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Background Neonatal infections are a major 
public health concern worldwide, particular-
ly in low- and middle-income countries, where 
most of the infection-related deaths in un-
der-five children occur. Sub-Saharan Africa has 
the highest mortality rates, but there is a lack of 
data on the incidence of sepsis from this region, 
hindering efforts to improve child survival. We 
aimed to determine the incidence of possible se-
rious bacterial infection (PSBI) in young infants 
in three high-burden countries in Africa.

Methods This is a secondary analysis of data 
from the African Neonatal Sepsis (AFRINEST) 
trial, conducted in the Democratic Republic of 
the Congo (DRC), Kenya, and Nigeria between 
15 March 2012 and 15 July 2013. We recorded 
baseline characteristics, the incidence of PSBI 
(as defined by the World Health Organization), 
and the incidence of local infections among in-
fants from 0–59 days after birth. We report de-
scriptive statistics.

Results The incidence of PSBI among 0–59-day-
old infants across all three countries was 11.2% 
(95% confidence interval (CI) = 11.0–11.4). The 
DRC had the highest incidence of PSBI (19.0%; 
95% CI = 18.2–19.8). Likewise, PSBI rates were 
higher in low birth weight infants (24.5%; 95% 
CI = 23.1–26.0) and infants born to mothers 
aged <20 years (14.1%; 95% CI = 13.4–14.8). The 
incidence of PSBI was higher among infants de-
livered at home (11.7%; 95% CI = 11.4–12.0).

Conclusions The high burden of PSBI among 
young infants in DRC, Kenya, and Nigeria 
demonstrates the importance of addressing 
PSBI in improving child survival in sub-Saha-
ran Africa to reach the Sustainable Development 
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The risk of dying among under-five children is highest in the first month of life [1]. Neonatal infections are 
responsible for 7.5% (0.4 million) of under-five-year-old childhood deaths worldwide, most of which occur 
in low- and middle-income countries (LMICs) [1]. The Sustainable Development Goals (SDG) for 2030 de-
fine a target under-five mortality rate of 25 or fewer deaths per 1000 live births [2]. This rate remains high in 
sub-Saharan Africa at 74 deaths per 1000 live births, making it one of the regions with the highest burden 
of child mortality globally [1,3]. Though progress has been made worldwide toward achieving SDG child 
survival goals, analyses conducted in 2019 prior to the coronavirus disease 2019 (COVID-19) pandemic 
suggest that sub-Saharan African countries must double their current progress rate to achieve the SDG tar-
get by 2030 [3]. With the pandemic’s negative effects on maternal, newborn, and child health programmes, 
these projections are likely now gross underestimations [4,5]. Given the proportion of under-five children 
who die due to infection-related causes, targeted efforts to reduce infection-related mortality in sub-Saharan 
Africa are critical to accelerating progress. An important barrier to this progress is a detailed characterisa-
tion of possible serious bacterial infection (PSBI).

The incidence of PSBI among young infants in LMICs varies notably between regions [6] and is significantly 
less than values reported from high-income countries (HICs). Studies from sub-Saharan Africa, South Asia, 
and Latin America found a pooled estimate of PSBI incidence of around 7.6% [7]. Hospital-acquired neo-
natal infections in LMICs have been reported to range from 6.5 to 38 per 1000 live births, which is 3–20 
times higher than the rates reported in HICs [8]. Home-based studies from Bangladesh and India found that 
approximately 10% of all newborns had an illness with at least one sign of PSBI during routine follow-up 
visits [9,10]. Determining an accurate incidence of PSBI is crucial for developing and evaluating interven-
tions to improve neonatal mortality.

The signs and symptoms of neonatal bacterial infection are non-specific, making the diagnosis of sepsis in 
neonates a challenge. In 2019, the Integrated Management of Childhood Illness (IMCI) algorithm to identify 
young infants with PSBI for hospital referral was modified for low-resource settings [11,12]. The sensitivity 
and specificity of this algorithm are high, at 87% and 74%, respectively, when it is used by first-level health 
workers [13]. We sought to use data from the African Neonatal Sepsis (AFRINEST) trial to report the inci-
dence of PSBI in communities in the Democratic Republic of the Congo (DRC), Kenya, and Nigeria using 
the IMCI algorithm, and relate participant characteristics to the incidence of sepsis.

METHODS
In the AFRINEST Trial (parent study), we enrolled pregnant mothers, neonates, and young infants up to 59 
days of age in the three African countries: the DRC, Kenya, and Nigeria. The full details of the AFRINEST 
trial have been published elsewhere [14,15].

Study setting

The DRC, Kenya, and Nigeria represented Eastern, Central, and Western African countries, respectively. In 
the DRC, we conducted the study in rural areas of four health zones in the North and South Ubangi prov-
inces, with a study area population of approximately 300 000. Each health zone serves between 100 000 
to 250 000 inhabitants and consists of 8–24 health areas. In turn, each health area serves a population of 
5000 to 10 000 inhabitants through one health centre, with the possibility of referral to a general hospital. 
In Kenya, we conducted the study in 34 clusters from Busia, Bungoma, and Kakamega counties (estimated 
total population: 350 000). Each cluster operates under the care of a Chief and serves a population of about 
10 000. In Nigeria, we conducted the study in Ibadan, Ile-Ife, and Zaria. In Ibadan, we conducted the study 
in Ido and Lagelu, peri-urban local government areas of Oyo State in southwestern Nigeria (estimated total 
population: 200 000). Most people lived in rural areas. In Ile-Ife, we conducted the study in the Central and 
Eastern local government areas of the Ile-Ife semi-urban area located in Osun State, in southwestern Nige-
ria (estimated total population: 350 000). In Zaria, we conducted the study in the Zaria local government 
areas, located in the north of Kaduna State (estimated total population: 150 000).

Goals (SDGs). These data can support government authorities, policymakers, programme implementers, 
non-governmental organisations, and international partners in reducing preventable under-five deaths.

Registration Australian New Zealand Clinical Trials Registry: ACTRN12610000286044.
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Study period

All three countries have rainy and dry seasons. The rainy season is between mid-April to mid-November for 
the DRC sites, March to September for Kenya sites, April to October for Ibadan and Ile–Ife in Nigeria, and 
May to November for Zaria, Nigeria. To capture the seasonal variations in the incidence of infections in the 
participating sites, we enrolled participants in this study for over one year (15 March 2012 and 15 July 2013).

Surveillance

Pregnancy surveillance

Pregnancy surveillance was conducted using the same procedures and survey instruments across all sites. 
The surveillance activities aimed to identify newborns on the first day of life. Community health workers 
(CHWs) in DRC and Kenya and community health extension workers (CHEWs) in Nigeria identified preg-
nant mothers through two home visits. The first visit was carried out at around five months of pregnancy, 
and the second at four weeks before the anticipated delivery date or as soon as possible if the pregnancy 
was identified later than seven months. The CHWs/CHEWs used pre-designed surveillance forms during 
each home visit, which were the same in all sites and adapted from the relevant World Health Organiza-
tion (WHO) tools [16].

Newborn surveillance

The CHWs/CHEWs visited pregnant mothers within 24 hours after birth to assess the infants for PSBI and 
conducted additional visits to evaluate the infant on days 3, 7, 14, 21, 28, 35, 42, 49, and 60 after birth. Low 
birth weight infants had one additional visit on day 2. If the baby was unavailable on a specified day, a re-
peat visit was made on the following day. Using pre-designed surveillance forms adapted from WHO tools, 
CHWs/CHEWs assessed the infant for signs of PSBI at each home visit and counselled families on the signs 
of infection, such as not feeding well, convulsions, fast breathing (60 breaths or more per minute), severe 
chest indrawing, temperature ≥37.5°C or <35.5°C, movement only with stimulation, yellow soles or drain-
ing pus from the umbilicus, eye, or skin [12].

