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Letter to the Editor
Neonatal mortality continues to be a significant public health burden worldwide. Each year 4
million neonates die during the first four weeks of life. Developing countries account for 98%
of reported worldwide neonatal deaths [1]. Neonatal infections currently cause about 1.6
million deaths annually in the developing world, and the major cause of newborn mortality is
sepsis [2,3]. In the Republic of Georgia, a former Soviet state, little data exists on causes of
infant mortality. Newborns up to eight weeks of age with severe acute illness are sent to NICUs
from maternity houses (birthing places) and pediatricians’ offices. No data from the Republic
of Georgia has been published on evaluation of the risk factors associated with neonatal
mortality in NICUs.

We recently published the results of our study conducted at the NICUs of two pediatric hospitals
in Tbilisi, capital city of Georgia, between 09/2003-09/2004, in an article by Macharashvili et
al [4] in International Journal of Infectious Diseases. The study evaluated the etiology of
neonatal blood stream infections (BSI) in septic neonates, and determined antibiotic
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susceptibility of the isolated organisms. In this study we found a high overall mortality rate of
34% (68 of 200 neonates died).

We conducted analysis of risk factors for mortality in NICU. Data were analyzed using SAS
software version 9.1 (SAS Institute, Cary NC). Prevalence ratios with 95% confidence intervals
for risk factors of having positive blood culture were estimated with bivariate and multivariate
log-binomial regression modeling. Evaluated risk factors and results of bivariate analysis are
shown in Table 1. In multivariate analysis independent predictors of neonatal mortality
included: age <7 days at NICU admission (PR=1.68; 95% CI 1.07-2.63; p=.02), Apgar score
of ≤6 (PR=2.15; 95% CI 1.48-3.13; p<.001), and a positive blood culture (PR=1.98; 95% CI
1.22-3.10; p=.005).

This study demonstrated an important contribution of neonatal bacteremia in high mortality
rates among NICU patients in Tbilisi: 76% of newborns who died had positive blood cultures
compared to 56% of survived newborns. Age <7 days at NICU admission and an Apgar score
of ≤6 as independent predictors of neonatal mortality were likely multifactorial, but beyond
the scope of this study.

Effort to reduce the risk of infection is of paramount importance to improved material and
newborn care. Improving infection control in birth centres is important to prevent some cases
of sepsis as well as reduce the risk of transmission of other infectious organisms.
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