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ABSTRACT 

ASSESSMENT OF IMMEDIATE NEWBORN CARE PRACTICES AMONG 

HEALTH CARE WORKERS AT RMBH, MTRH. 

Introduction: Care of all newborns includes immediate and thorough drying, skin to skin 

contact of the newborn with the mother, cord clamping and cutting after the first minutes 

after birth, early initiation of breastfeeding, and exclusive breastfeeding. Labour, birth 

and the immediate postnatal period are the most critical for newborn and maternal 

survival. Health care professionals in general play a role to ensure that the newborn has 

best possible beginning of life, be aware of the potential problems and be alert to the 

infants changing condition and to intervene appropriately when necessary. The study 

aimed at description of the activities done in preparation for delivery and newborn care, 

the immediate care provided to newborns and to determine performance of potentially 

harmful newborn practices. 

Methods: This was a cross sectional study, whose 39 study participants were all health 

care practitioners involved in immediate care of neonates, the sampling method was 

purposive, and a checklist was used to collect the data. Analysis was performed using 

SPSS version 12 and analyzed into frequencies and percentages.  

Results: A total of 39 health care workers participated in the study. Most items were 

available in the delivery room, sterile gloves (100%), clean gloves (97.4%) and hand 

sanitizer (64.1%). Initiation of breastfeeding within the first hour of birth is at 70.5%, 

reasons such as resuscitation of newborn, repair of episiotomy/tears were cited for not 

initiating breastfeeding. Performance of inappropriate newborn practices such as lack of 

provision of heat source during delivery (46.2%), inadequate drying of head (23.1%) and 

placements on a cold surface were noted (3.9%). 

Conclusion: Study findings highlight that quality of care was good in areas such as 

preparation of items before delivery (sterile and clean gloves) and initiation of 

breastfeeding within first hour of birth, but it was poor in relation to unavailability of heat 

source and inadequate drying of newborn. 

Recommendations: Provision of the needed supplies, items and equipment (heat source) 

before each delivery and for provision of recommended immediate newborn care. 
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DEFINITIONOF OPERATIONAL TERMS 

Harmful practices:  

Activities that have no proven benefit and may cause harm to the client. 

Practices that are not indicated can be beneficial, but if they are routinely done in the 

absence of specific medical indications, they can be harmful. 

Immediate Care of Newborn: 

It is the care given to the neonate following birth within the delivery room like: clearing 

of airway, providing warmth & prevention of heat loss, initiation of breast feeding, 

protection from infections, early assessment of neonatal condition and continuation of 

further care, and in this study will be restricted to a period of one hour after birth. 

Neonatal resuscitation:  

The set of interventions at the time of birth to support the establishment of breathing and 

circulation 

Practice:  

 Refers to the performance of health care workers according to prepared checklist 

regarding Immediate Care on Newborn. 

Midwife:  

A trained attendant at childbirth but is not a physician. 
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CHAPTER ONE 

 INTRODUCTION. 

1.1 Background Information. 

Essential newborn care is a set of comprehensive recommendations designed by WHO to 

improve health of the newborn through interventions before contraception, during 

pregnancy, soon after birth and in postnatal period. It includes thermoregulation, clean 

delivery and cord care, initiation of breastfeeding, immunization, eye care, recognition of 

danger signs care of the preterm/low birth weight infant and management of newborn 

illnesses. Lack of effective use of the recommendations by the health care practitioners 

may lead to increased neonatal mortality (WHO, 2013). 

Neonatal mortality remains high despite a declining proportion of deaths among children 

under 5 years of age. WHO estimated neonatal mortality around 45% of all deaths in 

under 5 mortalities (WHO, 2013). Up to two third of newborn deaths could be prevented 

if skilled health workers perform effective measures at birth and during the first week of 

life. Majority of these deaths occur in the first 24 hours of life (Kate M, 2014). 

 

Every second of exposure to the outside environment results in heat loss via evaporation, 

conduction, convection and radiation. Thorough drying, direct skin-to-skin contact 

immediately upon delivery and covering with a blanket and bonnet (prior to cord 

clamping) mitigate this threat (WHO, 1993,1998). Drying also stimulates breathing. 

Sustained skin-to-skin contact also initiates colonization of the newborn with maternal 

flora (as opposed to hospital flora) and facilitates successful intake of colostrum and 

sustained breastfeeding (Moore et al., 2007) delaying cord clamping until cord pulsations 
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stop, typically around one to three minutes, reduces the risk of anemia (Rabe et al.,2004, 

Macdonald et al., 2008.). 

Furthermore, in preterm infants, delayed cord clamping is associated with fewer 

transfusions and fewer intraventricular haemorrhages (Mercer et al., 2006). Initiation of 

breastfeeding within the first hour reduces the risk of infection-related death and 

increases the likelihood of sustained breastfeeding (Edmond et al., 2007). Finally, 

weighing, examining and providing vitamin K injections and hepatitis B vaccinations, 

while essential, should not interfere with the early, time-sensitive actions (ABM, 2008). 

WHO documented that studies have shown that many newborn lives can be saved by the 

use of interventions that require simple technology. The majority of these interventions 

can be effectively provided by a single skilled birth attendant caring for the mother and 

the newborn. Care of all newborns includes immediate and thorough drying, skin to skin 

contact of the newborn with the mother, cord clamping and cutting after the first minutes 

after birth, early initiation of breastfeeding, and exclusive breastfeeding. Newborns who 

do not start breathing on their own by one minute after birth should receive positive 

pressure ventilation with room air by a self-inflating bag and mask (WHO, 2013). 

After the first hour of life, newborns should receive eye care, vitamin K, and 

recommended immunizations (birth dose of OPV and Hepatitis B vaccine). They should 

be assessed for birth weight, gestational age, congenital defects and signs of newborn 

illness. Special care should be provided for sick newborns, those who are preterm and/or 

low birth weight, and those who are exposed or infected by HIV or have congenital 

syphilis (WHO, 2013). 
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Sub-Saharan Africa has the highest neonatal mortality rates (NMRs) (UNICEF, 2015), 

experiencing a mortality reduction of 28% since 1990 (SC, 2014). Despite the impressive 

efforts undertaken around the Millennium Development Goals (MDG) 4 to reduce child 

mortality, the decline of neonatal mortality has been much slower than for mortality 

among children aged 1–59 months; consequently, neonatal deaths now contribute to 

about 45% of total under-5 deaths in 2015 (UNICEF,2015). Recognising the importance 

of addressing this problem, in 2014 the World Health Assembly endorsed the Every 

Newborn Action Plan (ENAP)-a road map for ending preventable newborn deaths and 

stillbirths with a target for all countries to attain 12 or fewer neonatal deaths per 1000 live 

births by 2030 (WHO, UNICEF,2014). This target is included also in the Sustainable 

Development Goals (Chou et al, 2015). 

 

Additionally, the ENAP‘s first two strategic objectives focus on strengthening and 

investing in quality of care (QoC) around the time of birth as mechanisms to achieving 

the mortality target (WHO, UNICEF,2014). Evidence suggests that the majority of these 

deaths can be prevented, particularly those occurring at birth and immediately thereafter, 

with simple, evidence-based essential newborn care (ENC) interventions conducted by 

skilled providers and supported with available commodities (Darmstadt et al,2005). An 

increased focus on quality improvement for patient care within the health system and in 

formulation and implementation of health policies is critically important. Identifying gaps 

in and barriers to quality newborn care in facilities is one of the critical steps in the 

improvement process (English et al 2009 & Duysburgh et al, 2013).  
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A study on Household knowledge and practices of newborn and maternal health in 

Pakistan showed that delayed initiation of breastfeeding, avoidance of colostrum and pre-

lacteal feeding was almost universal but most women did breastfeed their babies 

(Khadduri et al. 2008). Important factors in establishing and maintaining breast-feeding 

after birth include: giving the first feed within one hour of birth, correct positioning that 

enables good attachment of the baby, frequent feeds, no prelacteals feeds or other 

supplements, and offering psychosocial support for breast-feeding mothers (WHO 2008). 

 

Findings from a study conducted among the rural poor in Western Uttar Pradesh 

identified factors influencing newborn care, nearly all newborns were left wet and naked 

on the floor until the placenta was delivered and bathed immediately after birth, and very 

few birth attendants washed their hands with soap before assisting the delivery. It also 

reports the use of new blade dipped in hot water to cut the cord and unsterilized cord tie 

after birth. Timely initiating of breastfeeding was not done. Same study established that 

Mothers behavior were found to be influenced by Mother-in-Laws advice, traditional 

beliefs, and pursuance of a practice because it was the norm in the community (Sethi V & 

Kashyap S, 2005). Apart from breast milk which was the preferred feed during neonatal 

period, honey and water were also given in order to reduce colic as they were perceived 

to have health benefits (Tuladhar 2010; Parlato, Darmstadt, and Tinker 2004). 