Identification of sick newborns and young infants

Young infants were considered to have a PSBI if they presented with one or more of the following according 
to IMCI guidelines for neonates and young infants: axillary temperature >37.5°C or <35.5°C, stopped feed-
ing well, movement only when stimulated, severe chest indrawing, or fast breathing. Upon recognising one 
or more signs or symptoms of infection, the infant was referred to a health centre for further assessment by 
a trained health worker, who then reassessed the infant. If they confirmed that the infant had clinical signs 
of infection, they would refer the infant to a hospital for treatment. Those who refused referral to the health 
centre or could not access one were further assessed by a study-trained health worker using the IMCI tool 
[12]. Parents of these infants were also asked for consent to participate in a randomised trial of treatment 
for severe infection [14,15].

Training

Trainers from the Department of Maternal Child Health and Adolescent Health (MCA) at the WHO con-
ducted master trainer workshops for study investigators and managers from all sites using the ‘WHO/
UNICEF Home Care for Newborns,’ ‘WHO/UNICEF Young Infant IMCI’ (for study nurses), and ‘Study 
specific procedures’ courses [15,16]. All CHWs/CHEWs and nurses employed in the study were trained at 
their respective sites by these master trainers. All supervisors and site coordinators were trained similar-
ly by the master trainers on-site before the commencement of the study. More details have been published 
elsewhere [14,15]. We repeated the same training for all staff, including the nurses, supervisors, and coor-
dinators, every six months throughout the study period. The staff were also trained in the identification of 
signs of critical illness.

Quality assurance

Standardisation

Extensive standardisation exercises were conducted for each cadre of study health workers. For the CHWs/
CHEWs standardisation sessions, we identified 5–10 eligible young infants in a community or a nearby 
health facility and asked each CHW/CHEW to assess them while being observed by the trained facilitator. 
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To establish the trainees’ competencies, evaluators or trainers assessed the infants before assigning them 
to the trainees, whom they then supervised at the time of assessment. The assessments included weighing 
the child; assessing danger signs (ability to feed, convulsions, counting respiratory rate, and identifying the 
presence of severe chest indrawing); taking a temperature and identifying whether it is normal, high, or 
low; assessing for movement; and checking for yellow soles.

Trainees who needed further standardisation were given additional targeted, individualised refresher train-
ing. Standardisation exercises were conducted at the start of the study and subsequently every six months 
for all health workers to ensure that all of them similarly assessed clinical signs.

Supervision

The programme managers and investigators conducted the supervision at each site on a weekly and month-
ly basis. The nurses supervised the CHWs/CHEWs at the cluster level, and the cluster supervisors were the 
overall supervisors for the cluster study personnel (CHWs/CHEWs and treatment/enrolment nurses). The 
programme managers supervised the cluster coordinators and had overall oversight of all the clusters in 
conducting the study. The principal investigators and co-investigators made random visits to check quality 
and compliance with the protocol and standard operating procedures.

Data collection

During home visits, the CHWs/CHEWs collected data on all births and deaths within the first two months 
after birth and assessed infants for signs of PSBI. The data was collected on standard paper forms which 
were used during the pilot study and extensively tested in the field and revised as necessary. The case re-
port forms did not record the name or other information which would allow the identification of the infant 
or family. Study supervisors checked all forms for completeness before entering them into a computer using 
the same standard operating procedures at all study sites.

Data analysis

Each site was responsible for its own day-to-day data management activities and had a data management 
team comprising a data manager and a team of data entry operators. At each site, the data entry clerks en-
tered the data from the paper forms into the data management system designed for the study, consisting of 
a front-end and a back-end. The front-end, designed in C++, was the user interface used by the data man-
ager and data entry clerks, while the database itself was stored in the back-end in SQL. It was based on a 
double-entry system, where discrepancies were checked in order to minimise data entry errors. One of the 
data manager’s tasks was to perform range and consistency checks integrated with the data management 
system. After resolving all range and consistency errors in consultation with the study coordinators and data 
collection staff, the data manager checked for inconsistencies in information on different forms using other 
built-in checks and resolved them in consultation with the field-based study coordinators and, if necessary, 
with the study’s principal investigators.

The cleaned data was sent every month to the central data coordination centre at the London School of Hy-
giene and Tropical Medicine, London, UK, where additional data quality checks were carried out and feed-
back was provided to the study sites every month.

Ethical considerations

Communities in all sites were sensitised to the study before launch through meetings with community 
leaders and community groups. We obtained written informed consent for home visits for pregnancy and 
birth surveillance and the infants’ follow-up visit. The local institutional review boards at all study sites, the 
WHO Ethical Review Committeee, and the London School of Hygiene and Tropical Medicine Institutional 
Review Board approved the study.

RESULTS
We identified 95 299 pregnancies during the 16-month study period (Figure 1). Among these pregnant 
women, 7554 mothers moved away before delivery, 196 died before CHW/CHEW follow-up, 1277 were 
still pregnant when the study ended, and 1935 were stillbirths during the study period. CHWs/CHEWs 
identified 85 592 live births. Among these, 7822 (9.1%) sought direct care from a study nurse, of which 
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2194 infants (2.6%) were found to have PSBI. Among 11 153 (13.0%) infants identified with danger signs by 
CHWs/CHEWs, 7962 (9.3%) were classified by the CHW/CHEW as having PSBI and 3191 (3.7%) as hav-
ing other signs such as local infection, jaundice, or low birth weight. Overall, 2985 (3.5%) infants referred 
by CHWs/CHEWs for PSBI confirmation were not seen by the study nurse. Of 4977 infants identified as 
having any sign of PSBI by CHW/CHEW, 4479 (5.2%) also saw a study nurse who confirmed the diagno-
sis. Of 3191 (3.7%) infants identified by the CHWs/CHEWs as having other signs, PSBI was confirmed by 
the study nurse in 168 infants. The study nurse did not see 1716 (2.0%) infants referred by CHWs/CHEWs 
for other signs (Figure 1).

Most enrolled infants (93.7%) weighed 2.5 kg or more; the DRC had 12.1% low birth weight infants com-
pared to a range of 3.9–7.7% in the other sites. Nearly half of all births (48.6%; n = 41 534) occurred at a 
health facility; the proportion of home deliveries was 65.8% in Kenya and 77.4% in Zaria (Nigeria) compared 
to a range of 19.1–46.3% at the other sites. Fifty-one per cent of all infants were male (n = 43 614). The pro-
portion of mothers aged less than 20 years was 18.4% in Kenya and 17.4% in the DRC compared to a range 
of 4.0–11.7% in the other sites (Table 1).

Ten scheduled home visits were completed in 49.0% of infants (n = 42 079), and 38.3% (n = 32 750) received 
between five and nine home visits in the first two months after birth by CHWs/CHEWs (Table 2). Comple-
tion of home visits was fairly similar across sites.

