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TABLE | PERFORMANCE OF POTTEL’ SAGAINST EQUATION SCHWARTZ EQUATION FOR ESTIMATED GFR

Subgroup analysis n Bias 95% Cl of 95%LOAbetween  Pvalue
Mean (D) mean bias two equation

Comparisonof eGFR >60L/mim/1.73m%2 92  -0.27(11.37) -2.58t02.04 -22.41t021.87 P<0.001
across60mL/min/1.73m?  <60L/mim/1.73m?2 23  -0.23(3.83) -1.70t01.34 -7.73t07.27

Comparison of eGFR >90L/mim/1L.73m?2 58  0.46(13.23) -2.93t03.85 -25.58t026.50 P<0.001
across90mL/min/L.73m2  <90L/mim/1.73m2 57  -1.00(5.82) -2.49t00.40 -12.40t0 10.40

Comparison by height-for- z-score<-2SD 70  -462(793) -2.76t0-6.48 -20.40t0 10.40 P<0.001
agez- score z-score>-2SD 45  6.51(9.94) 3.60t09.40 -12.98t025.98

eGFR: estimated glomerular filtration rate; GFR: glomercular filtration rate;
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Causesof Death among Children
Aged >5Yearsin aPublic Hospital
in New Delhi

Retrospective analysis was done for 3817 children aged 5-12
years admitted in a tertiary-care, public hospital in New Delhi
between January to December, 2015. Mortality rate was 5.8%.
About 47.1% deaths were due to central nervous system
involvement; viral meningoencephalitis being the predominant
cause. Overall, infectious diseases caused >80% of deaths.
Public health interventions to reduce child mortality need to
review such data for effective measures.
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bout eight million deathstook place every year
among children aged between 5-12 years, with
93.7% of such deaths limited to low- and
middle-income countries [1]. Not much
information isavailable about the causes of deathsin this
age-group in hospitalized patients[2]. The present study
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reviews the mortality of all children aged 5 to 12 years,
admitted in atertiary-care public hospital in New Delhi,
between January to December, 2015.

Hospital recordswereretrieved and analyzed; and the
data of surgical cases were excluded. Those who were
discharged against medical advice or absconded werealso
excluded. All the diagnoseswere coded by two physicians
individually. Depending on the diagnosis, deaths were
attributed to a particular system. In case of disagreement,
an expert opinion was sought.

Out of 3817 admissions in this age-group, overall
mortality ratewas5.8% (221, 57.9% males). It was 6.7%,
after excluding 504 children who were discharged against
medical advice or absconded. Mean age was 8.59 years.
Most of the children (42.5%) died within 24 hours of
admission. The mortality rate was dlightly higher in
females (5.7% against 5.5% in males). Overall, 34% and
43% deaths occurred in age group 5-7 years and 8-10
years, respectively.

About 47.1% deaths could be ascribed to central
nervous system (CNS) causes. Overadl, vira
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meningoencephalitis was the most common cause of
mortality (27%) followed by tubercular meningitis (9%),
sepsis  (7.2%) and pneumonia (5.9%). Acute
lymphoblastic leukemia was the most common
haematological abnormality, contributing to 4.5% of the
deaths. Overall, infectionwasimplicated in 83.3% deaths.

A higher death rate is always expected in atertiary-
centreasmany complicated and critical casesget referred
from different district- and state-level hospitals. Morethan
42% deathswithin 24 hoursof admissionindicatereferral
of very sick children. Similar to previous studies, mgjority
of the deaths were attributed to CNS pathology [3,4];
though, it could be due to referral bias, as complicated
neurological cases are usually referred to tertiary- care
hospitals. Globally, infectious diseases remain as first
priority for pediatric health, causing 68% deaths among
under-five children [5]. Our findings demonstrated the
sametrend among the older children. In view of
the large number of cases of meningoencephalitis
contributing to mortality, thereisneed to provide facility
for investigating/ treating meningitis/ encephalitis at the
district level to reduce loss of timein referral to tertiary
hospitals. Limited resourcesareto beallotted optimally in
public hospitalsto ensure care at both the levels. Amidst
the paucity of epidemiological documents in this age
group, thisarticle attemptsto clarify the vari ous causes of
mortality in Pediatric patientsolder than fiveyears. Future
prospective studies should explore etiol ogy and changing
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trend in referral pattern so that appropriate public health
interventions can be planned.
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