1.31
1.99–3.52
2.55–3.86

1.52
1.03
1.38
4.37

0.91–2.53
1.00–1.07
0.91–2.09
3.23–5.91

1.47
1.12
NA
1.42

1.39–1.55
1.02–1.22

95% CI
RR

95% CI

RR

95% CI

RR

95% CI

RR

95% CI

RR

I 2 (%)
Pooled
Sylhet 200818
Shivgarh 200820
Hala 200819
Barabanki 200830
Practice indicator

Table 5. Effect on antenatal and neonatal care practice indicators of various home-based interventions as conducted in four trials of interventions to reduce neonatal and infant deaths and
stillbirths, as identified through systematic review

P

0.000
0.001
0.183
0.012
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In this up-to-date systematic review that
incorporated relevant subgroup and
meta-regression analyses, no evidence
of publication bias was found. With
the sole exception of the Gadchiroli
trial,21–29 in which the intervention and
control groups had only one cluster each,
all cluster- and individual-randomized
trials were appropriately combined by
correcting for a design effect on mortality outcomes. Both random and fixed
effects models were used for pooling
the data, and the results were invariably
synchronous.
The review also had several limitations. First, data on stillbirths were
limited to three trials, while only one
trial had investigated infant mortality and
cause-specific mortality. Second, all trials
were conducted in parts of southern Asia
with high baseline neonatal mortality
rates (> 45 deaths per 1000 live births),31
which impedes generalization to other regions, particularly to sub-Saharan Africa
or to areas with lower neonatal mortality.
Finally, the subgroup and meta-regression
analyses showed discordance, perhaps
because some subgroup results could
have been falsely positive or because
the number of trials may have been too
small. Any significant predictor identified should therefore only be considered
as exploratory.
We excluded trials that exclusively
evaluated the effect of home-based
follow-up of infants born in and recruited
from hospitals because they were not
central to framing policy on home-based
neonatal care in settings with poor access to health facilities. Nevertheless, the
conclusion regarding reduced mortality
remained stable even after we included
two such trials 32,33 from developing
countries (Zambia 32 and the Syrian
Arab Republic33). Upon assuming that
all deaths in these two trials occurred in
the neonatal period, the pooled RR of
663
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neonatal death in 7 trials was 0.64 (95%
CI: 0.46–0.90; I2 = 81.8%; P < 0.001) in
a random effects model.
We depicted both random-effects
and fixed-effects model estimates for
completeness; however, we preferred a
random-effects model because substantial
heterogeneity (I2 > 50%) was observed for
neonatal mortality. Nevertheless, inferences regarding neonatal mortality and
stillbirths remained stable irrespective
of the model chosen, and this finding in
better quality trials is reassuring. However, it may also indicate that effects in
programme rather than research settings
may be smaller. Subgroup analyses also
suggested a greater neonatal survival
benefit with higher (≥ 50%) intervention
coverage levels, as expected. In the only
trial (Barabanki30) with low postnatal
intervention coverage (39%), intention to
treat analysis did not reveal any reduction
in neonatal mortality (RR: 1.06; 95% CI:
0.81 to 1.38). However, neonates who
received a postnatal home visit within
28 days of birth had 34% lower neonatal
mortality (design effect, unadjusted:
35.7 deaths per 1000 live births; 95%
CI: 29.2–42.1) than those who received
no postnatal visit (53.8 deaths per 1000
live births; 95% CI: 48.9–58.8).30 From
a programmatic perspective it would have
been useful to get some insight into the
optimal number and timing of neonatal
visits, but unfortunately this was not possible from the available data.
In the 5 trials under review, the intervention was delivered as a package comprising three components: home visits
during pregnancy (all trials), home visits
for neonatal care (all trials) and community mobilization efforts (4 trials). Thus,
we were unable to differentiate the independent effects of the three intervention
components on neonatal mortality. Other
trials from similar settings, some of which

are listed in Table 1, suggest that community mobilization alone, without homebased neonatal care, improves neonatal
health outcomes, including survival.34–40
However, in the only direct comparison of
the two approaches,18 neonatal mortality
was reduced in the home-based care arm
(RR: 0.66; 95% CI: 0.47–0.93) but not
in the community-mobilization arm (RR:
0.95; 95% CI: 0.69–1.31). It was also impossible to differentiate the independent
effects of antenatal and postnatal home
visits. However, programmatically this is
not crucial because in practice antenatal
visits are required to establish contact
with pregnant women before postnatal
visits and health workers can also provide
community mobilization services.
The effects on mortality observed
in these trials is supported by significant
improvements in antenatal and neonatal
care practices whose association with reduced mortality has been demonstrated
in previous reviews.7

pertains to southern Asia; however, there
are no obvious reasons to suspect different
results in other regions with similar neonatal mortality rates and access to health care.

