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ORIGINAL

AN A Characteristics,
cc-sv40 interventions, and status of
infants discharged from 14
hospitals in the African
Neonatal Network, 2024

Abstract Background: Sub-
Saharan Africa has the world’s
highest neonatal mortality rate;
however, availability of high-
quality patient-level data remains
limited. To address this gap, the
African Neonatal Network (ANN)
was established in 2023 through a
partnership between the African
Neonatal Association and Ver-
mont Oxford Network. This study
presents baseline data from the
first year of ANN activity.

Methods: Infants admitted to a
neonatal unit within the first 28
days and discharged between
January 1 and December 31, 2024,
in 14 hospitals located in Ethiopia,
Nigeria, Rwanda, Uganda, and
Zimbabwe were included. All
analyses use descriptive statistics.
Results:A total of 11,791 infants
were discharged in 2024. Median
gestational age was 38 weeks
(IQR 35-40), median birth weight
was 2,880 grams (IQR 2,140-
3,370) and 26% were small for
gestational age. Antibiotics were
administered to 65% of infants,
33% received CPAP, and 47%
achieved normothermia on admis-
sion. The most common diagnoses
included early-onset sepsis (33%),
hyperbilirubinemia (25%), and
respiratory distress (24%). Among
infants born <32 weeks, 59% were
exposed to antenatal steroids, 52%
received methylxanthines, 20%
had a cranial ultrasound and 12%
received a retinal examination. Of

169 infants screened, 53% had
retinopathy of prematurity. Over-
all survival to discharge was 85%.
Among survivors, 95% were dis-
charged on human milk alone, and
41% had discharge weights < 10th
percentile.

Conclusion: These data provide a
valuable snapshot of neonatal care
across diverse African hospitals
and highlight several areas for
improvement, including thermal
care, antimicrobial stewardship,
and specialized care and screening
for preterm infants.

Keywords: Infant, Newborn; Pre-
mature; Neonatal mortality; Regis-
tries; Hospitals,Pediatric/statistics
and numericaldata; OutcomeAs-
sessment, Health Care; Africa
South of the Sahara; Global
Health

Résumé Contexte L'Afrique sub-
saharienneprésente le taux de
mortalité néonatalele plus élevé

au monde; cependantja dispon-
ibilité de donnéesnéonatalesde
qualitt au niveau individual
rest elimitée. Pour combler
cette lacune, le Réseau Néonatal
Africain (ANN) a été créé en
2023 grace a un partenariat entre
I’Association Néonatale Africaine
et le Vermont Oxford Network.
Cette  étude présente les
données de référence issues de
la premiére annéd’activité de
I’ANN.
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Misrak Tadesse Méthodes:Les nouveau-nés admis (25%) et un e détresse respiratoire
Vermont Oxford Network and dans une unite néonatale dans les (24%). Parmi les nouveau-nés de
Johns Hopkins School of 28 premiers jours de vie et sortis moins de 32 semaines, 59%
Medicine, Baltimore, Maryland, entre le ler janvier et le 31 décem- avaient  été exposés a des
USA bre 2024 dans 14 hdpitaux situés corticosteroids anténataux, 52% ont
en Ethiopie, au Nigeria, au recu des méthylxanthines, 20% ont
Erika M. Edwards Rwanda, en Ouganda et au Zim- eu une échographie cranienne et
Danielle E. Y. Ehret babwe ont été inclus. Toutes les 12 % un examen rétinien. Parmi
Vermont Oxford Network and analyses reposent sur des statis- les 169  nouveau-nésiépistés,
University of Vermont, Burlington, tiques descriptives. 53% présentaient une rétinopathie
Vermont, USA Résultats: Au total, 11791 nou- du prématuré. La survie globale

veau-nés ont été sortisen 2024. jusqu’a la sortie était de 85%. Parmi
L’age gestationnel median était de les survivants, 95% ont été sortis
38 semaines (IQR: 35-40), le avec du lait humain exclusivement,
poids de naissance median était de et 41% avaient un poids de sortie
2880 grammes (IQR: 2,140— inférieur au 10e  percentile.
3,370) et 26% étaient petits pour Conclusion: Ces données offrent un
I'age gestationnel. Des antibi- apergu précieux des soins néonatals
otiques ont été administrés a 65% dans divers hopitaux africains et met-
des nouveau-nés, 33% oBtuune tent en évidencelusieurs axes
PPC (CPAP), et 47% ontatteint la d’amélioration, notamment la prise
normothermie a l'admission. Les en charge thermique, [utilisation
diagnostics les plus frequents raisonnée des antibiotiques et les
comprenaient une sepsie précoce soins spécialisés et le dépistage chez
(33%), unéhyperbilirubinémie les prématurés.

