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Case Study

Omphalitis in a Nigerian neonate; resurgence of aydng disease?
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Abstract
We present a four day old male neonate who predetitthe special care baby
unit of the University Teaching Hospital, Ado — Ekvith features of peri-umbilical
cellulitis. The factors that predisposed to theadi@oment of omphalitis in this neonate
whose mother is a university graduate is discugstida view of providing information

on how to prevent future occurrences.

Introduction

Omphalitis is a clinical condition in which thereinflammation of the peri-
umbilical tissue [1-3]. It usually presents as @ ftare in the peri-umbilical skin and
invariably is due to poor or inadequate cord c@ftentimes there is an associated
necrotizing fascitis of the inflamed peri-umbilicaiea with the disease progression [1,3].

Potentially serious conditions that may complicatgphalitis include septiceamia, portal
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pyaemia and liver abscess [1-3]. Neonatal tetaraysatso complicate poor cord care in
the newborn [5.6]. A previous study has shown thatoutcome is usually fatal [1].

Poor cord care in the newborn has been stated aocbenmon practice among
Nigerian and some of the sub optimal cord caretjwexinclude the application of hot
fomentation and the application of unhygienic sabses such as shear butter and
metholatum to the umbilical cord of the newborn[5/evious studies have shown that
factors associated with poor cord care practicelside a failure to receive antenatal care,
poor maternal education, delivery at home, churaméssions traditional birth
attendants[1,5-7].

The mother of the newborn in question, receiveé-aiatal care, delivered in a
private hospital and possessed a good formal educ#towever there are some other
strong contending issues that might have resuttélda newborn of this ‘socially
advantaged mother’ developing this unexpected siisdais on the basis of this
interesting background that we wish to presentdisclss this case with a view to
highlight and discuss these other predisposingfactt is hoped that this discussion will

provide a framework of preventing future occurrence

Case report

A 4 day old male neonate presented at the spemialb@by unit of the University
Teaching Hospital Ado-Ekiti with a 2 day historyef{cessive inconsolable cries, fever
and reduced feeding. The baby had been deliveraghavate hospital located in Ado —
Ekiti at term and the mother of the baby also nesgtiante-natal care in the same

hospital. Delivery was vaginal and was uncomplidaléhe pregnancy was also not
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adversely eventful. Care of the newborn was unkent®y the attending nurses and the
mother was not involved in order to give her maxamecomfort. The baby was
subsequently discharged 48 hours after delivegysatisfactory condition, without
specific instructions on how to take care of thie sind the umbilical cord stump.

The mother of the newborn relocated to her grantlerdiouse post delivery,
because she did not feel proficient enough to take of the newborn. Another major
reason for temporarily relocating to her grandmoghglace was because the father of
the newborn was not living with the family due e tfact that he was working in a far
city. A mistake in the calculation of the expectizde for delivery had resulted in the
father utilizing the leave before the delivery, sedpuently he could not be around the
mother and newborn at delivery and postnatally. lo¢her is a 22 year old student at
the University of Ado Ekiti, while father is a 323 old Engineer.

A clear nasal discharge was noticed in the neonabasril the next day after the
mother and baby were discharged from the privaspitel. The grandmother of the just
delivered mother took over the management of thy by fomentation of the whole
body surface, most especially the umbilical cocargi. Hot water, metholatum and a
white handkerchief were the materials used forfdingentation on a once daily basis. The
clinical condition of the child however worsenedtlas child became more irritable,
febrile and developed poor feeding which made thegsentation at the hospital a
necessitude.

Examination of the neonate at presentation reveatatl looking irritable and
febrile child with a temperature of 38@. The baby was term and had a weight of 3.5kg.

