





NATIONAL GUIDELINE FOR NEWBORN CARE

FOREWRD

About 7 million babies are born annually in Nigeria, of which 240,000 die in the first 28 days of life.
Neonatal mortality contributes 32% to overall annual undere deaths. 80% of these deaths are
caused by complications related to prematurity, birtepayxia and infections, most of which are
preventable and treatable. Unddive mortality has increased from 128 deaths per 1000 live births

in 2013 to 132 deaths per 1000 live births in 2018 (NDHS) as a result of neonatal mortality of 38 per
1000 live biths.

Nevertheless, there are key interventions to address this trend, but the areas covered are low. To
have appreciable impact in newborn health, effective interventions must be provided across all
delivery modes, within the continuum of care in the hbaystem.

Much attention is currently channeled towards the primary level of care throitgk Essential
Newborn Care Courseprogram with its' well structured, blended training package, wtiile
dComprehensive anddvancedNewborn Careg, has no structured national guideline that clearly
outlines services that are to be delivered at referral levels of cares National Guidehe for
Comprehensivé&ewbornCare is to bridge the identified gaps.

The Global "Every Newborn Action Plan" underscores the need to focus on newborn interventions at
the time of birth, for the greatest impact. Nigeria acknowledges the need to strengibkeies for
implementing at scale, addressing equity issues, developing or updating policies, strategies,
standards, guidelines and tools. Nigeria "Every Newborn Action Plan" also states the need to establish
and strengthen "Special Care Baby Units" aioselary facilities and the more advanced Neonatal
Intensive Care Units at selected tertiary facilities. The National Strategic Health Development Plan
(NSHDP 1I) (2016202)) reaffirms the necessity of comprehensive, advanced newborn care at
referral levels

| therefore call on partners, civil society groups, donors, the private sector and other stakeholders to
work with government at all levels in implementing the National Guideline for Newborn Care in
Nigeria. | recommend this National Guideline toasla tool to support achievement of reduction in

neonatal mortality.
& J——

Dr. Osagie Ehanire, MD, FWACS
Honourable Minister for Health



ACKNOWLEDGEMENT

It is indeed sad to note that, Nigeria und@gre and neonatal mortality is remains unacceptably high.
Thus, necessitate development of the National Guideline for Newborn Care as a crucial turning point
in the bid to end preventable stillbirth as well aswborn deaths.

The Federal Ministry of Health acknowledges all stakeholders who contributed invaluably to the
development of the document.

Please permit me to recognise the outstanding contributions of the Nige3@ciety of Neonatal
Medicine (NISONM)Paediatric Association of Nigeria (PAN), Departments and Agencies of
Government ad the Developmenfartners, to actualize Nigeria's quest to provide quality care for
the newborn by developing this document.

Worthy of note is the immense support andlledvoration from UNICEF and NEST 360, who teamed
up with the Child Health Division tife Family Health Department of Federal Ministry of Health to
make this guideline operational by actualizing the development and production of this document.

My sincereappreciation goes to the officers of Child Health Division of the Department of Family
Health for the concerted effort demonstrated from planning to execution of the entire process. In
these regards, the tireless efforts of Dr Stella NWOSU, Head, Chilth Bévision and the Newborn
Desk led by Dr. Ovuoraye John are recegghiTheir tremendous commitment and unrelented efforts
are highly commendable.

e

e
&

]

Dr. Salma Ibrahim Ana&olo, MBBS, MWACP, FMCPH
Director, Family Health Department



Table of Contents

LIST OF ABBREVIATIONS .....coiiiiii ittt e e s e s s raneen e 6
T L O I [ PP PPT 11
CHAPTER INTRODUGCTIQN ...ttt ettt e et e e e e e e e e s s e s e n e et et e e e e e e e sa s b rrrrnneeeeeeeeeeas 12
CHAPTER SUMMARY OF WHO STANDARDS FOR NEWBORN QUALITY IMRRGNEMENEMBER20)....... 15
CHAPTER LEVELS REONATAL CARBISERIA ... 22
CHAPTER STANDARD PRECAUTIONSVWREIITION CONTROL.......oociiiiiiiiiiiiecee e 28
CHAPTER 5: ROUTINE CARE QFEIRMEWBORWITHNOPROBLEM®ANGERIGNS. ..., 39
CHAPTE® NEWBORMSTORY AND PHYSEXAMINATION. .....ccoiiiiiiiiiiiirieeeee e . A0
CHAPTER 7: NEONATRRIAGING. ...ttt e ettt e e e e e e e e e e e e e s e s s bbb s e e et e e e e e e s s s snnnnnrenaeees 51
CHAPTER 8: STABILIZATION, REFENRBARANSPORT OF THE SICK NEWBORN.........cccoiiiiiieiiiiiiii 58
SECTION. 2. 64
CHAPTER NEONATAL RESUSCITATION. ....ceiitieeieeiieeeeee s iireee ettt ssnne e e e sesmnne e e e s nsnnneeesnnnnee s 65
CHAPTERD: RESPIRATORY DISORDERS IN THE NEWBORN AND APPROACH.TO.CARE........ccocceevvnnnen. 77
CHAPTERL: OXYGEN THERIMNPNEWBORNS......cooiiiiiiiitii ettt e e e e e e e e s e s s 92
CHAPTER 12: CONTINUOUS POSITIVE RREBSYURE (CPAPR)........uiiii ittt 99
CHAPTER3:OTHER MODES OF RESPIRATORY SUPRPRORT.......ciiieee et 106
CHAPTERA: PERINATAL ASPHYXLA. ..ottt e e e e e e e e e 111
CHAPTEES: NEONATAENCEPHALOPATHYEONATAL SEIZURES.......cciiii e 121
SECTIOBL......cceiiiiieeee e et e 127
CHAPTERS: CARE OF THE PRETERMBIRTMVEIGHTNEWBORNS. ...ttt 128
CHAPTER/: THERMOREGULATION AND KANGABRTHMERCARE........cooiiiiiiii s 133
CHAPTERS: NUTRITION IN TRHIENVBORKENTERALY). .....coitiiiieiiiieeit ettt 147
CHAPTER 19:NUTRITION IN THE NEWBORN( PARENTERAL).....coiittiiiieie e 157
CHAPTERD: HYPOGLYCAEMIA ANPERGLYCAEMIA ... ettt 167
CHAPTERL: ELECTROLYOHERANGEMENTS. ....cciiiiiiii ettt e e e e e e e e e e e e 177
CHAPTER2: NEONATAL JAUNDICE ... .ttt e st e et e e e e e e s e e r e e e e e e s e s nnnnn 188
T =L O [ ] N PP PRSPPI 199
CHAPTER 23: NEONATSBRSIS.......ooiiiiiiiiittti et r e e e r e s e e e s s snees 200
CHAPTER4: SHOCK AND HYPOTENSION MEWHEDRIN. ....cciiiiiiieiitiere e 207
CHAPTEES: MANAGEMENT OF NEWBORNS OF MOTHERSRETHOUSNDEMERGING DISEASES.......... 213
CHAPTEPRS: NEONATAHAEMATOLOGEDNDITIONS..... .ottt e e 219
CHAPTER/: CARDIOVASCUIEARMLUATIOMN THEEWBORN......ccciiiiiiiiiiiiiririe et 228
CHAPTERB: NEWBORBECREENING......ciiiiiiiiiiiii e 231



