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Abstract

More than Y + million children die in the first month of life (about Y+ + million born).
About Vo7 of neonatal deaths occur in the first week and more than Yo7 die on the first

day of life

The mortality rate in neonates represents Yo7 of the deaths in the first five years of life in
the world (according to the World Health Organization), where the children who were in
the preterm care unit were studied at the General Hospital of Hamzah. More than ¢ -

samples were collected for the various diseases

The most common disease in the neonatal care unit is bacterial septicemia, which is one of

the most serious diseases that lead to the death of most children who suffer from it

About eight diseases were diagnosed in Al Hamzah General Hospital: dyspnea and
neonatal depression, congenital heart defects, pneumonia, bronchitis, bacterial septicemia,

shortness of pregnancy, obstetric jaundice
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Y-Y Introduction

more than ten million die in the first month of life over all the world(with more
than one hundred million born annually), also approximately Yo % of death in neonate
occur in the first seven days of life and more than Y7 of them occur in the first day of
life. 'l The death during neonatal life represent approximately more than Yo7 of death
that occur below five years in the world. [IThe difference between western and
middle east and Asian countries persists and in some cases has widened and this may be
related to the availability of medical facilities. [""Neonatal deaths account for a major
proportion of child deaths globally. The main causes of neonatal deaths are
immaturity,birthasphyxia, neonatal sepsis, congenital pneumonia, anomalies, tetanus and
others The hospital outcome of the neonatal unit and statistical rate of death in the
neonatal unit differ from center to other according to the rate of management and
availability of facilities and instrument required [ [*lthe gestational age had a
direct relation with neonatal death ['! . study of united nations Organization shows that




each year nearly more than three million babies are stillborn, and also more than
three million more die within the neonatal life of coming into the world. ['l The aim

of this study is to identify the main causes of neonatal death.
Cluadl) el
V-Y-Bronchitis

— Bronchiolitis is a common dis- ease of the lower respiratory tract of infants, re-
sulting from inflammatory obstruction of the small airways. It is a
predominant viral illness, in which the RSV (respiratory syncytial virus) is the
agent in more that ©+% of cases. It is not known how many children with
genetic predis- position to atopy develop asthma symptoms af- ter bronchiolitis,
however the relationship be- tween the two affections is not understood. We
show that a major proportion of babies with a positive family history

develops asthma at a younger age.

Letters stressing an outburst of epidemics of bronchiolitis were recently

published[v’A]. More than Y- babies were admitted to inten- sive care units and the
colleagues stressed the necessity of providing adequate pediatric in- tensive care
facilities. While | praise the love for children and the foresight demonstrated by
the doctors, as an allergologist | fear that most of these children will suffer from
asth- ma in the following years. A significant rate of infants with bronchiolitis will
manifest hy- perreactive airways during childhood, but the relationship between
these two disorders is scarcely understood. In addition the reason by which
children with genetic predisposition to atopy develop asthma symptoms after
bronchiolitis has re- mained unanswered. Several studies have in- vestigated this
issue, however some failed to in- clude a control group, others fixed the follow- up too

many years after the initial iIIness[M'], and the role of atopy often remained in the

back- ground or the findings were contradictory.l''-'™]

In a retrospective study done in our divi- sion were reviewed the record-charts of

V€4 children admitted 1 years before to our de- partment with the proven




diagnosis of bron- chiolitis and selected V. of them with the ta- bles of aleatory
numbers. The following data were checked: family history and personal history

from the day of discharge to the day of the visit. Twenty-eight children (¢:7) had

asthma, A (V)7) recurrent respiratory disor- ders in winter, Y¢ (£€A,0%) were in
goodhealth. Family history was positive in Y1/YA asthmatic (¢VZ) and in £/¢Y not
asthmatic children (¢7). All children with asthma were subjected to prick test
for inhalants and foods, which were positive in YY for Dpt, in Y for molds, and Y
for cow’s milk (the parents of two children refused this examination). In all not
asthmatic children the results were negativel'l. The data show a strong
relationship be- tween family history and asthma de- velopment in children
with bronchiolitis, while the age at which the illness developed is equally stressed.
The more vyounger were the infants the proner they were to develop acute
bronchiolitis. In conclusion, this study has selected a cohort of children with
bronchiolitis, all ad- mitted to a university pediatric clinic be- cause of their
acute disease. Therefore this group was not selected among atopic suf- ferers. It
has been long known that little in- fants have a particular susceptibility to viral