Figure 1. Flow diagram.
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The overall incidence of PSBI was 11.2% (95% confidence interval (CI) = 11.0–11.4) among 0–59-day-old in-
fants, 4.6% (95% CI = 4.4–4.7) among infants aged 0–6 days, and 9.2% (95% CI = 9.0–9.4) among those 0–27 
days of age (Table 3). The DRC had an incidence of PSBI of 19.0% (95% CI = 18.2–19.8) among 0–59-day-
old infants, 9.0% (95% CI = 8.4–9.6) among 0–6 days-old infants, and 16.1% (95% CI = 15.3–16.8) among 
0–27-day-old infants. The incidence of PSBI among low birth weight infants aged 0–59 days old at all sites 
combined was 24.5% (95% CI = 23.1–26.0) compared to 11.2% (95% CI = 11.0–11.5) for infants ≥2.5 kg. 
For low birth weight infants 0–6 days old, the incidence of PSBI was 16.6% (95% CI = 15.4–17.9) compared 
to 5.1% (95% CI = 4.9–5.2) for infants ≥2.5 kg. For low birth weight infants 0–27 days old, the incidence 
of PSBI was 22.0% (95% CI =  20.7–23.4) compared to 9.5% (95% CI = 9.3–9.8) for infants ≥2.5 kg (Table 
3). The incidence of PSBI for home deliveries was 11.7% (95% CI = 11.4–12.0) for infants 0–59 days of age, 
4.8% (95% CI = 4.6–5.0) for those 0–6 days of age, and 9.7% (95% CI = 9.4–10.0) for those 0–27 days of age. 
These annual rates are compared to facility birth PSBI incidence of 10.6% (95% CI = 10.3–10.9) for infants 
aged 0–59 days, 4.4% (95% CI = 4.2–4.6) for infants 0–6 days old, and 8.6% (95% CI = 8.4–8.9) for infants 
0–27 days old. In the DRC, however, the incidence of PSBI in home births for infants 0–59 days was 18% 
compared to 19.2% in facility births. In all sites combined, the incidence of PSBI among infants aged 0–59 
days born to mothers <20 years old was 14.1% (95% CI = 13.4–14.8) compared to 10.8% (95% CI = 10.6–11.0) 
for infants born to mothers ≥20 years of age.

Regarding local infections, skin infections predominated at all sites among 0–27 days old and 0–59 days 
old, 4.4%, and 5.1%, respectively. In the early neonatal period, the incidence of eye infection at all sites was 
1.1% (95% CI = 1.0–1.1) compared to a 0.9% rate of skin infections and a 0.7% rate of umbilical infections 
in the same period (Table 4). Umbilical infections in Nigeria had an annual incidence of <1% for all three 
postnatal subgroups.

Table 1. Infant baseline characteristics, presented as n (%)

Characteristics DRC  
(n = 9087)

Kenya 
(n = 22 101)

Ibadan 
(n = 18 871)

Ile-Ife 
(n = 24 120)

Zaria 
(n = 11 413)

All sites 
(n = 85 592) P-Value

Birth weight in kgs 0.03

<2.5 1032 (12.1) 437 (3.9) 806 (5.2) 499 (4.5) 879 (7.7) 3653 (6.3)

≥2.5 7517 (87.9) 10 649 (96.1) 14 732 (94.8) 10 609 (95.5) 10 528 (92.3) 54 035 (93.7)

Place of birth 0.01

Facility 7199 (80.9) 7562 (34.2) 10 125 (53.7) 14 074 (58.3) 2583 (22.6) 41 543 (48.6)

Home 1697 (19.1) 14 539 (65.8) 8746 (46.3) 10 046 (41.7) 8830 (77.4) 43 858 (51.4)

Sex 0.09

Male 4698 (51.7) 11 063 (50.1) 9705 (51.4) 12 306 (51.0) 5842 (51.2) 43 614 (51.0)

Female 4389 (48.3) 11 038 (49.9) 9166 (48.6) 11 814 (49.0) 5571 (48.8) 41 978 (49.0)

Maternal age in y 0.04

<20 1576 (17.4) 4070 (18.4) 751 (4.0) 1279 (5.3) 1332 (11.7) 9008 (10.5)

≥20 7481 (82.6) 18 027 (81.6) 18 115 (96.0) 22 841 (94.7) 10 081 (88.3) 76 545 (89.5)

DRC – Democratic Republic of Congo, y – years

Table 2. Home visits made by CHWs or CHEWs for young infants in the first two months after birth, presented as n (%)

Number of home visits DRC  
(n = 9087)

Kenya 
(n = 22 101)

Ibadan 
(n = 18 871)

Ile-Ife 
(n = 24 120)

Zaria 
(n = 11 413)

All sites 
(n = 85 592) P-value

Ten 5501 (60.5) 11 654 (52.7) 10 902 (57.8) 8459 (35.1) 5563 (48.7) 42 079 (49.0) 0.04

Nine 783 (8.6) 3691 (16.7) 763 (4.0) 2399 (10.0) 1755 (15.4) 9391 (11.0) 0.01

Eight 560 (6.2) 2256 (10.2) 1219 (6.5) 3069 (12.7) 1281 (11.2) 8385 (9.8) 0.03

Seven 495 (5.5) 1389 (6.3) 1479 (7.8) 2218 (9.2) 810 (7.1) 6391 (7.5) 0.04

Six 464 (5.1) 889 (4.0) 1069 (5.7) 1622 (6.7) 496 (4.4) 4540 (5.3) 0.10

Five 508 (5.6) 688 (3.1) 875 (4.6) 1583 (6.6) 389 (3.4) 4043 (4.7) 0.03

Four 368 (4.1) 598 (2.7) 950 (5.0) 1712 (7.1) 384 (3.4) 4012 (4.7) 0.04

Three 215 (2.4) 463 (2.1) 790 (4.2) 1707 (7.1) 325 (2.9) 3500 (4.1) 0.04

Two 142 (1.6) 372 (1.7) 716 (3.8) 1277 (5.3) 261 (2.3) 2768 (3.2) 0.06

One 51 (0.6) 101 (0.5) 108 (0.6) 74 (0.3) 149 (1.3) 483 (0.6) 0.23

DRC – Democratic Republic of Congo
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Table 3. Incidence of PSBI by infant characteristics and postnatal days, presented as n (%; 95% CI)

Characteristic
Post-
natal 
days

DRC  
(n = 9087)

Kenya 
(n = 22 101)

Ibadan 
(n = 18 871)

Ile-Ife 
(n = 24 120)

Zaria 
(n = 11 413)

All sites 
(n = 85 592) P-value

Overall

0–6
818 

(9.0; 8.4–9.6)
989 

(4.5; 4.2–4.8)
721 

(3.8; 3.6–4.1)
676 

(2.8; 2.6–3.0)
720 

(6.3; 5.9–6.8)
3924 

(4.6; 4.4–4.7)
0.03

0–27
1460 

(16.1; 15.3–16.8)
2499 

(11.3; 10.9–11.7)
1322 

(7.0; 6.6–7.4)
1215 

(5.0; 4.8–5.3)
1382 

(12.1; 11.5–12.7)
7878 

(9.2; 9.0–9.4)

0–59
1728 

(19.0; 18.2–19.8)
3193 

(14.4; 14.0–14.9)
1663 

(8.8; 8.4–9.2)
1382 

(5.7; 5.4–6.0)
1590 

(13.9; 13.3–14.6)
9556 

(11.2; 11.0–11.4)

Birth weight in kg

<2.5

0–6
187 

(18.1; 15.8–20.6)
94 

(21.5; 17.7–25.7)
91 

(11.3; 9.2–13.7)
79 

(15.8; 12.7–19.3)
157 

(17.9; 15.4–20.6)
608 

(16.6; 15.4–17.9)
0.02

0–27
245 

(23.7; 21.2–26.5)
119 

(27.2; 23.1–31.7)
135 

(16.7; 14.2–19.5)
94 

(18.8; 15.5–22.5)
212 

(24.1; 21.3–27.1)
805 

(22.0; 20.7–23.4)