Introduction A core dataset for ANN hospitals was developed
through a collaborative and iterative process, drawing on

Africa has the world’s highest fertility rate, with an av- established African databases such as the Ethiopian

erage of 4.1 births per wontaresulting in an estimated Neonatal Network and NEST360 inpatient database, and

46 million births annually, with approximately 1.2 mil- expert input from multi-disciplinary ANN faculty. Data

lion neonatal deaths each yédiThe neonatal mortality points were selected cognizant of relevance, accuracy,

rate in sub-Saharan Africa is 27 per 1,000 live births, theavailability, utility and modifiability.

highest in the world. A newborn in Africa is ten times

more likely to die in the first 28 days compared to aThe purpose of this paper is to describe the neonatal

baby born in a high-income countty. population admitted to ANN-participating hospitals,
focusing on patient characteristics, clinical interventions,

The leading causes of neonatal mortality in Africa in- diagnoses, and outcomes. This data aims to support re-

clude prematurity, infections, congenital abnormalities, searchers, healthcare planners, and policymakers, while

and hypoxic-ischemic encephalopathy (HIE or “birth also serving as an essential baseline snapshot for future

asphyxia”). Evidence suggests that over half of theseANN benchmarking and quality improvement initia-

deaths could be prevented through relatively simple in-tives.

terventions such as quality antenatal care, skilled in-

trapartum care, neonatal resuscitation, thermal care, inMethods

fection prevention measures, and access to CPAP for

respiratory suppon. This secondary analysis of prospectively collected data
utilized the Vermont Oxford Network Global Health

To address this challenge, the African Neonatal AssociaNewborn Quality Improvement Database. The Global

tion (ANA) was established in 2021 with the vision to Health database was developed in partnership with the

“Ensure every newborn in Africa survives and thrives, ANN. Data collectors at participating hospitals submit

receiving the best possible start to life.” data on infants’ primary admission to a neonatal unit

. ) , within 28 days of birth, following standardised defini-
Recognizing the urgent need for high-quality neonatalijong pyblished in a manual of operati§riata undergo
data, ANA prioritized the creation of a continent-wide o, tinle error checks and all hospitals complete a final-

neonatal database. This goal led to a partnership with,q1ion process certifying that all eligible infants have
Vermont Oxford Network (VONY,a voluntary world- been recorded annually.
wide community of practice dedicated to improving the

quality, safety, and value of newborn care through agq rteen hospitals in the ANN submitted data to the
coordinated program of data?-drlverj quality improve- Gjoha| Health Newborn Quality Improvement Database.
ment, education, and reseafcliorming the African  \yg included infants who were discharged from the neo-

Neonatal Network (ANN) in 2023, modelled on the suc- 45| ynits from January 1, 2024, to December 31, 2024.
cess of the Ethiopian Neonatal Network.
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Definitions for items found in this study are in the man- Table 1:Maternal and infant characteristics for infants
ual of operations except small for gestational age, whic admitted to the neonatal units at 14 African Neonatal

