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3) ABSTRACT:

Birth agphyxiais estimated to result in 0.7 to 1.6 million deeths a year globaly with 99 % of these
deeths occurring in developing countries. While improved management of labour could reducethis
burden of disease effective newborn resuscitation is aso required. Personne in Kenya's public hedth
facilities however receive little training in modern gpproaches to newborn resuscitation. We intend to
assess the degree to which a smple training gpproach based on the best available evidence is able to
change hedlth workers practices when providing newborn resuscitation carein alarge public
hospitd. Before and after the intervention we will aso monitor the outcome of ddliveries at the
hospita, focusing on the morbidity and mortdity of term infants, the group most likely to benefit from
the ddivery of more effective care.



4) INTRODUCTION:

Birth asphyxiais estimated to result in 0.7 to 1.6 million deaths ayear globaly with 99 % of these
deaths occurring in developing countries™? Overal deaths in the first 7 days of life account for 23 %
neonatal mortality, with prematurity adding to the burden attributable to asphyxia 2. In Kenyathe
practical impact of such satidticsis reveded in one study in adigtrict hospital maternity department
where death before discharge occurred in 1 of 33 babies born dive®. Prematurity and birth asphyxia

were the main causes of these deaths °.

To prevent some of these deaths it has recently been argued that mothers should be strongly
encouraged to ddliver in hedlth facilities where hedth professiona's can provide essentia care for
mother and baby . This mgjor shift in thinking has occurred as aresult of the apparent failure of two
decades of effortsto reduce mortdity and morbidity by promoting the use of traditiond birth
atendants *’. The critical assumption, however, isthat hedlth facilities and their staff are able and
equipped to provide effective interventions.

In Kenyaat present there islittle formal training of hedth staff (nurses, nursefmidwives, dinica
officers or doctors) in resuscitation of the newborn. In fact in many hospitals even the most basic
eouipment for such resuscitation is lacking °. Thisislikely to result in many casesin situations where
hedth saff provide ingppropriate, ineffective or even dangerous forms of care. For exampleit is not
uncommon for the adminigtration of glucose viaan umbilical venous catheter to be consdered a
priority by many staff in newborn resuscitation even before the establishment of a secure airway and
adequate ventilation (persond observations of the investigators).

Internationdly thereis, however, now areasonable degree of consensus on how newborn
resuscitation should be provided and it iswiddly believed that for 95% babies resuscitation should be
possible with only a minimum of equipment and without access to intensive care skills or fadilities®.
Recent research findings have strengthened this opinion demongtrating that access to effective suction
equipment is not routinely required for either suction of the oropharynx of a baby on the perineum or
for suction of the tracheain a vigorous baby born through meconium stained liquor ***2, Similarly it is

now gppreciated that oxygen is not required for mog episodes of newborn resuscitation, with air



perhaps even having some advantages over resuscitation with oxygen ***’. Therefore even in
resource congtrained environments the costs of providing effective newborn resuscitation to the

majority of babies who need it should not be high.

Theam of the proposed study is therefore to determine if, and to what degree, specific training in
newborn resuscitation results in a change in practice of hedlth care staff in abusy public hospitd. The
training will be adapted from that provided by the European Resuscitation Council *® according to
locdl facilities and needs and is anticipated to occupy one full day. The impact of the training
intervention on admission rates to the specid care nursery in the hospita or on surviva of term
infants, the group likely to benefit most from effective resuscitation in alow income country setting,

will aso be monitored.

5) JUSTIFICATION.

Improving newborn survival presents amajor chdlengein Kenya. As srategies include ddivery of
high-risk infantsin hedth fadilitiesit isvital that staff at these facilities have the necessary kills and
equipment to provide effective newborn resuscitation. We aim to test the ability of astandard training
course, adapted to Kenya's context, to promote the provision of effective, evidence based practices

in apublic hospital setting and to examine the possible impact of such training on outcomes of care.

6) NULL HYPOTHESIS:

Provison of training in newborn resuscitation does not change health workers practices when

providing routine care.

7) OBJECTIVES.

General Objectives.