Implications for policy
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ملخص

 استعراض نظامي:الزيارات املنزلية للعاملني الصحيني املجتمعيني من أجل الوقاية من وفيات فرتة حوايل الحمل يف البلدان النامية

 استوفت معايري،النتائج أربعة تجارب كانت جميعها من آسيا الجنوبية
 وكانت مجموعات املدخالت التي تضمنتها هذه التجارب تشمل،اإلدماج
 والزيارات املنزلية التي تتم،)الزيارات املنزلية للحوامل (يف جميع التجارب
 والزيارات املنزلية ملعالجة،)بعد الوالدة لرعاية الوليد (يف جميع التجارب
 والجهود الخاصة باستنفار املجتمعات،)الحاالت املرضية (يف ثالث تجارب
 وقد أوضحت الدراسة التحليلية انخفاضا يف املخاطر.)(يف أربعة تجارب
-0.44  فاصل ثقة95% ،0.62 الخاصة بوفيات الولدان (الخطر ذو العالقة
 فاصل ثقة95% ،0.76  ويف حاالت اإلمالص (الخطر ذو العالقة،)0.87
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الهدف تحديد ما إذا كانت الزيارات املنزلية بغرض رعاية الحوامل والتي
يقوم بها العاملون الصحيون املجتمعيون ميكنها أن تخفض من معدالت
.وفيات األطفال والولدان ومن حاالت اإلمالص يف املواقع املحدودة املوارد
 ملجموعات2008 الطرق قام الباحثون بإجراء استعراض نظامي حتى عام
 متثل،املدخالت املختلفة املعنية بالحمالت التجريبية الحتواء هذه املعدالت
إحداها يف الزيارات املنزلية التي يقوم بها العاملون الصحيون املجتمعيون
 وقد أجريت دراسة تحليلية لحساب املخاطر.لتقديم الرعاية للحوامل
.الجموعية ملا تسفر عنه الدراسة من نتائج
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 وعند تنفيذ، (P < 0.001 (  أو أعىل50% التغطية بالزيارات املنزلية ما يوازي
.)P = 0.088( املدخالت الوقائية والشفائية
الخالصة ترتافق الزيارات املنزلية لرعاية الحوامل وتقديم الرعاية ما بعد
 مع انخفاض معدالت وفيات، مع األنشطة الخاصة بحث املجتمعات،الحمل
 وحاالت اإلمالص يف األماكن املوجودة بجنوب آسيا والتي تتسم،الولدان
.مبعدالت عالية من وفيات الولدان وضعف الوصول إىل مرافق الرعاية الصحية

 مع تحسن ملموس يف مؤرشات املامرسات يف فرتة الحمل،)0.89-0.65
 وجرعتني،والفرتة التي تيل الوالدة (فحص ألكرث من حالة أثناء الحمل
 واإلرضاع، واالعتناء بنظافة الحبل الرسي،من لقاح كزاز الوليد لألمهات
 وقد سجلت تجربة واحدة فقط لوفاة.)املبكر مع التأخر يف االستحامم
 أما التحاليل املتعلقة.)0.57-0.30 ،0.41 أحد األطفال (الخطر ذو العالقة
باملجموعات الفرعية فقد أوضحت فوائد أكرب للبقيا عىل الحياة عند بلوغ

Résumé
Des visites à domicile par des professionnels communautaires de la santé permettent de réduire la mortalité
infantile dans les pays en voie de développement : une revue systématique
Objectif Déterminer si les visites à domicile pour soins néonataux par
des professionnels communautaires de la santé peuvent réduire la
mortalité infantile et néo-natale et la mortinatalité dans des situations où
les ressources sont limitées.
Méthodes Nous avons effectué un examen systématique jusqu’à 2008
d’essais contrôlés comparant plusieurs ensembles d’intervention, l’un
d’entre eux comprenant les visites à domicile pour soins néonataux par
des professionnels communautaires de la santé. Nous avons exécuté une
méta-analyse pour calculer le risque amalgamé des résultats.
Résultats Cinq essais, tous en Asie du Sud, répondaient aux critères
d’inclusion. Les ensembles d’intervention comportaient des visites
prénatales à domicile (tous les essais), des visites à domicile pendant
la période néonatale (tous les essais), des traitements pour maladies
à domicile (3 essais) et des efforts de mobilisation communautaire
(4 essais). La méta-analyse a montré un risque réduit de mort néonatale