0–59
271 

(26.3; 23.6–29.1)
131 

(30.0; 25.7–34.5)
158 

(19.6; 16.9–22.5)
103 

(20.6; 17.2–24.5)
233 

(26.5; 23.6–29.6)
896 

(24.5; 23.1–26.0)

≥2.5

0–6
603 

(8.0; 7.4–8.7)
518 

(4.9; 4.5–5.3)
603 

(4.1; 3.8–4.4)
448 

(4.2; 3.8–4.6)
563 

(5.3; 4.9–5.8)
2735 

(5.1; 4.9–5.2)
0.03

0–27
1142 

(15.2; 14.4–16.0)
1109 

(10.4; 9.8–11.0)
1055 

(7.2; 6.8–7.6)
675 

(6.4; 5.9–6.8)
1170 

(11.1; 10.5–11.7)
5151 

(9.5; 9.3–9.8)

0–59
1353 

(18.0; 17.1–18.9)
1315 

(12.3; 11.7–13.0)
1281 

(8.7; 8.2–9.2)
759 

(7.2; 6.7–7.7)
1357 

(12.9; 12.3–13.5)
6065 

(11.2; 11.0–11.5)

Place of birth

Facility

0–6
676 

(9.4; 8.7–10.1)
298 

(3.9; 3.5–4.4)
336 

(3.3; 3.0–3.7)
342 

(2.4; 2.2–2.7)
169 

(6.5; 5.6–7.6)
1821 

(4.4; 4.2–4.6)
0.04

0–27
1181 

(16.4; 15.6–17.3)
795 

(10.5; 9.8–11.2)
669 

(6.6; 6.1–7.1)
658 

(4.7; 4.3–5.0)
287 

(11.1; 9.9–12.4)
3590 

(8.6; 8.4–8.9)

0–59
1380 

(19.2; 18.3–20.1)
1061 

(14.0; 13.3–14.8)
844 

(8.3; 7.8–8.9)
763 

(5.4; 5.1–5.8)
342 

(13.2; 12.0–14.6)
4390 

(10.6; 10.3–10.9)

Home

0–6
125 

(7.4; 6.2–8.7)
691 

(4.8; 4.4–5.1)
385 

(4.4; 4.0–4.9)
334 

(3.3; 3.0–3.7)
551 

(6.2; 5.7–6.8)
2086 

(4.8; 4.6–5.0)
0.01

0–27
244 

(14.4; 12.7–16.1)
1704 

(11.7; 11.2–12.3)
653 

(7.5; 6.9–8.0)
557 

(5.5; 5.1–6.0)
1095 

(12.4; 11.7–13.1)
4253 

(9.7; 9.4–10.0)

0–59
306 

(18.0; 16.2–19.9)
2132 

(14.7; 14.1–15.2)
819 

(9.4; 8.8–10.0)
619 

(6.2; 5.7–6.6)
1248 

(14.1; 13.4–14.9)
5124 

(11.7; 11.4–12.0)

Sex

Male

0–6
467 

(9.9; 9.1–10.8)
517 

(4.7; 4.3–5.1)
396 

(4.1; 3.7–4.5)
347 

(2.8; 2.5–3.1)
410 

(7.0; 6.4–7.7)
2137 

(4.9; 4.7–5.1)
0.03

0–27
810 

(17.2; 16.2–18.4)
1328 

(12.0; 11.4–12.6)
748 

(7.7; 7.2–8.3)
621 

(5.0; 4.7–5.4)
797 

(13.6; 12.8–14.5)
4304 

(9.9; 9.6–10.2)

0–59
938 

(20.0; 18.8–21.1)
1710 

(15.5; 14.8–16.1)
928 

(9.6; 9.0–10.2)
720 

(5.9; 5.4–6.3)
910 

(15.6; 14.7–16.5)
5206 

(11.9; 11.6–12.2)

Female

0–6
351 

(8.0; 7.2–8.8)
472 

(4.3; 3.9–4.7)
325 

(3.5; 3.2–3.9)
329 

(2.8; 2.5–3.1)
310 

(5.6; 5.0–6.2)
1787 

(4.3; 4.1–4.5)
0.02

0–27
650 

(14.8; 13.8–15.9)
1171 

(10.6; 10.0–11.2)
574 

(6.3; 5.8–6.8)
594 

(5.0; 4.6–5.4)
585 

(10.5; 9.7–11.3)
3574 

(8.5; 8.2–8.8)

0–59
790 

(18.0; 16.9–19.2)
1483 

(13.4; 12.8–14.1)
735 

(8.0; 7.5–8.6)
662 

(5.6; 5.2–6.0)
680 

(12.2; 11.4–13.1)
4350 

(10.4; 10.1–10.7)

Maternal age in y

<20

0–6
159 

(10.1; 8.6–11.7)
215 

(5.3; 4.6–6.0)
31 

(4.1; 2.8–5.8)
35 

(2.7; 1.9–3.8)
96 

(7.2; 5.9–8.7)
536 

(6.0; 5.5–6.5)
0.03

0–27
288 

(18.3; 16.4–20.3)
480 

(11.8; 10.8–12.8)
50 

(6.7; 5.0–8.7)
67 

(5.2; 4.1–6.6)
175 

(13.1; 11.4–15.1)
1060 

(11.8; 11.1–12.5)

0–59
337 

(21.4; 19.4–23.5)
602 

(14.8; 13.7–15.9)
64 

(8.5; 6.6–10.8)
73 

(5.7; 4.5–7.1)
194 

(14.6; 12.7–16.6)
1270 

(14.1; 13.4–14.8)

≥20

0–6
658 

(8.8; 8.2–9.5)
774 

(4.3; 4.0–4.6)
690 

(3.8; 3.5–4.1)
641 

(2.8; 2.6–3.0)
624 

(6.2; 5.7–6.7)
3387 

(4.4; 4.3–4.6)
0.04

0–27
1166 

(15.6;14.8–16.4)
2019 

(11.2; 10.7–11.7)
1272 

(7.0; 6.7–7.4)
1148 

(5.0; 4.7–5.3)
1207 

(12.0; 11.3–12.6)
6812 

(8.9; 8.7–9.1)

0–59
1383 

(18.5; 17.6–19.4)
2590 

(14.4; 13.9–14.9)
1599 

(8.8; 8.4–9.2)
1309 

(5.7; 5.4–6.0)
1396 

(13.8; 13.2–14.5)
8277 

(10.8; 10.6–11.0)

DRC – Democratic Republic of Congo, y – years
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DISCUSSION
This is a large multi-centre study representing Eastern, Central, and Western Africa that reports a commu-
nity-based annual incidence of PSBI among young infants in these three sub-Saharan African countries, 
with a combined annual incidence of 11.2%. We found an incidence of PSBI of 19% in the DRC, 14.4% in 
Kenya, and 10.2% in Nigeria. In other parts of Africa, the incidence of neonatal infection has been reported 
to vary from 6.5 to 23 per 1000 live births, much lower than we observed in our study [17,18]. Our findings 
fall within the range of the cohort study conducted in six LMICs participating in the National Institute of 
Child Health and Human Development Global Network’s Maternal and Newborn Health Registry, between 
1 January 2010 and 31 December 2013, where the incidence of PSBI varied from 3% in Zambia to 36% in 
Pakistan [19]. Our study also showed an incidence of PSBI of 24.5% among low birth weight infants, while 
other studies reported incidences of 25% and 55.84% [20,21].

