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Abstract
Background: In the world, sepsis is the third leading cause of neonatal mortality,
accounting for almost 225,000 newborn deaths annually. Targeted and successful
treatment and prevention efforts require information on the microbiological etiology of
newborn sepsis and the antibiotic resistance profiles of the agents that cause it.
Objective: This study was conducted to determine the etiological agent of neonatal sepsis
and their antimicrobial pattern.
Materials and Methods: This cross-sectional study was carried out from March 2023 to
April 2024 by Pakistan institute of medical sciences Islamabad and Department Of
Microbiology, Hazara University Mansehra. A total of 200 blood samples from patients
of both gender were taken for this study. Blood culture and antibiotic sensitivity tests were
performed for all the enrolled patients by using Kirby-Bauer disc diffusion method. SPSS
version 24 was used for data analysis.
Results: A total of 200 neonates were enrolled in the current study. There were 70
(35%) male and 130 (65%) female neonates in our study. Amongst 200 samples, 95
(47.5%) were culture positive. Out of 95 positive blood culture, 73 (76.8%) had gram
positive organisms and 20 (21.0%) had gram negative organisms; the remaining two
(2.1%) tested positive for Candida spp. Coagulase negative staphylococci (n=35)
accounted for the majority of gram-positive organism cases, then Staphylococcus aureus
(n=25) and Enterococcus (n=7). Klebsiella (n=13) was the most common cause of gram-
negative organism cases, followed by E. coli (n=4) and Pseudomonas (n=3). All the isolates
in our study showed resistance to Amoxycillin, Cefixime, and Ampicillin. Amikacin and
Vancomycin were susceptible against coagulase-negative staphylococci. Amikacin was
completely effective against Staphylococcus aureus, while α-hemolytic Streptococcus was
susceptible to Vancomycin, Amikacin, Piperacillin, and Tazobactum. All gram-negative
organisms were resistant to ampicillin, cefixime, and Amoxycillin, whereas Enterococcus
was sensitive to Amikacin and Vancomycin.
Conclusion: Our study concludes that gram-negative bacteria are less common than
gram-positive bacteria Among Gram-positive bacteria, coagulase-negative Staphylococci
was isolated in majority of the cases While in gram negative isolates Klebsiella was
commonly observed. Majority of the isolates were resistant to commonly used antibiotics.
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INTRODUCTION
Neonatal sepsis is a clinical condition caused by
bloodstream infection that presents with non-specific
systemic signs and symptoms in newborns [1]. The
immaturity of the immune system and the necessity
of many invasive operations make hospitalized
newborns, particularly preterm neonates, susceptible
to nosocomial infections [2¬6]. Hemodynamic, post-
inflammatory, and immunosuppressive alterations
are its features, and they can result in significant
morbidity and mortality [7]. Neonatal sepsis
manifests clinically as fever or hypothermia,
respiratory issues such as cyanosis and apnea,
difficulty feeding, distension of the abdomen,
vomiting, diarrhea, oliguria, lethargy, and irritability
[7]. The classification of neonatal sepsis can be either
early-onset sepsis (EOS) or late-onset sepsis (LOS),
depending upon the development of symptoms. The
EOS is vertically transferred and appears within the
first 72 hours [8]. On the other hand, the LOS is
primarily acquired horizontally from the
environment and appears after 72 hours following
childbirth [9]. Neonatal sepsis is the world's greatest
cause of death, yet its frequency and rates of
mortality are higher in low- and middle-income
countries in comparison to high-income nations.
This is likely because of inadequate infection control
procedures and poor hygiene [10]. Although the
neonatal mortality rate in Pakistan (per thousand
live births) has decreased from 55 in 2013 to 42 in
2018 [11,12], it is still significantly higher than that
of industrialized nations like the US, UK, and
Canada, where it is ˂5 per 1000 live births.
Compared to its neighbors, such as China
(4/thousand live births), Iran (9 /thousand live
births), and India (23 /thousand live births),
Pakistan has an even higher newborn mortality rate
[13]. Due to their weakened immune systems, it is
very difficult for newborns to fight against bacterial
illnesses. Group B Listeria monocytogenes, Streptococci,
Escherichia coli, and coagulase-negative Bacteria are
linked to neonatal sepsis while the other bacteria
includes Staphylococci (CoNS), Staphylococcus aureus,
Enterococci, Klebsiella spp., Enterobacter spp.,
Pseudomonas spp., Salmonella spp., and H. Streptococcus
pneumonia, influenzae, and Neisseria meningitidis [14–
16]. Nevertheless, the pathogen profile varies by
location. South Asia and sub-Saharan Africa have

