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Abstract: Background: Newborn
morbidity and mortality have re-
mained unacceptably high in de-
veloping countries despite consis-
tent efforts a controlling the
scourge. Unlike in developed
countries where neonatal mortal-
ity rate ranges between 1 and 5
per 1000 live births, average neo-
natal mortality rate in Nigeria is
36 per 1000 live births. The ma-
jority of the causes of death are
largely preventable with timely
low cost interventions. This study
was structured to determine the
pattern of morbidity and mortality
amongst babies admitted in the
Special Care Baby Unit of
Madonna hospital Makurdi, Nige-
ria

Methods: The records of neonates
admitted into the Special Care
Baby Unit (SCBU) over a ten-
year period (2005-2015) were
retrospectively reviewed. Infor-
mation obtained included the sex,
age at admission, gestational age,
birth weight, reasons for admis-
sion and outcome of treatment.
Results: A total of 1,121 babies

were admitted during the period

ORIGINAL

Retrospective assessment of
neonatal mor bidity and mortality
in the special care baby unit of a
private health facility in Benue
State, North Central Nigeria

under review. The male female
ratio was 1.2:1.The magjority of the
babies were aged between 2-7 days
with a mean 6.17.+ 7.01 The mean
weight on admission was
2807+907g. Neonatal sepsis, jaun-
dice, low birth weight and birth
asphyxia were the most common
morbidities. The overall mortali-
tyrate was 14.1%; however, pro-
portionate mortality due to low
birth weight was highest (26.4%),
followed by tetanus (23.5%), as-
phyxia (20.8%), Respiratory tract
infection (13.8%), meningitis
(13.3%), sepsis (10.3%), jaundice
(9.6%), and diarhoea (4.0%)
Conclusion: Neonatal mortality
rate in the study was high. The
major causes of admission are pre-
ventable. Strengthening perinatal
care, emergency obstetric care
services and neonatal resuscitation
skills are necessary to reduce the
neonatal mortality.

Key words. Neonate, Morbidity,
Mortality, Nigeria

Introduction

The first 28 days of life (the neonatal period) represent
the most vulnerable time for a child’s survival and an
essential part of reducing under five mortality rate.*?
The goal 3 of the Sustainable Development Goals
(SDGs) adopted by the United Nations in 2015 was to
end preventable deaths of newborns and under-5 chil-
dren and reduce neonatal mortality rate to at least as low
as 12 per 1000 births in every country by 2030.%Glob-
ally the neonatal mortality rate has declined in al re-
gions, but more slowly than mortality in older children.
There are approximately 7000 newborn deaths every day
with about one third dying on the day of birth and close

to three quarters dying within the first week of life. Sub-
Saharan Africa has the highest neonatal mortality rate
with 28 deaths per 1000 live births.*® In Nigeria as at
the end of 2018, neonatal mortality rate was 36 deaths
per 1,000 live births.*®

The major causes of early neonatal deaths (0-7 days) are
asphyxia, infection, complications of prematurity, and
birth defects, while infections cause most |late onset neo-
natal deaths (8-28 days). Intrapartum related complica-
tions (previoudly called birth asphyxia) dominate in the
early neonatal period.

According to Okposio Mathias®in the Niger Delta re-
gion of Nigeria neonatal jaundice, prematurity and birth



asphyxia had the highest case fatality rate. Studies from
tertiary hospitals in Nigeria suggested that significant
proportion of newborns die before completing their neo-
natal life. However, because Nigeria operates a mixed
economy, private providers of heath care and tra-
domedical health practitioners still have a visible role to
play in health care delivery as well. On that basis, data
from government owned tertiary ingtitutions may be
skewed in reportage. Therefore, there is need for studies
from the private sector to provide a balanced and holistic
view of the problem. This study therefore presents a ten-
year review of neonatal morbidity and mortality in the
Special Care Baby Unit of a private health facility in
Benue State, North Central Nigeria.

M ethodology
Sudy Ste

The study was conducted at the SCBU of Madonna Hos-
pital, a private health facility in Makurdi, Benue State,
Nigeria established in October 1978. The hospita is
situated in the central area of the state capital. It pro-
vides health care services for people in the town and
rural communities of neighboring local government ar-
eas of the State. The SCBU has facilities dedicated for
out born and inborn care. The incubators and photother-
apy units are locally designed and fabricated in the hos-
pital.

Sudy Population

This comprised neonates admitted into the SCBU of the
hospital over aten-year period (2005-2015).

Sudy Design
Thisis retrospective and descriptive.
Data Collection

Information extracted from the medical records included
gender, age at admission, gestational age, birth weight,
and reasons for admission, length of stay and outcome
of management. The hospital has a standard protocol for
diagnosis and management of neonatal conditions. Sep-
sis was suspected on clinical grounds and confirmed by
relevant investigations. Birth asphyxia and congenital
anomalies were diagnosed on clinical grounds. Neonatal
jaundice was diagnosed on clinical grounds and con-
firmed with relevant laboratory investigations. Informa-
tion obtained were entered into a questionnaire adapted
for the study.