We observed that babies born to mothers under 20 years of age had a significantly higher incidence of PSBI 
compared to 6% for those born to older mothers (14.1% vs 6.0%; P = 0.03). Previous studies have also reported 
a correlation between maternal age and poor neonatal outcomes [21–23]. Concerning the place of delivery, 
we found that infants delivered at home had a significantly higher incidence of PSBI than those delivered 
at the facility (11.7% vs 10.6%; P = 0.01), in line with other studies [24–26]. In our study, however, the in-
cidence of PSBI was slightly higher among infants born in health facilities in the DRC. Poor sanitation and 
unhygienic conditions in health facilities are common, and many health centres and hospitals in rural DRC 
lack water and sanitation [27]. Furthermore, we found a significantly higher incidence of PSBI among male 
infants than females (11.9% vs 10.4%; P = 0.03), which is consistent with the published literature. Cross-sec-
tional and observational, analytical, and retrospective studies conducted at Tishreen University Hospital in 
Syria [21] and in Peru [28] identified male sex as one of the risk factors for developing early-onset sepsis [20].

The three most common cases of neonatal deaths are preterm birth, intrapartum-related events (i.e. birth 
asphyxia) and infections such as sepsis/PSBI, meningitis, and pneumonia [1,29]. The SDG agenda to end 
preventable child deaths will not be met without a significant reduction in neonatal deaths; thus, it is crit-
ical to improve the quality of maternal intrapartum care and immediate newborn care to address neona-
tal infections. As far as PSBI/sepsis management is concerned, a series of trials were carried out to increase 
treatment coverage in young infants up to two months of age when a referral is not possible [15,30–32]. A 
large proportion of families do not accept referral advice for hospitalisation due to various reasons [33–36]. 
To increase the coverage of treatment for PSBI when a referral to a hospital is not feasible, the WHO devel-
oped a guideline to manage such young infants. However, calculating the correct coverage and impact of 
the WHO guideline requires good incidence data, which is lacking in most places. Our study contributes 
to filling this gap in sub-Saharan Africa.

Table 4. Incidence of local infection by postnatal days, presented as n (%; 95% CI)

Type of  
Infection

Post-
natal 
days

DRC  
(n = 9087)

Kenya 
(n = 22 101)

Ibadan 
(n = 18 871)

Ile-Ife 
(n = 24 120)

Zaria 
(n = 11 413)

All sites 
(n = 85 592) P-value

Skin

0–6
66 

(0.7; 0.6–0.9)
498 

(2.3; 2.1–2.5)
30 

(0.2; 0.1–0.2)
52 

(0.2; 0.2–0.3)
140 

(1.2; 1.0–1.4)
786 

(0.9; 0.9–1.0)
0.03

0–27
228 

(2.5; 2.2–2.9)
2457 

(11.1; 10.7–11.5)
128 

(0.7; 0.6–0.8)
181 

(0.8; 0.6–0.9)
801 

(7.0; 6.6–7.5)
3795 

(4.4; 4.3–4.6)

0–59
267 

(2.9; 2.6–3.3)
2863 

(13.0; 12.5–13.4)
145 

(0.8; 0.6–0.9)
200 

(0.8; 0.7–1.0)
870 

(7.6; 7.1–8.1)
4345 

(5.1; 4.9–5.2)

Umbilicus

0–6
59 

(0.6; 0.5–0.8)
476 

(2.2; 2.0–2.4)
3 

(0.0; 0.0–0.0)
43 

(0.2; 0.1–0.2)
41 

(0.4; 0.3–0.5)
622 

(0.7; 0.7–0.8)
0.02

0–27
167 

(1.8; 1.6–2.1)
1269 

(5.7; 5.4–6.1)
9 

(0.0; 0.0–0.1)
61 

(0.3; 0.2–0.3)
77 

(0.7; 0.5–0.8)
1583 

(1.8; 1.8–1.9)

0–59
201 

(2.2; 1.9–2.5)
1435 

(6.5; 6.2–6.8)
11 

(0.1; 0.0–0.1)
61 

(0.3; 0.2–0.3)
89 

(0.8; 0.6–1.0)
1797 

(2.1; 2.0–2.2)

Eye

0–6
274 

(3.0; 2.7–3.4)
289 

(1.3; 1.2–1.5)
44 

(0.2; 0.2–0.3)
73 

(0.3; 0.2–0.4)
223 

(2.0; 1.7–2.2)
903 

(1.1; 1.0–1.1)
0.04

0–27
641 

(7.1; 6.5–7.6)
694 

(3.1; 2.9–3.4)
56 

(0.3; 0.2–0.4)
104 

(0.4; 0.4–0.5)
379 

(3.3; 3.0–3.7)
1874 

(2.2; 2.1–2.3)

0–59
783 

(8.6; 8.0–9.2)
813 

(3.7; 3.4–3.9)
58 

(0.3; 0.2–0.4)
106 

(0.4; 0.4–0.5)
410 

(3.6; 3.3–4.0)
2170 

(2.5; 2.4–2.6)

DRC – Democratic Republic of Congo
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To increase coverage of PSBI treatment using the WHO guideline [37], a few sites evaluated the feasibili-
ty of delivering simplified antibiotic regimens to young infants with PSBI where a referral was not feasible. 
This innovative approach included careful assessments and measurements of the logistical requirements 
for program uptake and expansion and evaluated the feasibility, facilitators, and barriers to implementation 
and scale-up of the WHO guideline. This intervention took place in Bangladesh, the DRC, Ethiopia, India, 
Malawi, Nigeria, and Pakistan [27,34–36,38–46]. The WHO PSBI guideline was successfully implemented 
within the programme setting in all sites and achieved high treatment coverage [47]. This has the potential 
to address high neonatal mortality and morbidity in LMICs, even though it will require government com-
mitment to establish an enabling environment in the health system by strengthening it with well-trained, 
motivated, and paid health care providers. For a successful scale-up of the intervention, necessary medicines 
and supplies should be provided, and technical support for implementation and strengthening liaison with 
communities should be put in place.

Our study has several strengths. We report a population-level incidence of PSBI ascertained in a scalable, 
but rigorous manner in three countries representing Eastern, Central and Western Africa. This study shows 
the importance of the contribution of CHWs/CHEWs in identifying PSBI in local communities. It was con-
ducted within the context of the existing health structure, the protocol benefited from highly-quality su-
pervision, and trained and standardised study nurses confirmed the eligibility criteria. Nonetheless, our 
study also had some limitations. No microbiology was performed, and the incidence of malaria, a season-
ally mediated condition, was not determined. Our assessment of PSBI was limited to young infants up to 
two months of age.

CONCLUSIONS
The high incidence of PSBI among young infants in the DRC, Nigeria, and Kenya observed in our study 
should compel government authorities, non-governmental organisations, and international partners to col-
laborate to end preventable deaths due to PSBI to achieve one of the SDGs targeting infant and child mortality.

Ethics statement: The local institutional review boards at all study sites, the WHO Ethical Review Committeee, and 
the London School of Hygiene and Tropical Medicine Institutional Review Board approved this trial.

Data availability: All relevant data are presented within the paper.

Funding: The study was funded by the Bill and Melinda Gates Foundation through grant No. OPPGH5299 to the World 
Health Organization. The funder had no role in study design, data collection and analysis, the decision to publish, or 
the preparation of the manuscript.

Authorship contributions: All authors contributed equally.

Disclosure of interest: The authors completed the ICMJE Disclosure of Interest Form (available upon request from the 
corresponding author) and disclosed the following activities and/or relationships: YBN is a staff member of the World 
Health Organization. The expressed views and opinions do not necessarily express the policies of the World Health 
Organization.