 

Some traditional practices of newborn care may not be in accordance with the 

recommended guidelines. The fact that most births take place at home shows that such 

traditional methods might be used more frequently. A study conducted Ghana established 
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that application of hot water and Shea butter on the cord was common and it is believed 

that applying nothing to the cord to ‗force it off‘ and help it heal would negatively affect 

the newborn baby including discomfort and potential death for the baby, discomfort for 

the mother because she is confined to the room till the cord stump is off, and a delay in 

the child becoming a human being among some ethnic groups (Moyer et al. 2012; Marah 

2011). 

Studies done in Uganda by Bergstrom et al on impact of newborn bathing and the 

prevalence of neonatal hypothermia, prevalence and risk factors of neonatal hypothermia 

respectively have shown that even if it is a tropical country, hypothermia at birth is 

common (Bergström, Byaruhanga, and Okong 2005). 

 

In a study done in eight (8) former Provincial Hospitals in Kenya, quality of maternal and 

newborn care observed during labour and delivery was below the internationally accepted 

standards for ANC and L&D practices as well as essential newborn care. Largely, 65% of 

women received the five elements of immediate newborn care: delayed cord clamping, 

placing the newborn skin-to skin with the mother, drying and wrapping the baby, cutting 

and tying the cord, and helping the mother initiate breastfeeding. The most frequently 

observed harmful practice in new born care was holding the newborn upside down (7% 

of deliveries) (Kenya QoC, 2010).  

 

Furthermore, work done in 8 district hospitals across Kenya by Opondo et al, (Opondo et 

al. 2009), demonstrated that district hospitals which are the first level referral centres are 

ill equipped to provide newborn care in Kenya a situation likely to be common in other 
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low resource settings. In addition, Gathara et.al, 2011 reported that quality of care 

provided in the same districts hospitals was sub-optimal highlighting the need to 

strengthen the health care system to take care of the severely ill newborns (Gathara et al. 

2011). 

The study recognizes good care as proper drying, skin to skin contact, breastfeeding, 

resuscitation and warming is done appropriately. 

1.2 Problem Statement 

Of the 3.1 million newborn deaths that occurred in 2010, a quarter to half of them 

occurred within the first 24 hours after birth. Many of these deaths occurred in babies 

born too early and too small, babies with infections, or babies asphyxiated around the 

time of delivery. Labour, birth and the immediate postnatal period are the most critical 

for newborn and maternal survival. Unfortunately, the majority of mothers and newborns 

in low- and middle-income countries do not receive optimal care during these periods 

(WHO, 2013). 

Although standards for immediate newborn care exist in high- and low-income countries 

alike, direct observational studies may uncover substandard practices. Even in developed 

countries, the sequence and timing of critical interventions may still require changes or 

standardization (Sobel et al., 2011). 

1.3 Justification. 

The health care professional in general and nurses in particular play a role to ensure that 

the newborn has best possible beginning of life and the nurse must be aware of the 

potential problems and be alert to the infants changing condition and to intervene 

appropriately when necessary. The nurse is the first health care provider who has direct 



7 
 

 

contact with the neonate during birth. Hence nurses require the knowledge and skill to 

take care of the babies keeping in mind the basic principles so that many complications 

can be prevented (Fattah et al., 2012). 

The effect of facility based neonatal resuscitation was assumed to be achievable with 

basic neonatal resuscitation, which is the clear priority for rapid scale up in facilities in 

low and middle income countries, given feasibility, skills required, and equipment costs. 

Furthermore, training programs should emphasize routine assessment of provider 

knowledge, competency and skill maintenance). Provider knowledge and performance 

skills to conduct resuscitation decline significantly over time (Lee et.al., 2011). 

Further research has been recommended to determine the effectiveness of individual 

postnatal care components, such as neonatal resuscitation, immediate care of new born, 

skin-to-skin contact, early initiation of breastfeeding, special care of low-birth-weight 

babies, and management and referral of danger sign (Syed et al., 2006). 

 

MTRH being the second referral hospital in Kenya, it strives to provide best care to the 

consumers including mothers and babies ensuring healthy mother and baby, this study 

may provide the baseline data about the quality of care received by the newborns 

immediately after birth which will help the policy makers and health professionals to plan 

for strategies where the quality of care is not satisfactory. However, there is no 

documented or published research on the care that is delivered especially in the area of 

the newborns which is very crucial part of the infant‘s life. Thus this justifies the aim to 

assess the quality of care that is provided by the health care providers to newborns in 

MTRH. 
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1.4 Research Question. 

What is the immediate newborn care offered during delivery by health care workers in 

RMBH?   

1.5 Research Objectives. 

1.5.1 Broad objective 

 To assess the immediate care provided to a newborn during delivery in RMBH. 

1.5.2 Specific objectives. 

1) To describe the activities done in preparation for delivery and newborn care. 

2) To describe the immediate care provided to newborns in RMBH 

3) To identify potentially harmful newborn practices at RMBH. 

1.6 Conceptual Framework. 

A conceptual framework is a structure which the researcher believes can best explain the 

natural progression of the phenomenon to be studied (Camp, 2001). In a statistical 

perspective, the conceptual framework describes the relationship between the main 

concepts of a study. It is arranged in a logical structure to aid provide a picture or visual 

display of how ideas in a study relate to one another (Grant & Osanloo, 2014). 

Interestingly, it shows the series of action the researcher intends carrying out in a 

research study (Dixon et al, 2001). The framework makes it easier for the researcher to 

easily specify and define the concepts within the problem of the study (Luse et al, 2012). 
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The elements of care are illustrated in the diagram below;  

 

Figure 1.1 Conceptual Frameworks. 

 

 

 

IMMEDIATE 
NEWBORN 

CARE 

PREPARATION FOR 
DELIVERY. 

SUPPLIES. 

INFECTION PREVENTION. 

RESUSCITATION TOOLS. 

SOURCE OF WARMTH. 

DESCRPTION OF CARE GIVEN TO 
NEWBORN. 

IMMEDIATE DRYING. 

APGAR SCORING. 

SKIN TO SKIN CARE. 

ADMINISTRATION OF VIT K,TEO. 

BREASTFEEDING. 

 
POTENTIALLY HARMFUL 

PRACTICES. 

NEWBORN ON COLD SURFACE. 

NO HEAT SOURCE. 

UNNECESSARY SUCTIONING. 

CONTINUED USE OF WET 
LINEN 



10 
 

 

1.7 Modified Evidence Based Practice Model. 

Evidence-based practice (EBP) is a term increasingly used to describe the application of 

empirically acquired knowledge in practice (Rycroft-Malone et al, 2004). 

In the 19th century, early pioneers of improving quality in healthcare, such as Florence 

Nightingale and Louis Pasteur, sought to develop evidence-based practices by linking the 

processes and structures of healthcare with health outcomes of patients (Sheingold & 

Hahn, 2014).  

Florence Nightingale led a group of nurses to care for soldiers during the Crimean war in 

1854. Within six months of her arrival the death rate from disease dropped from 42.7% to 

2.2% (Sheingold & Hahn, 2014). Nightingale had identified a link between hospital 

sanitation and mortality and introduced new practices such as hand washing, sanitising 

surgical tools, changing bed linen, good nutrition and fresh air (Meyer & Bishop, 2007)  

In the neonatal period more than 70% of the current deaths could be prevented through 

evidence-based procedures (e.g. by exclusive breastfeeding and hypothermia 

management) (Darmstadt et al, 2005). However, health care workers involved in neonatal 

care need to have adequate knowledge about the different procedures before they can 

implement and use them (McClure et al, 2007). Staff knowledge regarding evidence-

based practice is key, but also a number of contextual factors are highly influential for a 

well-functioning health care system, such as adequate geographical coverage of health 

care, sufficiency of material resources (e.g. equipment and drugs) and a certain level of 

activity (e.g. number of assisted deliveries) at the health care units (Wallin et al, 2006). 
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 Louis Pasteur also linked healthcare processes and structures with health outcomes; 

linking morbidity and mortality rates with lack of sanitization and low hygiene standards. 

Pasteur‘s discovery, that disease was caused by microorganisms, helped contribute to 

wide-scale adoption of antiseptic practices and also ―pasteurization‖ (utilizing heat to 

destroy harmful microorganisms) to improve health outcomes (Sheingold & Hahn 2014)  

To continue this approach in the 20th century and the present day, research 

methodologies have been developed and deployed to systematically link health outcomes 

with healthcare processes and structures (Naylor 2002; Berwick 2005 & Glasgow et al. 

