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Per quanto concerne i moderatori, relatori, formatori, tutor, docenti € richiesta dall’Accordo Stato-Regioni apposita dichiarazione esplicita
dell'interessato, di trasparenza delle fonti di finanziamento e dei rapporti con soggetti portatori di interessi commerciali relativi agli ultimi due
anni.

La documentazione deve essere disponibile presso il Provider e conservata per almeno 5 anni.

Dichiarazione sul Conflitto di Interessi

Il sottoscritto TOMASINI BARBARA in qualita di:

o responsabile scientifico o moderatore o docente o X relatore o tutor

dell’evento “In cammino per il mondo: Neonatologia senza confini” Firenze 18/19 ottobre 2019

ai sensi dell’art. 3.3 sul Conflitto di Interessi, pag. 18,19 dellAccordo Stato-Regione del 19 aprile 2012,
da tenersi per conto di PKG n°106

Dichiara
X che negli ultimi due anni NON ha avuto rapporti anche di finanziamento con soggetti portatori di
interessi commerciali in campo sanitario

0 che negli ultimi due anni ha avuto rapporti anche di finanziamento con soggetti portatori di interessi commerciali in
campo sanitario (indicare quali):
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Per quanto concerne i moderatori, relatori, formatori, tutor, docenti € richiesta dall’Accordo Stato-Regioni apposita dichiarazione esplicita
dell'interessato, di trasparenza delle fonti di finanziamento e dei rapporti con soggetti portatori di interessi commerciali relativi agli ultimi due
anni.

La documentazione deve essere disponibile presso il Provider e conservata per almeno 5 anni.

Dichiarazione sul Conflitto di Interessi

Il sottoscritto Zani Stefano in qualita di:

o responsabile scientifico o moderatore o docente o X relatore o tutor

dellevento “In cammino per il mondo: Neonatologia senza confini” Firenze 18/19 ottobre 2019

ai sensi dell’art. 3.3 sul Conflitto di Interessi, pag. 18,19 dellAccordo Stato-Regione del 19 aprile 2012,
da tenersi per conto di PKG n°106

Dichiara
X che negli ultimi due anni NON ha avuto rapporti anche di finanziamento con soggetti portatori di
interessi commerciali in campo sanitario

0 che negli ultimi due anni ha avuto rapporti anche di finanziamento con soggetti portatori di interessi commerciali in
campo sanitario (indicare quali):
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Visit our page to explore the most recent data further




A. Global distribution of deaths among children under age 5,

by cause, 2018
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Cause di morte dei 2,5 milioni di Neonati/2018

“7.000 neonati al giorno”

A. Global distribution of deaths among children under age 5,
by cause, 2018

B. Global distribution of newborn deaths by cause, 2018

Deaths among children ' Neonatal deaths (47%)
aged 1-59 months (53%) '

Note: Estimates are rounded and therefore may not total 100 per cent.

Source: WHO and Maternal and Child Epidemiology Estimation Group (MCEE) interim
estimates produced in September 2013, applying cause fractions for the year 2017 to UN IGME
estimates for the year 2018.
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Figure 2.2; Uverview of dafnibions for preterm birth and related pregnancy outcomes

PREGNANCY

First Trimester Second Trimester Third Trimester
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Formazione/condivisione

Essential New born care

Extra newborn care

Neonatal resuscitation
Protocolli/documentazione clinica
Kangaroo Mother Care

Danger Signs

Babies Metric

Indicatori di qualita delle cure
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Observation Chart for the HEALTHY NEWEBORN (I8 THE FIEST 24 HOURS)
[to be kepk it mother |'|'Ie|

#h > everychilo

Dt of Birth: Tirne: Sex- MO FCO GA._.._..._.... | BAKT |

e e | ettt FVERY NEWBORN

An Action Plan To End Prevenitable Deaths

Observation during the 2 FIRST HOURS of life:

Tempersture mu Heart Rete
20tk minute S0t it 30th minute

Tims

3ioth

miraiy
Tims nd
hiotr

Breast feed 1st h.: Yes O Mo

Eye care: Yes O Mo - Vith: Yes O NoO
TRAMSFER DATE TO POSTHATAL ROOM: hizaur:

Signature:

Monitoring of the Newborn:

Dayl | Day2 Day3 | Dayd | pDays | Days [ Day7

Tempersture
Wisight

Eyes

Chord

T
Eresthing rehe|
Fonkani e - L
S (@) orett  unicef&®
Codour

WLhrimes Yes o Moo | Wes o Noc Yes o Nec Yes o Nec | Yes o Moo | Yes o Neo | Yes o Moo
Stool Yes o Moo | Wes o Noc Yes o Nec Yes o Nec | Yes o Moo | Yes o Neo | Yes o Moo

ADROMESE RENEWED

Femarks amd
mﬂ'l'm‘mlinrﬂ

Immusnizstion Tes o Moo SC0 sereening Yes CMoo  SCHARGE DATE. ... — DECHARGE WEWHT- ... —.....