To examine the ability of training to improve newborn resuscitation practices and to explore possible
impact on ddivery outcomes for term babies using a‘before and after’ study design.

Specific Objectives.

1) To examine the ability of training to change hedlth workers' practices when providing newborn



resuscitation using a cluster randomized trid design.

2) To describe the outcomes of delivery before and after provision of training in alarge public
hospitd. The primary outcomes to be monitored are rates of admission to the specia care
nursery of term babies with asphyxia and their survival.

8) DESIGN AND METHODOLOGY .

a) Study Site.

The study will be presented to the senior medica and administretive staff responsible for Pumwani
Maternity Hospital in Nairobi and their approva sought before the study begins. Thishospital
provides ddlivery care to 25,000 women each year and isthe main maternity facility for the city of
Nairobi. The hospital has gpproximately 90 nurse / midwives (60 assigned to the labour ward and 30
to the theatre) primarily responsible for delivery care and newborn resuscitation with 14 on duty at
any one time (8 labour ward, 6 theatre). A 150 bed newborn nursery, supervised by two
paediatricians, is dso provided where dl infants requiring care after ddlivery are referred. Inthe
months of June to August 2005 the newborn nursery received approximately 400 admissions each
month with 60% associated with asphyxia (F. Govedi, unpublished data).

b) Study Population.

The study proposed isin two parts. A cluster randomised trid of training will be undertaken to
asess the impact of training on hedlth worker practices. An observationd study of the outcomes of
delivery will be undertaken before, during and after the training intervention.

The Cluster Randomised Tridl.

All nursefmidwives expected to provide delivery care and newborn resuscitation for a period of at
least 3 months after the start of thetrid will be digible for incluson as subjects of thetrall. A list of
these gtaff will be made (anticipated number 75) and 40% will be rardomly sdected and will
comprise the early training group. The remainder will comprise the control or late training group and
will be trained after completion of tria data collection (see below, estimated to take 1-2 months).
Staff will be asked to consert to this process and to have their practice observed (see below).
Observationd Survey of Outcomes.

For aperiod of 3 months before the cluster randomised trial datawill be collected on the outcomes



of dl ddiveries. Particular attention will be paid to the collection of high qudity data on the number of
term infants ddlivered, the number of term infants admitted to the newborn nursery and the number of
newborn infants dying and the cause of these deeths. Collection of this data will continue during the
tria and for a3 months period after those in the late training group have been trained.

¢) Sampling.
i) Sample size:
The Cluster Randomised Trid.

Observations of the practice of newborn resuscitation are clearly not independent events— they are
linked to the hedlth worker responsible for the resuscitation. While the primary data collection (see
below) will therefore be on episodes of resuscitation the primary unit of anaysis (and randomisation)
must therefore be the hedlth worker. There are few datato inform sample Sze caculations of this
sort. However, if we assume that resuscitation practices are appropriate on average on 50% (SD +-+
7.5%) of occasions now (a generous assumption) and that training could improve this proportion to
75%, and assuming an average intraclass correlation co-efficient of 0.15, atwo-taled test and
power 90%, then the null hypothesis could be safely rejected if observations on four resuscitation
episodes were collected from twenty-two hedth workers receiving early training and twenty two
health workers who had not yet received training (a control group) *°. Thus, datawould be collected
from a least 88 (4 x 22) resuscitation events in both the intervention and control groups (atotd of at
least 176 events).

As these assumptions are based on little data — particularly with regard to the proportion of outcome
prevalence and the intraclass correlation co-efficent —we intend to collect dataon upto 5
resuscitation episodes for twenty eight hedth workersin the training group and more in the control
group that should ensure our ability to detect differences of at least the magnitude described.
Obsarvational Survey of Outcomes.