low GBS prevalence and a predominance of gram-
negative pathogens, while high-income countries
have high GBS prevalence [17, 18, 19]. An estimated
one-third of the four million neonatal deaths that
occur globally each year are attributed to infections
[20–22]. Sepsis and bacterial meningitis is still one of
the leading causes of neonatal mortality, particularly
for extremely low birth weight newborn infants [22].
Neonatal sepsis has a higher risk of death than other
neonatal diseases, and bacterial infections constitute
the primary cause of neonatal fatalities worldwide
[23]. For neonatal sepsis patients to have a good
prognosis, early antibiotic treatment is crucial.
Therefore, it is a common practice to begin
treatment before receiving of blood culture findings
[24–29]. Due to the difficulty of obtaining sufficient
blood samples for culture, the lengthy turnaround
time for culture results, and the limited sensitivity of
the blood culture approach, many doctors also
choose empirical treatment for suspected neonatal
sepsis [24,25]. According to WHO guidelines for the
treatment of suspected neonatal infections, empirical
treatment with ampicillin and gentamicin should be
the first line of treatment. For patients who do not
respond or whose drug-susceptibility testing of
bacterial isolates shows resistance to first-line therapy,
a third-generation cephalosporin should be used as
the second line of treatment [30]. The bacterial
infections that cause newborn sepsis and the patterns
of antibiotic resistance vary by region and period [31],
depending on the common antibiotics used in the
neonatal department and the prevalent local
pathogens [32, 33]. Antibiotic resistance is currently
a common issue. This study was therefore conducted
to determine the etiological agent of neonatal sepsis
and their antimicrobial pattern.

Materials and Methods
This cross-sectional study was carried out from
March 2023 to April 2024 by Pakistan institute of
medical sciences Islamabad and Department Of
Microbiology, Hazara University Mansehra. The
current study included all neonates up to 28 days of
age, weighted over 1500 grams, delivered to mothers
who had a history of infection, and hospitalized due
to suspected neonatal sepsis. The study excluded
infants with congenital conditions including cystic
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fibrosis, Down syndrome, and others that make
them more vulnerable to infections, as well as those
who have had recent surgical procedures. Our study
was approved by the ethical committee of the
institution. A total of 200 blood samples from
patients of both gender were taken for this study.
Before antimicrobial therapy, two milliliters of blood
were aseptically taken and directly injected into
Brain Heart Infusion (BHI) broth. The blood culture
bottles were sent right away to the microbiology lab,
where they were sub-cultured on blood agar,
chocolate agar and MacConkey agar and incubated
at 37°C for twenty-four hours. While chocolate agar
and blood agar plates were incubated in moist
environment enhanced with CO2 using jar of candle
for 2 days at 37°C. Aerobic incubation was used to
incubate the inoculated McConkey agar plates. After
seven days of incubation, blood culture bottles that
showed no growth on the subculture were reported
as negative. Standard microbiological techniques
were used to process all of the blood samples that
were collected for isolation and culture [34] as
suggested by the Clinical Laboratory Standard
Institute (CLSI), the Kirby-Bauer disc diffusion
method criteria to test for antimicrobial susceptibility
[35]. The antibiotic disks that were utilized were
piperacillin/tazobactam (100/10 �g), teicoplanin (30
�g), erythromycin (15 �g), gentamicin (10 �g),
meropenem (10 �g), nalidixic acid (10 �g), ofloxacin
(5 �g), cefotaxime (30 �g), 30 �g),clindamycin (2 �g)
ceftriaxone (30 �g), cotrimoxazole (25 �g), cloxacillin
(5 �g), cefixime (5 �g), cefoxitin (30 �g), amikacin
(30 �g), and vancomycin (30 �g). SPSS version 24
was used for data analysis.

