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SUMMARY

The study was conducted to see the clinical presentation of neonatal
sepsis in our setup. A total of 200 cases were included in the study.
The main presenting symptoms were poor feeding, fever, jaundice,
restlessness, vomiting, fits and difficulty in breathing beside the other
uncommon symptoms. The signs found were organomegaly, abnormal
neonatal reflexes, jaundice, irritability, anemta, cynosis and septic spots
on the body in the majority of cases.

INTRODUCTION

Despite the development of modern
medical technology, neonatal sepsis still
remain a common cause of high mortality
in the developing countries.">3* About 22 to
66% of all admission to the neonatal unit
in Pakistan are due to infections and about
50 to 88% of all neonatal deaths are
somehow attributed to infection.’ The figure
may be higher than estimated.®* A newborn
may die of infection before anyone is aware
that he is ill’ and the awending physician
must have high index of suspicion while
examining a newborn.*”.

Neonatal sepsis may present as early
onset {less than 7 days), late onset (more
than 7 days) or as nosocomial infection (72
hours after hospitalization)'® or 8 to 28 days.

The clinical presentation are protean
ranging from subtle infection to multiorgan
failure syndrome (MOFQS$).'-213

This study was an effort to see the
clinical presentation of neonatal sepsis in
our setup. The study was designed to see
the clinical presentation in neonates (under
one month),

MATERIAL AND METHODS

A prospective study was carried out in
the special care baby unit (S.CB.U)} of
Postgraduate Medical Institute Lady Read-
ing Hospital Peshawar from April 1998 to
April 2000. All those cases of sepsis were
included who fulfill the inciusion criteria i.e.
proleng rupture of membranes, persistent
thermal instability, feed reluctants with no
other apparent cause, jaundice with feed
reluctants, vomiting with no local cause, fit
with no other cause, respiratory distress with
no other reason, infectious focus on the
body, sign and symptom of acute organ
dysfunction in the absence of any other
explanation than sepsis, tachycardia with no
cardiac disease, tachypnoea, sclerema,

JPMI

JPMI Vol 14 (2} 4145



Sepsis v Nurseny

SYMPTOMS SIGNS
Poor feeding 38.0 Hepatomegaly 180 90.0
Generally Unwell 87.0 Splemoinegaly 130 65.0
Fever 68.1 Abnormal/absent, 90 450
- Meonatal reflexes
Jaundice 319
Jaundice 80 40.0
Restlessness 283
- [rritability 56 28.0
Vomiting 21.7
Pallor 40 200
Fits 14.5
- ; N Lethargy 40 200
Difficulty in breathing 14.5
; . Cyanosis 40 200
Blue discoloration 9.4
Septic spot/umbilicus 40 20.0
Lethargy 9.4
- Chest finding 30 15.0
Dirrhea 8.7
Hypotenia 30 15.0
TABLE- |
Skin mottling 26 13.0
thrombocytopenia and abnormal white cell —
. . Abdominal distention 24 12.0
count, all or some of these features occuring
in a neonate. Recession 22 11.0
All those neonates were excluded from Scterema k2 6.0
the study who had used antibiotics prior Heart murmurs 12 6.0
to admisgiof:, whp ‘had explanations other Purpura/petechiac 10 50
than sepsis for their illness, and those having
nosocomial infection. Both inborn & out TABLE -2

born patients were enrolled. Detailed history
was taken and physical examination con-
ducted. Bleod, Urine and, in relevant cases,
CSF and swabs from any local focus of
infection were taken, using aseptic tech-
niques. Symptoms reported in very few
patients were:-

Cough, grunting, rash, screaming, per-
sistent cry, septic spots on the body,
drowsiness and skin mottling,

ResuLTs

A total of 200 neonates were enrolled.
140 (70%) were males and 60 (30%) were
females. 120 (60%) were poor social class.
160 (80%) were delivered at home under
unhygienic conditions and 40 (20%) were
either delivered at a hospital or at a

maternity clinic. 112 neonates (56%) had
early onset sepsis while 88 (44%) had late
onset sepsis. 40 neonates (20%) had their
weight less than 2.5 Kg while 160 (80%)
had their weight either 2.5 Kg or more. Each
baby was followed upto 28 days age or
discharge from the hospital, whichever was
last, Out of 200 necnates, 56 neonates died
indicating a mortality rate of 28%.