  1 �United Nations Interagency Group for Child Mortality Estimation. Levels and Trends in Child Mortality: Report 2020. 
New York: United Nations Children’s Fund; 2020. Available: https://www.unicef.org/reports/levels-and-trends-child-mor-
tality-report-2020. Accessed: 14 February 2023.

  2 �United Nations Children’s Fund. Is every child counted? Status of data for children in the SDGs. New York: United Na-
tions Children’s Fund; 2017. Available: https://data.unicef.org/resources/every-child-counted-status-data-children-sdgs/. 
Accessed: 14 February 2023.

  3 �World Health Organization. Global Health Observatory data repository 2019. 2020. Available: https://www.who.int/data/
gho/data/themes/topics/sdg-target-3_2-newborn-and-child-mortality. Accessed: 14 February 2023.

  4 �Adu PA, Stallwood L, Adebola SO, Abah T, Okpani AI. The direct and indirect impact of COVID-19 pandemic on maternal 
and child health services in Africa: a scoping review. Glob Health Res Policy. 2022;7:20. Medline:35854345 doi:10.1186/
s41256-022-00257-z

  5 �Alabi QK, Oyedeji AS, Kayode OO, Kajewole-Alabi DI. Impact of COVID-19 pandemic on mother and child health in 
Sub-Saharan Africa – a review. Pediatr Res. 2023;94:1278–83. Medline:37202529 doi:10.1038/s41390-023-02651-w

  6 �Fleischmann C, Reichert F, Cassini A, Horner R, Harder T, Markwart R, et al. Global incidence and mortality of neonatal 
sepsis: a systematic review and meta-analysis. Arch Dis Child. 2021;106:745–52. Medline:33483376 doi:10.1136/archdis-
child-2020-320217

RE
FE

RE
N

C
E

S

https://www.unicef.org/reports/levels-and-trends-child-mortality-report-2020
https://www.unicef.org/reports/levels-and-trends-child-mortality-report-2020
https://data.unicef.org/resources/every-child-counted-status-data-children-sdgs/
https://www.who.int/data/gho/data/themes/topics/sdg-target-3_2-newborn-and-child-mortality
https://www.who.int/data/gho/data/themes/topics/sdg-target-3_2-newborn-and-child-mortality
https://pubmed.ncbi.nlm.nih.gov/35854345
https://doi.org/10.1186/s41256-022-00257-z
https://doi.org/10.1186/s41256-022-00257-z
https://pubmed.ncbi.nlm.nih.gov/37202529
https://doi.org/10.1038/s41390-023-02651-w
https://pubmed.ncbi.nlm.nih.gov/33483376
https://doi.org/10.1136/archdischild-2020-320217
https://doi.org/10.1136/archdischild-2020-320217


Lokangaka et al. 
PA

PE
R

S

2024  •  Vol. 14  •  04009	 10	 www.jogh.org • doi: 10.7189/jogh.14.04009

  7 �Seale AC, Blencowe H, Manu AA, Nair H, Bahl R, Qazi SA, et al. Estimates of possible severe bacterial infection in neo-
nates in sub-Saharan Africa, south Asia, and Latin America for 2012: a systematic review and meta-analysis. Lancet Infect 
Dis. 2014;14:731–41. Medline:24974250 doi:10.1016/S1473-3099(14)70804-7

  8 �Zaidi AK, Huskins WC, Thaver D, Bhutta ZA, Abbas Z, Goldmann DA. Hospital-acquired neonatal infections in develop-
ing countries. Lancet. 2005;365:1175–88. Medline:15794973 doi:10.1016/S0140-6736(05)71881-X

  9 �Baqui AH, Arifeen SE, Williams EK, Ahmed S, Mannan I, Rahman SM, et al. Effectiveness of home-based management 
of newborn infections by community health workers in rural Bangladesh. Pediatr Infect Dis J. 2009;28:304–10. Med-
line:19289979 doi:10.1097/INF.0b013e31819069e8

10 �Bang AT, Bang RA, Reddy MH, Baitule SB, Deshmukh MD, Paul VK, et al. Simple clinical criteria to identify sepsis or pneu-
monia in neonates in the community needing treatment or referral. Pediatr Infect Dis J. 2005;24:335–41. Medline:15818294 
doi:10.1097/01.inf.0000157094.43609.17

11 �World Health Organization. Integrated Management of Childhood Illness (IMCI): Chart Booklet. Geneva: World Health 
Organization; 2014. Available: https://www.who.int/publications/m/item/integrated-management-of-childhood-illness---
chart-booklet-(march-2014). Accessed: 14 February 2023.

12 �World Health Organization. Integrated management of childhood illness. Management of the sick young infants aged up 
to 2 months Chart Booklet. Geneva: World Health Organization; 2019. Available: https://apps.who.int/iris/bitstream/han-
dle/10665/326448/9789241516365-eng.pdf?ua=1. Accessed: 14 February 2023.

13 �Young Infants Clinical Signs Study Group. Clinical signs that predict severe illness in children under age 2 months: a mul-
ticentre study. Lancet. 2008;371:135–42. Medline:18191685 doi:10.1016/S0140-6736(08)60106-3

14 �Tshefu A, Lokangaka A, Ngaima S, Engmann C, Esamai F, Gisore P, et al. Simplified antibiotic regimens compared with 
injectable procaine benzylpenicillin plus gentamicin for treatment of neonates and young infants with clinical signs of 
possible serious bacterial infection when referral is not possible: a randomised, open-label, equivalence trial. Lancet. 
2015;385:1767–76. Medline:25842221 doi:10.1016/S0140-6736(14)62284-4

15 �AFRIcan NEonatal Sepsis Trial Group. Simplified regimens for management of neonates and young infants with severe 
infection when hospital admission is not possible: study protocol for a randomized, open-label equivalence trial. Pediatr 
Infect Dis J. 2013;32(Suppl 1):S26–32. Medline:23945572 doi:10.1097/INF.0b013e31829ff7d1

16 �World Health Organization, United Nations Children’s Fund. Caring for newborns and children in the community: a 
training course for community health workers: caring for the newborn at home. 2015. Available: https://apps.who.int/iris/
handle/10665/204273. Accessed: 14 February 2023.

17 �Vergnano S, Sharland M, Kazembe P, Mwansambo C, Heath PT. Neonatal sepsis: an international perspective. Arch Dis 
Child Fetal Neonatal Ed. 2005;90:F220–4. Medline:15846011 doi:10.1136/adc.2002.022863

18 �Medhat H, Khashana A, Ek M. Incidence of neonatal infection in South Sinai, Egypt. Int J Infect. 2017;4:e36615.
19 �Hibberd PL, Hansen NI, Wang ME, Goudar SS, Pasha O, Esamai F, et al. Trends in the incidence of possible severe bacteri-

al infection and case fatality rates in rural communities in Sub-Saharan Africa, South Asia and Latin America, 2010–2013: 
a multicenter prospective cohort study. Reprod Health. 2016;13:65. Medline:27221099 doi:10.1186/s12978-016-0177-1

20 �Cortese F, Scicchitano P, Gesualdo M, Filaninno A, De Giorgi E, Schettini F, et al. Early and Late Infections in Newborns: 
Where Do We Stand? A Review. Pediatr Neonatol. 2016;57:265–73. Medline:26750406 doi:10.1016/j.pedneo.2015.09.007

21 �Noah FN, Doya LJ, Jouni O. Perinatal risk factors and early onset of neonatal sepsis. Int J Pediatr Res. 2022;8:088.
22 �Tembo T, Koyuncu A, Zhuo H, Mwendafilumba M, Manasyan A. The association of maternal age with adverse neonatal 

outcomes in Lusaka, Zambia: a prospective cohort study. BMC Pregnancy Childbirth. 2020;20:684. Medline:33176718 
doi:10.1186/s12884-020-03361-5

23 �Chokr I, Younes A, Asaad M, Mahfouz R, Chokor L, Abou Merhi B, et al. Association of Maternal Age with Risk of Neona-
tal Sepsis: A Mono-Centric Retrospective Study in Lebanon. Iar J Med Ser. 2020;1:16–20.

