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MALNUTRITION AND OUTCOMES IN A
PERUVIAN PEDIATRIC INTENSIVE CARE UNIT

J. Tantalean', R. Leon?, P. Palomo?

'Universidad Nacional Federico Villarreal, Lima, Lima, Peru, 2Instituto
Nacional de Salud del Nifio, Lima, Lima, Peru

AIMS & OBIJECTIVES: To determine the association
between malnutrition (MN) on admission to the PICU and
child’s outcomes: mortality, mechanical ventilation (MV) use
and duration, PICU and hospital length of stay (LOS) and
Healthcare Associated Infections (HCAI).

METHODS: Prospective cohort study, analytical
observational design. All patients (ages 1 mo to 17 y)
admitted to our PICU during 12 months were included.
Children with the following conditions were excluded: history
of prematurity in < 2 year olds, skeletal malformation, Down'’s
Syndrome, brain death and mortality within the first 24 hours
of admission. We measured weight (W) and height (H) in

the first 48 hours of admission and calculated BMI, applying
WHO definitions for nutritional diagnosis. W/H (< 2 y.0.) and
BMI (> 2 y.0.) were used.

RESULTS: 280 children (median age 47.1 months; PICU
mortality 7.1%) were included; 72 (26%) had MN (20%
undernutrition, 5.7% overweight/obesity). Only MV use was
higher in MN children (88.9% vs. 78.4%, p = 0.049). In

the multivariate models, children with MN had lower HCAI
frequency (OR: 0.13; Cl 95%: 0.02 - 0,82), longer PICU
stay (Coef 3 11.6; Cl 95% 1.4 - 21.9) and longer MV days
(Coef $ 1.3, p <0.001). In multivariate analysis comparing
only undernourished with normal children, they showed longer
PICU stay and MV duration

CONCLUSIONS: MN increased PICU stay and MV days,
and was negatively associated with the development of
HCAI. We found no association with PICU or hospital
mortality.
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AIMS & OBIJECTIVES: King's College Criteria
(KCC) are used worldwide to refer patients with
Acute Liver Failure (ALF) for liver transplantation.
We aimed to evaluate the performance of KCC to predict

www.pccmjournal.org

the need for liver transplantation in pediatric ALF (PALF).
The secondary objective was to study the clinical profile of
PALF.

METHODS: This study was conducted in a tertiary-care
pediatric critical care unit in South India. Children aged

1 month to 18 years admitted with PALF between April
2014 and December 2019 were enrolled. Data regarding
demographics, etiology and outcome were collected
retrospectively. Acute liver failure was defined using the
PALF study group definition. The primary outcome was
transplant free survival.

RESULTS: During the study period, 131 children, 74
(56.1%) male, were admitted with PALF. Three underwent
liver transplantation and were excluded from analysis.

The main etiologies of PALF were infection (32.3%)
indeterminate (23.1%) and paracetamol toxicity (20%). Of
40 children meeting KCC, 25 (62.5%) survived without
transplantation, whereas of 88 children not meeting KCC,
57 (65.5%) survived without transplantation (p=0.84).
Peak ALT/Ammonia/Lactate, lowest albumin, presence of
multi-organ dysfunction, inotrope requirement, mechanical
ventilation and INR >4 at any occasion were significantly
associated with mortality. Positive predictive value of KCC
(mortality among children who met KCC) was 37.5% while
its sensitivity (ability of KCC to pick up children with poor
outcome) was 32.6% in our study.

CONCLUSIONS: KCC are a poor predictor of the need for
liver transplantation in PALF in this population. Infections were
the commonest cause of PALF.
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MORTALITY DISTRIBUTION BY NUTRITIONAL
STATUS CATEGORY IN A PEDIATRIC
INTENSIVE CARE UNIT
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AIMS & OBJECTIVES: The nutritional status of patients
admitted to Pediatric Intensive Care Units (PICU) should be
evaluated and considered as one of the factors that influence
prognosis. We aimed to describe the distribution of mortality
by nutritional status category of children and adolescents
admitted to a PICU.

METHODS: Retrospective cohort study with patients

admitted to the PICU from 01/06/2013 to 01/31/2017.
To assess and classify nutritional status, the Body Mass
Index for Age (BMI/A) z-score was calculated based on
the World Health Organization (WHO) curves. Expected
mortality was assessed according to the Pediatric Index
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of Mortality (PIM) 2, as well as that observed in the study
period for each sample and for each category of nutritional
status. Standard Mortality Ratio (SMR) was calculated.
Patients who stayed for less than 8 hours in the unit, as
well as those who had no record of weight and / or height,
were not eligible.

RESULTS: 1407 admissions were included in the study.
Mortality distribution was: Very Thin (6.4%), Thin (8.2%),
Normal Weight (3.2%), Risk of Overweight (1,6%), Overweight
(4.19%), Obesity (2.4%) and Severe Obesity (5.3%).