CHAPTER 29: CONGENITAL ANOMALIES/SURGICAL EMERGENEMBORIHE.............cccoivieeerieeeieeee 241

CHAPTER 30: COMMON NEONATAL PROCEDURES........coi ittt e e 246
CHAPTER 31: DISCHARGE/ FOLLOW UP/ IMMUNIZATION......cciiiiiiiiie it 258
CHAPTER 32: GROWTH MONITORING AND EARLY DEVELOPMENTAL ASSESSMENT..........cccccoeie 265
CHAPTER 33: COMMUNICATION AND EMOBIDRADRT.........coiiiiiiiiiiiiii i 268
CHAPTER 34: QUALITY IMPROVEMEEDMNATAL PRACTICE ... 270
SECTION 5: APPENDICES. ... ...ttt e et e et e e e e e s et e e e e e e e e e e e e e e nnnnes 281
LIST OF REFERENCES AND RESQURCES ...ttt e s 313
LIST OF CONTRIBUTIORS.......oeoiii ittt s s e s s ee e e s s e e e s e s e e e e e 317



LIST ORBBREVIATIONS

American Academy of Pediatrics
ABC Airway,Breathing, Circulation
ABG Arterial blood gas
AGA Appropriate for gestational age
ANC Antenatal Care
AP Antero-posterior
ART Antiretroviral Therapy
ARV Antiretroviral
AZT Zidovudine
BCGE Bacille Calmette Guerin
bCPAP Bubble ContinuouPositive Airway Pressure
BCS Blantyre Coma Scale
BIND Bilirubin Induced Neurological Dysfunction
BPD Bronchopulmonary Dysplasia
BP Blood Pressure
BW Birth Weight
CH Congenital Hypothyroidism
CCH Central Congenital Hypothyroidism
CHD Congenital Heart Defect
CHEWSs Community Health Extension Workers
CLD Chronic Lung Disease
CMV Cytomegalovirus
CO2 Carbon dioxide
COVIEL9 Corona Virus Disease of 2019
CPAP Continuous Positive Airway Pressure
CRP G Reactive Protein
CRT Capillary Refill Time
C/S Caesarean Section
CSF Cerebrospinal Fluid
CTG Cardiotocography
CvP Central Venous Pressure
CXR Chest Xay
DCT 5ANBOU /22Y0Qa ¢Sad
DDH Developmental Dysplasia of the Hip
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DIC Disseminated Intravascul@oagulopathy
DL Decilitre

DOL Day of life

D/W Dextrose water

EBM Expressed Breastmilk

EBT Exchange blood transfusion

ECEB Essential Care for Every Baby

ECG Electrocardiography

ECHO Echocardiography

ECSB Essential Care for Small Babies

EEG Electroencephalography

EID Early Infant Diagnosis

ELBW Extreme Low Birth Weight

ENC Essential Newborn Care

ENCC Essential Newborn Care Course

EOS Early onset sepsis

EPI Expanded Programme on Immunization
ESR Erythrocyte Sedimentation Rate

ET Endotracheal tube

E/U/Cr Electrolyte, Urea, Creatinine

FBC Full blood count

FFP Fresh Frozen Plasma

FiO2 Fraction of inspired Oxygen

FMOH Federal Ministry of Health

GA Gestational age

GBS Group BStreptococcus

GCS Glasgow Coma Scale

G6PD Glucose6-Phosphate Dehydrogenase Deficiency
GIR Glucose Infusion Rate

HAI Healthcare Associated Infection (Hospital Acquired Infections)
HAART Highly active antiretroviral therapy

HBB Helping BabieBreath

HBIG Hepatitis B Immunoglobulin

HBsAg Hepatitis B Surface Antigen

HCP Healthcare practitioner

HCWs Healthcare workers




HFENC High Flow Nasal Cannula

HFOV High Frequency Oscillatory Ventilation
HIE Hypoxic Ischaemic Encephalopathy
HIV Human Immunodeficiency Virus

HMD Hyaline membrane disease

HPA Human Platelet Antigen

HPLC High Performance Liquid Chromatography
HR Heart rate

Hr Hour

HSV Herpes Simplex Virus

IEF Isoelectric Focusing

IM Intramuscular

IPPV Intermittent Positive Pressure Ventilation
U International Unit

IUGR Intrauterine growth restriction/retardation
v Intravenous

IVF Intravenous fluid

IVH Intraventricular haemorrhage

KG Kilogramme

KMC Kangaroo Mother Care

L Litre

LBW Low Birth Weight

LED Light Emitting Diode

LGA Large for gestational age

LMP Last menstrual period

LNMP Last normal menstrual period

LOS Late onset sepsis

LP Lumbar puncture

MAP Mean Airway Pressure

MAS Meconium aspiration syndrome

MCG Microgramme

M/C/S Microscopy, Culture and Sensitivity
MEq Milliequivalent

MG Milligramme

MIN Minutes

ML Millilitre




MMOL Millimole

MOsm MilliOsmole

MPDSR Maternal and Perinatal Death Surveillance and Response
MRI Magnetic Resonance Imaging

MTCT Mother to ChildTransmission

NAITP Neonatal Alloimmune Thrombocytopaenia
nCPAP Nasal Continuous Positive Airway Pressure
NEC Necrotizing enterocolitis