24 �Edmond K, Zaidi A. New approaches to preventing, diagnosing, and treating neonatal sepsis. PLoS Med. 2010;7:e1000213. 
Medline:20231868 doi:10.1371/journal.pmed.1000213

25 �Bhutta ZA, Darmstadt GL, Hasan BS, Haws RA. Community-based interventions for improving perinatal and neona-
tal health outcomes in developing countries: a review of the evidence. Pediatrics. 2005;115(Suppl 2):519–617. Med-
line:15866863 doi:10.1542/peds.2004-1441

26 �Mitra DK, Mullany LC, Harrison M, Mannan I, Shah R, Begum N, et al. Incidence and risk factors of neonatal infections in 
a rural Bangladeshi population: a community-based prospective study. J Health Popul Nutr. 2018;37:6. Medline:29523194 
doi:10.1186/s41043-018-0136-2

27 �Lokangaka A, Ishoso D, Tshefu A, Kalonji M, Takoy P, Kokolomami J, et al. Simplified antibiotic regimens for young in-
fants with possible serious bacterial infection when the referral is not feasible in the Democratic Republic of the Congo. 
PLoS One. 2022;17:e0268277. Medline:35771738 doi:10.1371/journal.pone.0268277

28 �Mogollón CA, Bautista EE, Hernández-Arriaga G, Bueso-PIneda L, Tovani-Palone MR, Mejia CR. Factors associated with 
early-onset neonatal sepsis in children of peruvian military personnel. Electron J Gen Med. 2019;16:em156. doi:10.29333/
ejgm/114059

29 �Alliance for Maternal and Newborn Health Improvement (AMANHI) mortality study group. Population-based rates, tim-
ing, and causes of maternal deaths, stillbirths, and neonatal deaths in south Asia and sub-Saharan Africa: a multi-country 
prospective cohort study. Lancet Glob Health. 2018;6:e1297–308. Medline:30361107 doi:10.1016/S2214-109X(18)30385-1

30 �Tshefu A, Lokangaka A, Ngaima S, Engmann C, Esamai F, Gisore P, et al. Oral amoxicillin compared with injectable pro-
caine benzylpenicillin plus gentamicin for treatment of neonates and young infants with fast breathing when referral is 
not possible: a randomised, open-label, equivalence trial. Lancet. 2015;385:1758–66. Medline:25842223 doi:10.1016/
S0140-6736(14)62285-6

RE
FE

RE
N

C
E

S

https://pubmed.ncbi.nlm.nih.gov/24974250
https://doi.org/10.1016/S1473-3099(14)70804-7
https://pubmed.ncbi.nlm.nih.gov/15794973
https://doi.org/10.1016/S0140-6736(05)71881-X
https://pubmed.ncbi.nlm.nih.gov/19289979
https://pubmed.ncbi.nlm.nih.gov/19289979
https://doi.org/10.1097/INF.0b013e31819069e8
https://pubmed.ncbi.nlm.nih.gov/15818294
https://doi.org/10.1097/01.inf.0000157094.43609.17
https://www.who.int/publications/m/item/integrated-management-of-childhood-illness---chart-booklet-(march-2014)
https://www.who.int/publications/m/item/integrated-management-of-childhood-illness---chart-booklet-(march-2014)
https://apps.who.int/iris/bitstream/handle/10665/326448/9789241516365-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/326448/9789241516365-eng.pdf?ua=1
https://pubmed.ncbi.nlm.nih.gov/18191685
https://doi.org/10.1016/S0140-6736(08)60106-3
https://pubmed.ncbi.nlm.nih.gov/25842221
https://doi.org/10.1016/S0140-6736(14)62284-4
https://pubmed.ncbi.nlm.nih.gov/23945572
https://doi.org/10.1097/INF.0b013e31829ff7d1
https://apps.who.int/iris/handle/10665/204273
https://apps.who.int/iris/handle/10665/204273
https://pubmed.ncbi.nlm.nih.gov/15846011
https://doi.org/10.1136/adc.2002.022863
https://pubmed.ncbi.nlm.nih.gov/27221099
https://doi.org/10.1186/s12978-016-0177-1
https://pubmed.ncbi.nlm.nih.gov/26750406
https://doi.org/10.1016/j.pedneo.2015.09.007
https://pubmed.ncbi.nlm.nih.gov/33176718
https://doi.org/10.1186/s12884-020-03361-5
https://pubmed.ncbi.nlm.nih.gov/20231868
https://pubmed.ncbi.nlm.nih.gov/20231868
https://doi.org/10.1371/journal.pmed.1000213
https://pubmed.ncbi.nlm.nih.gov/15866863
https://pubmed.ncbi.nlm.nih.gov/15866863
https://doi.org/10.1542/peds.2004-1441
https://pubmed.ncbi.nlm.nih.gov/29523194
https://doi.org/10.1186/s41043-018-0136-2
https://pubmed.ncbi.nlm.nih.gov/35771738
https://doi.org/10.1371/journal.pone.0268277
https://doi.org/10.29333/ejgm/114059
https://doi.org/10.29333/ejgm/114059
https://pubmed.ncbi.nlm.nih.gov/30361107
https://doi.org/10.1016/S2214-109X(18)30385-1
https://pubmed.ncbi.nlm.nih.gov/25842223
https://doi.org/10.1016/S0140-6736(14)62285-6
https://doi.org/10.1016/S0140-6736(14)62285-6


PSBI incidence in young infants in three African countries

PA
PE

R
S

www.jogh.org • doi: 10.7189/jogh.14.04009	 11	 2024  •  Vol. 14  •  04009

31 �Baqui AH, Saha SK, Ahmed AS, Shahidullah M, Quasem I, Roth DE, et al. Safety and efficacy of alternative antibiotic reg-
imens compared with 7 day injectable procaine benzylpenicillin and gentamicin for outpatient treatment of neonates and 
young infants with clinical signs of severe infection when referral is not possible: a randomised, open-label, equivalence 
trial. Lancet Glob Health. 2015;3:e279–87. Medline:25841891 doi:10.1016/S2214-109X(14)70347-X

32 �Mir F, Nisar I, Tikmani SS, Baloch B, Shakoor S, Jehan F, et al. Simplified antibiotic regimens for treatment of clinical severe 
infection in the outpatient setting when referral is not possible for young infants in Pakistan (Simplified Antibiotic Ther-
apy Trial [SATT]): a randomised, open-label, equivalence trial. Lancet Glob Health. 2017;5:e177–85. Medline:27988146 
doi:10.1016/S2214-109X(16)30335-7

33 �Kozuki N, Guenther T, Vaz L, Moran A, Soofi SB, Kayemba CN, et al. A systematic review of community-to-facility neona-
tal referral completion rates in Africa and Asia. BMC Public Health. 2015;15:989. Medline:26419934 doi:10.1186/s12889-
015-2330-0

