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Dear Editor,
Pediatric mortality remains a public health priority

world-wide, and is amongst factors that reflect the health
of children in the population (1). In developing countries,
more researches on the nature of the diseases will decrease
the burden of preventable deaths. Also, limited health
resources motivate health authorities to accomplish new
preventive and therapeutic protocols to minimize mor-
tality among pediatric patients (2). In spite of all efforts
in promoting children’s health, there is not much infor-
mation on pattern of childhood mortality in Sultanate of
Oman.

We carried out a retrospective study on pattern of pe-
diatric mortality among children, who died at Sultan Qa-
boos Univeristy Hospital (SQUH) from 1st of January 2011
to 31st of December 2012. We studied the influence of age,
gender, race, nationality status, time of death and resi-
dence on mortality. Cause of death was classified into non-
preventable (present knowledge and technological devel-
opment cannot prevent these deaths), preventable (cause
with modifiable risk factors) and uncertain. Descriptive
statistics, median (and Interquartile Ratio (IQR)) and Chi-
squared tests were performed, wherever appropriate.

During the study period, we had a total of 9649 admis-
sions and 110 deaths. The mortality rate was 11 deaths per
1000 admissions. Among the study population, age ranged
from one day to fourteen years, median of 4.9 years and IQR
was 9 days to 6.4 years. Overall, 60.9% of the deceased chil-
dren were males, which gives a gender ratio of 1.6:1. Most of
the death cases were Omani children and only seven (6.4%)
children were non-Omanis (P < 0.05). The residential dis-
tribution and time of presentation showed no statistical
significance in our center. Furthermore, 52.7% (58 cases) of
the deceased children were from regions other than Mus-
cat area; 48.3% (n = 28) of them occurred during the night
shift. The maximum mortality was in the neonatal period

(49%), with the highest number of deaths overall when tal-
lied across all risk factors. Therefore, the Neonatal Inten-
sive Care Unit (NICU) was the ward with highest record-
able deaths and longest duration of stay. Prematurity and
neonatal sepsis was the main cause of death (Table 1). Infec-
tions were the most common primary cause (50%), and sec-
ondary cause of death in 18% of mortality cases. Infections
showed no significant seasonal variation. Across the study,
mortality secondary to congenital malformations was 9.1%
(10 cases), which was considered as 18.5% of the neonatal
mortality. Trauma (9.1%) is a burden to the healthcare sys-
tem in Oman with motor vehicle collisions making up the
bulk of cases (Table 2). We observed that 50% of the de-
ceased patients were from outside Muscat and 36.4% oc-
curred during night. Causes of death were classified as
80% preventable, 18.2% non-preventable, and 1.8% uncer-
tain. Preventable causes were further classified as 62.5% in-
fective and 37.5% non-infective causes. Preventable deaths
had significantly longer hospital stay (82.6%) and hence
consumed more hospital and health resources.

Our mortality data is very close to North American
death rate, with national death rate of 8.47 per 1000 live
births of Native Americans and 5.33 in non-Hispanic Whites
(3). Also, it was significantly low if compared to developing
countries, with a fatality rate of 14% (4). Different studies
carried out in developing countries have revealed that the
majority of deaths were in the neonatal period. In SQUH,
numbers of deliveries and consultation are dramatically
increasing. Aravindhakshan et al. found negative impact
on neonatal health outcomes by increasing the load of out-
patient consultations and number of deliveries (5). In our
study, prematurity and congenital malformation were rel-
atively high around 10% and 9.1% of the total number of
deaths. In Oman, lethal malformations caused 54% of the
neonatal deaths (6). Abdellatif et al. concluded that prema-
turity, sepsis and congenital malformations were the lead-
ing cause of neonatal mortality at SQUH (7). Infection rate
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Table 1. The Relationship Between Age at Death and Duration of Stay, Time of Death, Location of Death and Place of Residence

Parameters Age at Death n, (%) Total (%)

0 - 28 days 28 D - < 1 yr >1 year

Duration of stay

< 24 hrs 14 (25.9) 4 (22.2) 9 (23.7) 27 (24.5)

24 hrs - < 7 D 22 (40.7) 4 (22.2) 11 (28.9) 37 (33.7)

> 7 D 21 (33.4) 10 (55.6) 18 (47.4) 46 (41.8)

Time of death

8 am - 4 pm 21 (38.9) 4 (22.2) 11 (28.9) 36 (32.7)

> 4 pm-12 am 13 (24.1) 5 (27.8) 11 (28.9) 29 (26.4)

> 12 am- < 8 am 20 (37) 9 (50.0) 16 (42.2) 45 (40.9)

Location of death

NICU 31 (57.4) 2 (11.1) 0 (0.0) 33 (30)

Delivery ward 14 (25.9) 0 (0.0) 0 (0.0) 14 (12.7)

A&E 5 (9.3) 6 (33.3) 13 (34.2) 24 (21.8)

PICU 1 (1.8) 7 (38.9) 11 (28.9) 22 (20)

Wards 3 (5.6) 3 (16.7) 14 (36.9) 17 (15.5)

Residence (Muscat)

Inside 29 (53.8) 7 (38.9) 16 (42.1%) 52 (47.3)

Outside 25 (46.2) 11 (61.1) 22 (57.9%) 58 (52.7)

Total No. of deaths (%)

54 (100) 18 (100) 38 (100) 110 (100)

Abbreviations: NICU, Neonatal Intensive Care Unit; A&E, Accident and Emergency; PICU, Pediatric Intensive Care Unit.

Table 2. Distribution of Cause of Death

Cause of death Number (%)

Infection 55 50

Prematurity 11 10

Congenitalmalformation 10 9.1

Trauma 10 9.1

Cardio-pulmonary arrest 7 6.4

Accidental 6 5.5

Metabolic 5 4.5

Dead on arrival 2 1.8

Hypoxic ischemic encephalopathy 2 1.8

Extensive nasopharyngeal carcinoma 1 0.9

Bleeding esophageal varices, portal hypertension 1 0.9

Total 110 100

was higher than that of other developing countries, where
infection (21%) and respiratory causes (17.2%) are the main

causes of death at tertiary hospitals (8). The majority of our
mortality incidences were preventable. Our data showed
that preventable deaths were higher than that reported in
Yemen and other Asian countries, which have a common
demographic and geographical nature with Oman (4, 9).

In conclusion, Pediatric mortality rate in Oman is de-
creasing and moving towards rates found in developed
countries. Omanis have a higher fraction of preventable
deaths. Health education about infection control, pre-
vention of accidental or non-accidental injuries and con-
sequences of consanguineous marriage can reduce pre-
ventable causes of death. Also, congenital malformation is
an important factor in neonatal deaths. Further detailed
studies on possible social aspect and the impact of the
high prevalence of consanguineous marriage in the Per-
sian Gulf region are needed. Studies on pattern of pediatric
mortality in Oman are very limited. This analysis of deaths
in children in Oman could act as a baseline study for com-
parison over time in Oman and other countries in the re-
gion.
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