NG Nasogastric

NGT Nasogastric tube

NICU Neonatal Intensive Care Unit

NIENAP Nigeria Every NewborAction Plan
NNJ Neonatal jaundice

NNU Neonatal unit

NPI National Programme on Immunization
NPO Nil per Os

NRP Neonatal Resuscitation Program

NRT Neonatal Resuscitation Training

NVP Nevirapine

NYI Newborn and young infant

OFC Occipitofrontal circumference

oG Orogastric

OGT Orogastric tube

02 Oxygen

PaCO2 Partial Pressure of Carbon dioxide
Pa0O2 Partial Pressure of Oxygen

PCR Polymerase Chain Reaction

PCV Packed cell volume

PEEP Positive End Expiratory Pressure
PGE Prostaglandin E

PIP Peak Inspiratory Pressure

PO Per Qal

PPE Personal Protective Equipment
PPHN Persistent Pulmonary Hypertension
PPV Positive pressure ventilation

PROM Prolonged rupture of membrarse




PSBI Possible Severe Bacteriafection
PT Prothrombin Time

PTT Prothrombin Time Thromboplastin
Ql Quality Improvement

QoC Quality of Care

RBS Random Blood Sugar

RDS Respiratory distress syndrome

Rh Rhesus

RMNCH Reproductive, Maternal, Newborn and Child Health
ROP Retinopathy of prematurity

RR Respiratory rate

RSS Respiratory severity score

SARS Severe acute respiratory syndrome
SB Serum Bilirubin

SCBU Special Care Baby Unit

SEUC Serum Electrolytes, Urea and Creatinine
SGA Small for gestational age

SIADH Syndrome of Inappropriate Anrtliuretic Hormone
SPA Suprapubic aspiration

SPO2 Oxygen saturation

SRT Surfactant Replacement Therapy
Te Expiratory time

Ti Inspiratory time

B Tuberculosis

TFT Thyroid function test

TPN TotalParenteral Nutrition

TSH Thyroid Stimulating Hormone

UAC Umbilical artery catheter

UTI Urinary tract infection

uvC Umbilical vein catheter

VT Tidal volume

VLBW Very Low Birth Weight

WHO World Health Organization
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CHAPTER INTRODUCTION

STATUS OF NEWBORN CARE IN NIGERIA

Each year in Nigeria, over seven million babies are born, of valticht 240,000 die in their
first month of life with 94,000 dying on the day of birth (FMOH: NiENAP 2016). Neonatal

mortality contributes up to 32% of undeb mortality, with the leadingauses of death being
complications related to prematurity, birth asphyxia, and infectiqgrggure 1.1A (MCEE,2015)
and 1.1B (VASA,2019)

Other (post-neonatal),
17%

Preterm birth

Meningitis, 3% complications, 31%

Injuries, 5%
Measles, 1% L
AIDS,3% A

L2

Intrapartum-related
complications, 31%

Malaria, 14%

Sepsis, 16%

Diarrhoea (post-

neonatal), 10% Pneumonia, 7%

Congenital, 6%
Other, 5%
Tetanus, 3%
Diarrhoea, 1%

Pneumonia
(post-neo-natal), 10%

Data source: WHO and Maternal and Child Epidemiology Estimation Group (MCEE) 2015 data.unicef.orgyéligé&lewvborn Action
Plan, 2016.

Figure 1.1ACauses of child and neonatal mortality
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(Physiciarcoded and expert algorithm verbal autopsy for causes of 722 neonagald@ys)deaths
in Nigeria,20132018(weighteddata)

Physician-coded VA - Neonatal Expert Algorithm VA — Neonatal

Neonatal Other
tetanus A%
0.2%

Neonatal Other
tetanus 3%

Injury 0.2%
0.2%
Injury Unspecified
1% 18%
1%
Diarhosa
Congenital 2%
1% _
Pne.lug.;i?ma Congenital
i 3% :
JE;JS:;{:CE Pret Intrapartum P“iuzn;:ma
reterm e
Intrapartum 1% injury
injury ’ 27%
18% Meningitis Jaurlﬁiice
6% 1% Meningitis

2%

Nigeria2019Verbaland SocialAutopsyStudyMain Report

Figure 1.1BCauses of child and neonatal mortality (VASA,2019)

Childhood mortality, including newborn deaths, remain high and the rate of reduction is slow. Using
global mortality estimates, the annual rate of reduction for newborn mortality was slower (1.5
percent per year) than for posteonatal undets mortality of2.7 percent per year (FMOH NIENAP
2016).

Aspart of measurego improvenewbornhealthin Nigeriathe EssentiaNewbornCareCoursENCC)

was introduced in 2008 by the World Health Organization (WHO) through a National Training of
Trainerscourse. ENCds a set of evidencebased, high impact, cost effective interventions and
standardsthat will enablehealth careworkersto givequality careto the babyduringchildbirthand
postnatalperiod. Implementation of other training package#h varying methods and approaches
necessitated a process adaptationandharmonizationof allthe ENC@ainingpackagesasseveral
trainingswere being conducted though not at scale. These ENCC packages that were harmonized and
G 0 f SgfoRdBnikthe National ENCC for Nigeria include the WHO generic ENCC materials, Save the
| KA RNBYQa GwSTFSNBYOS ¢NIAYAy3 alydzadft F2NJ bSé
series from the American Academy of Pediatrics.

The harmonization and adoption process lasted till 2015, and this national ENCC document was
formally adopted and launched during the World Prematurity Day Commemoration of 2016 by the
then HonourableMinister of Health,Proflsaad=.Adewole . Subsequentlyareviewandincorporation

of new evidencefor the moduleswasdonefrom 2018,whichledto the current FMOHENCGecond

edition 2019. The modules of the course presently address the followasyscitationat birth

(Helping BabieBreathe (HBB) to prevent asphyxia); Essential Care for Every Baby (ECEB); Essential
Care for Small Babi¢eCSB); and treatment of PossibtvereBacterianfection(PSBIyvhenreferral

isnot possible.
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RATIONALE FOR THE GUIDELINE

The major need foti KA & 3JdzARST AyS Aa G2 adlkyRIFINRATS yS2
tertiary institutions where comprehensive and advanced newborn care services are provided. It is a
stepbeyondthe ENC@ackageandguidelinefor usein primaryhealthcentresthat addresonly basic
newborncare.

This guideline is also in response to one of the thematic areas of the Nigerian Every Newborn Action
Plan (FMOH NIiENAP, 2016) that seeks to strengthen comprehensive newborn care in all secondary
and tertiary nstitutions; and advanced newborn care in selected tertiary facilities.