Results

A total of 200 neonates were enrolled in the current
study. Amongst 200 samples, 95 (47.5%) were
culture positive. Out of 95 positive blood culture, 73
(76.8%) had gram positive organisms and 20 (21.0%)
had gram negative organisms; the remaining two
(2.1%) tested positive for Candida spp. (Table 1).
There were 70 (35%) male and 130 (65%) female
neonates in our study. We observed that 10 (5%) of
the newborns were weighing less than 1500 grams,
80 (40%) were weighing between 1500 and 2500
grams, and the remaining newborns weighed more
than 2500 grams. 80% of the cases involved a
normal vaginal birth, 15 % involved LSCS, and the
remaining instances involved vacuum aided delivery.
(Table 2) Coagulase negative staphylococci (n=35)
accounted for the majority of gram-positive organism
cases, then Staphylococcus aureus (n=25) and
Enterococcus (n=7). Klebsiella (n=13) was the most
common cause of gram-negative organism cases,
followed by E. coli (n=4) and Pseudomonas (n=3).
Coagulase-negative staphylococci were the most frequent
cause of early onset sepsis, whereas Staphylococcus
aureus was the most frequent cause of late onset
sepsis (Table 3). The Antibiotic susceptibility pattern
shown in (Table 4-5). All the isolates in our study
showed resistance to Amoxycillin, Cefixime, and
Ampicillin. Amikacin and Vancomycin were
susceptible against coagulase-negative staphylococci.
Amikacin was completely effective against
Staphylococcus aureus, while α-hemolytic Streptococcus
was susceptible to Vancomycin, Amikacin,
Piperacillin, and Tazobactum. All gram-negative
organisms were resistant to ampicillin, cefixime, and
Amoxycillin, whereas Enterococcus was sensitive to
Amikacin and Vancomycin.

Table 1: Blood Culture Baseline Frequency
Blood cultures Frequency Percentages
Gram positive 73 (21.0%)
Gram negative 20 (76.8%)
Candida species 2 (2.1%).
Total 95 (100)
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Table 2: Initial Features of Neonates and Their Mothers
Characteristics Number Percentage (%)
Gender

Male 130 (65%)
Female 70 (35%)

Birth weights
<1500 10 (5%)

>1500 to 2500 80 (40%)
>2500 110 (55%)

Delivery Method

Vacuum 10 (5%)
Normal vaginal delivery 160 (80%)

Lower section caesarean
section

30 (15%)

Onset of sepsis
Early onset 135 (67.5%)

Late onset 65 (32.5%)

Table 3: Bacteriological Spectrum at Sepsis Onset
Late onset sepsis (n=65) Early onset sepsis (n=135)

N Percentage N Percentage
Gram Negative
E .coli 01 5% 03 15%
Klebsiella 06 30% 07 35%
Pseudomonas 0 0% 03 15%
Gram Positive
Staphylococcus
aureus

16 20.5% 09 12.3%

Enterococcus 06 8.2% 01 4.1%
Coagulase-negative
staphylococci

10 12.3% 25 34.2%

α-hemolytic
Streptococcus

02 1.3% 02 2.7%
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Table 4: Gram-positive Organisms Isolated from Neonates and their Antimicrobial Susceptibility Profile.

Key; Ec: E.coli; PDM: Pseudomonas; Kleb: Klebsiella

Table 5: Gram-negative Organisms Isolated from Neonates and their Antimicrobial Susceptibility Profile.