was defined as less than the™lpercentile for birth = Network hospitals

weight, sex, and age on the Fe;}nton growth charts, a:.ﬁ" Infants (N=11,761) N %
dlspharge weight less than the™percentile for birth Place of delivery, %
weight, sex, and age on the Fenton growth charts. | pom 11700 727
Weight measures from birth and the day of initial dispo- other hospital 11:700 10.0
sition (the first time the infant was discharged or trans- Health centre or clinic 11,700 15.3
ferred from the member hospital) were converted-to  Home 11,700 1.6
scores for age and sex. The changesoore from birth In transit 11,700 0.4
to initial disposition represents growth relative to the Mode of delivery, %
reference foetus, the recommended stantfard. Vaginal 11,721 51.0
Assisted vaginal 11,721 2.2
All analyses in this study are descriptive and were calcu- €sarean section 11,721 46.8
lated using SAS 9.4. The collaborative QI project and Antenatal care, %
subsequent assessments received individual and hospita?'sv'.s't.s 11,057 633
L . . -3 visits 11,057 35.5
institutional research and ethics review approvals at the None 11.057 12
start of the collaborative and learning initiative. The Maternal HIV, % 10971 17
Global Health Database does not meet the United States’ \yother received 181 97.8
federal definition of human subjects under Section 45 gnti-retrovirals
CFR 46.102(e)(1) and therefore does not require IRB |nfant received prophylaxis 176 98.9
review. for HIV
Gestational age (w), med 11,180 38 (35, 40)
(Q1, Q3)
Gestational Age determined 10,442 55.1
by early ultrasound, %
Results Bith W)(;ight (g), med (Q1, 11,348 2,880
In 2024, 11,761 infants were discharged from 14 hospi—gi?t)h weight (g), % (2,140.3,370)
tals of which 898 (8.0%) were born at less than 32 «=1500 11,348 10.9
weeks’ gestational age. Maternal and infant characteris- 1501-2000 11,348 11.4
tics (Table 1). On average, mothers were 29 years old 2001-2500 11,348 15.2
(SD: 6 years) with two total pregnancies and one previ- 2501-3000 11,348 22.6
ous live birth. The majority of admissions were inborn 3001-3500 11,348 235
births from vaginal deliveries. Over 60% of mothers had >=3501 11,348 16.5
four or more antenatal care visits. Antenatal steroid ex-1 minute Apgar score, med 9,982 7(6,8)
posure among infants was 21.6%; among infants born afQ1, Q3)
less than 32 weeks gestation, 486 of 823 (59.1%) were> Minute Apgar score, med 9,973 9(8,9)
exposed to steroids. Infants were born at a median 3 Q1, Q3)
. . ale, % 11,684 56.5
weeks (IQR: 35, 40) gestational age and 2,880 gramsivIuItilole gestation, % 11627 98
(IQR: 2,140, 3,370). Ten percent of infants were part of g4 for gestatior,1al age, % 10,1’63 25 g

a multiple gestation and 26% were small for gestationat
age. Infant characteristics did not differ by whether the
infant was inborn at the reporting hospital (Table 1).

Over 93% of infants had temperature and pulse oximetry
readings registered within one hour of admission to the
neonatal unit (Table 2). Of those, 46.6% of infants were
normothermic, temperatures between 36.5°C and 37.5°
C, and 45.0% were hypothermic, temperatures less than
36.5°C, while 84.7% had pulse oximetry readings of at
least 90%. Fifty percent of infants had an objective res-
piratory assessment with the Downes or Silverman-
Andersen score done on admission of which 48% had a
score of four or more. There was a higher percentage of
infants born less than 32 weeks’ gestational age admit-
ted with temperatures less than 36.5°C, pulse oximetry
saturation less than 80%, an objective respiratory score
completed, and an objective respiratory support score of
four or more. However, admission assessments did not
differ by whether the infant was inborn at the reporting
hospital (Table 2).
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Supplemental Table 1:Characteristics of mothers and infants  Table 2: Admission assessment for infants admitted to the
admitted to the neonatal units at 14 African Neonatal Network neonatal units at 14 African Neonatal Network member hos-

member hospitals pitals
Inborn Outborn All Infants Infants <32
N % N % Wks
N % N %
Place of delivery
Inborn 8,506 100 3,194 0.0 Temperature measured 11,520 93.0 876 96.8
Other hospital 8,506 0.0 3,194 365 within 1 hour of admis-
Health center or 8,506 0.0 3,194 56.0 sion
clinic Admission temperature
Home 8,506 0.0 3,194 6.0 Q)
In transit 8,506 0.0 3,194 1.4 <32.0 10,713 0.3 848 17
Vaginal 8,500 41.1 3173 771 36.0-36.4 10,713 227 848 17.7
Assisted vaginal 8,500 2.1 3,173 25 36.5-37.5 10,713 466 848 415
Cesarean section 8,500 56.8 3,173 205 >37.5 10,713 81 848 1.7