EARLY VERSUS LATE ONSET SEPSIS

o

Early 112 56.0
Late 88 40.0
Total 200 100
TABLE -3
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BIRTH WEIGHT

<2500 grams 40 200
>2500 grams 160 800
Total 200 100
TABLE -4
DiscussioN

This study teveals that the presenting
symptoms were by and large, poor feeding,
generally unwell, fever, restlessness, Jaun-
dice, vomiting, fits and respiratory distress,
those certain other complaints were noted in
frequently. The signs observed were
Organomagaly, abnormal neonatal reflexes,
Jaundice, irritability, anemia, cynosis and
septic spirits on the body. Signs found in
few patients were lethargy, chest findings,
sclerema and full interior fontanel.

Parveen Tariq et al? has also reported
feed reluctants, not doing well, fever,
Jaundice, Tachypnoea, chest retraction,
septic umblicus, anemia, diarrhoea, fits,
syanosis and abdominal distention as the
major presenting symptom/ sign of neonatal
sepsis. Herr study support our findings. The

finding of Daud AS et al,'¥ Khan M § et
al’* and Jovaria Mannan'® are also support-
ive of this study.

Sclerema, though found in very few
cases, was an ominous sign. This is also
considered an ominous sign by Steele, WR'"?
Marget Bowmen' Hutchusion JH et al,"”
Sadia Abd El Fattah et al®

In the light of the present study and its
findings, the following recommendations
are made to prevent and treat neonatal
sepsis and to prevent the emergence of
drug resistant strains of the causitive
pathogens.

Adequate perinatal, antenatal, natal and
postnatal care. Delivery should be conducted
by personnels well trained in resuscitation
procedures. Proper suction of the baby by
clean tube is mandatory. Baby should be
Breast fed immediately after delivery even
before the delivery of placenta. If the baby
shows one of the above signs or symptoms,
he should be referred to specialist and
treated immediately. Imminoglobin should
be given to every baby having suspicion of
sepsis. All the cultures i.e. Urine, Blood
CSF and Umblical should be done. Colos-
trum should be given to the newborn.
Prelactial feeds (Hamdard ke ghute, green
tea etc) should be avoided. The baby should
be exclusively breast fed irrespective of hot
weather. Hand washing should be manda-
tory before touching the newborn. Physician
education and limited antibiotic pres-
cription are very important, Rational use
of antibiotics. In admitted cases the
number invasive procedures should be
minimized. Aseptic techniques should be
followed. Mothers should be actively in-
volved in the care of their babies admitted
to the unit and encouraged breast feeding
through tube. Efforts shoutd be made to
improve  the literacy level and promote
breast feeding in the community. Frequent
kissing of the newborn on their face should

MORTALITY
Irntinz Ali Khan et al (1992) 40% (for 1984),
56% (for 1985)
Antia obong OE et al (1992) 30.3%
Airede el al {1992) 271.3%
Sadia abd El Fattah et al (1993} 53.3%
Anyebunc et al (1995) 37.2%
Z_ Al (1995) 26.5%
Muther NB ¢t al (1996) 84.5%
Z.A Bhutta (1997) 220%
This study 203%
TABLE -5
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This study shows that:

*  The main predisposing factors to neo-
natal sepsis are Dai handling, topical
applications, prelactial feeds and home
delivery, usually under unhygienic
conditions. Bottle feeding is also a
growing problem in a significant popu-
lation.

* The signs and symptoms of neonatal
sepsis are protean and non-specific and
a high index of suspicion is needed to
pick up maximum cases of neonatal
sepsis.

* The main organism causing neonatal
sepsis is Esch.coli, but it also caused by
other gram negative as well as other
gram positive organism.

*  Appropriate cultures should be taken
before starting antibiotic treatment.

*  Empirical treatment with antibiotics
should include coverage for both gram
positive and gram negative organism,
till the results of cuiture and sensitivity
are available.

*  Supportive and adjunctive measures
will enhance the recovery and may be
of vital importance.
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