34 �Wammanda RD, Adamu SA, Joshua HD, Nisar YB, Qazi SA, Aboubaker S, et al. Implementation of the WHO guideline 
on treatment of young infants with signs of possible serious bacterial infection when hospital referral is not feasible in 
rural Zaria, Nigeria: Challenges and solutions. PLoS One. 2020;15:e0228718. Medline:32155155 doi:10.1371/journal.
pone.0228718

35 �Guenther T, Mopiwa G, Nsona H, Qazi S, Makuluni R, Fundani CB, et al. Feasibility of implementing the World Health 
Organization case management guideline for possible serious bacterial infection among young infants in Ntcheu district, 
Malawi. PLoS One. 2020;15:e0229248. Medline:32287262 doi:10.1371/journal.pone.0229248

36 �Applegate JA, Ahmed S, Harrison M, Callaghan-Koru J, Mousumi M, Begum N, et al. Caregiver acceptability of the guide-
lines for managing young infants with possible serious bacterial infections (PSBI) in primary care facilities in rural Ban-
gladesh. PLoS One. 2020;15:e0231490. Medline:32287286 doi:10.1371/journal.pone.0231490

37 �World Health Organization. Guideline: Managing possible serious bacterial infection in young infants when refer-
ral is not feasible. Geneva: World Health Organization; 2015. Available: https://apps.who.int/iris/bitstream/han-
dle/10665/181426/9789241509268_eng.pdf. Accessed: 14 February 2023.

38 �Ariff S, Soofi SB, Suhag Z, Chanar S, Bhura M, Dahar Z, et al. Implementation research to increase treatment coverage of 
possible serious bacterial infections in young infants when a referral is not feasible: lessons learnt. J Public Health (Oxf). 
2023;45:176–188. Medline:35138390 doi:10.1093/pubmed/fdab409

39 �Ayede AI, Ashubu OO, Fowobaje KR, Aboubaker S, Nisar YB, Qazi SA, et al. Management of possible serious bacterial in-
fection in young infants where referral is not possible in the context of existing health system structure in Ibadan, South-
west Nigeria. PLoS One. 2021;16:e0248720. Medline:33784321 doi:10.1371/journal.pone.0248720

40 �Mukhopadhyay R, Arora NK, Sharma PK, Dalpath S, Limbu P, Kataria G, et al. Lessons from implementation research on 
community management of Possible Serious Bacterial Infection (PSBI) in young infants (0–59 days), when the referral is 
not feasible in Palwal district of Haryana, India. PLoS One. 2021;16:e0252700. Medline:34234352 doi:10.1371/journal.
pone.0252700

41 �Roy S, Patil R, Apte A, Thibe K, Dhongade A, Pawar B, et al. Feasibility of implementation of simplified management of 
young infants with possible serious bacterial infection when referral is not feasible in tribal areas of Pune district, Maha-
rashtra, India. PLoS One. 2020;15:e0236355. Medline:32833993 doi:10.1371/journal.pone.0236355

42 �Rahman AE, Herrera S, Rubayet S, Banik G, Hasan R, Ahsan Z, et al. Managing possible serious bacterial infection of young 
infants where referral is not possible: Lessons from the early implementation experience in Kushtia District learning lab-
oratory, Bangladesh. PLoS One. 2020;15:e0232675. Medline:32392209 doi:10.1371/journal.pone.0232675

43 �Awasthi S, Kesarwani N, Verma RK, Agarwal GG, Tewari LS, Mishra RK, et al. Identification and management of young 
infants with possible serious bacterial infection where referral was not feasible in rural Lucknow district of Uttar Pradesh, 
India: An implementation research. PLoS One. 2020;15:e0234212. Medline:32497092 doi:10.1371/journal.pone.0234212

44 �Goyal N, Rongsen-Chandola T, Sood M, Sinha B, Kumar A, Qazi SA, et al. Management of possible serious bacterial in-
fection in young infants closer to home when referral is not feasible: Lessons from implementation research in Himachal 
Pradesh, India. PLoS One. 2020;15:e0243724. Medline:33351810 doi:10.1371/journal.pone.0243724

45 �Leul A, Hailu T, Abraham L, Bayray A, Terefe W, Godefay H, et al. Innovative approach for potential scale-up to jump-start 
simplified management of sick young infants with possible serious bacterial infection when a referral is not feasible: Find-
ings from implementation research. PLoS One. 2021;16:e0244192. Medline:33544712 doi:10.1371/journal.pone.0244192

46 �Berhane M, Girma T, Tesfaye W, Jibat N, Abera M, Abrahim S, et al. Implementation research on management of sick 
young infants with possible serious bacterial infection when referral is not possible in Jimma Zone, Ethiopia: Challenges 
and solutions. PLoS One. 2021;16:e0255210. Medline:34370744 doi:10.1371/journal.pone.0255210

47 �Nisar YB, Aboubaker S, Arifeen SE, Ariff S, Arora N, Awasthi S, et al. A multi-country implementation research initiative 
to jump-start scale-up of outpatient management of possible serious bacterial infections (PSBI) when a referral is not fea-
sible: Summary findings and implications for programs. PLoS One. 2022;17:e0269524. Medline:35696401 doi:10.1371/
journal.pone.0269524

RE
FE

RE
N

C
E

S

View publication stats

https://pubmed.ncbi.nlm.nih.gov/25841891
https://doi.org/10.1016/S2214-109X(14)70347-X
https://pubmed.ncbi.nlm.nih.gov/27988146
https://doi.org/10.1016/S2214-109X(16)30335-7
https://pubmed.ncbi.nlm.nih.gov/26419934
https://doi.org/10.1186/s12889-015-2330-0
https://doi.org/10.1186/s12889-015-2330-0
https://pubmed.ncbi.nlm.nih.gov/32155155
https://doi.org/10.1371/journal.pone.0228718
https://doi.org/10.1371/journal.pone.0228718
https://pubmed.ncbi.nlm.nih.gov/32287262
https://doi.org/10.1371/journal.pone.0229248
https://pubmed.ncbi.nlm.nih.gov/32287286
https://doi.org/10.1371/journal.pone.0231490
https://apps.who.int/iris/bitstream/handle/10665/181426/9789241509268_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/181426/9789241509268_eng.pdf
https://pubmed.ncbi.nlm.nih.gov/35138390
https://doi.org/10.1093/pubmed/fdab409
https://pubmed.ncbi.nlm.nih.gov/33784321
https://doi.org/10.1371/journal.pone.0248720
https://pubmed.ncbi.nlm.nih.gov/34234352
https://doi.org/10.1371/journal.pone.0252700
https://doi.org/10.1371/journal.pone.0252700
https://pubmed.ncbi.nlm.nih.gov/32833993
https://doi.org/10.1371/journal.pone.0236355
https://pubmed.ncbi.nlm.nih.gov/32392209
https://doi.org/10.1371/journal.pone.0232675
https://pubmed.ncbi.nlm.nih.gov/32497092
https://doi.org/10.1371/journal.pone.0234212
https://pubmed.ncbi.nlm.nih.gov/33351810
https://doi.org/10.1371/journal.pone.0243724
https://pubmed.ncbi.nlm.nih.gov/33544712
https://doi.org/10.1371/journal.pone.0244192
https://pubmed.ncbi.nlm.nih.gov/34370744
https://doi.org/10.1371/journal.pone.0255210
https://pubmed.ncbi.nlm.nih.gov/35696401
https://doi.org/10.1371/journal.pone.0269524
https://doi.org/10.1371/journal.pone.0269524
https://www.researchgate.net/publication/377924676

