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World Health Organization (WHO) has defined Low birth weight (LBW) as weight at birth of 

less than 2500 grams that is a major global public health problem. Its incidence varies from 

as low as 3% in countries such as Norway to as high as 30% in some Asian and African 

countries. Its significance is due to its association with immediate, as well as late 

complications. This definition of LBW includes in its total a subgroup of infants who have 

suffered varying degrees of nutritional deprivation in utero. If born before 37 weeks of 

gestation, they are called as preterm, otherwise remaining one are small for gestational age 

(SGA) due to intrauterine growth retardation (IUGR). A weight below the 10
th

 percentile of 

expected weight for the population suggests victims of IUGR, constitutes the group at 

highest degree of risk of both short-term and long-term complications. In the developed 

countries, the proportion of LBW among newborns is low and besides two-thirds of LBW are 

pre-term babies. In the developing countries, the proportion of LBW is high and in a 

majority of cases, this is attributable to IUGR. In perinatal weight specific mortality, after 

adjustment for mean birth weight, preterm delivered children had higher figures than IUGR. 

Despite their earlier disadvantage preterm children experience less morbidity and better 

growth than IUGR counterparts.
(1,2) 

Low birth weight is one of the most serious challenges in maternal and child health in both 

developed and developing countries. It is the single most important factor that determines 

the changes of child survival. Infants with low birth weight are at higher risk of dying; nearly 

50% of neonatal deaths occur among LBW babies. The survivors among them are at a high 

risk of an impaired immune system with higher probability of recurrent infections, neuro-

developmental handicaps, chronic illnesses as diabetes and heart disease in later life. LBW is 

one of the most important biologic predictors of infant death and carry relatively higher risk 

of perinatal and neonatal mortality. Deficiencies in physical and mental development during 

childhood among those babies who survive continue to be a strong predictor of growth in 

early childhood. 

Joint WHO/UNICEF publication uses revised estimates to report on this condition that 

affects an estimated 22 million LBW babies born worldwide annually accounting for 17 per 

cent of all births in the developing world a rate more than double the level in industrialized 

countries (7 per cent). Almost 96% of LBW infants are born in developing countries, 

reflecting the higher likelihood of these babies being born in poor socio-economic 
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conditions, where women are more susceptible to poor diet and infection and more likely to 

undertake physically demanding work during pregnancy. It reflects, further, a generational 

cycle of undernutrition, the consequences of which are passed along to children by mothers 

who are themselves in poor health.  

The reduction of LBW forms an important contribution to the Millennium Development Goal 

for reducing child mortality. But more than half of the infants born in the developing world 

are not weighed, posing a major challenge to measuring the global incidence of low birth 

weight. This proportion is highest in South Asia (74 %) and sub-Saharan Africa (65%). Trend 

analysis of limited trend data indicates that the incidence of LBW remained roughly constant 

between 1990 and 2000 in both sub-Saharan Africa and Asia.
(3)

 Government of India, along 

with the strategies developed to achieve “Health for All” by the year 2000, wished to 

decrease incidence of LBW to 10 percent. We have not achieved it even today. In fact we 

are far away from the target. Incidence of LBW in India in the year 2008 was 30%.
( 4) 

There is significant variation in the incidence of LBW across regions. South Asia has the 

highest incidence, with 31 per cent of all infants with LBW, while East Asia/Pacific has the 

lowest, at 7 per cent. India is home to nearly 40 per cent of all LBW babies in the developing 

world, about 7-10 million. One-third of all live births in India are LBW. Prevalence of LBW 

was 21.5% observed in National Family Health Survey (NFHS-3); low literacy level, low per 

capita income was noted risk factors; younger and primi mothers were found to be at higher 

risk of delivery LBW babies. Moreover, in NHFS-3, prevalence of LBW based on mothers 

‘expressing’ the infants as small or very small was very close, to the one ‘recorded’ by 

measurements (20.8% Vs 21.5%) indicating a need for the Pediatricians to give extreme 

value to the experiences of mothers while faking history of infants health conditions.
(5)

 A 

Kolkata based study has recorded prevalence of LBW as 28.6%.
(6) 

In our country 

approximately one third LBW neonates are premature.
(7) 

LBW is the most important 

determinant of infant mortality rate (IMR) in India, and LBW account for 49.6% of infant 

mortality. To reduce the IMR, early identification, prompt referral and management of low 

birth weight babies is essential. In India, 80% to 90% of the roughly 20 million births in rural 

areas occur at home and are conducted by illiterate and often untrained traditional birth 

attendants (TBAs). Provision of valid weighing scales at domiciliary level poses logistic 

(carrying a heavy scale), operational problems (inability of TBAs to read) and sociocultural 

reasons (parents are reluctant to get their children weighed immediately after birth).
(8)

 
 

Usually, a birth weight of 2,000 grams is used as a cut-off point for providing special 

neonatal care. From many corners opinions are pouring in to reduce the cut off point for 

low birth weight in India to cut down on expenditure for patient and need for resources. 

Researchers have a strong opinion that gestational age alone is better than birth weight 

alone at predicting preterm morbidities. No birth-weight cutoff can adequately predict term 

morbidities. A single weight-percentile cutoff for all gestational ages should not be used to 

identify newborns at high risk for neonatal morbidity.
 (9) 

It is more pricey to misclassify a sick infant as low-risk than to misclassify a well infant as 

high-risk. So effort to decrease the cut-off by modifying the current definition of low birth 

weight in Indian scenario will not help in improving the future generations. 
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