Pulse oximetry recorded 11,561 93.7 883 954
Pulse oximetry saturation

Antenatal care

>4 visits 8,238 64.8 2,794 58.7
1-3 visits 8,238 343 2,794 39.1 <80% 10816 74 840 135
None 8238 0.9 2794 22 8096-89% 10,816 7.8 840 144
Antenatal corticos- 8,111  23.9 2703 14.9 909%6-95% 10,816 38.7 840 345
teroids 96%-100% 10,816 46.1 840 37.6
Objective respiratory
Maternal HIV, % 8,300 2.0 2,649 0.8
Mother received anti 162 975 19 100.0 asgesgmentdqne 11,624 509 890 86.1
_retrovirals Objective respiratory
Infant received pro- 156 98.7 20 100.0 assessment score
phylaxis for HIV 0-3 11,624 252 890 13.1
Gestational age, w, 8,320 38(35,40) 2,813 38 g'z 0 ﬂ'ggj 3268 ggg 51520-7
med (Q1, Q3) (36, - : - -
40
Gestational age de- 7,958 54.4 2,452 56?9 Supplemental Table 2:Admission assessment for infants ad-
termined by early mitted to the neonatal units at 14 African Neonatal Network
ultrasound, % member hospitals
Birth weight, g, med 8,462 2,900 2,831 2,800 Inborn Outborn
(Q1,Q3) (2,100, (2,235 N % N %
3,400) : Temperature measured 8,337 91.0 3,129 98.3
3,300) within 1 hour of admission
Birth weight, g, % Admission temperature (°C)
<=1500 8,462 11.3 2,831 9.7 <32.0 7,589 0.1 3,075 0.7
1501-2000 8,462 11.6 2,831 10.7 32.0-35.9 7,589 20.7 3,075 26.3
2001-2500 8,462 14.8 2831 16.4 36.0-36.4 7,589 254 3,075 16.0
2501-3000 8,462 21.1 2,831 27.1 36.5-37.5 7,589 48.8 3,075 414
3001-3500 8,462 23.6 2,831 23.1 >37.5 7,589 50 3,075 155
>=3501 8,462 17.6 2,831 13.0 Pulse oximetry recorded 8,390 925 3,118 96.9
1 minute Apgar 8,223 8(7,8) 1,721 75, Pulse oximetry saturation
score, med (Q1, Q3) 8) <80% 7,751 50 3,019 131
5 minute Apgar 8,222 9(8,9) 1,713 8(7, 80%-89% 7,751 6.7 3,019 11.0
score, med (Q1, Q3) 9) 90%-95% 7,751 374 3,019 423
Male, % 8,462 55.3 3,164 595 96%-100% 7,751 50.9 3,019 33.7
Multiple gestation,% 8,437 10.9 3,140 6.8 Objective respiratory
Small for gestational 7,507 24.5 2,612 29.7 assessment done 8,432 475 3,137 60.2
Age, % Objective respiratory assess-
ment score
0-3 8,432 231 3,137 312
4-7 8,432 215 3,137 26.1

8-10 8432 04 3,137 0.9
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Infants received a number of interventions in the deliv-stay for those who left against medical advice was 14
ery room and neonatal unit (Table 3). In the deliverydays (IQR: 8, 23), while the median length of stay for
room, 47.4% of infants received delayed cord clamping,those who died was 4 days (IQR: 2, 7), and the median
10.1% face mask ventilation, 24.0% continuous positivelength of stay for those who were transferred was 9 days
airway pressure (CPAP), 0.5% intubation, 0.5% epi-(IQR: 3, 15). Of survivors discharged home, 94.5% re-
nephrine and 1.4% chest compressions. Among infantseived human milk only in the 24-hour period before
born < 32 weeks’ gestation, the percent that receivedlischarge, while 1.1% received formula only and 4.2%
delayed cord clamping (31.1%) was lower, while areceived a combination of human milk and formula.
higher percentage received aspects of neonatal resuscitAmong infants born < 32 weeks, 88.9% received human
tion, including face mask ventilation (27.1%), CPAP milk only in the 24-hour period before discharge, while
(60.6%), intubation (2.5%), epinephrine (1.5%) and3.7% received formula only and 6.5% received a combi-
chest compressions (5.0%). In the neonatal unit, thaation of human milk and formula. Among surviving
most prevalent interventions were oxygen therapyinfants with length of hospital stay of > 14 days, 78.0%
(47.7% for all infants, 61.0% for infants < 32 weeks), were discharged with weight < 10th percentile. The
CPAP (32.9% for all infants, 85.9% for infants < 32 mean (SD) change in weight z-scores from birth to dis-
weeks), antibiotics (64.8% for all infants, 91.7% for charge among this group of infants was -1.6 (1.1), and -
infants < 32 weeks), and phototherapy (27.1% for all1.8 (1.0) among those born at < 32 weeks’ gestation.
infants, 51.6% for infants < 32 weeks). Of infants born
less than 32 weeks’ gestational age, 51.5% were treatelmong the 1,231 infants who died (Table 6), prematur-
with methylxanthines for apnoea of prematurity, 12.1%ity was the leading primary cause (34.7%), followed by
had a retinal examination for retinopathy of prematurity infection (18.0%), congenital anomalies (17.6%), in-
and 19.9% had a cranial ultrasound. Kangaroo mothetrapartum-related causes (16.7%), other causes (11.5%),
care (KMC) was practiced among 62.6% of infantsand hyperbilirubinemia (1.5%). Of the 427 infants who
weighing less than 2000 grams at birth and 50.1% ofdied from prematurity, 90.9% died from respiratory dis-
infants who were born less than 32 weeks’ gestationatress. Among the infants born < 32 weeks’ gestation,
age and less than 2000 grams. 400 died with prematurity as the leading cause (74.3%),
followed by infection (15.8%), congenital anomalies
The most frequently reported diagnoses overall (Tablg2.0%), intrapartum-related causes (1.3%), other causes
4) included clinical early-onset sepsis (33.1%), hyper-(6.3%), and hyperbilirubinemia (0.5%).