2012) 

The process of identifying and communicating evidence-base based practices has led to 

vast improvements in health and healthcare quality throughout the 20th century, however, 

challenges still remain (Berwick 2008 & Naylor 2002). However, wide variation in the 

quality of care patients receive exists, such as variation between countries (Hussey et al. 

2004), within countries (Burnett et al. 2012; Right Care 2015) and within organizations 

(Weiner & Alexander 2006) 
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CHAPTER TWO. 

LITERATURE REVIEW. 

2.0. Introduction. 

Immediate proper care of newborn is vitally important for survival, growth and 

development of a newborn. Despite several studies conducted about maternal and child 

health care practices, little is known about factors that determine behaviors related to 

immediate care of newborn. Most people are unaware of importance of immediate care of 

newborn and many unsafe behaviours do exist such as common use of untrained 

attendants, unsafe cord care, immediate bathing of baby. (Gurung, 2008). 

Maintaining and improving patient care requires active involvement of everyone in health 

care system in order to meet the needs for evaluating health care in its totality as well as 

to identify whether effective and appropriate care has been provided. The quality is ‗the 

major component of neonatal health care, and it demands participation from nurses 

rendering care. (Dalia, 2011). 

To ensure newborn survival and reduce neonatal mortality newborn care need to be 

observed; clean atraumatic delivery, prevention of infection, provision of warmth, cord 

care, infant feeding, comprehensive first and subsequent examination, immunization and 

continuing health education and promotion for the caregivers. (NGQOPC, 2012). 

2.1. Time and non-time bound procedures. 

The need for basic life-saving interventions and for beneficial parent–newborn 

interactions indicates that procedures carried out immediately after delivery should be 

standardized in time and order. Unnecessary procedures, such as routine suctioning, early 
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bathing and separation of newborns from their mothers, should be discontinued. Aside 

from potential for harm, these procedures burden already overworked hospital staff_ 

(Sobel et al., 2011) 

The current practice of handling newborns, like clamping and cutting the umbilical cord 

and washing the baby right after birth, have been known to actually contribute to the high 

incidence of neonatal deaths and illnesses in the country. Thus the need for a paradigm 

shifts from the prevailing standard procedures into the new protocol. Health Secretary 

Duque of Philippines explained that the ENC Protocol involves focusing on the first 

hours of life of the newborn with the manual guiding health workers in providing 

evidence-based essential newborn care (UNC, 2011). 

 

The guidelines categorize procedures into time-bound, non-time-bound and unnecessary 

procedures (UNC, 2011). 
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Sobel et al observed many interventions, such as drying, weighing, examining, providing 

eye prophylaxis and administration of vitamin K. Unfortunately, these interventions were 

performed in sequences that did not allow the newborns to benefit from all of their 

mothers‘ natural protection in the first hour of life, i.e. provision of warmth, blood 

transfusion from the placenta, protection from infection via skin-to-skin contact and 

completion of colostrum feeding (Sobel et al., 2011). 

Ideally, early skin-to-skin contact (SSC) begins immediately after birth by placing the 

naked newborn baby prone on the mother‘s bare chest. This practice based on intimate 

contact within the first hours of life may facilitate maternal-infant behavior and 

interactions through sensory stimuli such as touch, warmth, and odour. Moreover, SSC is 

considered a critical component for successful breastfeeding initiation (RHL-WHO, 

2009). 

Changing the timing of cord clamping and cutting from immediately after delivery of the 

baby to 1–3 minutes after delivery of the baby improves the iron status of the infant. 

Potential adverse effects on the infant of delayed cord clamping and cutting, such as 

jaundice requiring phototherapy, should be considered, especially in under-resourced 

settings (RHL-WHO, 2009). 

2.2 Breastfeeding. 

Exclusive breastfeeding" is defined as no other food or drink, not even water, except 

breast milk (including milk expressed or from a wet nurse) for 6 months of life, but 

allows the infant to receive ORS, drops and syrups (vitamins, minerals and medicines) 

(WHO,2013). 



15 
 

 

All babies need to be safely delivered, kept warm, and breastfed immediately. Low birth 

weight or premature babies may get cold, hungry, or sick more easily; therefore, these 

babies have special needs (WHO, 2006) while UNICEF recommend early initiation of 

breastfeeding, within one hour of birth, to protect the newborn from acquiring infections 

and to reduce newborn mortality(UNICEF,2003) 

 

Salone et al recommends that breastfeeding should be exclusive for about the first six 

months of life and should continue, with the introduction of appropriate complementary 

foods, to at least age 12 months or beyond, as desired by mother and child (Salone et al 

2013). WHO and UNICEF currently recommend exclusive breastfeeding for the first 6 

months of life with continued feeding through the first year among HIV positive mothers 

provided that they or their infants receive ARV drugs during the breastfeeding period 

(Guidelines for ART, 2011). 

 

Breast-feeding is clearly associated with benefits to the infant, including significant 

protective effects for gastrointestinal infections (64%), middle ear (23- 50%), severe 

respiratory infections (73%) and for acute lymphocytic leukemia (19%) and sudden death 

syndrome in infants (36%).  Also found are long-term benefits, such as reduction of 

obesity (7-24%) and other cardiovascular risk factors in adulthood. The mother also 

benefits from its protective effect from type 2 diabetes mellitus and cancers of the breast 

and ovary; proportionate to the duration of breastfeeding (Aquia and Silva, 2011). 
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Mannan et al (2008) provide evidence of effectiveness of breastfeeding support through 

early postnatal visits as part of a larger newborn and maternal care intervention. They 

concluded that, in addition to large scale mass communication-based promotional 

approach, one-on-one counseling and hands-on support to mothers for proper 

breastfeeding techniques by trained workers should be part of any postpartum package, 

and such support should be made available at the very early days, possibly within 72 h, to 

engender a successful initiation of breastfeeding (Mannan et al., 2008). 

2.3 Thermal Control. 

This is defined as keeping the newborn warm to reduce the hypothermia risk. It includes 

practices such as drying and wrapping the newborn immediately after delivery and 

delaying the newborn‗s first bath to reduce the hypothermia risk (Baqui et al. 2007). 

Newborns regulate their body temperature much less efficiently than the adult and they 

lose heat more easily especially from the head (Bergström, Byaruhanga, and Okong 

2005). 

 

Therefore, newborns should be thoroughly dried immediately after delivery and kept 

warm, the newborn to be thoroughly dried with clean towel as soon as the head and body 

are delivered in order to prevent hypothermia, this also helps in limiting the loss of body 

heat (Bergström, Byaruhanga, and Okong 2005). Maintaining good thermal care at birth 

is crucial for preventing hypothermia, hypoglycemia and neonatal infections (Waiswa et 

al. 2012). 

For better thermal control, bathing should be delayed until 24 hours after birth and if this 

is not possible due to cultural reasons, it should be delayed for at least six hours. 
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Appropriate clothing of the baby for ambient temperature is recommended.  This means 

one to two layers of clothes more than adults and use of hats/caps. The mother and baby 

should not be separated and should stay in the same room 24 hours a day. 

Communication and play with the newborn should be encouraged (WHO, 2013). 

Facility survey (703 facilities) designed and implemented by the Maternal and Child 

Health Integrated Program (MCHIP) in Kenya in 2010 in collaboration with MCHIP 

colleagues in the United States indicated that drying and wrapping—a simple step that 

can help prevent the major causes of newborn death (hypothermia and sepsis) was 

practiced in only 60% of deliveries (Kagema et al., 2011). A similar survey done in 

Tanzania on newborn care indicated that drying and wrapping the infant immediately 

after birth was high (91% and 93%). Placing the baby skin-to-skin was low at regional 

hospitals (43%) and even lower at health centers and dispensaries (37%) (Plotkin et al., 

2011). 

Skin-to-skin contact (kangaroo care) with the mother, drying the newborn immediately 

after birth, and delaying bath until six hours after birth are essential care practices for 

keeping the newborn warm (Moore et al, 2012; Save the Children, 2004). These 

strategies can improve newborn health and survival. Kangaroo mother care method is an 

effective way of maintaining the body temperature in low birth weight babies, at birth for 

all babies, or during transport of sick babies. Drying after delivery is one of several 

thermal care practices that can improve infant health outcomes, as well as delaying first 

bath (ENCC, 2014). 