infections, which can favour the develop- ment of lower airway obstruction,

perhaps due also to a poor and age-related airway functioning[we]. An
alternative hypothesis could be related to eosinophil degranula- tion in the
respiratory tract during RSV bronchiolitis, which is also related to the
development of virus-induced airway ob- structionl'*l. Although the number of
children in this study was sufficiently ample (originally the sufferers of
bronchiolitis were Y£1?), further studies in unselected, hospital-based infants with
bronchiolitis could evaluate whether the relationship between bronchiolitis and

asth- ma should widened to comprise atopy.




shows bronchitis




\-Y-Bacterial septicemia
sl ol aens

Neonatal sepsis may be categorized as early or late onset. Eighty-five percent of
newborns with early-onset infection present within Y<¢ hours, % present at Y£-£A hours,
and a smaller percentage of patients present between¢A hours and 1 days of life. Onset
IS most rapid in premature neonates. Early-onset sepsis syndrome is associated with
acquisition  of microorganisms from the mothert'. Transplacental infection or an
ascending infection from the cervix may be caused by organisms that colonize in the
mother's genitourinary tract, with acquisition of the microbe by passage through a
colonized birth canal at delivery. The microorganisms most commonly associated with
early-onset infection include group B Streptococcus (GBS), Escherichia coli,
Haemophilus influenzae, and Listeria monocytogenes.Late-onset sepsis syndrome
occurs at V-4+ days of life and is acquired from the caregiving environment. Organisms
that have been implicated in causing late-onset sepsis syndrome include coagulase-

negative staphylococci, Staphylococcus aureus, E coli, Klebsiella,

Pseudomonas, Enterobacter, Candida, GBS, Serratia, Acinetobacter, and anaerobes. The

infant's skin, respiratory tract, conjunctivae, gastrointestinal

tract, and umbilicus may become colonized from the environment, leading to the possibility
of late-onset sepsis from invasive microorganisms. Vectors for such colonization may
include vascular or urinary catheters, other indwelling lines, or contact from caregivers
with bacterial colonization (Remington & Klein, Y++Y).The clinical signs of neonatal

sepsis are nonspecific and are associated with characteristics of the causative organism and

the body's response to the invasion. These nonspecific clinical signs of early sepsis
syndrome are also associated with other neonatal diseases, such as respiratory distress
syndrome (RDS), metabolic disorders, intracranial hemorrhage, and a traumatic delivery.

Given the nonspecific nature of these signs, providing treatment for suspected neonatal

sepsis while excluding other disease processes is prudent!'*'],
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A child is infected with bacterial blood poisoning




Y-£-Congenital heart defects
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Congenital heart defects are among the most common form of birth defects More

than ¥ Y«. « « infants are born each year with some form of heart defect (1 out of every
VYo to Ye+). The defect can be so slight that its effect does not appear for many years or
until adulthood, while at other times the defect may require immediate attention.

Although heart defects are the leading cause of death in birth defect-related deaths,
advances in medical care over the past few decades have drastically increased the chances
of survival. The heart is formed in the lateral median fetal lobe of the fetus in the human
embryo after three and a half weeks of pregnancy, where it is completed after eight months
of pregnancy!™1. This period is considered to be a critical period for the formation of the
heart Embryonic growth is joined by the chemical bond between cells and their layers,
which is expressed during the expression of genes Malformations or defects in the
presence of error in this process errors in the chemical bond or genetic errors, which
deteriorate during the growth stage and occur at a critical period for the growth of each
member, including the Philippines Congenital heart defects during the early growth of the
effects of internal and environmental factors or both internal causes of genetic causes and
produce from Mutations in genes or abnormalities in the chromosome particles. External
factors are the environmental conditions of the placenta and the uterus that may lead to
congenital heart defects such as radiation. Alcohol abusel™'l. Lack of ketamine or
excessive or diabetes or injury to pregnant women. German fever The most common
congenital heart defects are ventricular dysfunction, which accounts for about Y7 of the
total heart defects and )7 of the atrial fibrillation. The left and right ears do not close
completely and occur at a rate of ) per Yo«+++ birthsand Y +7