Data Analysis
Data was analyzed using the Statistical Package for So-

cia Sciences (SPSS) software, version 22 (IBM,
Armonk, NY, USA).
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Ethical Clearance

This was obtained from the Benue State University
Teaching Hospital Health Research Ethics committee
and the Chief Medical Director of Madonna Hospital
where the study was conducted.

Results

Overall, 1,121 neonates were admitted during the period
under review. Table 1 shows the baseline characteristics
of study subjects. The maefemae ratio was 1.22.
Nearly three quarters of the babies were admitted in the
first one week of life. Less than half 47.7 % were term
babies of gestational age =37 weeks; 31.5 % weighed <
2500qg at the time of admission, while 7.9% were macro-
somic (24000g).The mean weight at admission was
2807+907g (Table 1).

Table 1. Baseline characteristics of study population (n=1121)

Variables Frequency Percent
Sex

Mae 617 55.0
Femae 504 45.0
Age at admission

< 24 hours 382 341
02 - 07 days 427 38.1
08 - 14 days 149 133
15- 21 days 98 8.7
22 - 28 days 65 5.8
Mean 6.17+7.01(days)

Gestational age (weeks)

<28 21 19
28-32 129 11.8
33-36 423 38.6
=37 522 47.7
Weight at admission (grams)

<2500

2500 - 3900 353 315
>4000 679 60.6
Mean 2807+907 89 7.9

The leading indications for admission were sepsis,
jaundice and low birth weight which together consti-
tuted 84% of cases. (Table 2).

Table2: Admission diagnoses of subjects (n=1121)

Diagnosis at discharge Frequency Percent
Sepsis 486 434
Jaundice 229 204
Low Birth weight 227 20.2
Asphyxia 48 43
RTI 29 26
Diarrhoea 25 2.2
Congenital Anomaly 19 1.7
Tetanus 17 15
Meningitis 15 13
Birth injury 5 04
Others 21 1.9

RTI = Respiratory Tract Infection
Others = Surgical conditions



Of the 1,121 neonates,817(72.9%) were successfully
treated and discharged, 139(12.4%) were DAMA and
0.7% were referred to other centres. There were one
hundred and fifty-eight deaths giving a mortality rate of
14.1% - Figure 1.

Fig 1: Outcome of Treatment

Refered | 0.6

Died [N 141
pAMA [ 124
Discharged | 72.9
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More than two-third (78.0%) of the patients were hospi-
talized for less than 7 days, 17.4% for 7-14 days while
4.6% for more than 14 days. (Table 3)
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Table 5: Diagnosis at discharge and death rate

Table 3: Duration of admission

Duration of stay (days) Frequency Percent
<7days 874 78.0

7 - 14 days 195 174
>14 days 52 4.6
Mean 4.95+5.63

Table 4: Association of age at admission and outcome

Ageat QOutcome

admis- Discharge DAMA Died Referred  Tota P-

sion n=817 n=139 n=158 n=6 n (%) vaue
n (%) n (%) n (%) n (%)
<24 hours 268(32.8) 46(33.1) 67(42.4) 1(16.7)  382(34.1) 0.109
2-7 327 50 48(30.4) 2(33.3) 427
days (40.0) (36.0) (38.1)
8-14 102 20 24(144) 2(333) 148
days (125) (149 (13.2)
15-21 67(8.2) 18 13(8.2) 0(0.0) 98(8.8)
days (22.9)
22-28 53(6.5) 5(3.6) 6(3.8) 1(16.7)  65(5.8)
days

Amongst the diagnosis at discharge, proportionate mor-
tality due to low birth weight was highest (26.4%), fol-
lowed by tetanus (23.5%), asphyxia (20.8%), RTI
(13.8%), meningitis (13.3%), sepsis (10.3%), jaundice
(9.6%), and the least was diarhoea (4.0%) (Table 5)

Frequency Died Diagnosis  Deaths

Diagnosis (n=1121) (n=158) % %
Sepsis 486 50 10.3 316
Jaundice 229 22 9.6 13.9
Low birth
weight 221 60 26.4 380
Asphyxia 48 10 20.8 6.3
RTI 29 4 138 25
Diarhoea 25 1 4.0 0.6
Congenital
Anomaly 19 0 0.0 0.0
Tetanus 17 4 235 25
Meningitis 15 2 13.3 13
Birthinjury 5 0 0.0 0.0
Others 21 5 23.5 3.2