The essence of this guideline is to help the user address common neonatal conditions with the aim
of reducing neonatal morbidity and mortality. This includes users to:

Provide care abirth for all newborns including those of low bintreight.

Provide neonatal resuscitation for all those who néed

Provide emergency assessment and treatment for small ancheigkorns.

Understand which newborn requires referral and saésport.

Understand common clinical problems of the sick and small newborns especially

prematurity and its complications, asphyxia, sepsis and neojzatatlice.

Counsel families on common problems arising in thisgagep.

To introduce quality improveent in theirfacilities.

1 Know how to use and maintain equipment necessary for the canewborns.

= =4 4 -8 -9

= =

TARGET AUDIENCE/USERS

The guideline is designed for use by health workers in secondary and tertiary health facilities across
the nation. Targetusersincludehealthworkersat public,private hospitalsandfaith- basednstitutions
that have the capability and expertise to offer comprehensive and advanced newén

STRUCTURE OF THE GUIDELINE

Theguidelineis structuredto addressmajor areasof newborncareandis presentedin sections.The
initial sectionsare centeredon the statusof newborncarein the country;triagingandtransportation
of the newborn; and some basic physiologic processes ingidorn.

Thisisfollowedby sectionson specificclinicalguidelineson asphyxia, prematurity, oxygen use, respiratory
support with the bubble CPAP, neonatal jaundice, neonatal sefisigguidanceon newborn technologies and
equipmentuse integrated; while the later sections arenaccommon procedures in the newborn;
congenital /surgical newborn emergencies; guidance for discharge/follow upagrehdices.
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CHAPTER SUMMARY OF WHO
STANDARDS FOR NEWBORN
QUALITY IMPROVEMBNHO:
SEPTEMBERR20)

The standards for the care of small and sick newborns in health facilities define, standardize and
mainstream inpatient care of small and sick newborns, building on essential newborn care and
ensuring consistency with the WHO quality of care framework (\8t@dards 2020). They provide

a resource for policynakers, health care professionals, health service planners, programme
managers, regulators, professional bodies and technical partners involved in care, to help plan,
deliver and ensure the quality of hkh services.

Every small and sick newborn receives eviddmased routine care and management of
complications according to WHO guidelines.

STANDARD 1:

Quality statements
A.CARE FOR ANEWBORNS

1.1  All newborns receive care with standard precautions to preveatlith careassociated
infections, including implementing additional measures required during outbreaks and
pandemicsituations.

1.2  All newborns are assessed immediately while receiving essential newan

1.3  All newborns at risk are correctigentified as soon as possible after birth or on presentation
to the health facility and receive additionzdre.

1.4  All referred newborns are triaged, promptly assessed for danger signs or injuries to
determine whether they require resuscitation and to raseappropriate care according to
WHO guidelines.

1.5 All newborns receive routine postnatal care, including weighing and temperature
measurement.

1.6 All newborns are assessed for immunization status and receive recommended vaccinations
according to the guidelinesf the WHO Expanded Programmelommunization.

1.7  All newborns are given vitamin K according to Wgd@elines.

1.8 All newborns are protected from unnecessary or harmful practices, including separation
from their mothers and families during thedare.

1.9 Allnewborns are screened for evidence of maltreatment, including neglect and violence, and
receive appropriateare.
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1.10

111

1.12

1.13

1.14

1.15

1.16

All newborns are assessed for congenital abnormalities, managed appropriately and referred
in a timelymanner.

All newborns whose gestationage is unknown are assessed with an appropriate tool for
scoring gestationage.

All newborns are assessed for suspected infection or risk factors for infection and, if
required, investigated and given the correct antibiotic treatment according to WHO
guidelines, avoiding overuse ahtibiotics.

All newborns at risk of congenital syphilis are assessed, investigated and managed according
to WHOguidelines.

All newborns receive eye prophylaxis, are assessed for ophthalmia neonatorum and, if
required, managed according to WHOidelines.

All newborns at risk for tuberculosis and/or HIV infection are correctly assessed, investigated
and managed appropriately according to Whi@delines.

All newborns at risk of impaired metabolic adaptation asated with asphyxia, sméfibr-
gestational age and maternal diabetes are assessed to identify and mayaaglycaemia.

B.CARE FOR SMALL AND SICK NEWBORNS

B1. Care for respiratorgonditions

1.17

1.18

1.19

1.20

1.21

1.22

1.23

Small and sick newborns are assessed for sigrespfratory compromise, and a neonatal
pulse oximeter is used to detect hypoxia or hyperoxia and to guide administration of
supplemental oxygen according to Wig@idelines.

Preterm newborns born at or before 32 weeks of gestation who require respiratpposu
are given between 21% (air) and 30% oxygen, and the need for increasing oxygen
concentrations is reviewed to ensure oxygen saturation between 9099%td

Small and sick newborns who require supplemental oxygen therapy receive it safely through
appragpriate neonatal equipment, including neonatal nasal prongs;flow meters, aig

oxygen blenders, humidifiers and a putsemeter.

Small and sick newborns are assessed and managed for apnoea, and preterm newborns are
managed to prevent apnoea accordirggWHOguidelines.

Newborns with respiratory distress are treated with continuous positive airway pressure as
soon as the diagnosis is made, according to Wti@elines.

Small and sick newborns are assessed for surfactant deficiencgudiadtant replacement
therapy is administered to preterm newborns within the first 2 hours of birth according to
WHO guidelines.

Small and sick newborns at risk of bronchopulmonary dysplasia are assessed, investigated
and managed as per standagdidelines.

B2. Nutritional support for newborns

1.24

Small and sick newborns are fed appropriately, including assisted feeding withzthie K S NI &
own
milk when possible, according to WHO guidelines.

16



1.25

1.26
1.27

Small and sick newborns who cannot tolerate enteral feeding owfmm enteral feeding is
contraindicated are provided with parenteral nutrition in correct amounts and composition
according to standarduidelines.

All newborns of Hihfected mothers are fed appropriately according to WiH@lelines.

All verylow-birth-weight newborns are given vitamin D, calcium, phosphorus and iron
supplements according to WHibiidelines.

B3. Care for other conditions

1.28

1.29

1.30

131

1.32

1.33

1.34

1.35

All newborns are routinely monitored for jaundice; bilirubin is measured in those at risk and
treatment initiated in these with hyperbilirubinaemia according to Wig@idelines.

Small and sick newborns are assessed and managed for seizures according to WHO
guidelines.