The‘ warm‘ chain is a set of interlinked procedures to be taken at birth and during the 

next few hours and days in order to reduce heat loss in all newborns. The 10 steps are 
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warm delivery room, immediate drying, skin-to-skin contact, breastfeeding, bathing/ 

weighing postponed, appropriate clothing and bedding, mother and baby together, warm 

transportation, warm resuscitation, training and awareness rising (WHO, 1997). 

WHO strongly recommend that neonates in health facilities should not be sent home in 

the crucial first 24 hours of life and the care provided should include immediate and 

exclusive breastfeeding as well as infant warming (WHO, 2012). 

According to WHO (1997) while newborns of all gestational ages are at risk of losing 

body heat after birth, premature and small babies are particularly vulnerable due to their 

physiologic disadvantages. A newborn‘s thermal regulatory mechanisms are highly 

sophisticated, but particularly in babies born prematurely easily overwhelmed. Neonatal 

anatomic characteristics add to the metabolic burden of increased energy requirements: 

term babies have a 2.7 times greater body surface and preterm babies an up to 4.0 time‘s 

greater surface per weight than adults. Several conditions of immature thermal regulation, 

such as LBW, prematurity, intrauterine growth restriction, and asphyxia (with heat loss 

due to lack of oxygenation and, where attempted, during reanimation efforts) during birth 

are significantly associated with an abnormal low body temperature. Hypoglycemia is an 

important contributor to hypothermia, and vice versa (WHO, 1997). 

2.4 Resuscitation. 

Neonatal resuscitation is defined as the set of interventions at the time of birth to support 

the establishment of breathing and circulation. Some non-breathing babies with primary 

apnea will respond to simple stimulation alone, such as drying and rubbing. Basic 

resuscitation with a bag-and-mask is required for an estimated 6 million of these babies 

each year, and is sufficient to resuscitate most neonates with secondary apnea, as their 
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bradycardia primarily results from hypoxemia and respiratory failure (Kattwinkel et al., 

2010). 

Intrapartum complications, including birth asphyxia, account for nearly a quarter of all 

neonatal deaths.17 Up to 10% of babies require support to initiate breathing in the first 

minutes of life (Save the Children, 2014 &Wall et al, 2009). Stimulation, including 

drying and rubbing, is required to initiate breathing in∼10 million babies at birth globally 

every year. This technology-free practice should be adequately performed by all skilled 

birth attendants. Approximately six million babies require resuscitation with bag and 

mask ventilation (Lee et al, 2011). Basic resuscitation, including bag and mask 

ventilation with room air, can have a big impact on survival and can be achieved with 

basic training and competencies (Chou et al,2015, Wall et al, 2009 Lee et al, 2011) 

Given proper training and adequately reprocessed functional equipment, neonatal 

resuscitation can be performed in low-resource settings (Newton et al, 2006). Basic 

resuscitation is adequate for most babies to survive; neonatal resuscitation training can 

avert 30% of deaths of full-term babies and 5–10% of preterm babies, saving hundreds of 

thousands of newborn lives. Less than 1% of asphyxiated babies require more advanced 

resuscitation (Lee et al, 2011). Maintenance of resuscitation skills requires ongoing 

practice and periodic refresher training through on-site and off-site courses and 

mentorship (MoHSW, 2015). 

Anticipation, adequate preparation, accurate evaluation, and prompt initiation of support 

are critical for successful neonatal resuscitation. At every delivery there should be at least 

1 person whose primary responsibility is the newly born. This person must be capable of 
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initiating resuscitation, including administration of positive-pressure ventilation and chest 

compressions. 

Either that person or someone else who is promptly available should have the skills 

required to perform a complete resuscitation, including endotracheal intubation and 

administration of medications. With careful consideration of risk factors, the majority of 

newborns who will need resuscitation can be identified before birth. If the possible need 

for resuscitation is anticipated, 

additional skilled personnel should be recruited and the necessary equipment prepared 

(Kattwinkel et al., 2010). 

Providers‘ knowledge of how to manage an asphyxiated newborn, as demonstrated in the 

newborn resuscitation case study, was very poor (mean percentage of 22%). Their 

knowledge of the initial steps to take, including stimulation and suctioning, was even 

worse (mean percentage of 14%) (Kenya QoC., 2010). In 1952, Dr. Virginia Apgar 

devised a scoring system that was a rapid method of assessing the clinical status of the 

newborn infant at 1 minute of age and the need for prompt intervention to establish 

breathing (Apgar, 1953). A second report evaluating a larger number of patients was 

published in 1958 (Apgar, 1958). This scoring system provided a standardized 

assessment for infants after delivery. The Apgar score comprises 5 components: heart 

rate, respiratory effort, muscle tone, reflex irritability, and color, each of which is given a 

score of 0, 1, or 2. The score is now reported at 1 and 5 minutes after birth. The Apgar 

score continues to provide convenient shorthand for reporting the status of the newborn 

infant and the response to resuscitation. 
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 The Apgar score has been used inappropriately in term infants to predict specific 

neurologic outcome. Because there are no consistent data on the significance of the 

Apgar score in preterm infants, in this population the score should not be used for any 

purpose other than ongoing assessment in the delivery room (AAP, 2000). The Apgar 

score is affected by gestational age, maternal medications, resuscitation, and 

cardiorespiratory and neurologic conditions. Resuscitative interventions modify the 

components of the Apgar score (Lopriore et al, 2004). It has been useful for more than 

four decades in focusing on five physiological signs (heart rate, respiratory effort, reflex 

irritability, muscle tone, colour) that denote the condition of an infant during the first 

critical minutes of life (Fraser et al 2004).  It is taken at one and five minutes after birth. 

With depressed infants, repeat the scoring every five minutes as needed. The one-minute 

score indicates the necessity for resuscitation. The five-minute score is more reliable in 

predicting mortality and neurological deficits. 

2.5 Challenges and Successes in Newborn Care. 

According to a report by SNL (2001), the second half of the 20th century witnessed a 

remarkable reduction in child mortality, with a halving of the risk of death before the age 

of 5 years. Most of this reduction, however, has been because of lives saved after the first 

4 weeks of life, with little reduction in the risk of death in the neonatal period for most 

babies worldwide. Neonatal deaths, estimated at nearly 4 million annually, now account 

for 36% of deaths worldwide in children aged less than 5 years. Given that the current 

global neonatal mortality rate is estimated to be 31 per 1000 livebirths, 8 a substantial 

reduction in neonatal deaths will be required to meet MDG-4. There are various reasons 
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why the health of newborn babies has been neglected despite the huge number of deaths. 

Most neonatal deaths are unseen and undocumented (SNL, 2004). 

In the East African region like the majority of sub-Saharan African countries, Tanzania 

suffers from a human resource crisis in the health sector. There is a critical shortage of 

skilled health providers in Tanzania, despite the existence of five medical schools, with 

paediatrics as a recognized post-graduate specialty (Situation analysis newborn health, 

2009). 

Kenya falls among 20 countries that have some of the highest newborn death rates in the 

world according to Save the Children 2013 state of the world‘s mother‘s report. The 

report ranks Kenya at the 156
th

 position in the mother‘s ranking index, featuring 176 

countries (Standard Digital, 2013). 

Another barrier to action is the perceived complexity of reducing neonatal deaths. In 

industrialized countries care of newborn babies is associated with intensive technological 

approach. The greatest gap in care often falls during the critical first week of life when 

most neonatal and maternal deaths occur, often at home and with no contact with the 

formal health-care system. In addition, behaviours such as breastfeeding, which influence 

survival after the neonatal period, are started in the first days of life, yet contact with the 

health system during this important period is often non-existent (Lawn et al., 2004). 

Relevant information does exist at many levels of care, but is often not used. Increasing 

the availability and use of relevant information in programmes and policy is essential if 

health care for newborn babies and their mothers is to be improved. Effective 

interventions are available to save lives of newborn babies. These interventions can be 

bundled in very cost-effective 
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Packages for delivery in health systems through outreach, family-community care, and 

facility-based clinical care (Lawn et al., 2004). 

 Current coverage rates for many of these interventions are extremely low interventions 

that have the greatest effect on neonatal deaths are less dependent on technology and 

commodities than on people with skills. Ideally, everywoman should be able to choose to 

deliver with a skilled 

attendant present, and if either the mother or her newborn baby have complications, both 

have the right to access safe professional care (Knipperberg et al., 2005).  Millions of 

newborn lives could be saved with low-cost interventions provided they could be 

implemented in primary care settings. Most countries with high neonatal mortality could 

scale up many of these interventions in the short term, while putting in place longer-term 

strategies essential to strengthening the health system and achieving sustainable 

improvements in neonatal health outcomes (Martinez et al., 2005) 

The continuum-of-care approach encourages the delivery of mutually supportive 

interventions across both its dimensions and efficient use of scarce human and financial 

resources. It helps to avert deaths by ensuring that appropriate care is available to every 

women and every child whenever it is needed; and that it is effectively linked to other 

levels of care. When linked together and included as integrated programs, these 

interventions can lower costs, promote greater efficiencies and reduce duplication of 

resources (IFRC, 2013). 
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An evaluation of the health workforce in the public sector found that three cadres of 

health workers performed below competency levels for MNCH knowledge and skills, 

particularly in neonatal resuscitation and immediate newborn care skills (Ariff et al. 