Antibiotics
CoNS Ent SA HS
R I S R I S R I S R I S

Gentamicin 3 3 24 1 2 3 0 6 10 0 0 3
Cephalexin 26 0 0 5 0 0 15 0 0 3 0 0
Imipenem 0 8 20 19 0 4 0 4 13 0 3 0
Vancomycin 0 0 26 0 0 6 0 3 14 0 0 3
Ampicillin 26 0 0 6 0 0 16 0 0 3 0 0
Cefotaxim 0 2 11 9 2 30 4 0 7 1 2 0
Piperacillin+to 0 9 20 1 1 2 0 12 4 0 0 3
Cefixime 26 0 0 6 0 0 15 0 0 1 2 0
Amikacin 0 0 26 0 0 6 0 0 16 0 0 3
Amoxycillin 26 1 0 6 0 0 16 0 0 3 0 0
Ceftazidime 0 8 19 1 1 3 0 6 10 0 2 2
Ciprofloxacin 2 18 4 0 2 1 9 4 6 0 0 4
Ceftriaxone 20 6 2 6 0 0 15 2 0 3 0 0
Key; CoNS: Coagulase-negative staphylococci; Ent: Enterococcus; SA: Staphylococcus aureus; HS:

α-hemolytic Streptococcus.

Discussion
Neonatal Sepsis is a major cause of death in
developing nations. Insecure living conditions and
inappropriate antimicrobial intake exacerbate the
growth and spread of antibiotic-resistant bacteria.

The most common species linked to neonatal sepsis
vary from one region to another region and time of
infection [34]. Therefore, knowledge of the
bacteriological profile of neonatal sepsis and effective
antimicrobial agents for its treatment is crucial in

Antibiotics
Ec PDM Kleb

R I S R I S R I S

Gentamicin 2 0 2 0 4 3 4 4 5
Cephalexin 3 0 0 6 0 0 11 0 0
Imipenem 0 0 3 6 0 0 0 0 11
Vancomycin 3 1 0 7 0 0 5 6 2
Ampicillin 3 1 0 6 0 0 11 0 0
Cefotaxim 3 0 0 6 0 0 10 0 0
Piperacillin+to 0 3 0 0 5 0 3 4 1
Cefixime 3 0 0 6 0 0 10 0 0
Amikacin 0 0 3 0 0 6 0 0 11
Amoxycillin 3 0 0 6 0 0 11 0 0
Ceftazidime 0 3 0 0 5 2 5 5 3
Ciprofloxacin 0 1 1 3 4 6 3 4 5
Ceftriaxone 0 3 0 6 0 0 11 1 0
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order to address neonatal morbidity and mortality
issues. Neonatal sepsis is a leading cause of infant
mortality and morbidity in our nation [35]. In this
investigation, 200 blood samples were taken from
neonates of both the gender. Amongst 200 samples,
95 (47.5%) were culture positive. Out of 95 positive
blood culture, 73 (76.8%) had gram positive
organisms and 20 (21.0%) had gram negative
organisms; the remaining two (2.1%) tested positive
for Candida spp. These results are consistent with
earlier research conducted by Qadeer S. and Javed I.
et al. [36]. A significantly higher rate of positive
culture is also shown by other studies [37–38]. We
found that sepsis was culture-proven in 47.5% of the
neonates. In a previous study, Lamba et al. observed
that 37.8% patients had culture positive [39].
According to our research, Klebsiella was the most
prevalent gram-negative bacterium that caused early
onset sepsis, whereas coagulase-negative staphylococci
were the most prevalent gram-positive organism.
Staphylococcus aureus was the most prevalent gram-
positive bacterium in late-onset sepsis, whereas the
only gram-negative organism was Klebsiella. If CoNS
is separated from blood, it is typically regarded as a
skin contamination. Since the clinical signs of CNS
sepsis might vary, when this bacteria is found in the
blood of severely ill newborns, it should be
considered a major concern. Early onset sepsis was
frequently caused by Escherichia coli, Staphylococcus
aureus, and Klebsiella pneumoniae, according to Jajoo
et al. [40]. Lamba et al. found that the most common
bacterial isolate was coagulase-negative Staphylococci,
followed by Klebsiella spp. According to a related
study by Thapa et al., the most frequent isolate in
early-onset sepsis was Acinetobacter species, but the
most frequent isolate in late-onset sepsis was
Staphylococcus aureus [41]. All the isolates in our
study showed resistance to Amoxycillin, Cefixime,