Small and sick newborns at risk for neonatal encephalopathy receive early evaluation, close
monitoring and @propriate management according to WHQidelines.

All newborns are assessed and managed for anaemia, including for causes of haemolytic
disease of th@ewborn.

Small and sick newborns at risk of necrotizing enterocolitis are assessed and managed
according to WHQ@uidelines.

Small and sick newborns at risk of retinopathy of prematurity are appropriately identified,
screened andreated.

Small and sick newborns at risk of intraventricular haemorrhage are assessed and managed
according to standarduidelines.

All referred newborns with surgical conditions are screened for surgical emergencies and
injury and receive appropriate surgicare.

B4. Clinical monitoring and supportive care

1.36

1.37

1.38

1.39

Small and sick newborns, especially those who are most seridualgibdequately
monitored, appropriately reassessed and receive supportive care accordivig@
guidelines.

Small and sick newborns are given antibiotics and other medications only if indicated, by the
correct route and of the correatomposition; the dose is calculated, checked and
administered, the need for medication is regularly reassessed, and any adverse reaction is
appropriately managed anckcorded.

Small and sick newborns who cannot tolerate full enteral feeds are gi@venous fluids
containingglucoseor safe,appropriateparenteralnutrition; fluidsare administeredthrough

an infusion pump and a neonatal burette, the volume is recorded, and the intravenous site is
checked with other routin®bservations.

Small andsick newborns are given blood transfusions when indicated, the blood given is
appropriate, the volume is recorded, and the newborn is monitored before, duringfterd
the transfusion.
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B5. Pain management and palliative care for newborns

1.40 All smalland sick newborns are assessed routinely for pain or symptoms of distress and
receive appropriate management according to Wi@elines.

1.41 Small and sick newborns have access to appropriate palledne

B6. Care and advice at discharge

1.42 Small and sick newborns are discharged from hospital when home care is considered safe
and carers have received a comprehensive discharge management plan and are competent
in the care of theinewborn.

STANDARD 2:

The health information systemnables collection, analysis and use of data to ensure early
appropriate action to improve the care of every small and sick newborn.

Quality statements

2.1 Every small and sick newborn has a complete, accurate, standardizeuldaype
medical record, which igccessible throughout their care, on discharge and on
follow-up.

2.2  Every health facility has a functional mechanism for collecting, analyzing and using
data on newborns as part of monitoring performance and quatifyrovement.

2.3 Everyhealthfacility hasa mechanisnfor collecting,analyzingand providingfeedback
onthe newborn services provided and the perceptions of families of the care
received.

STANDARD 3:

Every small and sick newborn with a condition or conditions that cannot be mawedigetively
with available resources receives appropriate, timely referral through integrated newborn service
pathways with continuity of care, including during transport.

Quality statements

3.1  Every small and sick newborn who requires refereakives appropriate preeferral
care, and the decision to refer is made withaatay.

3.2  Every small and sick newborn who requires referral receives seamless, coordinated
care and referral according to a plan that ensure®liness.

3.3  For everynewborn referred or countereferred within or between health facilities,
there is appropriate information exchange and feedback to relevant healthstatfe

3.4  Every health facility that provides care for small and sick newborns has been
designated accordg to a standard level of care and is part of an integrated newborn
network with clear referral pathways, a coordinating referral centre that provides
clinical management support, protocols agdidelines.

3.5 Newborn transfer services provide safe, efficigmnsfer to and from referral
neonatal care by experienced, qualified personnel, preferably specialist transport
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teams, in specialist transpovehicles.

3.6  Every newborn who requires referral is transferred in the kangaroo mother care
position with their moher, whenpossible.

STANDARD 4:

Communication with small and sick newborns and their families is effective, with meaningful
participation, and responds to their needs and preferences, and parental involvement is encouraged
and supportedhroughout the care pathway.

Quality statements

41 'ff OFNBNER 2F avlff IyR aArlO|l ySéo2Nya |
illnessand
care, so that they understand the condition and the necessary treatment.

4.2  All small and sick newborns and their carers experience coordinated care, with clear,
accurate information exchange among relevant health and social care professionals
and otherstaft.

43 Allcarerd NB Syl of SR (G2 LI NGAOALI GS | OdA@St e
centred care and kangaroo mother care, in decisiweking, in exercising the right to
informed consent and in makirgpoices.

4.4  Carers of small and sick newborns and staff understaedrmportance ohurturing
AYGSNI OGA2y 6A0GK (GKS yS602Nyz NBO23yAIl S
cues, and
include them in care decisions.

4.5  All carergeceive appropriate counselling and health education about the current
iliness of the newborn, transition to kangaroo mother care folapy community
care and continuous care, including early intervention and developméaitav-up.

4.6 In humanitarian andragile settings, including outbreak and pandemic situations,
special consideration is given to the specific psychosocial and practical needs of small
and sick newborns and thesarers.

STANDARD 5:

A M .L oA X -4

bS602NyVaAaQ NRARIKGA | NBulfileg withd8t @iscBnirration, MR fr&énat®Rof |y R
dignity at all times and in all settings during care, transport and fellpw

Quality statements

5.1 All newborns have equitable access to health care services, with no discrimination of
any kind.

5.2  The carers of all newborns are made aware of and given information about the
YS602NYyQa
rights to health and health care.

5.3 All newborns and their careege treated with respect and dignity, and their right to
privacy and confidentiality i®spected.
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5.4

5.5
5.6

All newborns are protected from any physical or mental violence, injury, abuse,
neglect or any other form ahaltreatment.

All newborns have their birth régtered and have aientity.

All newborns who die and all stillbirths have their degggistered.

STANDARD 6:

All small and sick newborns are provided with faroiytreddevelopmental supportive care
and followup, and their families receive emotional and psychosocial support that is sensitive
to their needs and strengthens their capability.

Quality statements

6.1

6.2

6.3

6.4

6.5

All small and sick newborns stay with their carers, with mahiseparation, and the
role of carers is recognized and supported at all times during care, including
roomingin during hospitalization.

All newborns born preterm or with a low birth weight receive kangaroo mother care
as soon as possible afteirth, and the parents are supported in isovision.

All small and sick newborns receive appropriate developmental supportive care, and
their families are recognized as partnersare.

All families receive care in an environment in which their socineroc, emotional
and cultural needs are respected asubported.

All small and sick newborns receive appropriate, coordinated developmental follow
up with minimal disruption to family life an@dutines.