The clinical presentations of CHD varies according to the type and severity of the
defect In neonatal period the presenting features of CHD are  cyanosis (with or
without respiratory distress),heart failure (with or without cyanosis), collapse , and

abnormal clinical sign detected on routine examination (i.e absent femoral pulse or



http://americanpregnancy.org/birth-defects/

a heart murmur). But most cases are asymptomatic and discovered during routine
neonatal check-up(™™.

CHD not only contribute to a significant morbidity = and mortality but also cause
a tremendous  psychological stress and economical burden to the whole family
.However ,if the problem are recognized at earlier age, The chance of long term
complications are less and the outcome is better .As a result of improved medical and
surgical management ,most children with CHD are surviving into adolescence and
adulthood

Image¢

Clarification of heart abnormalities




Y-¢-Pneumonic

cute respiratory infections [ARI] are one of the most important causes of
morbidity and mortality in children throughout most of the world I'"l Pneumonia refers to
inflammation of pulmonary tissue and is associated with consolidation of alveolar spaces
[l Pneumonia may be caused by a variety of infectious agents (bacterial, viral,
protozoal and fungal organisms) and inflammatory processes [systemic lupus

erythymatosis [SLE], sarcoidosis, histocytosis] as well as some substance

(hydrocarbons, smoke, dust, chemicals and gases) that are inhaled or aspirated [*l The
most common cause of pneumonia in children is viral infection; bacterial infections
account for only ()+-¥+%) of all pediatric pneumonia "' People with suspected
pneumonia should undergo medical evaluation including a through physical exam may not
always distinguish pneumonia from acute bronchitis or other respiratory infections

depending on the severity of illness, additional studies such as complete blood count,

Children with dysfunction of blood cultures and sputum culture may bel""1obtained
immune system, malnutrition, or defects in the normal mechanisms of the lung are very
susceptible to pulmonary infection. The causative agents often are unusual, opportunistic

organism, including gram- negative bacteria Cytomegalovirus [CMV], Varicella,

Pneumocystis carinii 'Yl fact that sputum cannot be used at this age range [below 1

months] because of difficulties in the utilization sample from infantst"*!

Besides, it has been widely appreciated for many years among physicians and
microbiologists that blood cultures are among most important laboratory tests performed
in the diagnosis of serious infections in infants [")- Meantime, blood cultures should be
performed in patients with suspected bacterial pneumonia and do appear to have low
sensitivity but are still worthwhile to identify the causative pathogens and corresponding
susceptibilities to antimicrobial agents "'l On the some manner, blood cultures appear
to be the sole specimens used for the diagnosis of bacterial causative agents of infant




infections, hence bacterial isolates from blood is diagnostic of pneumonic infection in

infants

Image®

Pneumonia in preterm infants
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Y-1-Dyspnea

mild to moderate respiratory distress (RD) in fullterm neonate is a frequent

condition resulting from defect in birth related changes with variable clinical course and

Yy
complex etiology, and affect neonates after birth[ L The incidence of respiratory

dysfunction is inversely related to gestational age being more in YV-YA than, Y4-£Y weeks.

vy
[ Acute respiratory disease is, beside prematurity, the Ileading cause for

¢

e - i i i AL . . .
hospitalization in neonatal intensive care units - Neonatal respiratory distress is a
common problem confronting family physicians. It is the most common reason that sick
neonates require transfer to a referral center; about Y47 of all transports involved a

baby with respiratory distress. Although respiratory distress may represent a benign, self

limited process, it may also be the first sign of sepsis or serious cardiopulmonary

: [¥e]. . : . : . [*1]
disease The overall incidence of respiratory distress in term babies is (¢£,Y%) - The
clinical presentation of respiratory distress in the newborn includes: apnea, cyanosis,

grunting, inspiratory stridor, nasal flaring, poor feeding, tachypnea (more than 1+ breaths