At present Pumwani Maternity Hospital provides ddivery carefor over 2,000 women per month. Of
these 1,600 are term babies and 200 per month or 10% are admitted with *asphyxia’ with 30 deaths
per month  representing 15% term asphyxiated admissions (F. Govedi, unpublished data)).
Confidence limits around the relevant proportions after 3 months observation would thus be:
admission rate— 9.25% to 10.8%, case fatality 12% to 18%. A reduction in absolute admission rate
of 2% or relative reduction of 20% might therefore be greater than one would expect by chance and



plausbly related to the intervention if these differences were observed in the pre-intervention period
compared with the period after the control group have received training. Smilarly areduction in case
fatdity rate to below 10% might be grester than one would expect by chance and plausibly related to
the intervention.

if) Sampling procedure
The Cluster Randomised Tridl.
The sdlection of hedth workers for early or late training has been discussed above. As early as

possible after training, to reduce cross-group contamination, at least 3 and a maximum of 5 episodes
in which a health worker has to provide resuscitation will be observed and data recorded on a
specific proforma

Obsarvationa Survey of Outcomes.

Routine data from ward registers (maternity and nursery) will be collected by a research assgtant to
determine: the number of ddiveries, the outcomes of delivery (including whether atermor preterm
baby, tillbirth or early desth), the numbers of admissions to the nursery and their causes and
outcomes. All datawill be collected from routine hospital sources (eg. ward registers) and will not
involve questioning of the mather or family.

d) Procedures.

The training intervention will be supervised by trainers who have completed the European
Resuscitation Council’s Advanced Life Support Generic Ingructor Course. The training will last 7
working hours and will be ddivered on ste. Thistraining comprises focused lectures amed at
understanding the modern approach to resuscitation and practica training using infant manikinsto
develop skillsin airway opening, use of a bagvave-mask device to inflate the chest and chest
(cardiac) compressions. The course teaches an A (airway), B (breathing), C (circulation) approach
to resuscitation laying down a clear, step by step drategy for the first minutes of resuscitation for dl
resuscitation episodes conducted by nurse/ midwives. It is possibleto train up to 32 candidates at
onetimeif a least 9 indructors are available. Course materials will be provided to selected
candidates 2 weeks before the training for self-learmning.

i) Data collection.

Routine data collection of births, outcomes and admissons has been described.

Women admitted to the Pumwani hospitd for delivery will be informed at the time of their admisson



that research is being conducted to assess the skills of hedth workersin providing assistance to
babies who have problems breathing at birth. Women will be offered the opportunity to say they do
not wish the birth of their baby and itsimmediate post-delivery care to be observed as a
consequence of the study of hedlth workers' skills. Thus women will be given an opportunity to opt
out of any association with the study.

For observations of resuscitation episodes research assistants who are themselves health workers or
health workers in training will be trained to record the process of resuscitation on a tandard
proforma. The proforma will focus on whether the resuscitation proceeds appropriately through the
firgt two steps recommended in training to open the airway (A) and provide effective ventilation with
5 rescue breaths with at least 2 resulting in chest expansion (B). Any deviation from thisA and B
initiad approach will be regarded as inappropriate. Other resuscitation practices will be observed and
recorded but the proportion of occasions with appropriate performance of steps A and B will be the
primary outcome of the cluster randomised study. The observers will not be told whether the hedth
worker has been trained or not (athough maintaining complete blinding in thistype of study is
unlikely to be possible) and accuracy of objective recording will be emphasised during the
observers training. It will not be possible to protect againgt a Hawthorne effect in this sudy but the
presence of such an effect is aslikely to improve performance in the control group asinthe

intervention group and will make it harder to reject the null hypothesis.

if) Data validation.

Resuscitation observers will be carefully trained together so that their recording of eventsis
consstent within and between observers. A study data supervisor (ON) will monitor the quality of
the data being collected on adaily basis and periodicaly provide a second observation of
resuscitation as part of an ongoing data quality assurance process.

Routine sources of hospital data will be cross-referenced for accuracy.

9) DATA MANAGEMENT.

Datawill be collected using observation and data abstraction forms and subsequently entered into
custom devel oped databases using Filemaker Pro in a PC format. Range and consistency checks will
be built into the initia data entry. All databases will be collated and cleaned prior to andysisand find



copies kept with the principal investigator on a PC with back-up copies on CDs. Individud level
datawill not include names or area of residence and al records will beindexed on and labelled by
unique study record identifiers only. Orly summeary data and not individud level datawill be provided
to the hospitals in the form of feedback reports.

