Volume-5, Issue-7, July - 2016 « ISSN No 2277 - 8160

IF:3.62 | IC Value 70.36

Original Research Paper Medical Science

Poorer Outcome in Picu for Children With Metabolic
Acidosis Disturbance.

Melpomeni Bizhga UHC Mother Teresa, Department of pediatrics

Sashenka o
Sallabanda UHC Mother Teresa, Department of pediatrics
ABSTRACT LGl

Design: Mortality | PICU is related to acidosis no matter is because of metabolic or respiratory disorder. Children with
diseases that cause metabolic acidosis are prone to grave morbidity and mortality as well.

Setting: The study is performed | UHC Mother Teresa Pediatric Hospital PICU.
Patients 84 patients underwent to ABB in admission time and evaluated for prism score and death rate when discharged.

Main result: Low pH especially in metabolic disorder is more related to deaths. Prism score values >10 are more prone to use as a Tool for predicting

outcome.

Conclusions: Children with acidosis are in greater risk compared to others.

Text material:

Introduction: Mortality | PICU is related to acidosis no matter is be-
cause of metabolic or respiratory disorder. Children with diseases that
cause metabolic acidosis are prone to grave morbidity and mortality
as well.

Material and method:

Patients number 84. Primary metabolic disorder 54.8%, primary res-
piratory disorder 29.8%, normal ABB 14.3%.

51.2% males and 41.48% females, without any significant difference
between them.

(¥*=0.01 p=0.9).

Results:

Blood gas analysis was taken in admission to 33 patients who result-
ed with metabolic disorder. 33 patients with metabolic acidosis were

evaluated when discharged for death rate and PRISM score.

Tab 1. pH and mortality in metabolic acidosis.

Deaths
ph N %
7.36-7.45 (n=5) 1 20
7.29-7.35 (n=15) 7 47
7.28-7.0 (n=11) 6 55
<7.0 (n=2) 2 100

Xzfcrlmearlrend:1 2138 p< 0.001

In metabolic acidosis lowering of pH affects significantly in outcome,
decreasing the pH increases mortality. ( =121.38 p<
0.001).

2
X for linear trend

Clinical situations leading to metabolic acidosis were : Intoxicatons,
Hepatic failure, Sepsis, Hemolitic-uremic syndrome, Miocardit, Enteri-
tis with severe dehydration, Purpura Fulminans, Diabet Mellitus, Car-
diogenic Shock, etj.

Tab2. Ph and mortality in respiratory acidosis.

Deaths
ph N %
7.36-7.45 (n=8) 0 0
7.29-735 (n=6) 1 17
7.28-7.0 (n=11) 3 27
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Clinical situations more related to respiratory acidosis are: Acute Res-
piratory Failure from near drowning, Pneumonia, Congenital cardi-
opaties, Diaphragmal hernia, Pneumothorax, Severe asthma exacer-
bation, Intoxication from benzodiazepines, etc.

In respiratory acidosis lowering of pH affect significantly outcome, de-
creasing the pH increases the mortality. % . =265 p<0

Tab 3 pH and metabolic acidosis

Deaths
ph N %
7.46-7.55 (n=8) 2 25
7.56-7.65 (n=3) 0 0
>7.65 (n=1) 0 0

Situations that cause metabolic alkalosis are pseudo Bartter in Cystic
Fibrosis, nasal-gastric sonds, diuretics, parenteral feeding, etc

Increasing the ph there is not observed an increasing in nr of deaths
We did t had any patient with respiratory alkalosis.
13 patients with normal acid-base balance all survived

Tab 4. pH values in survived and not survived patients

Sample size 65

Spearman (rho) -0.591
Significance P<0.0001

95% Confidence interval for rho -0.730 deri -0.406

Noticed a moderate negative and statistically significant correlation
between values of pH and mortality.

Spearman rho =-0.591, p<0.0001.

Tab 5. Prism values in metabolic acidosis.

Deaths
PRISMUS N %
<10 (n=17) 5 29
>10 (n=17) 11 65

There is noticed a strong association of prism values and the outcome
OR =4.4, 95% Cl (1.04 - 18.5), P=0.04.