: L : [*]
per minute), retractions in the intercostal, subcostal, or supracostal spaces - The causes
of respiratory distress can be divided into: upper airway abnormalities which include:

choanal atresia, macroglossia, Pierre-Robin syndrome, lymphangioma, teratoma or other

_— : : [T :
mediastinal masses, cysts, subglotic stenosis and laryngotracheomalacia, ~ lower airway

abnormalities which include: Transient tachypnea of the newborn, Respiratory distress

syndrome (hyaline membrane disease RDS), meconium aspiration syndrome, infection

: N : : : :
(e.g. pneumonia, sepsis) * Non-pulmonary causes include birth asphyxia, anemia,

congenital heart diseases, congenital malformation, medications, neurologic or metabolic
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. : [£+,6)] : e
abnormalities, polycythemia, and pneumothorax. Respiratory morbidity is an

Important complication of elective cesarean section (ECS) in term infants. The incidence

of respiratory distress was reported in 17 of newborns delivered by ECS versus ‘7 in

. : [£Y] o : : : :
infants born vaginally - Deliveries by cesarean section continue to increase in both

developed and developing countries, rates as high as ©+% have been reported in some

v

¢ ¢¢
regions[ ]. One third of RDS cases are potentially avoidable i, Infants born at YV-YA

wk by elective delivery are Y+ times more likely to receive ventilatory support for

- [£°] - .
surfactant deficiency than those born at Y4-¢Ywk =~ = A significant reduction in neonatal

RDS would be obtained if ECS was performed after ¥4 gestational weeks of pregnancy

[£7] . i . : :
- Some studies had shown that delaying non-urgent elective caesarean section until

¥4 weeks is much more effective in avoiding neonatal admission than giving antenatal

1A%

steroids . Neonates with respiratory distress are Y-£ times more likely to die than those

without respiratory distress so its prevention and adequate  management  will

.. [#M : - i
decrease mortality - This descriptive study was carried out to evaluate the cases of
respiratory distress in early neonatal period in relation to causes, outcome, neonatal,

maternal, labor and delivery characteristics in full term neonates.
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A child with obstetric dysplasia




V-V Shortage of pregnancy Janll s it yuad

Jth

A Preterm birth is a labor that occurs before the end of ¥ week of gestation. It

occurs approximately % to ) +7 of all pregnancies, any women having persistant four

: : : : : [£4]
uterine contraction every Y+ minutes should be considered to be in labor . A woman
iIs documented as being in actual labor if she is having uterine contraction that cause
cervical effacement over A7 and dilation over Y cm. A preterm labor is always serious

because if it is results in the infant's birth the newborn may be premature. Preterm birth are

responsible for almost of infant deaths in the neonatal period[ ~]. A Preterm birth is a

global problem of great importance in reducing the neonatal morbidity and

mortality[w]' The objective of healthy people (WHO for Y:Ye are related to reducing

maternal and neonatal mortality, low birth weight, premature labor, fetal deformity and
oy
improving the health of mothers[ ]. Nearly a half million babies in United States that ' out

[£9] : . . :
of every A are born premature each year ". Abortion raises riskof premature birth among

women who abort their first pregnancy.
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V-A-Low birth weight

Low birth weight infants are defined as : all infants whose birth weight is less than Yo -
gm irrespective of the cause & without regard to the duration of gestation's age
Newborn infants can now be categorized asl*™*’]

\ .Appropriate for gestational age .

Y.Small for gestational age .

¥|.Large for gestational age .

About one third of low birth weight are small for date while two third of them are
appropriate for gestational age and preteen, but in developing Countries Y +% of low birth
weight infants are small for datel*™**°1

The incidence of low birth weight infants is about Y% of total birth in UK &USA
The common causes of low birth weight infants are :

V. Inherited factors ;

a. Constitutional ; a mother who has produce a small for date infant has

Y % chance of doing so in subsequent pregnancies infants whose parents are small tends
to be small at birth [**°*"]

b. Chromosomal anomalies e g trisomylA (Edwards Syndrome) ¢°-OX( Turner Syndrome
) o1,

Y. Malnutrition ; many studies support the importance of nutrition as a factor in
intrauterine growth retardation although protracted and sever nutritional insult is required
to produce such effect [**],

[e€cod]

¥, Infections e,g. maternal cytomegalic virus infection
¢|.-Toxemia of pregnancy and hypertensiont®*°1,

°. Placental causes.