Data on the performance of hedlth workers' resuscitation practices will be handled sensitively with
reports never identifying an individuad hedth worker. However, asthe interests of patients are dso at
stake poorly performing hedth workers will be offered further training where necessary athough
there will be no punitive action.

Data Andysis
Data andysis will be conducted using Stata v 80 software (Stata Corp., Texas, USA) and the

proportion of episodes of gppropriate initial resuscitation compared between intervention and control
groups using anayses gppropriate to the clustered data. For the description of newborn outcomes,
induding admission rates, Smple proportions, ratios and confidence intervals will be caculated from
the routingly collected data. Asthere are a potentidly large number of confounders that could affect
admission and mortality rates, many of which will be hard to account for, conclusions about the

impact of training on these outcomes will be made with considerable caution.



10) TIME FRAME:

Basdline data collection - January & February 2006
Conduct of cluster randomised trid - March—May 2006.
Completion of training and continued - June — August 2006

observationa data collection
Analysis and report preparation - September — December 2006.

11) ETHICAL CONSIDERATIONS:

The study tackles a problem of mgor public hedth importance in Kenya and ams to improve
health worker knowledge and practice.

It isimportant to be able to demondirate the vaue of training in newborn resuscitation so that it
can be more widely promoted if it isvauable, or, if it provesto have little effect, so theat
dterndtive methods of changing practice can be explored.

Hedth workers will be fully informed about the study and that their practice will be observed
and recorded. However, they will dso be informed that their performance datawill be kept
confidentialy and will not be used in any punitive way, the effort being to help them improve.
Observerswill be trained carefully to preserve the confidentiaity of the hedth worker and dso
of the mother and baby during observations.

Observers are primarily responsible for data collection but where their assstance is required
to support the hedth worker in caring for ether avery sick mother or very sick baby then this
will over-ride any other obligation.

Although mothers of infants delivered in the hospital are not the objea of the study and will

not be approached for formal consent the purpose of the study and the need for the presence
of an observer will be explained to them early on in their admisson. At this stage or a any
point up to the time of their infant’s birth they will be able to decline such observation.

It is possible that in afew ingtances a direct benefit of having an observer present will be
gained as staff shortages often mean hedth workers lack immediately available helpin
emergency Studions.

It is hoped that babies of mothers ddlivering at the hospita will benefit in the future from

10



improvements in gaff skills.

Animal Subjects.
Not gpplicable

12) EXPECTED APPLICATION OF THE RESULTS.
The results are expected to provide important information on newborn resuscitation practicesin
Kenyd s largest maternity hospital and on one possible meansto improve them in line with modern

evidence. Should a positive benefit be observed then thiswill strengthen the case for introducing
training in newborn resuscitation more widdy in Kenya s hedith fadilities and training indtitutions.
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14) BUDGET.

Personnel & Training KSH $
Research Assistant, Senior Nurse, 12 months 930,000 12,400
Resuscitation Observers 200,000 2,666
Training of Pumwani nurses (2 courses for 28 participants) 80,000 1,066

Equipment & consumables

Resuscitation training equipment 75,000 1,000
Computer 90,000 1,200
Office consumables 60,000 800

Total 1,435,000 19,133

* This assumes an exchange rate of 75 KSH /1 USD

These costs will form part of the KEMRI / Wellcome Trust collaborative programme based in Kilifi
and Nairobi and as such will not incur additional overhead codis.

15) JUSTIFICATION OF THE BUDGET.

A senior nurse will be required to collect the hospital data.on outcomes, to organise the newborn
resuscitation training, to train observers and to collect and enter their data. Four observers will be
required for two months to permit 24 hour monitoring of resuscitation practices. To support the
study a desktop computer will be required and basic office cogts (that include occasiond transport to
the study site) will be supported. To facilitate the training and potentialy to provide an opportunity
for saf-training some basic resuscitation training equipment (infant manikins, airway and breething
support devices) will be purchased that will remain the property of the hospita at the end of the
sudy.
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Appendix 1— Consent.