Sigreture:




Fopes ohn'n A Hespiesl - .0 Bee 120 - Uk - Ugnads

Clinical Chart for the SICK NEWBORN {IN THE FIRST 24 HOURS OF ADMISSION )

Date

Tirne

T

| rmios)

g

SpO2 %

OnmQy| Room

R Dresgem
(1fmiin)

Hame of mother: Mother's age.

1PN

Dt of Birth e Dt of admission..... . Time of admizsion ... -
ez M o Fo GA

Place of delpeery

Delpeery: Mormal o 5z Othero Meconium steined liquor - Yes o Noc

0K NEWBORN:

o Mewhorn with Apgar score <6 OR = Mewhborn with sny Resusdistion:

HIW exponiad: Tas O Moo

ART itarted: Yei o Nao

ez o Moo

Yes o Moo

ez o Moo

Yes o Moo

fes o Moo

Yes o Moo

Yes o Moo

Yes o Moo

Yes o Moo

o Meshorn with Risk of sepsis [PROMM » 18 howrs, matemal fewer, stc.)
o Mewhorn with Respiratory Distress syndrome — Newborn LBW [« 2.5 Kg)

oishers.. ... —

MONITORING
Bresst feed Isth-  Yes o Moc

FEEDIMNG PRESCRIFTRON ON FIRST DAY OF ADMESSION: —BF x 12

o EBM .. amount x B or 12 o 1 Edextrose.. .. ...

Bpeoare: Teso Moo Vit K: Yeso Moo
Urime: Yes o Moo Stool Yeso Moo

Wieight on discharge from Matemity/on 2 day sdmission: oo

Remarks and Malfiormet ons-

= Birth defect

srmcunt x §-10-12 times

fes o Moo

Yes o Moo

Yes o Moo

ez o Moo

Yes o Moo

Tes o Moo

Yes o Moo

Yes o Moo

ez o Moo

Yes o Moo

Tes o Moo

Yes o Moo

Yes o Moo

fes o Moo

Yes o Moo

TRANSFER DATE TO PEDNATRIC WARD OR OTHER HOSPITAL:

hour:




John Pope Hospital Aber

1500/2499 grammi

Anno/BW Sopra 2500 grammi

45%

2017

45%

54,9%

44%

43,4%

49,4%

25%

30%

29,2%

35,6%

30,7%

26,6%

Sotto 1500 grammi

30 %

25%

15,7%

20,2%

25,7%

23,9%

24%°

30%°

36,6%

34,8%

51,2%

49,3%
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2% EVERY WOMAN
. every chilD

EVERY NEWBORN

An Action Plan To End Preveniable Deaths

| v
Born Too S6on

The Global Action Report
@) unicef @ on Preterm Birth




Figure 1: Praterm births by gestational age and region for 2010
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pretarm birth complications
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Figure 5.2: 135 million nawborns and 15 milion pramatura babies
- haalth system neeads and human capitai cutcomeas
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High-income countries Middie-income countries
Acceass to full intensive care Neonatal care units
(1.2 million preterm babies) (3.8 million preterm babios)
Low-income countries Low-income countries
Home birth and care at home Facility births but imited space, staff and equipment

(5.6 milkon praterm babies) (4.4 million preterm babies)
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-
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Figure 5.1: Worlds apart: the four settings where 15 million preterm babiles receive care



Inaugurazione Neonatal Unit at Aber Hospital Agosto 2018
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SUMMARY OF DEATH IN THE NEONATAL UNIT

2014 2015 2016 2017 2018 2019 2020
Total No. ofdeaths 85 113 165 143 143 47
VENND 35 47 74 68 53 23
ENND a1 51 60 57 62 22 2017
LNND 9 15 31 18 28 4
BWT(gm) VENND ENND LNND TOTAL
Born out 47 71 921 73 20
<1500 15 21 11 47
Bornin 34 42 70 67 21
1500-249¢ 16 11 B 32
Prematurity 50 62 95 68 69 23
2500
Others 35 51 70 49 51 18 35 22 2 62
Referrals in 30 37 62 79 113 19 TOTAL 67 57 18 143
Total admissions 433 549 791 617 570 274 2018
Total Bornin N/A 0 264 258 312 153 BWT(gm) VENND ENND LNND TOTAL
Total Born Out N/A 0 240 214 267 121 <1500 15 20 18 57
1500-2491 10 12 3 25
>2500 28 26 7 61
TOTAL 53 62 28 143
2019
BWT(gm) VENND ENND LNND TOTAL
<1500 4 5 2 12
1500-2491 - 8 1 14
>2500 14 5 1 21
TOTAL 23 20 4 47