1. Others e.g. multiple gestation , high altitude . teratogenic , low socioeconomic , first

born infant and maternal polycythemia during the latter half of pregnancy [,




Material and Methods :

The material was taken from the case sheets of Y27 cases were admitted to the neonatal
intensive care unit from delivery room at Ymonths of Y+ ¥ and ¢+ ¢ cases admitted at
Ymonths of Y+ +9 .

Each study was including the following data in respect to every Case '

Y- number of low birth weight infants classified according to body weight and
gestational agel*'1 .

Y. Mortality rate in relation to gestational age .

Y. Mortality rate in relation to body weight .

¢, Predisposing factors .

°. Percentage of death in relation to total deliveries and to total admission to intensive care
unit .

The total deliveries at delivery room Al-Battool hospital during i the Ist

Ymonths Y+ +¥ was YeV+ and during the YSt during Ymonths Y+ +% was
\REX

A child with low weight




Y-practical part

el 5 53

This study was conducted at Al Hamzah General Hospital in the preterm hall and more

than ¢+ samples were collected for the various diseases prevalent there According to

Table)

Table

The table shows the names of children who died in various diseases
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Figure )

Figure ) shows the most common diseases that cause the highest incidence of infections in children in the hospital
General Hamzah




Y-YBronchitis Claasl) gl

RESULTS

In the samples, the incidence of bronchitis is about Y V7 as shown in Table ¥

Table Y

Samples infected with this disease
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most important reasons

Bronchitis is usually caused by a viral infection, causing inflammation and irritation in the
walls of the bronchial tubes and narrowing them, leading to the accumulation and retention

.0f mucus, making it difficult to enter and exit the lungs through the lungs

RSV is the main cause of the disease followed by Parainfluenza Virus and Adenovirus.

.The other cases are caused by other types of viruses that cause influenza or flu




Most children develop bronchitis after having upper respiratory infection, such as colds or

(flu. In rare cases, the pathogen may be a bacterial infection (mycoplasma pneumonia

m claadll Ll

Figure Y

Diagram shows bronchitis and other diseases




Y-YBacterial septicemia

Results:

This study was conducted on the samples in Al-Hamzah General Hospital, where this disease

Is one of the most common diseases, as about ¥Y% of deaths are caused by this disease

Table ¥

Samples infected with this disease

Vo e Jo ool [ s adi e \
Yoy e Jo¥l cppdt | Laay cpas gl yea Y
Yode ol E ) S Gola Y
YO UdsY cppi | e ) 8 ey ¢
YT IV G | g e i 5
AERRESES ue lay Gule 1
VOO | ek ateE) v
Yo i,ul Oesidale el yea A
Yoyt Ll ol Ol ee Gpea A
Yoyt hls cala 7 a 4 Y
Yoy ial Alle desa el V)
Yoval Olales (3¢l 5 68 X
Yoyv hbd 5 aadl de oY 5y \Y
Yo v hls edle Al slia V¢




most important reasons

Septicemia may occur in preterm infants through many factors that occur in the mother

:during pregnancy

V-Injury of the mother with bleeding

Y-Fever is caused by infection in the placenta or uterus
Y-Difficulty of delivery

¢-Infection of the mother with urinary infections




Y-£Congenital heart defects

Results

A study of the mortality samples in Al Hamzah General Hospital revealed that the
percentage of deaths from congenital heart disease is about 47 of all deaths in the last four
years

Table ¢

Samples infected with this disease
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most important reasons