A study to examine the effect of training on newborn resuscitation practices

Consent I nformation Sheet for health workers.

About KEMRI

KEMRI is part of the Minigtry of Health and runs research activities to find out more about
illness and how to manage illnessin Kenya. The overall aim isto improve health and well being
for peoplein Kenya and other parts of Africa.

In the research at this hospitdl KEMRI isworking with other Kenyan groups including senior staff at
this hospital and The Universty of Nairobi.

What isthis research activity?

We would like to find out whether a simple one day training on the modern, recommended
approach to resuscitate newborn babies that need help to breathe immediately after birth
actually helps people practice in a better way. At the same time we would like to seeg, if the
training does work, whether there is any change in the number of babies that die or the number
who need care on the nursery.

Who are we approaching?
We are approaching all the health workers who might be expected, routinely, b provide
resuscitation to a newborn infant during the course of their normal work .

What are we asking peopleto do?
We are asking two main things:

1) We wish first to train one group of staff and after a short period during which we will
observe how babies are resuscitated we will train the next group(s) of staff. We will not
choose who getstrained first and who getstrained later deliberately. We will use a method
that sel ects peopl e by chance. We ask you to agreeto betrained and to agreeto this method
of deciding when the training will be done.

2) Toknow whether the training makes a difference to the way people practicewe will need to
observe episodes when health workersare actually resuscitating babiesand makearecord
of this. Thiswill mean an observer being present when a health worker istaking care of a
baby. We ask you to agree to being observed in this way.

Confidentidity.

Y our name and job titlewill not be used in any reports of thiswork. Only acode number will gppear on
the record made df the observation(s) and only the research team will have accessto the link between
the code numbersand individuals. No one other than the research teamwill be dlowed to seetherecord
of the observation(s) without your permisson. We will not use any of the records to report on an
individua worker’s performance. We will only report how groups perform as awhole.

Risks of the research.

14



We do not believe there are any risks to teking part in this research.

Benefits of theresearch

Weare unableto offer any individua benefitsfor participating in thisresearch other than thereceipt of a
short training course. However it is hoped that this research will help to improve the care given to
newborn babiesin the hospital.

Voluntary Participation.

Thereisno obligation a dl to help with thisstudy and there will be no pendtiesof any kind if you decide
not to teke part. If you do agree to start helping with the study & any time you may change your mind
and ask not to be involved any further.

Doyou have any questions?
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Consent Agreement for Health Workers for for study to examine the effect of
training in newborn resuscitation on health worker practices.

I, have been informed about the study to examine
the effectof training on newborn resuscitation practices under the direction of Dr. M. English and
have been provided with information concerning this study to help me understand it. The
implications, duration, purpose, voluntary nature and inconveniences or risks that may
reasonably be expected have been explained to me by:

(name of person taking consent).

| have been given the opportunity to ask questions concerning the study and these have been
answered to my satisfaction. If | have further questions, | may contact:

Dr. M. English
P.O. Box 43640
Tel.2720163
Nairobi.

| understand that | may at any time during the study revoke my consent without any loss or
penalty and that the information | have contributed will then be destroyed.

| confirm that I:

1) Am happy to be involved and have my practice observed by the study team

Signed: Date / /

Signature of person taking consent
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A study to examine the effect of training on newborn resuscitation practices

Information for mothers admitted for delivery.

About KEMRI

KEMRI is part of the Minigtry of Health and runs research activities to find out more about
illness and how to manage illnessin Kenya. The overall aim isto improve health and well being
for peoplein Kenya and other parts of Africa.

In the research at this hospitdl KEMRI isworking with other Kenyan groups including senior staff at
thishospita and The University of Nairobi.

What is this research activity?

We would like to find out whether training staff how to help babies with problems breathing
immediately after birth actually helps them practice in a better way and whether babies might
benefit, for example by needing care in the nursery less often.

Who are we studying?

We are studying all the nurses who might need to help babies breathe by watching how they give
thishelp to babies. To watch what the nurses do a member of the study teamwill need to watch how
the nurse cares for your baby as soon asit is born.