STANDARD 7:

For every small and sicliewborn, competent, motivated, empathetic, multidisciplinary staff
are consistently available to provide routine care, manage complications and provide
developmental and psychological support throughout the care pathway.

Quality statements

7.1

7.2

7.3

7.4

All small angsick newborns have access to a sufficient multidisciplinary workforce,
including health professionals, allied health and support staff, at all times according
to standard levels afare.

Healthprofessionals&ndallied healthand supportstaff haveapproprate skillsto

support the health and the psychological, developmental, communication and
cultural needs of newborns and théamilies.

All staff working in neonatal units of a health facility have the necessary knowledge,
skills and attitudes to provide infection prevention and control, basic resuscitation,
kangaroo mother care, safe feeding and medications and positive interaction with
newborns and communication with carers.

Every health facility that provides care for small and sick newborns has managerial
leadership for developing and implementing policies and legal entitlements, clinical
governance and fostering anvironment for continuous qualifynprovement.
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STANDARD 8:

The health facility has an appropriate physical environment, with adequate water, sanitation, waste
management, energy supply, medicines, medical supplies and equipment for routine care and
management of complications in small and sick newborns.

Quality statements

8.1 Small and sick newborns are cared for in a safe, securemagiitained, organized
physical environment that is appropriately designed to provide kangaroo mother
care and familycentred care according to standalelels.

8.2  Water, sanitation, hanthygiene and waste disposal facilities are easily accessible,
functional,reliable,safeandsufficientto ensurestrict infection controland meetthe
needs of newborns, carers asthff.

8.3  Equipment designed specifically for the medical care and develo@hand
emotional support of small and sick newborns is available &tradk.

8.4  Adequatestocksof medicinesand medicalsuppliesspecificfor smallandsick
newbornsare available for routine care and for managementaiplications.

8.5  All carersof small and sick newborns have a dedicated area with supportive
elements, including adequate space for kangaroo mother care, familjyred care,
privacy for mothers to express breast milk and facilities for hygiene, cooking and
laundry.

8.6 In humanitariarand fragile settings, including outbreaks and pandemic situations,
provision of a safe, secure environment for the care of small and sick newborns is
included in preparedness, response and recoyays.
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CHAPTER LEVELS OF
NEONATAL CARRISERIA

Classification of newborn care services is key to improving neonatal survival, as this offers the
opportunity of enhanced referral of higisk patients to highefevel centres, with the

appropriate resources for complexity of rea Each level of care reflects the minimal
capabilities, functional criteria, human resource, expertise and provider type required.

¢FofS odmY 21 hQa tS@Sta 2F ySgo2Ny OFNB gA0GK .
Level 1 Immediate newborn care (delayed cord clamping, drying, skin to skin etc)
Immediate and Neonatal resuscitation for those who need it
il b Breastfeeding early initiation and support
essential newborn Essential newborn care Identification and referral of complications
care Targeted care as needed eg PMTCT of HIV
Level 2 Thermal care including KMC for all stable neonates <2000gms
Special newborn Assisted feeing and IV fluids

Safe administration of oxygen

CARE Detection and management of neonatal sepsis with injection antibiotics
Detection and management of neonatal jaundice with phototherapy
Detection and management of neonatal encephalopathy
Detection and referral/management of congenital abnormalities
Management of preterm respiratory distress with CPAP
Follow up of at risk newborns
Exchange transfusion
Level 3 Mechanical/assisted ventilation

3 = s LA /M aT=1 1+ 7o) 43 | Advanced feeding support (eg parenteral nutrition)

Paediatric surveys for congenital conditions
Screening and treatment for RoP

Transition

care

THE CLASSIFICATION OF LEVELS OF NEWBORM [GEHFHAN

1. Level 1: Basic care available at Primary Health fGeildies

2. Levelll: Specialtycareavailableat SecondaryealthCarefacilities(GeneraHospitalssome
Faith-based mission hospitals, and some Private hdalthities)

3. Level llla: Subspecialty intensive care available at Tertiary Health Care facilities (University
Teaching Hospitals, Federal Medical Centres, some General Hospitakhdsaithmission
hospitals and some Private facilities that offer specialist resideaaying and tertiary
care services)

4. Levellllb: Subspecialtyntensivecare,sameasllla,but Regionalizedvith further
specializationsand often more expensive equipment to offer highly specializate.

Level I
Level | facilities entail care #ite Primary Health Centre level, and should have:

1 A newborn resuscitation corner, a well newborn nursery and a-patdl ward where
basic resuscitation such as Helping Babies Breathe and immediategtattare
(Essential Newborn Care) can be provideaéonates who are lowsk.

1 They should have the capacity to perform neonatal resuscitation at every delivery
and to evaluate and provide routine postnatal care for heaitbwborn.
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Deliveryof intermittent positivepressureventilationusingbagandmaskshouldbe
available by skilled personnel who have undergone the modified ESIGQQ.

/' T NBE F2NJ LINBGSN¥YA x wmstable 3 K2 | NB LIKeaiAzf:

Stabilize newborns who are less than 1800g priaeterral.

Identify danger signs in ill babies aoiffier the first ENCC recommended care and
refer for advancedaare.

Have a KMC corner or to have dedicated postnatal beds for KMC for care of
preterms weighind.800-2000g.

Humanresource: Personnel include skilled birth attendants like CHEWS,
Nurses, Misvives, Medical officers, and Supervisspecialist. At least one
skilled nurse has to be available routiek-clock for neonatal care per shift.

One clinician, skilled in neonatal care, is required to oversee the clinical care.
Doctors and nurses posted maternity unit, newborn and postnatal should be
trained prior to starting the unit and then receive ongoing trainings and
mentorship.