Doctors say 4+ percent of the causes of heart defects in children are unknown. The

remaining ) * 7 may be either
.V-Genetic causes

.Y-the mother's injury to one of the types of viruses during pregnancy

.Y-the mother's diabetes during pregnancy




Y-Pneumonic
Results

The study found that children who die from the disease at Al-Hamzah General Hospital
are very few compared with the other diseases. In addition to the samples we collected, it

appears that children who die from this disease are about Y7 of other deaths

Table ©

Samples infected with this disease

Y~\i@ﬁﬂ\dﬂ)ﬁﬁ CL‘-"A(“.-."’UU:‘“A \
Y~\2.ial_\.ﬁa Lﬁd@.&ua&;.qah; Y

most important reasons

V-bacterial infection
Y-viral infection-
Y-pneumonia due to infectious bacteria

¢-Tuberculosis




Y-1Dyspnea

The collection of samples in Hamzah General Hospital shows that the percentage of deaths

due to dyspnea is about YY7. of the total number of deaths in the rest of the year|

Table 1

Samples infected with this disease
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most important reasons

The factor of genetics, this means the occurrence of this problem to one of the parents of

the child in the past, or to his brother or to his sister. The mother is infected with gestational
diabetes during pregnancy. To undergo cesarean delivery, since it is normal to give birth
naturally. Stimulate preterm birth to complete growth at the fetus, where the growth of the
child and his body requires a specific time. Many pregnancy problems in women, which
adversely affect the normal delivery of blood to the fetus. Pregnancy with twins; two or more
children with one child. Rapid births




Y-YShortage of pregnancy

During the collection of samples in the neonatal care unit it was found that the percentage

of children who died of short-term pregnancy was about 47 of the total number of deaths

in the remaining diseases in the last four years

Table v

Samples infected with this disease
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most important reasons

The present study found that age of women ( ¥ +—Y¢ ) years was (° ¢ %) which is risk

factor contributed to preterm birth, which was approved by the another study who found

q¢0.

: L]
that women < Ye and > Y years of age are contributed to preterm birth * The
educational status of the study's women reveals that most of involved women were

illiterates (°A%) which was a greater risk factor for preterm birth. This result was positive

with result [°*]. Stated that women with < 1 ¥ years of education had been risk factor

contributed to preterm birth. Other risk factors that contributed to preterm births in




this study were passive smoking (9 +%); Sexual activity (Y-Y) times /week were (A+%);

Interval of pregnancy was (°A%) less than Y years intervals. These risk factors were in

agreement with : '], who studied the singleton preterm risk factors and association with

assisted other factors.

Y-ALow birth weight

Through the collection of samples for deaths in the hall of the care of preterm

care was observed to register only two deaths of the disease in Y+Y¢ and Y+)1 as

the proportion of children who died of this disease about ¢/

Table A

Samples infected with this disease
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most important reasons
Thus the known causes of low birth weight babies are more during

Any unknown reasons are more in Y+ + 4, which is mostly attributed to malnutrition Y+ .Y
and psychological, social and economic conditions during these six years of insecurity,
unstable and non-rapid conditions, and sad conditions that affect all basic services of life and
especially health services




Table

The table shows the most important tips and guidelines for avoiding these diseases

results &Proposals the disease
Y-Clean place Bronchitis
Y-Wear the muzzle before dealing with the child and touch it to prevent

...the spread of infection

Y-Keep the contact surfaces in the home, kitchen and nursery clean and

sterile

¢-Not to share personal tools, especially drinking glasses

°-the use of sterile solutions for hands or sterile tissues: in anticipation

of taking any viral infection outside the home

V-1t is recommended that the WHO-approved age-standardized vaccine | Bacterial
schedule be adhered to to avoid infection septicemia
Y-It is also recommended that sterilization and care of urinary or

intravenous catheterization during hospitalization because it is an

important source of blood infection

Y-Review your pre-marital doctor Congenital

Y-change the offspring and the uncle of the marriage of relatives

Y-not to take any medicine without consulting the doctor

heart defects

\-attention to cleanliness of mother and place Pneumonic
Y-Avoid smoking near the baby
Y-Review of a specialized medical team Dyspnea

Y-The infant is given wet and warm oxygen with constant monitoring

V-follow up the pregnancy regularly
Y-Do not take medicine without consulting your doctor

Y-Avoid smoking .

Shortage of

pregnancy




¢-Treatment of vaginal infections .

Y-a good diet Low birth
Y-the genetic factor weight

Y-Continuous doctor review during pregnancy
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