2010). Challenges such as staff absenteeism, poor maintenance and lack of equipment 

also prevent quality care at the time of birth in facilities (Ghaffar et al., 2000). 

 Simple immediate newborn care should be provided to newborns in all settings as part of 

essential newborn care, including warming, drying, stimulation, hygiene and thermal 

care. 

These immediate steps are the first in neonatal resuscitation, and can even be performed 

by family members. The most rational program approach at all levels is to ensure training 

in essential newborn care, either before or concurrent with training in basic and advanced 

neonatal resuscitation. Basic neonatal resuscitation training can be effectively performed 

by a wide range of health providers (from traditional birth attendants, CHWs, nurses, and 

midwives to physicians) resulting in reductions in intrapartum-related mortality in both 

the facility and home settings (Lee et al., 2011). 
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CHAPTER THREE. 

METHODOLOGY. 

3.0 Introduction. 

This chapter presents the study design, study area and study population. In details, it 

describes sampling techniques, data collection and analysis, inclusion and exclusion 

criteria, validity and reliability, ethical considerations and limitations of the study. 

3.1 Study Area. 

The research study was conducted in RMBH, Moi Teaching and Referral Hospital 

(MTRH) which is located in Eldoret town, Uasin-Gishu County. RMBH is an ultra-

modern maternity with 18 delivery beds, 40 midwives, 2 registrars and 2 MO interns, has 

an average of 40 deliveries a day thus a total of 7,000 deliveries annually (MTRH Report, 

2012/13) and 15 referrals-in from peripheral health facilities due to complications that 

arise during labour and delivery. MTRH is the 2nd largest referral hospital in Kenya after 

Kenyatta National Hospital, it is also a training Centre for all cadres of staff and its 

catchment covers a population of over seven million inhabitants and it also accepts 

referrals from Kenya‘s 13 million indigent population in the north and west.  

3.2 Study Design 

The research design is a plan, structure and strategy of investigation to obtain answers to 

research questions or problems (Polit & Beck, 2006).  

A Cross sectional descriptive study design was used and is concerned with describing a 

population with respect to important variables at a point in time. Quantitative method was 

employed. The study commenced in October 2015 to January 2016 for a period of four 

months.  
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3.3 Study Population 

Population is defined as the entire group of individuals, events, or subjects having 

common observable characteristics (Mugenda & Mugenda 2003).  

The study population comprised health workers primarily involved in offering immediate 

neonatal care in MTRH, these included midwives, registrars and MO interns. 

3.4 Study Sample. 

All the health care providers attending to these deliveries were sampled, this was a total 

of 35 midwives, 2 registrars and 2 MO interns, thus making a sample size of 39 

participants. 

3.5 Sampling Technique. 

A census was used since the study population was small. We included all the population 

in the present study. 

3.6 Eligibility. 

3.6.1 Inclusion criteria. 

The study included midwives, MO interns and registrars who attended to neonates born 

within 37-42 weeks gestation and with an APGAR score of 0 to 10 at 1,5 and 10 minutes. 

3.6.2 Exclusion criteria. 

We excluded any nurse working in labour ward, RMBH but not participating either in 

delivery or immediate newborn care. We also excluded neonates born to high risk 

mothers (Diabetes Mellitus, Hypertension and Heart Disease-these mothers are admitted 

in high risk delivery rooms and during these deliveries there is anticipation for 

emergencies thus leads to better preparation and at times more than one HCW attends to 
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them) and  Students, Obstetric and Paediatric Consultants and Doctors on exchange 

programme attached to the RMBH. 

3.7 Data Collection. 

3.7.1 Study instrument. 

An observational checklist was used to record practices and timing of immediate 

newborn care practices, formulated on the basis of standard intervention by WHO and 

American Heart Association resuscitation guidelines adopted and implemented by the 

hospital (Katwinkel et al, 2010). 

The midwives duty list was acquired, and a code provided to each healthcare worker, the 

principal investigator and research assistant availed themselves either during the day or 

night. One participant identified at one given point of time and observed while 

conducting a delivery to a period of one hour, total of two deliveries per each participant 

were needed to fill in the checklists (both deliveries inclusive), and this was for high 

degree of correctness, reliability and accuracy. 

3.7.2 Research team 

The research team consisted of two members; the principal investigator and one research 

assistant. The assistant was recruited by the principal investigator in April, 2015 before 

the pilot study. The training involved familiarity with research issues and the specific 

areas under study, the instrument for study, ethical issues and how to fill the checklist. 
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3.7.3 Pilot study. 

A pilot study was conducted in Webuye Sub-county hospital. Ten (10) nurses were 

observed on provision of immediate neonatal care. The main aim was to test and refine 

the study instrument. The findings of the study were useful in refining the checklist. 

Some items that had not been included, those that seemed not necessary removed, and 

clarification of unclear procedures in the checklist 

3.7.4 Data collection 

Data collection is the process by which information relevant to the characteristics of the 

population is being studied, is gathered and obtained in a systematic manner. Data 

collection tools are devices used to collect data (Burns & Grove, 2001). 

Data collection was done during the period of 20th October 2015 and 28th January 2016 

through non-participatory observational study, a waiver consent was granted. The 

checklist contents filled while observing one health care worker conduct a delivery and 

the care offered to the neonate to a period of one hour. This study was done during the 

day as well as night due to midwives work schedule and coverage of the delivery rooms. 

3.7.5 Data Validity.  

Validity is defined as the degree to which an instrument can measure what it is designed 

to measure (Polit & Beck, 2006). In this study, content validity was applied by seeking 

expert opinion from the supervisors on the tool and their comments incorporated in the 

final data collection tool. 
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3.7.6. Determining the reliability of the instrument 

Reliability refers to the accuracy or precision of an instrument or the degree of 

consistency or agreement between two independent derived sets of scores; and the extent 

to which independent administrations of the same instrument yield the same results under 

comparable conditions (De Vos et al., 2006)). For this study, the questionnaire was 

developed by the investigator assisted by both supervisors. Studies concerning immediate 

newborn care guided the development of the questionnaire, which was piloted in near-

same health facility on 10 nurses before data collection. formulated on the basis of 

standard intervention by WHO and American Heart Association resuscitation guidelines 

adopted and implemented by the hospital (Katwinkel et al, 2010). 

3.8 Data Management and Analysis 

3.8.1 Data quality control. 

The data collection tool was pre-tested, and corrections were made, the research assistant 

was trained on proper data collection techniques and it involved regular progress 

meetings being held daily with the research assistant after data collection to review 

progress and address any challenges faced during data collection. Checks for errors and 

inconsistencies were done at all stages of research. 

3.8.2 Data handling and cleaning 

At the end of each working day, filled checklists were sorted out and checked for 

completeness; the duly completed checklists were kept under lock and key by the 

principal investigator 
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The entry and cleaning was done by the principal investigator to ensure completeness and 

consistency. In case missing values were detected, the corresponding checklist was traced 

and the values were entered appropriately.  

3.8.3 Data analysis  

To facilitate analysis, data collected was converted to numerical codes that represented 

the attributes of variables, coded and entered into SPSS version 12 statistical software 

package and analysed into frequencies and percentages. Data was presented in tables and 

figures. 

3.9. Ethical consideration 

Ethical approval: A formal approval was sought and granted from Institutional Research 

and Ethics Committee (IREC) and The Moi Teaching and Referral Hospital to carry out 

the study (See Appendix III). 

A written authority was obtained from the management, Moi Teaching and Referral 

Hospital(Appendix IV)  to conduct research within the MTRH-RMBH facility.  

Confidentiality: The information gathered was treated with confidentiality, and the names 

of the respondents will not be recorded for the purposes of anonymity and privacy. 

Justice: The sampling methodology gave equal chance of participation to all health care 

workers working in RMBH, delivery room. 