Discussion

The neonatal mortality rate of 14.1% reported in this
study is comparable to figures of 13.3% to 17.5% from
Enugu,®,Kano’ and Irrua® This is somewhat lower than
20.3% from Benin® and much lower than the national
average of 39/1000. It is however higher than 9.5% re-
ported by Ochoga et a**in Makurdi also in Northern
Nigeria and 13.3% by Okechukwu et a*?, in Abuja Ni-
geria. Severa reasons have been reported by Gerald
Dafere et al®for this high neonatal mortality rates and
they include delayed presentations after complications
have set in, in which case they must have received treat-
ments from other caregivers like trado-medical practitio-
ners, patent medicine dealers, unqualified health provid-
ers and spiritual homes. The environment of poverty,
poor infrastructure, and insufficient health education has
also contributed to the patronage of quacks before com-
ing to the hospital.® Inadequate facilities and manpower
have been implicated in the high mortality rates reported
in the resource limited countries like ours.**. Omoigber-
de et a’also reported that the high cost of caring for a
newborn may have been responsible for the delay in
presentation, delay in administering care resulting in
poor neonatal outcome. All these might have contributed
to tye high mortality rates observed in neonates in Nige-
ria

There were more males (55%) than females (45%) in
this study which is similar to what is reported in litera-
ture by other workers Ochoga et al®, Okechukwu et al’,
Mukhtar -Yolaet a°, Omoigberale et a®, and Ekwochi
et a.'"*'2 This may be a reflection of some cultural
believes in which the male child is preferred to the fe-
male child and is more likely to be brought to hospital
when he isill.** Although males are said to be more vul-
nerable biologically to diseases than females.™. It is also
possible that since 52% of the deliveries in this study
were males it is therefore not surprising that 55% of the
remaining admission are boys.

The commonest indications for neonatal admission in
the study were sepsis, jaundice and low birth weight.
This finding is in keeping with the report of Omoigber-



deet al in Benin city Nigeria® but contrasts with reports
of Ekwochi et al®in Enuguand Mukhtar-Yola et a’in
Kano where asphyxia was reported as the commonest
cause of neonatal admission. It is also different from the
report of Okechukwu et a 2 in Abujain which low birth
weight was reported as the commonest cause of neonatal
admission. The absence of birth asphyxia among the top
three causes of neonatal admission in this study may be
attributed to the fact that this study was carried out in a
private health facility probably with more facilities and
skilled personnel trained to carry out neonatal resuscita-
tion at birth. Also, the absence of neonatal tetanus
among the top three causes of neonatal admission may
be a reflection of increased uptake of tetanus toxoid by
mothers during pregnancy in this region. Although neo-
natal tetanus was not among the top three causes, its
persistence calls for further intervention and utilization
of the services among pregnant women. The persistence
of this scourge has been reported in other studies by
Ogunles et al*®, Oruamabo®’and Omoigbarale et al’in
Nigeria. Improved use of antenatal services, Tetanus
toxoid immunization uptake and the hygienic delivery
services offered by the traditional birth attendants have
been suggested as ways of reducing the incidence or
possibly eliminating it.**"#

Forty-two-point four percent(42.4%) of babies who
required admission within the first 24 hours of life died.
Delay in presentation to the hospital is said to be a lead-
ing cause of early deaths among hospitalized children,
especially within the first 24 hours of admission®.Late
presentation may result from short nature of the disease
and quick onset of adverse effects as often occurs in
childhood diseases, financial constraints on the part of
caregivers, long distance to a health facility, and non-
existence of public ambulance services have been attrib-
uted to the cause of mortality in children.® Absence of
vital equipment and functional laboratory services are
other contributing factors to childhood mortality.®

Low birth weight was the third commonest cause of
neonatal admissions in this study 31.5% and this is

356

higher than the low birth rate of 27 .8% reported by
Omoigberale et a in Benin’. But the salvage rate of
83% is higher than 68.9% obtained by Omoigberale et a
in Benin®. Deterioration in infrastructure was reported
by Omoigberale® as a reason for the low salvage rate.
Improvement in use of antenatal care, improved referral
system would impact positively on outcome of very
small babies’. Incubator nursing and state of the arts
neonatal intensive care units are the best practice in
managing very sick and small babies. However, for re-
source poor settings like ours Kangaroo Mother Care
has been promoted for managing stable very low birth
weight babies.*?'As a country we should strive towards
best practice in order to reduce our neonatal mortality
rate.

The commonest causes of mortality in this study was
low birth weight, sepsis and neonatal jaundice. In con-
trast, other workers in Enugu, Abuja and Irrua reported
birth asphyxia as the commonest cause of death. Our
finding is also in contrast to that of Omoigberale’in Be-
nin City, Nigeria in which neonatal sepsis was the com-
monest cause of neonatal deaths. This might be due to
lower patient turnover and higher staff-to-patient ratio in
private settings. Consolidating perinatal care, emergency
obstetric services, and improvement of neonatal resusci-
tation skill are vital toolsto improved neonatal survival.

Conclusion

Neonatal morbidity and mortality was high. The results
from this study provide additional information which
can be used by the concerned authorities in planning
intervention programs for neonatal survival in Nigeria
and other low-income countries with similar demo-

graphic.
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