What is Kangaroo Mother Care?

e Kangaroo Mother Care (KMC) is care of newborn infants secured skin-to-skin
to the mother

 KMC is a powerful and easy to use method to promote the health and well-
being of

* Low birth weight (LBW) - infants with birth weight below 2500g
* Preterm infants — infants with gestational age less than 37 weeks
* Also term infants

WHO KMC practical guide
PEP unit 43 Principles of KMC



Reasons Why KMC was Implemented

* In 1979 Dr Edgar Rey & Hector Martinez worked in Bogota, Colombia

e Circumstances at the hospital where they worked
* Large numbers of LBW & preterm infants delivered because of:
* Poor Ante Natal Care attendance
* High incidence of toxaemia of pregnancy, anaemia & infections
* Shortages of staff & inadequate equipment
* High infection & mortality rate because of overcrowding

* Large numbers of infants who were abandoned by their mothers |
Whitelaw A and Sleath K, 1985







KMC can be continuous or mtermittent

Continuous KMC:
- Takes place when the baby 1s 1n the skin to skin position for 24mimimum of 20hrs to

as close to 24 hours every day (except for very short periods e.g. when the mother has

to bath or use the toilet).

Intermittent KMC:
- The baby 1s put skin to skin contact for a few hours each day.
- When not n KMC position the baby 1s kept warm i an incubator or 1s warmly
wrapped.
- Mostly used for very small and sick babies and /or for mothers who do not want, or

are not vet ready or able to practice continuous KMC.




The mother or other fanuly members such as father. grandmother. aunts and older siblings
can do KMC.

3.2.1. Admission criteria for the baby
It 15 recommended that all babies less than 2500g should be mitiated on KMC as the mother
1s transferred from the labour ward to the post-natal ward.

I.

e All stable babies born below 2500g should be started on KMC
o Stable babies between 2000g and 2500g should be evaluated by a health
worker. the mother counselled on KMC, the baby initiated and discharged on
KMC
o All stable babies below 2000¢g should be admitted into a KMC unit and started
on KMC
= Stable babies weighing between 1800g and 2000g can be started on
KEMC soon after birth
= Babies weighing between 1200g and 1799g should be stabilized then
started on KMC as soon as possible
= Babies weighing less than 1200g should be transferred immediately to
a centre that can offer intensive neonatal care. It may take weeks
before their condition allows the initiation of KMC. Depending on the
facilities available for the transfer, KMC can be utilised to keep the

baby warm during the transfer to the higher level facility.



The table below lists the benefits of KMC to the baby. the mother and the health facility

Mother/care giver

Improved cardiac and respiratory
stability

KMC can successfully treat nuld
respiratory distress

Improved
function

castromntestinal

Higher mutiation & duration of
breastfeeding

Low energy expendifure &
satisfactory weight gamn

Protection agamnst nosocomual

nfections
Better thermoregulation

Infants are less stressed and this

provides neurological protection
to the infant

The mother’'s confidence m
canng for her infant 1s boosted

Improved bonding between
mother and mfant due to the
physical closeness between
them

Mothers are empowered to
play an active role in thewr
infants care

Mothers are enabled to become
the primary care giver of their
infants

Breast feeding 1s promoted
which has benefits for both
mother and baby

Sigmificant cost-savings
as well as

Less dependence on

imcubators

Additional nursing staff
not required (compared
to incubator care)

Shorter hospital stay

Improved morale &
quality of care

Better survival




3.5. Monitoring of babies admitted into the KMC unit

For this the EMC Unit Feeding and Observation Chart in Annex 2 should be used

=  Monitor vital signs (respiratory rate, pulse rate, temperature) 3 hourly *

= Record feeds given as per the schedule used

» Monitor growth by taking daily weight of the baby. Target a daily weight gain of

15g/kg/day after regaining birth weight. Birth weight 1s regained within 14 davs
after burth. If weight gain 15 not adequate assess possible causes such as
inadequate amount and frequency of feeds. madequate skin to skin contact and
signs of mfection

3.9, Immunisation

Immmmise all babies soon after birth, according to the National Immmmisation schedule and
ouidelines.

N.B: Prematunty/low birth weight 15 not a contramndication for immmumisation.
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Take home message *

* Conoscenza personale sull’argomento

e Analisi contesto attraverso raccolta dati per identificare strategie di
miglioramento valutate da indicatori

* Conoscenza e rispetto delle linee guida nazionali e standards WHO
* Graduale e Condivisa introduzione di nuove metodiche
* Condivisione continua e verifica dei risultati

* Sinergia tra | Partners del progetto

b.tomasini@ao-siena.toscana.it

bsafrica@primacom.it L
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