3.10 Limitations of the Study 

 The study assessed immediate newborn care practices among health care workers at 

RMBH, MTRH and thus some limitations included inconsistent availability of supplies, 

broken equipment and staff shortage (midwives), hence some staff taking their annual 

leave in December thus prolonged period taken to collect data. 
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CHAPTER FOUR 

RESULTS AND DATA ANALYSIS 

4.1 Birth attendants  

A total of 78 checklists were completed, midwives were the majority at 90% (35) while 

the registrars and MO-Interns had 4(5%) each as illustrated in the pie-chart below: - 

 
 

 

Figure 4.1 Birth attendants. 
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4.2 Availability of items in the delivery room 

From the table below most available items were sterile gloves 78(100%) whereas hand 

sanitizer 50(64%) was the least available in the delivery room. 

Table 4.1: Availability of items in the delivery room. 

Item Available Not available 

Sterile gloves 78(100%)   

Sink with running water 77(99%) 1(1%) 

Clean gloves 76(97%) 2(3%) 

Delivery pack(sterile) 76(98%) 2(2%) 

Sterile cord clamps 76(97%) 2(3%) 

Functional Wall clock 74(95%) 4(5%) 

Soap 73(94%0 5(6%) 

2-5 dry warm towels or cloths 73(94%) 5(6%) 

Source of warmth (heater) 61(78%) 17(22%) 

Sanitizer dispenser 53(68%) 25(32%) 

 Hand Sanitizer 50(64%) 28(36%) 

4.3: Adherence to infection prevention and control 

The graph below demonstrates that a high number 75(97%) of health care providers 

adhered to infection prevention and control by wearing sterile gloves whereas a lower 

number 13(17%) wore boots. 

 

Fig 4.2: Adherence to infection prevention and control 
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4.4: Items and conditions prepared for birth 

Preparation of towels/shawls by health care workers topped 75(95%) the items and 

conditions in preparation for birth while the lowest 24(31%) was the putting on the 

source of warmth. This is shown in the figure below: - 

 
 

Fig 4.3: Items and conditions prepared for birth 
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4.5: Availability and functionality of supplies/items for resuscitation. 

The most available and functional item was the newborn face mask 72(92%).However, 

suction catheters were the least items 37(47%) found in the delivery room as shown in 

the table below: -  

Table 2: Availability and functionality of supplies/items for resuscitation 

Item 

                Available 

  Not available 

  Functional Not Functional   

Wall clock 67(86%) 9(11%) 2(3%) 

Bulb syringe 64(82%) 10(13%) 4(5%) 

Self-inflating bag 52(67%) 7(9%) 19(24%) 

Resuscitation table for the newborn 52(67%) 15(19%) 11(14%) 

Newborn face masks (right size) 72(92%) 0(0%) 6(8%) 

Suction catheters (right size) 37(47%) 0(0%) 41(53%) 

Suction machine 59(76%) 19(24%) 0(0%) 
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4.6. Activities done during delivery 

From the study results all 78(100%) the health care providers waited for restitution and 

delivery of shoulders while the lowest 53(67.5%) checks for cord pulsation before 

clamping and cutting as illustrated in the table below: - 

Table 4.3: Activities done during delivery 

No. Activity Done  Not Done  Done by Assistant  

a  Prepares trolley with equipment. 58(74.1%). 9(12.4%). 11(13.5%). 

b  Opens pack when cervix is fully 

dilated. 

64(82.3%). 2(2.8%). 12(14.9%). 

c Arranges instruments on trolley 

before delivery of newborn. 

60(76.8%). 9(12.4%). 8(9.8%). 

d Wipes face after birth of head 

(before delivery of shoulders). 

74(94.5%). 4(5.5%). 0(0%). 

e Time head comes out.    

f Checks cord around neck. 60(77%). 18(21%). 0(0%). 

g Waits for restitution. 78(100%). 0(0%). 0(0%). 

h Delivers anterior and posterior 

shoulder. 

78(100%). 0(0%). 0(0%). 

i Delivers newborn onto the 

abdomen. 

70(90.3%). 8(9.7%). 0(0%). 

j Notes/asks/communicates time of 

birth. 

55(69.9%). 10(17.7%). 9(12.4%). 

k Immediately dries newborn 

thoroughly with towel. 

70(90.3%). 8(9.7%). 0(0%). 

l Discards wet towel and covers 

with dry towel. 

65(83.4%). 4(4.2%). 9(12.4%). 

m Announces/shows sex of 

newborn. 

66(85.9%). 5(5%). 7(9.1%). 

n Places the newborn on skin to 

skin contact. 

74(95.7%). 4(4.3%). 0(0%). 

o Checks for cord pulsation before 

clamping and cutting 

53(67.5%). 25(32.5%). 0(0%). 

p Cuts cord with sterile scissors. 74(95.7%). 0(0%). 4(4.3%). 

q Weighs newborn. 63(82.1%). 4(4.4%). 11(13.5%). 
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4.7 Confirmation and estimation of Apgar score 

 Apgar scores were confirmed at the recommended intervals at birth, 5 minutes and 10 

minutes after birth, and were accurate at 96.1%, 91% and 97.4% respectively throughout 

the study. 

4. 8. Stimulation of the neonate 

Of the 12 new-borns who did not respond immediately on delivery, majority10 (83%) of 

the new-borns were stimulated through drying while 2(17%) back rub as indicated in the 

figure below: -  

 

Figure 4.4: Stimulation of the neonate 
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4.9. Newborn needed resuscitation by bag and mask ventilation 

The newborns who needed resuscitation by use of bag and mask ventilation were 7(58%) 

while the newborn who did not require use of bag and mask ventilation were 5(42%) as 

indicated in the chart below:- 

 

Figure 4.7: New-born needed resuscitation by bag and mask ventilation 

4.10. Newborn resuscitation 

Newborns who needed further interventions had the cords cut immediately when need of 

resuscitation was established,  checking of the bag and mask seal(43%), right position of 
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per minute at  an average of 57% as shown in the table below:- 
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Table 4.5: Newborn resuscitation 

No. Procedure Out come 

a Cuts cord immediately. 7(100%) 

b Calls for help 4(57%) 

c Places on warm clean and flat surface. 7(100%) 

d Position head in slightly extended position. 4(57%) 

e Suction with bulb 4(57%) 

f Suction with catheter. 0(0%) 

g Places correct size mask covering chin. 4(57%) 

h Checks the seal by ventilating 2-3 times(observes chest 

rising) 

3(43%) 

i Ventilation of 40 breaths per minute. 4(57%) 

j If breathing is normal, put on skin to skin care. 3(43%) 

 

4.11. End point (outcome) 

The outcome of the 7 newborns resuscitated using bag and mask were as follows; 

successful resuscitation for 3(43%) achieved, other 3(43%) were referred to NBU and 

only 1(14%) resulted in death. 

 

Figure 4.6: End point (outcome) 
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4.12. Time taken to initiate breastfeeding 

Higher proportion 27(36%) of the health care providers facilitated initiated breastfeeding 

within 30 minutes, 25(34%) 30 minutes and 1 hour while 22 (30%) did not initiate 

breastfeeding. 

For those who did not initiate breastfeeding within 1 hour, the reasons noted were 

resuscitation of neonate or mother, transfer of newborn to New born unit , and repair of 

episiotomy/tears . 

 

Figure 4.7: Time taken to initiate breastfeeding 
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4.13. Support during initiation of breastfeeding 

Majority 57 (76%) of the mothers were offered support/supervision during initiation of 

breastfeeding while 19 (24%) did not (self-support) was done as indicated in the chart 

below: -  

 

 

Figure 4.8: Support during initiation of breastfeeding 
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4.14. Type of support offered during initiation of breastfeeding 

The study revealed that most 48(62%) of the mothers had encouragement as the utmost 

support offered, followed by latching 41(53%) while other support accounted for 

10(13%). This illustrated in the graph below: - 

  

 

 

 

 

 

 

Figure 4.9: Type of support offered during initiation of breastfeeding 

4.15. Skin to skin contact. 

Skin to skin contact was practiced immediately after delivery and drying of the neonate 

with 95.7% of newborn placed on mothers‘ abdomen as shown in figure below:- 

 

Figure 4.10: Skin to skin contact. 
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4.16. Drug administration. 

The study revealed that 60(80%) of the newborn had eye prophylaxis administered while 

15(20%) did not. It was also observed that administration of vitamin K drug was 

administered in 60(80%) of the newborn whereas 15(20%) was not administered. 

Reasons for lack of administration of drugs were as follows; 8(33%) of the newborn were 

transferred to NBU, 11(38%) high workload noted and 5(21%) due to unavailability of 

the drugs. 

4.17. Provider checks on latching and breastfeeding establishment. 

Health care practitioners 56(73%) are actively involved in ascertaining proper latching 

and breastfeeding establishment among the newborn. 

 

Fig 4.11: Provider checks on latching and breastfeeding establishment  
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4.18. Frequency of newborn observation. 