Level Il:
Care in a speciaHligvel facility such as General and Cottage hospitals should:

)l

Be reserved forstableof 2 RSNJ 1St & Aff ySgo2Ny 6K2 | NB

3SadlFdA2y 2N gK2 ¢gSAIK x mpnnad Fd o6ANLK
rapidly (baby is not anticipated to need subspeckidtyel services on an urgent
basis).
Have a warm, welit delivery ram with wellequipped newborn resuscitation table,
pulse oximeters, standard special care newborn unit and a KgG.
Have skilled birth attendants capable of providing neonatal resuscitation with
needed additional persons at eveulglivery.
Have the capeity to manage a sick newborn on an interim basis untipif® ¢ 6 2 NI/ Q &
condition improves or the newborn can be transferred to a higlkeel facility.
Have facility for newborn transfer such as minibuses or ambulances to safely
receive and transfenewborns.
Be able to identify which danger signs cannot be managed at that level for quick
transfer to a tertiarycentre.
Be able to deliver intermittent positive pressure ventilation using appropriate size d
bag and mask by experienced personnel who hawdergone the full ENG@ining.
Be able to deliver continuous positive air way pressatilation.
Have personnel such as Paediatrician, Nurses, Midwives, Biomedical
engineers (or technician).
Have laboratory facilities and personnel availablsdpport ongoing care as
well as to address laboratory emergencies that might include bi@dsfusions.
Care provided at this levaicludes:
Monitoring of sicknewborns
Kangaroo mothercare
Administration ofoxygen
Management ohypothermia/KMC
Management ohypoglycaemia
Phototherapy for jaundicedewborns
23
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1

V Feeding babies via alternate feedimgthods
V Provide noAnvasive respiratory support witBPAP

HumanResource: Availability of rourttie-clock clinical expertise is very crucial. Well
trained nurses and clinician form the backbone of the service. The unit should have the
required number of appropriately trained and qualified nurses. Where availableg ther
should be a designated consultant paediatrician/neonatologist responsible for the clinical
standards of the care of neonates.

There should be at least two skilled nurses per shift and there should be an adequate number
of clinicians to be able to dowsard round twice daily and to be on call. Support staff should

be available to clean the ward at least once per shift or more depending on the need, to clean
equipment, and to do other allocated duties depending on the need. There should be routine

trainings and orgoing mentorship.

Level llla:

Designation of level llla care should be based on clinical experience, increasing complexity of
care, availability of Paediatric medical subspecialists, Paediatric surgical specialists and
Perinatologists The sibspecialty care services should include expertise in Neonatology and
Foetomaternal medicine who can manage mothers referred for the management for
potential preterm, multiple pregnancy births and diverse perinatal maternal complications.

And should have specialized neonatal nurses per shift with ratio of at least 1: 4 babies
depending on level of severity and gestatioWHO: Roadmap human resources for newborn
health 2020).

Regular trainings and mentoring should be incorporated for capéacitiging of clinicians,
nurses and biomedical engineers.

Level llla facilities are to:

91 Provide care for newborns who are born at <30 weeks gestation or weigh <150rth.at

1 Provide care for newborns with complex medical or surgical conditions,
regardess of gestationage.

1 Should have a wetlesignhated Special Care Baby Unit (SCBU) close to the {ahai)r
a Neonatal Intensive Care Unit, a wetjuipped KMC room that can take many
mothers at the saméme.

1 ShouldhavepersonnelNeonatologistsNeonatalnurses Biomedical
engineersand technicians) and equipment to provide life support for as long
asnecessary.

1 Should have facilities for phototherapy and exchange blood transfusion if
needed for jaundicedieonates.

1 Facilities should have advanced respiratory support including CPAP and physiologic
monitoring equipment (pulse oximeters, mufiarameter manitors, arterial blood gases
ABG), laboratory and imaging facilities, nutrition and pharmacy support with paediatric
expertise and sociaervices. Appendix 3.1 shows the National Recommended Newborn
Equipment List for all levels of newborn caréNiigeria.

9 Provide specialized newborn diagnostic services e.g CTNSBan,
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1 Should be able to provide ongoing assisted ventilation for 24 hours or more,
which may include conventional ventilation and higéquencyventilation.

1 Should havéransport services with capacity to receive and safely transé@rborns.

1 Collection of data to assess outcome within the facility and with other facilities at
same level otare.

1 Provision of clinical support, training and mentorship to the lower levietae to improve
guality of newborrcare.

Level lllb:
Level llIb or Regional subspecialty units should include: The capabilities dfitevel
1 Additional capabilities and considerable experience in the care of the most
complex and critically ilewborn including suispecialistgeam.
91 Diverse specialized newborn diagnostic and interventional capacities should be
available at this level eg CT sciiRI.
1 Concentrating the care of complex and critically ill newborn at designated level Ilib
centres will allow these centres to develop the expertise needed to achieve optimal
outcomes.

MINIMUM REQUIREMENTS FOR SETTING UP A NEWBORN UNIT
(PHYSICAL INFRASTRUCYURE

The intentof setting up a newborn warng to optimize resources and facilitate quality health care for

small and sickewbornsafter stabilisation in the delivery room or receiving from a referring hospital

Sick newborns should not be treated in the general paediatric ward nor received in the general
children emergency room. They require dedicated space, equipment, staff arwbdanes for

optimal care. There are divergent opinion on the best designs but the ideal design should provide
O2yaidlyid ada2NIBSAttlIyOS 2F SIOK 6SR INBI FNRY {F*
and creativity to achieve the stated olofgves factoring in the peculiarity of the local system.
However, the minimum requirements are as highlighted below:

Location
The unitshould be irclose proximity to théabour ward with provision of quick access which avoids
public corridors. The receing area for outborn babies should have ready access to the transport
receiving area. The area should have restricted access except to staff and parents of babies in the
unit.
Capacity
The capacity for a level 2 general hospital for instance should be to accommodate at least 3 bed
spaces per thousand annual deliveries in the hospital, and another 30% of the total inborn being
dedicated for outborn babies. This may be modified upwardsddmg on the dynamics of neonatal
admissions in the hospital as well as economic realities and sustainability. It does not also include
provision for surgical cases.
For example, if a hospital conducts 3,000 deliveries per year, the number of bed®dgpoinld
be:

i Forirborn: 3/1000 X 3000 = 9 beds

1 Foroutborn: 30% of the calculated inborn ie 9= 3 beds

9 Total beds required = 12

Hence at least 12 16 bed capacity is about a reasonable capacity to plan for in a small secondary
facility for optimisation of resources: man and material.
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Spacing

A minimum of 3.7rh(40sq feet) floor space per child for cot space, resuscitation, observation and
other infant needs. If the unit will accommodate maternal bed for KMC, the space per child should
be 11.2n% (120sq feet). The minimum space between beds should be 1.2m. Exekele hand
washing space.

Configuration
One main entrance and an emergency exit
Designate unclean and clean areas

Unclean area
1 Reception area leading to changing room for staff and parents.

