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INTRODUCTIONS:
According to World Health Organization (WHO)
estimates, there are about 5 million neonatal deaths a
year, 98 % occurring in developing countries [1,2].
Infections, premature births and birth asphyxia constitute
the major causes. Genetic association, immature immune
defenses, environmental and maternal factors contribute
to the risk neonatal sepsis, morbidity, and mortality,
particularly in preterm and/or very low birth weight
(VLBW) infants [3]. Infection is the primary cause of
mortality in 18.6 % of intramural neonates, in which
infection is the primary cause of mortality in 18.6% of
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ABSTRACT: Infections, premature births and birth asphyxia constitute the major causes of
neonatal sepsis. Infection is the primary cause of mortality in 18.6% of intramural neonates in which
Infection is the primary cause of mortality in 18.6% of intramural neonates in which Infection is the
primary cause of mortality of intramural neonates out of which Klebsiella pneumoniae is the most
frequent isolate followed by Staphylococcus aureus. In early onset neonatal sepsis, 85 % cases occur
within 24 h, 5 % in 24 to 48 h and rest occur in 48 to 72 h and acquired from mother via
transplacental transfer or ascending infection from cervix from the organisms colonizing mothers’
genitourinary tract. Late onset sepsis occurs at 4 to 90 days of birth and is environmentally
acquired. Most common causes of death are septicemia, meningitis, respiratory infections, diarrhea,
and neonatal tetanus. Neonatal sepsis manifests as alteration in established feeding behavior,
vomiting, diarrhea, hyperthermia or hypothermia, absent reflexes, hypotonia, lethargy,
hepatomegaly, anemia, petechiae, sclerema, umbilical redness and discharge, seizures, blank look
and coma. Management is supportive as well as by antibiotics. There is a significant gap in our
knowledge regarding neonatal sepsis and studies are needed to reduce the burden of neonatal sepsis
so that sustainable interventions can be made to reduce neonatal mortality.
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intramural out of which Klebsiella pneumoniae is the
most frequent organism (32.5 %) followed by
Staphylococcus aureus (13.6 %).  Also, in extramural
admissions, Klebsiella is the commonest bacteria
responsible (27.5 %) followed by S. aureus (14.9 %) [4,5].
Overall, gram negative organisms are more common and
mainly include Klebsiella, Escherichia coli,
pseudomonas, and salmonella [6-8]. Among gram positive
organisms, Staphylococcus aureus, coagulase negative
staphylococci, i.e. Streptococcus pneumoniae and
Streptococcus pyogenes are most commonly isolated
bacterias [6-10].
Neonatal sepsis can be early onset sepsis (EOS) and late
onset sepsis (LOS). EOS range from 2 to 6 days after
delivery. A few papers distinguish between very early
onset (within 24 h), EOS (24 h to 6 days), and LOS
(more than 6 days) sepsis [6,7]. Increased risk of EOS is
associated with low birth weight (LBW), preterm
delivery, premature rupture of membrane (PROM),
febrile illness of mother 2 weeks before delivery, foul
smelling liquor amnii, perinatal asphyxia, prolonged
instrumentation delivery with difficulty. Risk factors for
LOS include LBW, premature baby, poor hygiene,
umbilical sepsis, prelacteal feeding, and aspiration of
food [11].

Epidemiological Aspect:
In developing countries, neonatal mortality (deaths in
the first 28 days of life per 1000 live births) from all
causes is about 34; most of these deaths occur in the first
week of life, most on the first day (WHO 2001
Estimates) [12]. In contrast, neonatal mortality for
developed countries is in the region of five. Neonatal
mortality for different African countries ranges from 68
in Liberia to 11 in South Africa [12].

MATERIAL AND METHODS:
A review study was conducted. The data presented in the
review study is derived from the papers selected and is
not subjected to any further statistical analysis.

OBSERVATIONS:
In early onset neonatal sepsis, 85 % cases occur within
24 h, 5 % in 24 to 48 h and less occur in 48 to 72 h.
Early onset neonatal sepsis is acquired from mother via
transplacental transfer or ascending infection from
cervix from the organisms colonizing mothers’
genitourinary tract. This is caused by organisms like
Group B staphylococcus (GBS), E coli, coagulase
negative staphylococcus, H. Influenza, listeria

monocytogens [13]. With intrapartum antibiotic
prophylaxis, rates of 93.3 %, 0.36 of 1000 infants
developed early onset GBS disease [14,15]. Late onset
sepsis occurs at 4 to 90 days of birth and is
environmentally acquired. This is caused by coagulase
negative staphylococci, S. aureus, E.Coli, GBS,
pseudomonas, klebsiella. Trends in late onset sepsis
show an increase in coagulase negative streptococcal
sepsis, most of these isolates are susceptible to first
generation cephalosporins [16]. The most common causes
of death in the neonatal period are infections, including
septicemia, meningitis, respiratory infections, diarrhea,
and neonatal tetanus (32 %), followed by birth asphyxia
and injuries (29 %), and prematurity (24 %) [12]. In
developing countries, the rate of home deliveries is high,
and the percentage of deliveries assisted by a skilled
attendant is low: in Africa it ranges from 37 % in sub-
Saharan Africa to 69 % in North Africa, in Asia from 29
% in South Asia to 66 % in East Asia and the Pacific
region. In South America and the Caribbean, it is about
83 % [12].

DISCUSSION:
Most common cause of neonatal mortality is sepsis.
Neonatal sepsis manifest as alteration in established
feeding behavior, vomiting, diarrhea, hyperthermia or
hypothermia, absent reflexes, hypotonia, lethargy,
hepatomegaly, anemia, petechiae, sclerema, umbilical
redness and discharge,  seizures, blank look and coma.
Griffin etal found that abnormal heart rate characteristics
such as reduced variability and transient decelerations
occurred 24 h prior to onset of symptoms in sepsis and
sepsis like illness [16]. Another group found that sample
asymmetry of RR interval increased in 3 to 4 days
preceding sepsis with the steepest increase in last 24
hours which shows signs of cardiac deterioration [17]. De
Felice, et al. used calorimetric analysis of skin color for
severity of sepsis [18]. The condition can be diagnosed by
blood culture, sepsis screen, lumbar puncture, urine
culture, radiological investigations. Newer diagnostic
tests include cell surface markers (CD11b, CD64),
cytokines, G-CSF, acute phase proteins (C- reactive
proteins) and molecular genetics. Management is
supportive as well as by antibiotics. Nursing should be
thermoneutral environment. Colloids and inotropes are
given to maintain blood pressure and perfusion of the
tissues. Packed red cells and fresh frozen plasma (FFP)
are given to manage anemia and bleeding. In case of
community acquired sepsis, ampicillin and gentamicin
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combination is advised for pneumonia and septicemia. If
meningitis, then broad spectrum cephalosporin (like
cefotaxime) is added. With high resistant strains,
piperacillin-tazobactum or methicillin-vancomycin are
preferred. In case of pseudomonas infection, amikacin is
added. Methicillin resistant staphyloccus aureus
(MRSA) are treated using amikacin with ciprofloxacin.
Newer antibiotics or reserve antibiotics like aztreonam,
imipenum are available for treatment of neonatal sepsis.

CONCLUSION:
As the signs and symptoms are non specific, it is not
easy to clinically diagnose neonatal sepsis and no
laboratory test has 100% specificity and sensitivity,
hence a continuous search is needed for a reliable test.
There is a significant gap in our knowledge regarding
neonatal sepsis and urgent work and studies are needed
to reduce the burden of neonatal sepsis so that
sustainable interventions can be made and neonatal
mortality can be reduced.
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