The baby also had mild icterus and an erythematmliflare surrounding the umbilicus.
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Other significant finding on the systemic examioatinclude a tachypnoea of 82 cycles
per minute other respiratory findings were norrithlere were no additional abnormal
findings in the cardiovascular or central nervoyseams. Abdominal findings include a
red flare surrounding the umbilical stump as alyeiadicated. A picture of this is shown
in figure 1. Furthermore the cord stump looks blank is smelly and the liver was
palpably enlarged by 2 cm below the right costalgima No other abnormalities were
discovered in other systems

A diagnosis of omphalitis was made and the chigd wdmitted. Full blood count
examination revealed a packed cell volume of 44gr@rand a total white cell count of
7,100/mn, with a neutrophil and lymphocyte differential cowf 48 and 52 percent
respectively. The total bilirubin and conjugatelirbbin was 140.2 and 41.3umol/L
respectively. The liver function tests, electrotytarea, and creatinine were reported
normal. The blood culture revealed no growth.

The child was placed on intravenous cefuroximeyomédazole, gentamicin and
dexamethasone empirically and the patient madenawamtful recovery with fever and
jaundice subsiding under less than 24 hours. T¢@redory rate also returned to normal
and the patient was discharged after 4 days ofsslom after the mother had been
educated on proper care of the newborn. All attertgppersonally discuss with the great
grand mother in order to educate her failed. Thenta however promised to pass our
message on the proper care of the newborn to her.

Discussion
Omphalitis is an uncommon disease that is due ¢o pard care. Cord sepsis has

been documented to be an important cause of ndonathidity and mortality among
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Nigerian children in previous studies [8, 9]. Hotrfentation of the umbilical cord stump
is believed to produce a direct thermal which miagally destroy the skin and indirectly
breech the intact skin surface thereby paving wayécterial infection by both aerobes
and anaerobes. The infection that develops lealds#btissue necrosis with a vasculitis
and micro-abscesses which involve adjacent tissyelrect extension also, resulting
systemic symptoms were attributable to endotoxemdexotoxemia[10]. This might
eventually lead to necrotizing fascitis which hasipprognostic implications.
Intrauterine factors that have been associatedtivililevelopment of omphalitis
include intrapartum sepsis [11]. Post deliverydesiassociated with omphalitis include
hot fomentation and the application of unsterilestance on and around the cord for
cleansing, This kind of practices are usually comramong the uneducated mothers or
mothers who deliver at home, missions or with tradal birth attendants[1,12,13]. It is
expected that mothers who had antenatal care medsdl at government approved
hospital will be taught how to take of the newbskim and other aspects of newborn care
It is however surprising that inspite of the formnedlucation received by this
mother and attendance of antenatal care and dgliver government hospital her child
developed omphalitis. Furthermore the child presgid not have any invasive prenatal
monitoring. Thus, this brings the issue to focie there are other factors that may
predispose to omphalitis in infants from developtogntries. The important factors that
may have passed off unnoticed in this case fifstlye to do with cultural practices. The
strong cultural practices in Nigeria and some ottexeloping countries enable
grandmothers to take care of their newborn gramdien, irrespective of their ability.

Grandmothers are quick to bring up the fact thay throught up the parents of the
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newborn should the parents of the newborn raiseohjgctions to the way the granny is
caring for the newborn. In this case, the granderotacommended hot fomentation for
the newborn. Secondly the health workers providiewyices at the health facilities
attended by the mother failed to teach the motber to care of the newborn. This act
raises pertinent questions on the professionalistimechealth workers. These two factors

have been described as silent because they cdy lsasiverlooked.

Conclusion
In order to prevent future occurrences it is imaotthat health workers

communicate with mothers of newborn on how to tedke of the newborn. The health
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workers in the government approved hospitals apeebed to teach mothers of newborn
on every aspect of care for the newborn. A prevaiudy has stated that health worker
have a role to play in the proper education of pren umbilical cord and skin care [14,
15]. The government also has a part to play byrenfg that health workers in
government approved hospitals are qualified aneiveaefresher and update courses on
care of the newborn. Harmful cultural practiceschieebe changed by dialogue and
providing information to the concerned either tlgbuhe public media such as the radio
and television. In cases where the grandmothergrakeng very difficult they may be
tactfully invited to the health facility where theyay be engaged and educated by health

workers. It is believed that this will change thgiactice and prevent future occurrences.
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