bilirubinemia (25.2%), and respiratory distress (23.9%) Table 3: Interventions received by infants admitted to the

Of the infants diagnosed with early-onset sepsis, 879 peonatal units at 14 African Neonatal Network member
(2,978/3,430) had a blood culture obtained; of those pospitals

8.8% had a positive blood or cerebrospinal fluid culture All Infants Infants <32
Additionally, 14.8% of infants were diagnosed with Wks
clinical sepsis after the first three days of which 88% N % N %

(1,030/1,174) had a blood culture obtained; of those,

40.1% had a positive blood or cerebrospinal fluid cul- Antenatal corticosteroids 10,832 21.6 823 591
ture. Among infants born < 32 weeks’ gestation, the afgx/‘gzt{g::]

n;os;o freglfje;]]t (ggg_mf)ss Wasz resilratr(])ry d|St.reS§DeIayed cord clgmping 9,231 474 727 311
(84. ,A’): the 162 infants < 32 weeks t, gt remaiNedc,ce mask ventilation 10,568 10.1 809  27.1
hospitalized on day 28, 30.9% were receiving respira- continuous Positive 10513 240 813 60.6

tory support. Of the infants that received a screeningAirway Pressure (CPAP)

retinal examination, 52.7% were diagnosed with reti- Intubations 10,533 05 802 25
nopathy of prematurity (ROP). Among infants born < 32 Chest Compressions 10,524 14 801 5.0
weeks, 59.6% of infants screened for ROP were diag-Epinephrine 10525 05 800 15
nosed with the disease. Among infants born < 32 weeks Neonatal unit interventions
30% of infants screened with cranial ultrasound were E:Rg;gg g:;g less than 11559 186 886 49.0
diagnosed with intraventricular haemorrhage. 2000g ‘ 2210 626 819 50.1
. . . Oxygen 11,686 47.7 888 61.0
Overall, 84.8% of infants SUI’VIVGd; 10.5% died before CPAP 11,705 32.9 896 85.9
discharge, 2.7% left against medical advice, and 2.0%Mechanical ventilation 11,667 3.7 887 14.3
were referred to another facility. Among infants born < Methylxanthines 11,613 80 881 515
32 weeks’ gestation, survival to hospital discharge wasSurfactant 11,605 12 882 9.8

63.9%; 1.7% left against medical advice and 2.5% wereRetinopathy of prematur- 11,598 1.5 879 121
referred to another facility (Table 5). Overall median !ty €xamination
length of stay was 4 days (IQR: 3, 8) and did not differ Antibiotics 11716 648 894 917

; ; , Phototherapy 11,685 271 890 51.6
by discharge status. Among infants born < 32 weeks Blood transfusion 11678 7.8 891 222

gestation, median length of stay was 9 days (IQR: 4, 20)Exchange transfusion 11674 09 888 1.2
and differed by discharge status. Among infants born <apticonvulsant medica- 11,665 55 886 2.0

32 weeks and discharged home, the median length ofjon
stay was 14 days (IQR: 7, 25). The median length of Surgery 11671 26 885 1.5
Cranial ultrasound 11,625 45 885 19.9
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Table 4: Final diagnoses received by infants admitted to the Table 5: Final diagnoses received by infants admitted to the

neonatal units at 14 African Neonatal Network member

neonatal units at 14 African Neonatal Network member hospitals

hospitals
All Infants Infants <32
Wks
N % N %

Hypoxic ischemic en- 11,608 7.3 nla n/a
cephalopathy
Meconium aspiration 11,666 7.9 889 0.4
Birth injury 11,655 3.0 889 0.3
Transient tachypnoea of 11,608 7.3 882 0.8
the newborn
Pneumonia 11,602 1.0 882 0.9
Seizure 11,674 3.7 888 2.0
Respiratory distress 11,696 239 897 84.9
Necrotizing enterocolitis 11,604 1.4 884 7.8
Respiratory supporton 457 17.3 162 30.9
day 28
Respiratory support at 36
week8