Patients who have values >10 have 4.4 times to die compared to patients
who have values of prism <10. OR = 4.4, 95% Cl (1.04 - 18.5), P=0.04
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Tab 6. Prism values in respiratory acidosis 11.  Research : Conventional or physiochemical approach in intensive care unit patients
with metabolic acidosis, MAM Moviat, FMP van Haren, and JG van der Hoeven.
Deaths 12. Patient characteristics of PICU admissions inparticipants and non participants. Intensive
Prismus N % Care Med. 2008 June; 34(6): 1076-1082.

13.  Rules for determinating Primary acide-base disorder, Gregory J. Aune, MD, PhD, The
Harriet Lane Handbook, 2005, 322-325.
Pediatric Advanced Life Support, American Academy of Pediatrics, 2006, 27-28

<10 (n=22) 1 5
>10 (n=3) 3 100 .
We noticed a strong and significant correlation between values of

prism and the outcome. (rho =0.846, 95%Cl (0.6 -0.9) p<0.01)

Tab 7. Prism values in metabolic alkalosis.

Deaths
Prismus N %
<10 (n=11) 1 9
>10 (n=1) 1 100

Is noticed a moderate significant correlation between the values of
prism and outcome.

(rho =0.674, 95%CI (0.1-0.9) p=0.02)
Prism values in normal ABB were <10. All patients survived.

Tab 8. Prism score and outcome

Deaths
prismus N %
(]
<10 (n=63) 7 1
>10 (n=21) 12 71

OR =20, 95% Cl (5.8 - 68.4), P<0001

Patients who have values of prism score> 10 have 20 times more
probability to die compared to patients with prism score<10.

(4) Discusions: Clinically the “safe” variation for pH is approximately
7.30 to 7.52,where pH is not life threatening. A pH out of this range
is potentially life threatening, because of alteration of enzimatic acti-
vity and increasing irritability of myocardium, that why measures are
taken in order to return the pH to normality

Low pH is related more to mortality compared to normal and even to
high pH.

The value of pH as predictor of gravity of disease is established in oth-
er studies (7), (8), despite in metabolic acido ketosis, where acidosis is
more tolerated (11).

Is well definished even from other studies that Prism score >10 in
children is a good predictor of mortality.(3).

References:

1 Jeffrey AA, Warren PM, Flenley DC. Acute hypercapnic respiratory failure in patients
with chronic obstructive lung disease: risk factors and use of guidelines for manage-
ment. Thorax 1992;47:34-40.

2 Altman DG. Theoretical distributions. In: Altman DG, ed. Practical statistics for medical
research. London: Chapman & Hall, 1991: 48-73.

3 Rogers, Pediatric intensive Care, 2008, chapter 9, 106-110, Prismus

4 Joseph Crocheti and Samuel Krachman, Rogers, Pediatric intensive Care, 2008, chapter
3,32-43, Blood gas sampling.

5 D alonzo GE, Dantzker DR. Respiratory Failure, mechanisms of abnormal gas exchange,
and oxygen delivery. Med ClinNorth Am 1983; 67(3):557-571.

6 Tobin Mj. Respiratory monitoring in the intensive care unit. Am Rev Respir Dis 1988;
138:1625-1642

7 “Kelly AM, Mc Alpine R, Kyle E. Venous pH can safely replace arterial pH in the initial
evaluation of patients in the emergency department. Emerg Med J 2001; 18:340-342.

8. ChuYC, Chen CZ, Lee CH, Chen CW, Chang HY, Hsiue TR. Prediction of arterial bloob gas
values from venous blood gas values in patients with acute respiratory failure receiving
mechanichal ventilation. J Formos med Assoc 2003; 102: 539-543.

9. Malatesha G, Singh NK, Bharija A, Bahani B, Goel A. Comparison of arterial and venous
pH, bicarbonate, PCO2, and PO2 in initial emergency department assesment. Emerg
Med J 2007; 24:569-571.

10.  Validity of venous blood gas analysis for diagnosis of acid base imbalance in children
admitted to pediatric intensive care unit, World J Pediatr. 2008 May; 4(2):114-7.

GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS = 37