and Ampicillin. Amikacin and Vancomycin were
susceptible against coagulase-negative staphylococci.
Amikacin was completely effective against
Staphylococcus aureus, while α-hemolytic Streptococcus
was susceptible to Vancomycin, Amikacin,
Piperacillin, and Tazobactum. All gram-negative
organisms were resistant to ampicillin, cefixime, and
Amoxycillin, whereas Enterococcus was sensitive to
Amikacin and Vancomycin. According to Jajoo et al.,
all gram-negative bacteria in their study were resistant
to ofloxacin and least sensitive to amikacin (25%).
They were also sensitive to meropenam (80%)
piperacillintazobactum (75%), followed by
chloramphenicol (50%) cefotaxime (50%) and
imipenem (50%), Gram-positive bacteria in the
Lamba et al. study were most sensitive to teicoplanin
(88.57%), vancomycin (95.23%), and linezolid
(97.15%), while ceftazidime (14.28%) was the least
sensitive. The sensitivity of gram-negative organisms
to, meropenam, imipenem and colistin was 89.89%,
86.43%, and 77.88%, respectively. Cephalosporin
sensitivity was low. According to Thapa et al., S.
aureus has the highest sensitivity rate to ofloxacin
cotrimoxazole vancomycin, meropenem teicoplanin,
amikacin, erythromycin and clindamycin, while
Enterobacteriaceae had the greatest rate of sensitivity
to gentamicin, ampicillin/sulbactam,
piperacillin/tazobactam, amikacin, ofloxacin, and
meropenem.

Conclusion
Our study concludes that gram-negative bacteria are
less common than gram-positive bacteria Among
Gram-positive bacteria, coagulase-negative
Staphylococci was isolated in majority of the cases
While in gram negative isolates Klebsiella was
commonly observed. Majority of the isolates were
resistant to commonly used antibiotics.

REFERENCES
1. Edwards,M.S.B.C. Sepsis in The Newborn.

Gershon ,A.A., Hotez, P.J.K.,
SL,E. ,Eds. ;Mosby:Philadelphia, PA, USA,
2004; pp. 545–561.

2. Zea-Vera, A.; Ochoa, T.J. Challenges in the
diagnosis and management of neonatal sepsis.
J.Trop. Pediatr. 2015,61, 1–3. [CrossRef]
[PubMed]

3. Calil, R.; Marba, S.T.M.; von Nowakonski, A.;
Tresoldi, A.T. Reduction in colonization and
nosocomial infection by multiresistant bacteria
in a neonatal unit after institution of
educational measures and restriction in the use
of cephalosporins. Am. J. Infect. Control 2001,
29, 133–138. [CrossRef]



ISSN: 3007-1208 & 3007-1216 Volume 3, Issue 3, 2025

https:thermsr.com |Ullah et al., 2025 | Page 184

4. Cantey, J.B.; Milstone, A.M. Bloodstream
Infections. Clin. Perinatol. 2015, 42, 1–16.
[CrossRef] [PubMed]

5. Yusef, D.; Shalakhti, T.; Awad, S.; Algharaibeh,
H.; Khasawneh, W. Clinical characteristics and
epidemiology of sepsis in the neonatal intensive
care unit in the era of multi-drug resistant
organisms: A retrospective review. Pediatr.
Neonatol. 2018, 59, 35–41. [CrossRef]

6. Abdel-Hady, H.; Hawas, S.; El-Daker, M.; El-
Kady, R. Extended-spectrum β-lactamase
producing Klebsiella pneumoniae in neonatal
intensive care unit. J. Perinatol. 2008, 28, 685–
690. [CrossRef]

7. Shane AL, Sanchez PJ, Stoll BJ. Neonatal sepsis.
Lancet. 2017; 390(10104):1770–80.
https://doi.org/ 10.1016/S0140-
6736(17)31002-4 PMID: 28434651