What are we asking from you?

We would like to make sure you are happy for someone who is not the nurse caring for you to
attend your baby’s birth and watch the nursing care he/she receives. The study personnel are
themselves health workers.

Confidentidity.
Y our name and / or your babies name will not be recorded or used at dl — it isthe hospita’ snursewe
are sudying.

Benefits of the research

We are unable to offer any individua benefits but it is hoped that this research will hep to improve the
care given to newborn babiesin this hospitd.

Saying no.

Thereisno obligation at al to help with this study and if you would not like a study team member to
watch how the health worker gives care to your baby you arefreeto say so- therewill be no pendty of
any kind.

If you have any questions please ask a member of the staff or the study team.

If you do not want the study team member to be present when your baby is
born please tell the nurse taking care of you.
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Name:

Dob
Current Address;

Qudifications:

Current Position

Recent Activities

Appendix 2. CVs.

Prof. Aggrey Wasunna,

4" August 1953

Department of Paediatrics and Child Hedlth,
Faculty of Medicine,

College of Hedth Sciences,

Univerdty of Nairobi,

P.O. Box 19676, Nairobi.

1978 MBChB (Didtinctions: Pathology, Paediatrics, Community Medicine, Credits: Biochemistry,
Physiology, Obstetrics/Gyanecology, Internal Medicine, Surgery)

1981  Caertificatein Tropicd Medicine.

1984  M.Med (Peediatrics). Best overall results.

1985  Specidist recognition, Paediatrics.

1986-88 Fdlow, Neonatal Medicine and Registrar in Paediatrics— Roya Postgraduate Medical Schooal,
Hammersmith, University of London.

1989  Sub-pecidist recognition, Neonatal & Developmental Medicine.

Associate Professar of Neonatal Medicine/ Paediatrics and Chairman, Department of Paediatrics and
Child Hedlth, University of Nairobi.

Consultant Neonatologist/Paediatrician, Kenyatta National Hospitd,

Chief of Neonatal Services, AghaKhan Hospital, Nairobi.

2002 Member of the Internationa Scientific Association of Probiotics and Prebiotics (involved in the
development of studies involving these productsin collaboration with The Lawson Indtitute,
Canada))

2000 First International Hepatitis B Advisory Board Meeting, Atlanta, USA.

Current Publications:

Wasunna, A.O. and Mohammed, K. Low hirthweight babies: Some sociodemographic and obstetric characterigtics
of adolescent mothers at the Kenyatta National Hospital Nairobi.

Wasunna, A.O. and Mohammed, K. Morbidity and outcome of low birthweight babies of adolescent mothers at the
Kenyatta Nationa Hospita, Nairobi.

Wasunna, A.O. and Dubowitz, L. Protective head turning response in preterm infants. Possible effects of
theophylline administration and intracrania abnormalities.
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Name:

Daob.
Current Address;

Qudifications:

Current Position

Other activities

Frederick N. Were.
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Department of Paediatrics and Child Hedlth,
Faculty of Medicine,
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University of Nairobi,

P.O. Box 19676, Nairobi.

1984  MBChB, University of Nairobi.

1988  Cetificatein Tropicd Medicine.

1990 M.Med (Peediatrics). Best overdl results.

1993 Fellow In Neonatd ?Perinatd Medicine at Monash Medical Centre, Monash University,
Melbourne, Australia.

1994Specidist recognition, Peediatrics.

1998  Sub-specidist recognition, Neonatal Physician.

Lecturer in Neonata Medicine/ Paediatrics and coordinator of Postgraduate studies in the Department of
Paediatrics.

Consultant Neonatologist at KenyattaNational Hospital.

Chairman of the Medical Advisory Committee at the Mater Hospital.

Member of the Medical Advisory Committee, Gertrude's Children’s Hospital.

Chairman of the Scientific Committee of the Kenya Paediatric Association since 1995.
Clinical Educator for the implementation of the Pentavalent Vaccines introduced in East Africafrom 2001.

Current publications.

Were, F.N and Mukhwana, R.O. Neonatal outcomes of babies born less than 2000 grams at Kenyatta Nationa
Hospital, Kenya.