(risque relatif (RR): 0,62; intervalle de confiance (IC) à 95%: 0,44-0,87)
et d’enfants mort-nés (RR: 0,76; IC 95%: 0,65-0,89), et une amélioration
significative des indicateurs de pratique prénatale et néonatale (> 1 bilan
de santé prénatal, 2 doses d’anatoxine tétanique maternelle, soins de
nettoyage du cordon ombilical, allaitement précoce et bain différé). Seul un
essai a rapporté des morts infantiles (RR: 0,41; 0,30-0,57). Les analyses
de sous-groupes ont suggéré un plus grand avantage de survie lorsque
la couverture de visite à domicile était ≥ 50% (P < 0,001) et lorsque des
interventions préventives et curatives (antibiotiques injectables) étaient
réalisées (P = 0,088).
Conclusion Les visites à domicile pour soins prénataux et néonataux,
avec activités de mobilisation communautaire, sont associées à une
mortalité néonatale et une mortinatalité réduites dans les régions d’Asie
du Sud où la mortalité néo-natale est élevée et où l’accès à des soins en
milieu médical est limité.

Resumen
Visitas domiciliarias por parte de personal sanitario comunitario para prevenir la mortalidad neonatal en los
países en desarrollo: revisión sistemática
Objetivos Determinar si las visitas de atención neonatal a domicilio por
parte del personal sanitario comunitario pueden reducir la mortalidad
neonatal, la mortalidad de los menores de un año y la muerte fetal en
entornos de recursos limitados.
Métodos Se llevó a cabo una revisión sistemática de los estudios
comparativos llevados a cabo hasta 2008, en los que se compararon
diferentes intervenciones, siendo una de ellas las visitas domiciliarias de
atención neonatal por parte del personal sanitario comunitario. Para el
cálculo del riesgo combinado de los resultados se empleó un metanálisis.
Resultados Cinco ensayos, todos ellos llevados a cabo en Asia meridional,
cumplían los criterios de inclusión. Las intervenciones incluyeron: visitas
domiciliarias prenatales (todos los ensayos), visitas domiciliarias durante
el período neonatal (todos los ensayos), tratamiento domiciliario de
enfermedades (tres ensayos) y esfuerzos comunitarios de movilización
(cuatro ensayos). El metanálisis mostró un menor riesgo de muerte

neonatal (riesgo relativo, RR: 0,62; intervalo de confianza del 95%,
IC: 0,44-0,87) y de muerte fetal (RR: 0,76; IC: 95%: 0,65-0,89) y una
mejora significativa de los indicadores de la asistencia prenatal y neonatal
(> 1 revisión prenatal, 2 dosis de la vacuna antitetánica materna, cuidado
aséptico del cordón umbilical, lactancia materna temprana y postergación
del primer baño). Sólo un ensayo registró muertes de menores de un
año (RR: 0,41; 0,30-0,57). Los análisis de los subgrupos indicaron una
mayor supervivencia cuando la cobertura de la visita domiciliaria fue ≥
50% (P < 0,001) y cuando se llevaron a cabo intervenciones preventivas
y de tratamiento (antibióticos inyectables) (P = 0,088).
Conclusión Las visitas domiciliarias de atención prenatal y neonatal, junto
con las actividades comunitarias de movilización, están relacionadas con
la disminución de la mortalidad neonatal y de la muerte fetal en áreas de
Asia meridional con elevada mortalidad neonatal y un acceso deficiente
a los consultorios de asistencia sanitaria.
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Home visitation for only a specific
intervention, cord care
Not a controlled trial
Community mobilization only, no homebased care
Community mobilization only, no homebased care
Community mobilization only, no homebased care
Community mobilization only, no homebased care
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intervention, cord care
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intervention, cord care
Home visitation only for a specific
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CHW, community health worker;TBA, traditional birth attendant.
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