8. Singh M, Gray CP. Neonatal sepsis. StatPearls
[Internet]: StatPearls Publishing; 2019

9. Simonsen KA, Anderson-Berry AL, Delair SF,
Davies HD. Early-onset neonatal sepsis. Clinical
microbiology reviews. 2014; 27(1):21–47.
https://doi.org/10.1128/CMR.00031-13 PMID:
24396135

10. Fleischmann-Struzek C, Goldfarb DM,
Schlattmann P, Schlapbach LJ, Reinhart K,
Kissoon N. The global burden of paediatric and
neonatal sepsis: a systematic review. The Lancet
Respiratory Medicine. 2018; 6(3):223–30.
https://doi.org/10.1016/S2213-
2600(18)30063-8 PMID: 29508706

11. World Bank. Mortality rate, neonatal (per 1,000
live births)—Pakistan 2020

12. Arora U, Devi P. Bacterial profile of blood
stream infections and antibiotic resistant
pattern of isolates. JK Sci. 2007;9:186–190.
[Google Scholar]

13. Zakariya BP, Bhat V, Harish BN, Arun Babu T,
Joseph NM. Neonatal sepsis in a tertiary care
hospital in South India: bacteriological profile
and antibiotic sensitivity pattern. Indian J
Pediatr. 2011;78:413–417. doi:
10.1007/s12098-010-03148. [PubMed]
[CrossRef] [Google Scholar]

14. Camacho-Gonzalez A, Spearman PW, Stoll BJ.
Neonatal infectious diseases: evaluation of
neonatal sepsis. Pediatr Clin N Am.
2013;60:367–389. doi:
10.1016/j.pcl.2012.12.003. [PMC free article]
[PubMed] [CrossRef] [Google Scholar]

15. colloboration IotDNISD. Characterisation and
antimicrobial resistance of sepsis pathogens in
neonates born in tertiary care centres in Delhi,
India: a cohort study. The Lancet Global health.
2016; 4(10):e752– 60.
https://doi.org/10.1016/S2214-
109X(16)30148-6 PMID: 27633433

16. Zaidi AK, Huskins WC, Thaver D, Bhutta ZA,
Abbas Z, Goldmann DA. Hospital-acquired
neonatal infections in developing countries.
Lancet (London, England). 2005;
365(9465):1175–88.

17. Okomo U, Akpalu ENK, Le Doare K, Roca A,
Cousens S, Jarde A, et al. Aetiology of invasive
bacterial infection and antimicrobial resistance
in neonates in sub-Saharan Africa: a systematic
review and metaanalysis in line with the
STROBE-NI reporting guidelines. The Lancet
Infectious diseases. 2019.

18. Ganatra HA, Stoll BJ, Zaidi AKM. International
perspective on early-onset neonatal sepsis. Clin
Perinatol 2010;37(2):501-23.

19. Puopolo KM. Epidemiology of neonatal early-
onset sepsis. Neo Reviews 2008;9(12):571-9.

20. Lawn JE, Cousens S, Zupan J. 4 million
neonatal deaths: When? Where? Why? Lancet
2005;365(9462):891-900.

21. Oza, S.; Lawn, J.E.; Hogan, D.R.; Mathers, C.;
Cousens, S.N. Neonatal cause-of-death estimates
for the early and late neonatal periods for 194
countries: 2000–2013. Bull. World Health
Organ. 2015, 93, 19–28. [CrossRef] [PubMed

22. Patel,S.J.;Saiman,L.PrinciplesandStrategiesofAn
timicrobialStewardshipintheNeonatalIntensive
CareUnit. Semin. Perinatol. 2012, 36, 431–436.
[CrossRef]

23. Cantey, J.B.; Patel, S.J. Antimicrobial
stewardship in the NICU. Infect. Dis. Clin. N.
Am. 2014, 28, 247–261. [CrossRef] [PubMed]