1 Staff changing room with washrooms
1 Follow up clinic with a@ss from the reception area.
1 Hand wash area and wash rooms for mothers
1 Store area
Clean area
1 Corridor leading to main ward accessible to only mothers and staff after they have changed
their shoes

Spaces to be allocated
1 Patient care areas (Wagpaces) partitioned as preferred into single rooms or cubicles for
multiple patientsq see dimensions above
o Advisable to have transparent partitions to allow visibility from the internal corridor
0 The ward should be divided into inborn section and outbarctisn
1 Hand wash station at the entrance and handwash stations within 6meters (max) of each
baby care area
T Ya/ &L} OS G2 | O02YY2RI{dS Y2U0KSNEQ 0SR 2NJ NJ
(size as previously defined under spacing)
Counselling room
Nurses work station
Nurses room
Doctors room
Seminar room
Milk room, kitchenette
Room for medication, consumables and other supplies
a2iKSNRa NRB2Y gA0GK RSRAOFGSR Y2G0KSNRa ol 4K
Laundry room/linen store
Sterilisation room
Equipment store rom
Sluice room
Side room laboratory
Room or space for last office (better towards the back door)
Ideal for all spaces within the ward to open into the internal corridor
Emergency exit
All doors should have self closing devices

= =4 -8 -5_9_-9_-42_49_=9a_-2_-29_-242_-2._-=°2_-2._-2_-2-°
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1 Additional space with bathroom facilities should be provided in the vicinity of the ward for
mothers of outborn babies

Appendices 2 and 33 show sample floor plans of a Level 2 Secondary facility neonatal unit depicting

the inborn and outborn sectionsyhile Appendices d.and 35 show sample lower level and upper
level floor respectively for a Level 3 Tertiary facility neonatal unit.
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CHAPTER STANDARD
PRECAUTIONS ANBECTION
CONTROL

Infection prevention is a crucial component of casé newborns. Newborn babies are more
susceptible to infections because their immune system is immature; thus, the consequences of failing
to follow infection prevention principles are particularly detating.

Hospitals, wards, equipment and staff are all sources of infection for a baby. These infections are
called healthcare associated infection (HAI), which are often caused by bacteria that are resistant to
commonly availald antibiotics (multidrug resistant bacteria). These infections are difficult to treat

or eradicate from the nursery and care is required to prevent such infections from spreading.

STANDARD PRECAUTIONS:

1 Standardprecautionsare a setof infectioncontrol practicesusedto preventtransmission
of diseases that can be acquired by contact with blood, body fluidsjmtant skin
(including rashes), and mucomembranes.

1 They are the minimum infection prevention practices that apply to all patient care
regardless of suspected oonfirmed infection status of the patient in any setting
where health care idelivered

1 They are designed to protect the healthcare practitioner (HCP) and prevent HCP from
spreading infections among patients. These measures are to be used when praaiging
to all individuals, whether or not they appear infectiousasymptomatic.

INFECTION CONTROL POLICY

Every newborn unit should have a written infection control policy which should address:

Methods and frequency afleaning

Policies for thesupply of all cleaning and disinfectgoroducts
Disinfection/sterilizatiorprotocol

Hand washingolicy/protocol

Use of personal protectivequipment

Waste disposgbolicy

Care bundles for specifizocedures

Bed spacing polioyat least 1 metre apart betweecots/incubators

= =4 -4 4 A8 8 a2 9
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GENERAL NURSERY INFECTION CONTROL MEASURES

The unit should have several handwashing points with the steps in handwassplayed.

Aim to have hand washing stations at thetrance of the newbormvard.

Infection prevention posters with short messages should be displayed omaite

The unit should have several alcohol hand rub dispen=ings

There should be minimal handling of babies as indicated by staff to amoegtessary

cross transfer ofinfection.

Thereshouldbe protocolsfor routine quarterlyenvironmentaland staff swabbing

for infectionsurveillance

Restrain hair in a manner that prevents its coming in contact withrtfzat.

Donot eat, drink, or storefood or drink within patientcareareasin the newbornnurseries.

Keeptraffic (visitors,parents,andstaff) to anabsoluteminimumandonly asnecessary

Remove lab coats and jackets prior to entering the newborn unit and hang these outside

of the patient care areas. Unit policy should be striiiliowed.

1 All hospital staff (including HCWs, maintenance and cleaning staff) should wear clean
clothes with steves up above the elbows (with bare arms below the elbow) when
entering the neonatal ward and having contact with babies in the newborn
unit/nurseries.

1 Gowns are not a standard precaution for HCWs or families in most neonatal units; if
gowns areaused, they should not be shared or reused umtivashed.

1 Keep mobile phones away from patient care areas in the newborn wards as they
are a source ahfection

1 Identify dedicated infection control Officers/Champions in tims.

1 Institute routine biweeHly audit for infections in the newborn unit and have

routine infection controreviews.

= == 4 4 A A
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STRATEGIES FOR INFECTION PREVENTION AND CONTROL

The main strategies for infection prevention and control in the newborn wards include:

1. Handhygiene

2. Environmental cleanliness aulikinfection

3. Medical equipment maintenance amteaning
4. Wastedisposal

Hand Hygiene

1 Hand hygiene is the simplest and the most important way to reduce
transmission of infections in newborn units and healthcse#ings.

1 All health care workers (HCWSs) and
mothers/guardians should be taught thorough
handwashing before and after handling every
baby using the WH@chnique.

1 When entering a unit all HCWs and guardians
must thoroughly wash their hands and arms up
to the elbow with soap and water for at least-40
60 seconds. Make sure not to use clean hands to
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turn off the tap/faucet. Use elbow or towel to
turn off faucet. If elbow tap not available, use
paper towel to turn offfaucet.

Hands should be aiiried or dried usingingle Gl I yR 4 &K
use towels (washed, dried and ironed before simplest and the most
reuse). Common towelg _for drying hgno_ls must important practice to
not be used as they facilitate transmission of - ‘
infection. reduce transmission o
To perform thorough hand hygiene, infections innewborn
remove all rings, bracelets, wrist units and all
watches phones.

healthcarea S i G A

Ensure nails arkept short, natural, and no ngiblish.
Alcohol hand rubs are appropriate

for rapid hand decontamination

between patientcontacts.

Apply generously to completely cover hands andmahds

until dry before touching the baby. Allow up to-30secs fothe alcohol to

dry. Note that alcohol rubs are not a substitute for hand washing if hands
are soiled.

Hand washing or sanitizing with alcohol should be the last thing you do
before touching a patient and the first thing you do after completing tasks on
apatient.
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Figure 4.1 Adapted from Standard World Health Organization procedures of alcohol
based handrub and handwash with soap and water.
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