Were F.N and Mukhwana, R.O Early perinatd mortality in Kenyatta National Hospitd, Nairobi, Kenya.

Were, F.N. and Ndigwa, D.N. Hyponatraemiain sick Very Low Birthweight Infants.

Name;

Current Address;

Quadlifications:

Current Position

Other activities

Fridah A Govedi.
Consultant Paediatrician,
Pumwani Hospital,

Nairobi.

1995 MBChB, University of Nairobi.
2002 M.Med (Paediatrics).

Consultant Paediatrician and Paediatrician in Charge of the Newborn Unit, Pumwani Hospital, Nairobi,
2002 to 2005.

M ember of Kenya Paediatric Association.
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CURRICULUM VITAE

DR. SIDNEY JAMESNESBITT

PROFESSIONAL REGISTRATION AND MEMBERSHIP DETAILS

1. Peediatric Specidist Recognition (KMP&DB)

2. Registration (KMP&DB)

ACADEMIC HISTORY:

November 1994  Roya College of Physicians (U .K).
1983-1989 Trinity College, Dublin, Irdland

April 2000
19 February 1996 A No: 003856

MRCP (UK ) Paediatrics
B.A.MBBA.O.B.Ch

Academic Presentations/Paper s

1. KPA Scientific Conference
(Mombasa- August 2003)

2. SA Peediaric Conference
( Durban, Sept 2001)

3. KPA Scientific Conference
(Mombasa- April 1998)

4. Journd of the Royal Society of

Medicine (July 1994, Vol. 87)

5. The Roya Society of Medicine
(London- February 1993)

6. The Royd Society of Medicine
(London- November 1992)

Update on Paediatric Poisoning
Evidence Based Paediatrics Made Easy

2 Casesof Kawasaki Disease diagnosed et -
The Royal Free Hospital, London
Y ersinia Pseudotuberculosisin a3 year old boy with rapid
rapid response to Cefotaxime
Use of Centoxin (Monoclonal Antibody) in Meningococca
Septicaemia Presentation
Yersinia Pseudotuberculosisin a3 year old boy with rapid
responseto Cefotaxime - The Royal Free Hospital, London

Poggraduate Continuous Medicd Education Cour ses

1 June 2000 Ingtructor on PALS Courses- Addenbookes Hospital, Cambridge&  Kings
College Hogpital, London, UK

2. June 2000 Study day onLong Term ventilation in children. The Hospital for
Sick Children, Great Ormond, London.

3. September 1999 PALS (Paediatric Advanced Life Support) Instructors Course—
Churchill/John Radcliffe Hospital, Oxford, U.K.

4. May 1999 Update on Paediatric Respiratory Diseases—The Hospital for Sick
Children, Great Ormond, London

5. December 1998 PALS (Paediatric Advanced Life Support) - Kings College Hospital,
London

6. July 1997 APLS (Advanced Paediatric Life Support) - Nairobi Hospital

POST GRADUATE EXPERIENCE

PAEDIATRIC CLINIC,GERTRUDE'S GARDEN CHILDREN'SHOSPI TAL ( GGCH)
July 1998 — Present date:
Current Clinical and Administrative responsibilities:
1. 2000-2005 Sdlected to be amember of theBoard of Trusteesof GGCH
2. 2000-2005 member of theM edical Advisory Committeeof GGCH
3. 2005 Sdected to be chairman of the Education Department at GGCH by the Medica Advisory Committee (see attached
summary of GGCH academic activities)
4. 1999 — 2005 Director of the GGCH Resuscitation Department.
(see attached summary of GGCH academic activities)
5. 2004- 2005 Direct or of Paediatric HIV Training Programme at GGCH.
(see attached summary of GGCH academic activities)
6. 2001- 2005 Clinica Representative on the Gertrude' s Garden Children’s Hospital Computerisation Committee.
7.2002-2005 Honorary L ecturer Department of Pagdiatrics, University of Nairobi.
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8. 2001- 2005 Secretary to the K enya Paediatric Association (KPA)
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