ISSN: 3007-1208 & 3007-1216 Volume 3, Issue 3, 2025

https:thermsr.com |Ullah et al., 2025 | Page 185

24. Ramasethu, J.; Kawakita, T. Antibiotic
stewardship in perinatal and neonatal care.
Semin. Fetal Neonatal Med. 2017, 22, 278–283.
[CrossRef] [PubMed]

25. Cailes, B.; Vergnano, S.; Kortsalioudaki, C.;
Heath, P.; Sharland, M. The current and future
roles of neonatal infection surveillance
programmes in combating antimicrobial
resistance. Early Hum. Dev. 2015, 91, 613–618.
[CrossRef] [PubMed]

26. Tzialla, C.; Borghesi, A.; Serra, G.; Stronati, M.;
Corsello, G. Antimicrobial therapy in neonatal
intensive care unit. Ital. J. Pediatr. 2015, 41, 27.
[CrossRef]

27. Isaacs, D. Unnatural selection: Reducing
antibiotic resistance in neonatal units. Arch. Dis.
Child Fetal Neonatal Ed. 2006, 91, F72–F74.
[CrossRef]

28. World Health Organization. WHO Pocket
Book of Hospital Care for Children: Guidelines
for the Management of Common Childhood
Illnesses; World Health Organization: Geneva,
Switzerland, 2013; ISBN 9789241548373.

29. Mahmood,A.;Karamat,K.A.;Butt,T.Neonatalsep
sis:
Highantibioticresistanceofthebacterialpathogens
inaneonatalintensive care unit in Karachi. J. Pak.
Med. Assoc. 2002, 52, 348–350.

30. Premalatha, D.E.; Koppad, M.; Halesh, L.H.;
Siddesh, K.; Prakash, N.; Professor, A.;
Professor, A. The Bacterial Profile and
Antibiogram of Neonatal Septicaemia in a
Tertiary Care Hospital. Int. J. Recent Trends Sci.
Technol. 2014, 10, 451–455

31. Khan QA, Iqbal H, Rehman H. Trends in
patterns of resistance among micro organisms
causing neonatal sepsis in Peshawar. J Postgrad
Med Inst. 2012; 26(2):165-9.

32. Shrestha RK, Rai SK, Khanal LK, Mandal PK.
Bacteriological study of neonatal sepsis and
antibiotic susceptibility pattern in Kathmandu,
Nepal. Nepal Med Coll J. 2013;15:71–73.
[PubMed] [Google Scholar]

33. Mustafa MA, Korejo R, Shahid A, Nasim S.
Infection remains a leading cause of neonatal
mortality among infants delivered at a tertiary
hospital in Karachi, Pakistan. The Journal of
Infection in Developing Countries. 2014; 8(11):
1470-5.

34. Qadeer S, Javed I, Mushtaq S, Anwar MS.
Trends in etiology and antimicrobial patterns in
neonatal sepsis; A descriptive study in a tertiary
care hospital, Lahore, Pakistan. Pak J Pathol.
2017: 28(2): 69-76

35. Kheir AEM, Khair RA. Neonatal sepsis:
Prevalence and outcome in a tertiary neonatal
unit in Sudan. Time J Med Sci Rep Res. 2014;
2(1): 21-25.

36. Jan AZ, Zahid SB, Ahmad S. Sensitivity pattern
of bacterial isolates in neonatal sepsis: A
hospital based study. Khyber Med Univ J. 2013;
5(4): 207-212.

37. Thapa S, Sapkota LB. Changing Trend of
Neonatal Septicemia and Antibiotic
Susceptibility Pattern of Isolates in Nepal.
International journal of pediatrics.
2019;3784529.-5.

38. Jajoo M, Kapoor K, Garg LK, Manchanda V,
Mittal SK. To study the incidence and risk
factors of early onset neonatal sepsis in an out
born neonatal intensive care unit of India. J
Clin Neonatol. 2015;4:91-5.

39. Thapa S, Sapkota LB. Changing Trend of
Neonatal Septicemia and Antibiotic
Susceptibility Pattern of Isolates in Nepal.
International journal of pediatrics.
2019;3784529.-5.