The study showed that majority 58(88%) of the health care practitioners took 15 minutes 

to check on neonate, 49(79%) in 30 minutes, 49(69%) in 45 minutes and 42 (69%) in 60 

minutes. 

 

Fig 4.12. Frequency of newborn observation. 
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4.19. Presence of Birth companion 

A significant number of mothers had birth companions 72(92%) compared to 6(8%) that 

did not have birth companions. On average, there was one birth companion (minimum 1, 

maximum 3). 

 

 

 

Fig 4.13: Presence of Birth companion 
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4.20. Potentially harmful practices. 

Unavailability of a heat source is the most noted potentially harmful practice at 

46.2%(33), and the least is placing a newborn on a cold surface 3.9%(3). 

 

 

 

Fig 4.14: Potentially harmful newborn practices 

 

 

 

 

 

 

 

0 20 40 60

Total (%)

46.2 

23.1 

24.4 

3.9 

% 

A
xi

s 
Ti

tl
e

 

Potentially harmful practices 

Placed on a cold surface

Not dried properly

Head not properly dried

No availability of heat source



46 
 

 

CHAPTER FIVE. 

5.0 DISCUSSION. 

WHO has identified simple interventions that, if applied routinely, mitigate some of the 

threats newborns face. These early interventions are integral to hospital infection control 

practices because they reduce the risk of neonatal sepsis (Hemingstong et al, 2010). The 

need for basic life-saving interventions and for beneficial parent–newborn interactions 

indicates that procedures carried out immediately after delivery should be standardized in 

time and order. 

Babies are born in a variety of settings around the world, especially when the birth is a 

normal delivery. Although vaginal delivery does not require the aseptic conditions of an 

operating room, a few simple practices can make the procedure safer for the mother, the 

infant and the health care provider.  

 People receiving health and medical care, whether in a hospital or clinic, are at risk of 

becoming infected unless precautions are taken to prevent infection. Nosocomial 

(hospital-acquired) infections are a significant problem throughout the world and are 

increasing (Alvarado 2000). 

Because of the increasing risk of exposure to microorganisms, precautions such as hand 

washing, use of gloves, face shields and plastic or rubber aprons, can minimize this risk; 

therefore, appropriate use of personal protective equipment should be emphasized. Hand 

hygiene significantly reduces the number of disease-causing significantly reduces the 

number of disease causing microorganisms on hands and can minimize cross-

contamination (e.g., from health worker to patient), the study shows a reflection that both 

hand washing and use of a sanitizer is low, at an average of 58% (45) and 22% (17), 
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though the study findings reveal that availability of sinks with running water and soap 

was at an average of 99% (77) and 94% (73) respectively. This can further be linked to 

possible micro-organisms spread, according to Boyce and Pittet failure to perform 

appropriate hand hygiene is considered to be the leading cause of nosocomial infections 

and the spread of multi resistant microorganisms, and has been recognized as a 

significant contributor to outbreaks (Boyce and Pittet 2002). 

Antiseptic hand rubs use in health care setting is quick, appropriate to perform and more 

effective in killing both transient and resident hand flora than hand washing (Girou et al 

2002).  Despite having these advantages and its availability in the delivery rooms at 64% 

(50), use of hand sanitizers in the study is low at 22% (17), despite provision of the 

sanitizer dispenser and its contents. 

This study depicts adherence to infection a prevention and control having 96.2% of all 

health care workers wearing of sterile gloves, gloves however do not provide complete 

protection against hand contamination. According to Kotilaein et al, 1989, approximately 

30% of staff who wear gloves while performing certain procedures or while caring for 

patients may have residual bacteria from patients. Given the generally poor compliance 

with hand hygiene practices, every effort must be made to reinforce the message that 

gloves do not replace the use of hand hygiene ( Kotilaein et al,1989).  

Hypothermic babies are susceptible to peripheral vaso-constriction, decreased peripheral 

perfusion, ischaemia, metabolic acidosis and increased metabolic rate. Low body 

temperatures may result in worsening of respiratory distress and can predispose neonates 

to pulmonary haemorrhage and disseminated intravascular coagulation (Loughhead et al, 
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1997).  In anticipation to receive a newborn, this study established that warm chain is 

maintained through preparation of items and conditions such as towels to receive the 

neonate, closing the windows  and putting on the source of heat at  an average of 95%, 

90% and 30.8% respectively. 

However, the risk of developing hypothermia in this study may arise due to health care 

workers‘ low levels of putting on sources of heat, this is shown as way below half of the 

deliveries conducted in rooms that have no heater switched on.  Dehdashtian et al 

reported that 85% of newborns had a rectal temperature of below 36
O
c two hours after 

delivery (Dehdashtian et al,2009) and in Uganda, the prevalence of neonatal hypothermia 

within 90 minutes postpartum was 79% (Byaruhanga et al, 2005), while in Nigeria and 

Zimbabwe this rate was 68% and 85%, respectively upon admission of newborns 

(Kambarami et al 2003 and Ogunlesi et al 2009). 

Many interventions, such as providing eye prophylaxis and vitamin K, were observed to 

be carried out in the study, scores for both interventions were at 80% (60). The reasons 

noted for the missed opportunities were drug unavailability, transfer of the neonate to 

NBU and the high work load. Though part of routine care, Vitamin K is administered to 

prevent haemorraghic disease of the newborn and eye prophylaxis, against gonorrhoea 

conjunctivitis or ophthalmic neonaturom, Darmstadt et al noted that these interventions 

including weighing and examining  were performed in sequences that did not allow the 

newborns to benefit from all of their mothers‘ natural protection in the first hour of life, 

such as provision of warmth, protection from infection via skin-to-skin contact 

(Darmstadt et al.,2008).  
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The Academy of Breastfeeding Medicine (ABM,2008) states that, for a healthy newborn, 

procedures should be delayed to allow early parent–newborn interactions and the first 

breastfeed. It is encouraging that most of the neonates (more than half), 70.5% did initiate 

breast feeding the first hour after birth, those that did not had various reasons cited for not 

initiating breastfeeding such as resuscitation of the neonate, repair of episiotomy/tears, 

and transfer of the neonate to NBU. According to KDHS 2014, nearly two thirds of 

children (62%) were breastfed within one hour of birth and vast majority (91%) of 

children were breastfed within one day of birth (KDHS, 2014). 

Furthermore, breastfeeding within one hour of birth is evident of Kenyan Policy to 

initiate and exclusively breastfeed infants is practiced, the study shows a difference of 

approximately 8% higher than the national initiation of breastfeeding within the first hour 

of birth.  It is evident that 56 (73%) primary health care workers offered the greatest 

support to mothers during initiation of breastfeeding, these findings are consistent with 

KQoC whereby initiation of breastfeeding was at an average of 76% (KQoC, 2010). 

A difficult delivery can result in perinatal asphyxia if appropriate resuscitation is not 

available (Dawodu, 1998). Neonatal morbidity and mortality is mainly dependent on 

quality of resuscitation and stabilization of neonate after birth especially high risk infants 

(Garcia et al, 2007). The study reveals availability of functional resuscitation equipment 

to the participants, these includes self-inflating bag (67%), newborn face mask (92%) and 

bulb or penguin sucker (82%) respectively, hence an indication of resuscitation 

preparedness. KQoC established availability of suction bulb at 26% and suction machine 

at 71% in the participating health facilities (KQoC, 2010). 
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According to Russel et al, Microbial contamination is minimized by reducing the number 

of people permitted into an area and by defining the activities that take place there 

(Russel et al, 1982). Regulating the flow of visitors, patients and staff plays a central role 

in preventing disease transmission in health care facilities. Presence of birth companions 

for the mothers admitted in RMBH is encouraged to offer company, support, and 

encouragement during labour and to encourage mothers to breastfeed and keep neonate 

warm.  