CONCLUSIONS: We observed that the categories that
represent inadequate nutritional status present higher
mortality values in this descriptive analysis.
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HYPOTHYROIDISM IN AN INFANT WITH
DOWN SYNDROME AND CONGENITAL
HEART DISEASE: GUIDELINES ARE NOT
ENOUGH
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States of America, 2Cleveland Clinic, Pediatric Critical Care, Cleveland,
United States of America

AIMS & OBJECTIVES: The incidence of hypothyroidism is
higher in children with Down syndrome. Current American
Academy of Pediatrics guidelines for hypothyroidism
screening in children with Down syndrome recommend
testing at birth and then 6 months and make vague
recommendations for subclinical hypothyroidism

METHODS: Case Report

RESULTS: A 3-week-old female infant with Down
syndrome and complex congenital heart disease (complete
AV canal and tetralogy of Fallot) had a normal newborn
screen, with TSH 10.1 mU/ml and T4 2.2 mU/ml on day

3 of life was admitted with tet spells. Despite medical
management, she remained hypoxic and underwent
placement of a BT shunt. Postoperative course was
complicated by cardiac arrest following extubation on
postop day 2, with VA ECMO for 13 days, seizures, and
acute kidney injury. She was decannulated from ECMO and
extubated. She was noted to have poor heart rate variability
and decreased activity. Medications included phenobarbital,
levetiracetam, and lacosamide, despite good biventricular
function, no residual cardiac defects and minimal sedation,
she could not be weaned off inotropic support (milrinone) 4
weeks later. TSH and T4 were repeated and were 587 mU/
mL and 0.1 mU/ml. Intravenous levothyroxine was started
and inotrope was weaned off within 1 day.

CONCLUSIONS: A high level of suspicion for
hypothyroidism should be maintained with a low threshold
to repeat TSH and T4 prior to retesting recommended

by current guidelines in infants with Down syndrome and
congenital heart disease.
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CORRELATION BETWEEN EARLY FLUID
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AIMS & OBIJECTIVES: Fluid overload (FO) has been
associated with an increased risk for adverse outcomes
in critically ill patient. The purpose of this study was

to investigate the correlation between early FO (at 48
hours of stay in the pediatric intensive care unit (PICU))
with respiratory morbidity in patients with mechanical
ventilation.

METHODS: Retrospective cohort study. We included
seventy-five patients aged 0—17 years old invasively ventilated
at 48 hours post admission in the PICU, admitted between
June 1, 2017, and June 30, 2019. Data collect included
demographics, diagnosis, Pediatric Index of Mortality 2

score, respiratory morbidity (oxygenation index (Ol), days

of mechanical ventilation (DMV), renal replacement therapy
(RRT) stay in PICU and mortality.

RESULTS: A comparison was made between patients with
FO and without FO, with the different variables of interest
such as Ol (4.6 vs 5.2, p 0.661), DMV (6d vs 3.5d, p 0.475)
and stay in PICU (8d vs 10.5d; p 0.979). There are no
statistically significant differences between both groups. A
significant p was obtained in the RRT variable (p 0.009; OR
10.167 (95% CIl 2.012 - 51.366). There was association

of fluid overload at 48 hours with mortality (P=0.002; OR
14.286 (95% CI 2.795 - 73.017).

Table 1. Fluid Overload >10% vs without Fluid Overload (n = 75)

Fluid Overload >10% Without Fluid Oyerload

Variable 8 (10.7) 67 (89.3) P
Qxygenation index 4.6 (1.7 - 15.8) 5.2 (1.2 - 22.8) 0.661
DVH 6(2-32) 35(1-51) 0.475
PIM2 28.1 (10.1 - 34.7) 19.0 (2.7 - 55.9) 0.386
Stay in PICU 8(2 - 83) 10.5 (2 - S1) 0.979

Hospital slay
median (min. - max.), The Mann-Whitney U
DMV, days of mechanical ventilation; PIM2, Pediatric Index of Mortality score 2; PICU, Pediatric intensive care
unit

22 (4 - 163) 17,5 (2 - 74) 0.376

Fluid Overload Without Fluid
1%

>10 Overload
Variable 8 (10.7) 67 (89.3) p OR IC 95%
RRT 4 (40) 6 (60) 0.009 10.167 2.012 - 51.366
Diuretic use 4 (9.3) 39 (90.7) 0.717 0.718  0.165 - 3.118
Vasoactive drugs 8 (14.8) 46 (85.2) 0.097 1.174 1.050 - 1.312
ECLS 1 (20) 4 (80) 0.440 2.250 0.220 - 23.040
Mortality 5 (41.6) 7 (58.4) 0.002 14.286 2.795 - 73.017

n (%): Fisher Test
RRT, renal replacement therapy; ECLS, extracorporeal life support

CONCLUSIONS: Fluid overload at 48 hours of stay in
PICU was positively correlated with mortality. There was
no association with respiratory morbidity or days of stay
in PICU.
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