Mechanical ventilation 70 0.0

Nasal cannula >2 L/min 70 4.3

or CPAP

Nasal cannulg 2 L/min 70 27.1

None 70 68.6
Hypoglycaemia 11,599 6.1 882 12.7
Hyperbilirubinemia 11,676 25.2 889 38.1
Anaemia 11,608 4.7 881 13.6
Congenital anomaly 11,660 7.8 885 5.0
Congenital infection 11,616 0.8 881 0.7
Early-onset bacterial 10,312 33.1 865 41.7
sepsis
Culture confirmed 2978 88 309 13.6
Late-onset bacterial 7,893 14.8 656 29.9
sepsis
Culture Confirmed 1,030 40.1 163 50.9
Retinopathy of 169 52.7 104 59.6
prematurity
Intraventricular 333 24,9 140 30.0
haemorrhade

a. Among those in hospital on Day 28

b. Among those in hospital on the Date of Week 36
¢. Among those who received a retinal examination

d. Among those who received cranial imaging

All Infants Infants <32 Wks
N % N %
Final Disposition,
%
Discharged home 11,689 84.8 1,644 63.9
alive
Absconded or 11,689 2.7 1,644 1.7
left against medi-
cal advice
Died in hospital 11,689 10.5 1,644 31.9
Referred to an- 11,689 2.0 1,644 2.5
other facility
Length of Stay 11,761 4(3,8) 1,671 9 (4, 20)
(d), median (IQR)
Discharged home 9,911 53,8 1,051 14(7,25)
Absconded or 318 4(3,8) 28 14 (8, 23)
left against medi-
cal advice
Died in hospital 1,231 32,7 524 4(2,7)
Referred to an- 229 4(2,9) 41 9 (3, 15)
other facility
Discharge Weight 10,210 2,800 1,535 1,535
(g), median (IQR) (2,100, (1,260,
3,285) 1,795)
Feeding at dis-
chargé, %
Human milk only 10,108 94.5 1,089 88.9
Formula Oonly 10,108 1.1 1,089 3.7
Combination 10,108 4.2 1,089 6.5
None 10,108 0.3 1,089 0.9
Discharge weight 794 78.0 464 78.2
<10th percentil?
%
Weight Z-scoré’s
mean (SD)
Birth 906 -0.7(1.4) 485 -0.1(1.4)
Discharge 895 -2.3(15) 478 -19(1.3)
Change from birth 867 -1.6 (1.1) 470 -1.8(1.0)

to discharge

a. Among survivors
b. Among survivors with length of stay > 14 days
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Table 6: Causes of death among infants admitted to the their gestationa' age assessed by ear|y u|trasound’ en-
neonatal units at 14 African Neonatal Network member hancing the reliability of analyses related to prematurity
hospitals and growth restriction. The prevalence of normothermia
All Infants  Infants <32 on admission was only 46.6%, and only 41.5% among
(N=1,231) Wks (N=400) infants born less than 32 weeks' gestational age, in
No. % No. % keeping with other studies from the reditf but high-
Prematurity 427 347 297 743  |ighting a critical area for improvement that could sig-
Respiratory distress 388 909 268 90.2  pificantly reduce neonatal mortality.
Necrotizing enterocolitis 9 2.1 7 24
é?gﬁgﬁgétmlgg:Seg;gglgz?; g 8:8 g 8_’3 Antib_iotic use was reported in 64.8% of admissions,
Other 26 6.1 20 6.7 considerably h|gh_er than rates in h|gh-|ncqme countries,
Infection 222 180 63 158 such as 35.9% in 2021 at 735 NICUs in the United
Probable sepsis 137 61.7 39 619  States’ The high rate in the ANN suggests an important
Culture-positive sepsis 67 302 19 30.2 opportunity for antimicrobial stewardship and cost re-
Culture-positive meningitis 3 14 0 0.0 duction, especially in settings where overuse may con-
Pneumonia 1 05 0 00 tribute to resistance and other iatrogenic harms. Antibi-
Tetanus 3 14 0 0.0 otic stewardship is amenable to quality improvement as
Other 150 5 79 shown by a multi-centre collaboratives led by VON
Intrapartum-Related 205 16.7 5 13 ; . 19
Hypoxic ischemic encephalo 175 854 2 40.0 and one in California’
f\)ﬂaé%mum aspiration 19 93 0 0.0 Of concern is the very low number of babies born less
Birth injury 1 0.5 0 0.0 than 32 weeks’ gestation screened for ROP—only 104
Other 10 4.9 3 60.0 in total—and the alarmingly high incidence of ROP
Congenital Anomaly 217 176 8 2.0 among those screened (59.6%). As reported by Hender-
Cardiac 83 382 2 25.0 son et al., five hospitals in the ANN have inpatient
Chromosomal 2r 124 0 00 screening and four offer outpatient screening; regarding
Neurological 10 46 0 00 treatment, four hospitals in the ANN have anti-VEGF
Abdominal or pelvic 24 1110 00 i only one offers laser surgéfyThere is an urgent
Respiratory or airway 61 28.1 6 75.0 . . ) .
Hyperbilirubinemia 19 15 2 05 need for |mproved preventive strategies qnd access to
Other 141 115 25 6.3 ROP screening before a potential epidemic of prevent-

able blindness develops in Africa.

