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Incidence of neonatal morbidity at Gondar town, Ethiopia

*T TEKA, **T DESTA, *A ISHEAK, *SDEMAMU

Abstract

Objective: To determine the incidence and pattern ofneonatal morbidity.
Design: Forall neonates delivered in the hospital at least one home visitwas arranged to collect morbidity
data during neonatal period. This collection took place foraperiod ofone year from 1September 1995 to 31

August 1996.

Setting: Maternity Ward ofthe Gondar College of Medical Sciences Hospital.

Patients: 320 neonates were visited athome and were evaluated for any morbidity.

Results: Ofthe 320 neonates visited athome during the first 24 to 38 days postdelivery 83 (25.9%) were
found to be sick. URTI (Upper Respiratory Tract Infection), jaundice, pneumonia and neonatal septicimia
were diagnosed by physical examination. Non-breastfeeding was associated with neonatal morbidity

(P<0.001).

Conclusions: The neonatal morbidity found during the home visit in this study is very high. A concerted
effortisneeded to improve both antenatal andpostnatal care services to prevent neonatal morbidity and to
identify sick neonates timely to provide appropriate care in this setting.

Introduction

Perinatal, neonatal and infant mortality rates are now
recognized indicators ofchild health in many countries
and regions of the world. To this effect, there are
numerous epidemiological and clinical studies that
have focused on the causes of perinatal, neonatal and
infant mortality in a given community or country. But,
information on neonatal morbidity rates are not
generally available.' The very limited data on neonatal
morbidity also have problems of definition and are not
as unambiguous and comprehensive as are the indices
ofmortality.

Morbidity health interview surveys are widely used
in developed countries to obtain information about
sickness, disability, and the use of health facilities. An
alternative method for collecting morbidity
information is a survey based on physical examination
where subjects are expected to attend a clinic or to be
examined in their dwelling places. Use of clinical
medical records also provide information on health as
the need arises. Each of these systems of collecting
information have their own advantages and
disadvantages.

There has been a considerable decrease in neonatal
morbidity in developed countries due to improved
quality of care by health care providers and especially
with the introduction of neonatal intensive care
facilities.23 But, reports from Africa on average still
give high figures ofmorbidity.
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Therefore, a study was undertaken to see the
morbidity pattern of neonates bom at the Gondar
College of Medical Sciences Hospital, over a year. It
also attempts to compare the health interview survey
with the physical examination finding on neonates who
were suspected to be sick.

M aterials and Methods

Home visits were arranged once (during neonatal
period) for all neonates delivered atthe Gondar College
of Medical Sciences (GCMS) during a period of one
year from September 1995 to August 1996. In pre-set
formats socio-demographic variables; maternal parity;
age; height; education and total household income
were recorded.

Pertinent history and symptoms were carefully
documented and appropriate physical examinations
were performed by a general practitioner on all
neonates visited. The morbidity data were collected
and all were supervised by a paediatrician.

GCMS hospital is a referral and teaching hospital of
350 beds, catering for a population of three million in
the Amhara Regional State in the North West part of
Ethiopia. The maternity section (Obstetric ward)
comprises 20 to 25 beds. There is an operation theatre
for elective or emergency surgical obstetric
management. The study was approved by the Research
and Ethical Committee ofthe College (GCMS).
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Results

During the study period, 810 infants were delivered and
74 (9.1%) died immediately after birth. Fifty one
neonates (6.3%) were found to be sick following
delivery and all of them were discharged cured. Table I
shows the characteristics of sick and healthy neonates
during a single visit at home in the neonatal period.

Table I: Characteristics of sick and healthy neonates

bornat GCMS 1995 to 1996.
Sick Healthy p value
Characteristics n=83 n=237
Gender:
Male 43 136
Female 40 101 0.38
Birth weight:
<1500 1 1
1500-2 499 7 1"
2 500-3 499 61 186
>=3500 14 39 0.66
Type of feeding
Non Breastfeeding 32 54
Breeding 51 183 <0.001

Of the 320 neonates visited at home, 83 (25.9%)
neonates were found sick. There was a significant
difference in morbidity between breastfed and non
breastfed neonates (Chi square test, p<<0.001). Cough,
fever and difficulty of feeding were the frequent
complaints as perceived by the mother (Figure I). Of
the 25 neonates found sick by physical examination,
neonatal sepsis, jaundice and pneumonia were the most
common clinical diagnosis.

Figure I: Pattern of neonatal morbidity as perceived
by the mother.

L Figure 1. Pattern of neonatal morbidity as perceived
by mother (n=83)
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Figure II: Pattern of neonatal morbidity by physical
examination.

Figure lI: Pattern of neonatal morbidity by physical )
examination (n=83).
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Discussion

The appropriate allocation of health resources for
children in developing countries, requires a knowledge
of both mortality and morbidity patterns. Although
there are few data on mortality which show a particular
event, morbidity data are scarce. The various reasons
why medical attention is sought for a child or neonate is
not only dependent on objective symptomatology and
maternal attitude to illness, but by a number of other
factors that vary with location, For example,
availability of and access to medical care are important
determinants in some countries, while economic
factors are primary considerations in others.'

Neonatal morbidity data are generated from surveys,
using three methods that include clinical examination,
parental recall and use of medical records. In a place
where neonatal care is not present, it is difficult to get
data from medical records. The parental recall method
and use of a self-completed questionnaire or household
interviews, used in medical surveys were found to
show good correlation between diagnoses obtained by
interviews and those reported by attending physician.’
However, as neonates and infants depend on proxy
reports, useful information can be obtained from
mothers, whose response are also influenced by many
factors.’

It is again very difficult to get data on neonatal
morbidity as postnatal care services are scanty and are
often absent in most African countries. Approximately
one-third of women in sub-Saharan Africa give birth in
facilities, and no more than 13% receive a post-natal
care visit within two days of delivery.’

Neonatal morbidity is known to be dependent on birth
weight and gestational age particularly in admitted
neonates. But, the pattern of morbidity among neonates
after discharge from hospital may seem to be
dependent on other factors as well. In the present study
there was no difference in healthy and sick neonates in
relation to birth weight and gestational age.
Introduction of formula milk and cessation of breast
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feeding was associated with neonatal morbidity.

The neonatal morbidity pattern as perceived by the
mother indicates respiratory problem as an important
feature in this study. This finding is comparable to
admitted neonates observed at Ethio-Swedish
Children's Clinic’ and in other African setting.’

This study revealed that post natal care may only
occur if provided through home visits, despite the
presence of the health facility nearby. It can be
speculated that geographic, financial, and other
cultural barriers further limit utilization of post natal
care services as the mothers reside far from health
facilities. According to a Demographic and Health
Survey 2005 (DHS) data in Ethiopia, over 90% of
mothers did not receive any post natal care with in the
first six weeks."

It is recommended, therefore, that integrated post
natal care services in particular (including home
visits) and MCH services in general through
community health extension worker programme and
community IMNCI strategy would enhance both the
curative and preventive care of newborns. This
approach will reduce neonatal morbidity by
providing basic neonatal preventive home care and
counseling on breast feeding, and on early
identification of general danger signs in the newborn
which would ultimately improve neonatal health and
save lives. No country can afford not to address
neonatal health. It is not possible to achieve the
Millennium Development Goal 4 without addressing
neonatal survival since neonatal deaths account for a
high proportion of deaths among children under the
age of five years; up to 38% globally and 24 to 56%
at regional level.”"
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