
Small Vulnerable Newborn (SVN) Series Call to Action 
 
Commentary:  The ethical, economic and developmental imperative to prevent small 
vulnerable newborns and stillbirths: Essential and urgent actions to improve the country 
and global response 
 
Each year, 35 million newborns worldwide are born preterm (<37 weeks of gestation), small-for-
gestational age, or with low birthweight (<2500g).(1) These small vulnerable newborns (SVN) have 
markedly reduced survival chances - more than half (55.4%) of the 2.4 million neonatal deaths in 2020 
were attributed to being a SVN.(1) The survivors are vulnerable to health problems throughout their 
lifecourse, including poorer neurodevelopmental outcomes, lower educational achievement and greater 
risks of adulthood non-communicable diseases such as hypertension, ischaemic heart disease and 
stroke.(2) Indeed this impact is also inter-generational. For society, there are important human capital, 
economic and productivity losses as well as costs such as health-care related costs.(2) 
 
In addition to 1 in every 4 newborns being SVN, there are 1.9 million stillbirths each year, most of which 
also are preterm, or have similar SVN profiles.(3) A problem of this magnitude, negatively affecting 
pregnant women, their babies, families, and the whole society, creates an ethical, economic, and 
developmental imperative to generate a commensurate response. Primary prevention has been slow so 
far, but it is possible to reverse flat global and regional trends, using information from the Lancet 2023 
small vulnerable newborn series and examples from other successful global health programs.(4) 
 
We call for action in every country to reduce the number of SVN and stillbirths, and in support of 
existing national and international targets, notably SDG 3 for health and wellbeing, the UN’s Global 
Strategy for women, children and adolescents, the Global Nutrition Plan and Every Newborn. Action 
would be based on three pillars: (1) Problem recognition, (2) intervention implementation, and (3) 
increased measurement and accountability. Under these pillars, there are ten concrete actions for key 
stakeholders (Table 1). Countries and national governments must lead in implementation, but there is a 
requirement for international and global investment. The burden of SVN and stillbirth is highest in South 
Asia and sub-Saharan Africa, and the risks are highest in humanitarian settings like Afghanistan and 
South Sudan, and hence activities needs to especially focus in these settings.(1,5) Since all high-income 
countries are also affected, and have flat-line progress for prevention, this is important in all settings.  
 
Problem recognition means that SVN and stillbirth prevention must be part of global and national health 
priorities. The World Health Organization should update its guidance specifically on SVN and stillbirth 
prevention and measurement, so that national health systems can use latest evidence to secure the 
health and rights of pregnant women and their babies (6). At country level, there should be regularly 
updated data on progress towards existing relevant targets, notably for LBW reduction as this is 
reflection of SVN, and integration into relevant national action plans, and budgets.  
 
The second pillar of SVN prevention involves improvements in the health of girls and women, 
particularly during pregnancy and at birth. Early onset and high coverage antenatal care (ANC) as 
recommended by the WHO, can be facilitated by group services and other innovative approaches (6–8), 
complemented with multi-sectoral actions for Health in All Policies.(9,10) Importantly, scale-up of eight 
proven ANC interventions, including multiple micronutrient supplementation, balanced protein and 
energy supplementation, low dose aspirin, vaginally provided progesterone, education for smoking 
cessation, malaria prevention, and screening and treatment of asymptomatic bacteriuria and syphilis, 



could prevent 32.4% of stillbirths and approximately 18% of all SVN births in 81 low-and middle-income 
countries (LMICs).(11) Furthermore, there is preliminary evidence of benefits in selected settings, 
through supplementation of pregnant women with omega-3 fatty acids, zinc, or calcium, that needs to 
be confirmed by more research. (11) 
 
National governments should lead in securing the health of every pregnant woman in their countries, 
but it will be critical for international donors like World Bank to also prioritise SVN prevention. 
Additionally, major research funders, such as the Bill & Melinda Gates Foundation, National Institutes of 
Health in the US or Children’s Investment Fund Foundation, should increase investment especially in 
research led in LMICs. At the global level, there is a need to agree on the appropriate platform, 
governance, and partnerships for international collaboration on SVN prevention – for this we call for 
leadership from the United Nations Health Cluster. 
 
The third pillar is increased accountability, linked to improved measurement and use of data. 
Everywhere, every identified pregnancy should be dated with accurate gestational age and all 
newborns, as well as all stillbirths, should be weighed and classified by SVN types.(1) These data are 
essential, for clinical management, programmatic planning and to improve epidemiological 
understanding, informing and driving accountability. There are tools and technologies to do this today at 
an affordable cost, given >80% of births worldwide now being in facilities  For example obstetrical 
ultrasound technology is part of routine antenatal care and recommended by WHO for all pregnant 
women including in LMICs.(6) Importantly data must also be used at all levels to drive change.  
 
Addressing the problem of SVN holds great promise for global health equity. Health sector action will be 
critical but not sufficient. To ensure success, we must break the traditional silos and mount a whole-
society response. Foundational elements include women’s agency, access to sexual and reproductive 
health services, avoidance of unintended pregnancy, education, and community mobilisation.(12–15) 
Greater social activism about the unacceptability of SVN-related deaths and stillbirths will also be an 
important driver of societal response. This activism can be modelled based on earlier national and 
international campaigns, such as for HIV prevention, tobacco control, landmine removal, and women’s 
suffrage.(16–18) 
 
The fact that every fourth baby in the world is “born too soon” or “born too small” is a disaster – for 
human rights, public health, the national economy and development. By not addressing this priority, we 
are jeopardizing our collective future. There is a way to reverse this trajectory, as long as national actors, 
with global partners, prioritise action, advocate and invest.(19) Together we can act now to ensure that 
every baby has a chance to be born alive, at the right time, and the right size. Everywhere. 
 
It can be done.  
 
It must be done. 

 

 



 
Table 1: Suggested global strategy for accelerating SVN and stillbirth prevention: Pillars and national and international actions 
 

Pillar National action International action 

  
 

1. Problem recognition: Make SVN 
prevention a health priority 

Develop or integrate within other national 
action plans, budget and invest to meet 
targets and contribute to SDG acceleration  

Update guidelines for SVN prevention, and 
support context-sensitive adaptation 

   

2. Intervention implementation: Scale-up 
high-quality care for women, particularly 
during pregnancy and at birth 

Ensure early start of high-quality antenatal 
and childbirth care for all pregnant women  

Allocate sufficient funding to support national 
ANC and childbirth programmes 

 
Scale up proven interventions1 integrated 
with WHO recommended ANC, and include 
in Universal Health Coverage planning  

Increase research investment into potential 
interventions1 for SVN prevention 

    

3. Increased accountability: Improved 
measurement and monitoring 
 

Date all pregnancies and weigh all newborns 
and stillbirths and collate data nationally on 
rates of preterm birth, and SGA.  

Improve international statistics and ensure 
regular reporting on the incidence of different 
SVN types 
  

 
Promote societal level action with a multi-
sectoral approach using health in all policies 

 
Agree on approaches and a possible governance 
structure for international support to country 
activities on SVN and stillbirth prevention 

SVN = Small vulnerable newborn, ANC = antenatal care. 1Proven and potential interventions described in detail in the Lancet 2023 Small 
Vulnerable Newborn Series (11) 
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