Recognizing that the leading cause of death among chil-
Discussion dren unde_r 5-ye_ars of age is prematur_ity, th_e ANN d_ata-
base provides timely data on the receipt of interventions

This study reports on a relatively large, contemporaryand services recommende_d f(_)r preterm infants. Notably,
dataset drawn from multiple hospitals across five Afri- the World Health Organization (WHO) recommends
can countries. Overall, 10.5% of infants died before ~ antenatal corticosteroid therapy for women with high
discharge, primarily of prematurity. Most of the infants likelihood of preterm birth from 24 to 34 weeks’ gesta-
were term, however, and inborn at the reporting facili- 10" when gestational assessment can be accurately un-

ties, and the most frequently reported diagnoses in th&€rtaken, there is a high likelihood of preterm delivery
neonatal unit included early-onset sepsis hyper_Wlthln 7 days, no clinical evidence of maternal infection,

bilirubinemia, and respiratory distress. The median@dequate childbirth and preterm newborn care is avail-
length of stay was 4 (IQR: 3, 8) days overall and gable?! In the ANN, 59.1% of infants born less than 32
(IQR: 4, 20) among infants bor,n < 32 weeks'’ gestationweekS’ gestation were exposed to antenatal steroids; an

(median 4 days for died, 9 days for referred to anothefmportant benchmark from which to improve through
facility, and 14 days if discharged home). collaboration with obstetric and midwifery colleagues,

and family engagement. For low birth weight or pre-
The reported maternal HIV prevalence of only 1.7% ist€rm infants, the WHO recommends KMC as routine

notably low. While this may reflect genuine progress in ¢are: gndzzthat it should be started as soon as possible
HIV prevention and management, it could also be aafter birth™ Among infants admitted to ANN units with

function of sampling bias, incomplete maternal testing,Pirth weights < 2 kg, 62.6% received KMC, and among
or under-documentation. Published prevalence rates ar@fants born < 32 weeks’ gestation and with birth
considerably higher—7% in Nigeria, 27% in South Af- Weights < 2kg, 50.1% received KMC while in the
rica, and 8% in Ethiopi& * Among babies less than 32

weeks, the relatively low rates of antenatal steroid expo- ) ) )

sure (59.1%) and use of any methylxanthine (51_5%)These results align with those of Mony et stlidying

present an opportunity for low cost, high impact quality the implementation of KMC among infants with birth
improvement. weight < 2kg who survived the first 3 days in Ethiopia