Because the number of microorganisms in a designated area tends to be related to the 

number of people present and their activity, microbial contamination is expected.  The 

study provides an indication that mothers in labour receive great support during labour 

due to presence of birth companions, each mother had an was an average of one birth 

companion  

Immediately following the delivery of the newborn, the birth attendant focuses mostly on 

the mother who is cleaned and taken care of so that she gets a chance to rest, and mostly 

after completion of cleaning and caring for the mother is the newborn taken care of, often 

placed next to the mother in bed. Performance of inappropriate newborn practices are a 

common practice in most hospital settings during delivery, the current study is no 

exception as provision of heat source during delivery at 46.2% (33), head not properly 

dried at 23.1% (3) and placement on a cold surface at 3.9% respectively. KQoC 

established harmful practices that were carried out in various health facilities   such as 

slapping the neonate (2%), holding the neonate upside down (7%), compared to a study 

done in Ethiopia that identified slapping the neonate and holding the neonate upside 

down at 12% and 22% respectively (QoC,2011).  According to Sobel et al in a study 
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carried out in Philippines, unsuitable interventions such as early bathing, non-immediate 

drying, placement on a cold surface and transfer to a nursery were observed (Sobel et al., 

2011). 
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CHAPTER SIX 

CONCLUSION AND RECOMMENDATIONS 

6.1 Conclusion. 

This study provides the baseline data about the quality of care received by the neonates 

immediately after birth which will help the policy makers and health professionals to plan 

for strategies where the quality of care is not satisfactory. Study findings highlight the 

fact that quality of care was good in areas such as preparation of towels and closure of 

windows before a delivery, support during initiation of breastfeeding, administration of 

Vitamin K and eye prophylaxis, but it was poor in relation to skin to skin care, hand 

washing and availability of heat source. 

There is no data available regarding the infection arising from the lack of care 

immediately after the delivery, since mothers get discharged within few hours after 

delivery due to high turnover of patients admitted for delivery, treatment(Antenatal and 

postnatal) as well as mothers whose neonates are admitted in Newborn Unit. 
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6.2 Recommendations. 

6.2.1. Health care practitioners. 

Infection prevention and control messages be reinforced to enhance hand washing and 

sanitization as well as wearing gowns and boots before a delivery.  

Observation of the newborn be consistent for 1 hour after delivery to reduce gap of 

complication development.  

Enforcement of birth companion policy during delivery to reduce congestion in the 

rooms and improve infection prevention activities. 

Reinforce information on potentially harmful newborn practices done and the effect it has 

on the newborn.  

 6.2.2. Hospital management. 

To purchase and avail needed equipment and supplies such as resuscitaires, weighing 

scales and space heaters in each delivery rooms.  

Provision of paper towels and dispenser to dry hands may enhance hand washing before 

and after procedures are carried out. 
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APPENDICES 

APPENDIX 1:OBSERVATION TOOL (CHECKLIST) 

STUDY TITLE: IMMEDIATE NEWBORN CARE PRACTICES AMONG 

HEALTH CARE WORKERS IN RMBH, MTRH. 

CODE NO: …………………                    ROOM NO: …………………… 

1). Birth attended by: 

Midwife {        }        Registrar {          }              MO- intern {           } 

2). Check whether the following items are available in the delivery room and tick as 

appropriate.  

No. Item. Available. Not available 

a Sink with running water.   

b Soap.   

c Sanitizer dispenser.   

d Sanitizer.   

e Sterile gloves.   

f Clean gloves.   

g Delivery pack(Sterile)   

h Source of warmth (heater).   

i 2-5 dry towels or cloths.   

j  Functional wall clock.     

k Sterile cord clamps.   
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3). Check if infection prevention and control is adhered to through the following 

activities (tick appropriately). 

No. Procedure. Done. Not done. 

a. Hand washing using soap and water   

b Uses sanitizer.   

c Wears sterile gloves.   

d. Wears gown.   

e.  Wears boots.   

 

4). Ascertain if the following items and conditions are prepared for birth (tick 

appropriately). 

No. Item. Done. Not done. 

a Prepares towels/shawls.   

b The source of warmth put on   

c No draught in room/windows closed.   
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5). Check on availability and preparation of supplies/items for management of birth 

asphyxia before delivery in the delivery room (tick appropriately). 

No. Item. Functional Not functional Not available. 

a Self-inflating ventilation bag    

b Newborn face masks(right 

size) 

   

c Bulb syringe.    

d Suction machine    

e Suction catheters.    

f Resuscitation table for the 

newborn. 

   

g Functional wall clock.    

 

6). Observe the following activities during delivery and care of a newborn for one (1) 

hour (tick appropriately).  

(Timer set on): Time started………………………………. 
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No. Activity. Done. Not done. Done by 

assistant. 

a Prepares trolley with equipment.    

b Opens pack when cervix is fully dilated.    

c Arranges instruments on trolley before delivery of 

newborn. 

   

d Wipes face after birth of head (before delivery of 

shoulders). 

   

e Time head comes out.    

f Checks cord around neck.    

g Waits for restitution.    

h Delivers anterior and posterior shoulder.    

i Delivers newborn onto the abdomen.    

j Notes/asks/communicates time of birth.    

k Immediately dries newborn thoroughly with towel.    

l Discards wet towel and covers with dry towel.    

m Announces/shows sex of newborn.    

n Places the newborn on skin to skin contact.    

o Checks for cord pulsation before clamping and cutting.    

p Cuts cord with sterile scissors.    

q Weighs newborn.    

 



69 
 

 

7) Confirmation and estimation of Apgar score from one (1) minute to ten (10) minutes 

of birth.  

No Time Score estimates 

satisfactory 

Score estimates 

not satisfactory 

a At birth.   

b 5 minutes.   

c 10 minutes.   

 

      

8). Checks whether any of these potentially harmful newborn practices are carried 

out(tick appropriately).  

No. Harmful practice. Done. Not done. 

a No availability of heat source.   

b Draft in the delivery room.   

c Head not properly dried.   

d Not dried during resuscitation.   

e Continued use of wet linen.   

f  Newborn placed on a cold surface.   

g Suctioned unnecessarily/more than once.   

h Fisrt head to toe examination.   
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    IF RESUSCITATION IS NEEDED, SKIP TO NO.13. 

9). Estimate the time taken to initiate breastfeeding. 

Within 30 minutes {             }   30 minutes to 1 hour    {        }      Not done {              } 

If not done, note the reason(s) why it is not done below; 

No.  Noted reason Tick appropriately. 

a Resuscitation of mother.  

b HIV/AIDS  

c Repair of episiotomy/tears.  

d Mother not willing to breastfeed.  

e Resuscitation of newborn.  

f Transfer of newborn to New Born Unit.  

g Others.  

 

10). If breastfeeding was initiated in 9 above, was support offered during initiation? 

Yes {            }                       No {            } 

11.) (i) If yes in 10 above, by whom? 

By self {              }    Primary attendant     {        }    
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(ii) What kind of support was offered during initiation of breastfeeding? 

No Type of support Tick appropriately. 

a Encouragement  

b Latching  

c Other  

 

12.) Is skin to skin contact continued with breastfeeding? 

Yes {              }            No {                } 

(Resuscitation) 

13).Stimulation of newborn achievd by; 

Drying and rubbing {              } Tap on sole of foot {             }          Back rub {              } 

Holding newborn upside down {             } 

Any other method noted…………………………………………………………………… 

14.) Does the newborn need resuscitation by bag and mask ventilation? 

Yes {               }              No {            }        Time started: ………………………………. 

  



72 
 

 

15.) If yes, check for the following activities (tick appropriately).  

No. Activity YES NO Not Applicable. 

a Cuts cord immediately.    

b Calls for  help    

c Places newborn on warm clean and flat surface.    

d Position head in neutral/sniffing position(proper position)    

e Suction with bulb/penguin sucker.    

f Suction with catheter.    

g  Places correct size mask covering chin.    

h Checks seal by ventilating 2-3 times (observes chest 

rising). 

   

i Ventilation of 40 breaths per minute.    

j If breathing is normal, put on skin to skin care.    

 

Time ended: ………………………Successful {      } Refer to NBU {      } Death {          } 

16). Note any deviation from normal on the above. 

……………………………………………………………………………………………

………………………………….…………………………………………………………

………………………………………………………………….. 
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17.) Any reasons for the above noted practice. 

……………………………………………………………………………………………

……………………………………………………………………………………………

…………………… 

18.) Check administration of these drugs (tick appropriately).  

(i) 

No. Drug. Administered. Not administered. 

a Eye prophylaxis.   

b Vitamin K.   

 

(ii) If no, note any reason below: 

No. Noted reason(s) Tick appropriately. 

a Not available.  

b Transfer to NBU.  

c High workload.  

d Other(s).  
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19.) Ascertain if the newborn is observed every 15(fifteen) to 60 (sixty) minutes after 

birth (tick appropriately). 

Time(minutes) Done. Not done. 

15   

30   

45   

60   

 

20) Ascertain if health care provider checks on latching and breastfeeding establishment 

of newborn after birth. 

Done {               }         Not done {                } 

21.) If 20 above was done, approximate time taken to do so; 

15 minutes {          }    30 minutes {          } 45 minutes {          } 60 minutes {             } 

22.) Is a birth companion(s) present during immediate care of newborn? 

Yes {            }                No {             } 

If yes, how many? .................................... 
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