and India® Following a three-phase implementation
It is encouraging that 55.1% of admitted neonates hadncdel, KMC coverage reached 68% of infants in
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Ethiopia and 55% in India. As raised by Stevenson ehospitals;10 of the 14 hospitalsprovide containersand
al. KMC has been identified as a priority for quality refrigeratedstoragespacefor expressednilk, although
improvement within the ANN? The WHO condition-  no hospitalsprovide manualbreastpumpsand one pro-
ally recommends CPAP immediately after birth for very vides electric breast pumps.
preterm infants (< 32 weeks’ gestation) and methylxan-
thines (caffeine) for prevention of apnoea in preterminterestingly, the rate of discharge against medical ad-
infants born before 34 weeks’ gestation. Within thevice (DAMA) was relatively low at 2.7%, especially
ANN, we found that 60.6% of infants born at < 32 when compared to previously published rates in other
weeks’ gestation were initiated on CPAP in the deliverylow- and middle-income countries: 11.1% in Nig&tia
room and 85.9% received CPAP while admitted to the25.7% in Bangladesh and 25% in Irari?
NICU. Methylxanthine was administered to 51.5% of
admitted infants born at < 32 weeks’ gestation across th@he strengths and limitations of this study are inter-
ANN. As an optimal package of interventions for pre- twined. The results provide a valuable snapshot of neo-
term infants is refined for neonatal units that care fornates, interventions, and outcomes across 14 ANN hos-
small and sick newborns in sub-Saharan Africa, thispitals, using a relatively large sample to offer an impor-
baseline coverage data along with outcomes will be usetant glimpse into the current state of neonatal care in
ful to evaluate for improvements as further investmentsAfrica. However, the participating hospitals are not nec-
are made to effectively and efficiently optimize care of essarily representative of the continent at large, and data
preterm infants and their families. quality and completeness remain variable. It is important
to acknowledge that the participating hospitals are pre-
The median discharge weight for babies born at a gestadominantly urban and often teaching or referral centres,
tion < 32 weeks of 1,535grams (IQR: 1,260 to 1,795) iswhich limits generalize ability to the broader population.
very low by international standards, and future researciThis may help explain the relatively high caesarean sec-
should explore ex-utero growth failure and monitor thetion rate of 46.8%, compared with an estimated conti-
outcomes of these small babies at home after dischargeental average of approximately 5% While this paper
That 78% of infants were discharged with weights lesscan only report a limited selection of indicators, it high-
than the 18 percentile is notable and concerning. This lights the ANN database as a promising resource for
rate reflects both intra- and extra-uterine growth restric-researchers interested in answering more specific, nu-
tion and calls for more research into optimizing the nu-anced questions.
trition and growth of these vulnerable infants. Chal-
lenges with resources to adequately provide nutritionalThe ANN is fundamentally a quality improvement (QI)
support for small and sick newborns are likely related toinitiative, and as such, the data were collected primarily
the worsening of weight z-scores from birth (-0.7 overallfor QI rather than formal research. As the number of
and -0.1 among infants born < 32 weeks) to discharge (participating hospitals grows, the utility, diversity, and
2.3 overall and -1.9 among infants born< 32 weeks). Thaepresentativeness of the data will likewise improve.
overall change in z-score from birth to discharge showsThe critical input of participating ANN teams in co-
a greater deviation from the foetal reference than what isleveloping and iteratively improving and updating the
published in the literature from the VON member hospi-data items included in the database underscores the syn-
tals in the United States, -0.88 among very low birthergy of ANA and VON working in partnership toward a
weight infants fed human milk only at dischafgeds shared vision. Future investments should focus on en-
Abayneh et al., reported, only four ANN hospitals haveriching the ANN with increased participation across the
total parenteral nutrition, clearly contributing to the continent while continuing to strengthen data accuracy
postnatal growth failure problem among small and sickand completeness, and on developing transparent
newborns?® mechanisms for monitoring and reporting data quality.
The data presented here reflect the first complete year of
An exceptionally high percentage (94.5%) of infants network activity. Over time, longitudinal data will en-
were discharged on human milk alone. For comparisonable assessment of trends and the impact of QI efforts.
data from VON demonstrate significant regional varia- Ultimately, however, the true value of the dataset lies
tion in exclusive human milk feeding at discharge, fromnot in academic publication but in its application—as a
as low as 9.1% in North America to 49% in Africdt tool to drive meaningful improvements in care for neo-
is worth noting that VON data from other African coun- nates across the continent. It is our shared responsibility
tries predominantly represent affluent, private-sectorto ensure that the data are used to accelerate progress
facilities, while the ANN hospitals are largely public- toward safer, higher-quality, and more equitable neona-
sector and serve lower-income populations. This findingtal care for African families.
raises the provocative hypothesis that high breastfeeding
rates may be one of the few positive side effects of pov-
erty—a reflection of necessity rather than structuredConclusion
policy. These data are in keeping with other publications
demonstrating an increase in the use of breast milk subFhis study presents findings from the first 12 months of
stitutes with increasing national weaffif’ There is  data collection by the ANN involving 14 hospitals
some institutional support for breastfeeding in the ANNacross five countries. It describes the characteristics,
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interventions, and outcomes of neonates admitted ta\ddis Ababa, Ethiopia; Tikur Anbessa Specialized Hos-

participating hospitals, and identifies multiple areas forpital, Addis Ababa, Ethiopia; Tirunesh Beijing Hospital,

improvement. While the data reflect the challenges ofAddis Ababa, Ethiopia; Assosa Hospital, Asosa, Ethio-
working in resource-limited settings, they also highlight pia; Hawassa Referral Hospital, Awassa, Ethiopia;
important opportunities to strengthen care. There is amyder Hospital, Mekelle, Ethiopia; Sacred Heart Hospi-
urgent need to improve the quality, equity, and safety oftal, Abeokuta, Nigeria; Federal Teaching Hospital Ido-
neonatal services across Africa—and the ANN providesEkiti, Ekiti, Nigeria; King Faisal Hospital, Kigali,

a promising platform to support that mission. Rwanda; Mengo Teaching Hospital, Kampala, Uganda;
St Francis Nsambya Hospital, Kampala, Uganda; Lub-
aga Hospital, Kampala, Uganda; Murambinda Mission
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