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Abstract

Background: Child mortality rate is labeled as a sensitive ¢atlir of a country’s development and evidence efrihtion’s priorities and
values. Advanced technologies, effective monitgriagd high-intensity staffing and specialized timinhave been reported to drastically
improve the outcomes of critically ill infants anbildren who are admitted to the Pediatric InteesBare Unit (PICU)Methods: 434 patients
each of in age group 1-14 years were included sssca ' he study was carried out in the DepartmenBediatrics in a tertiary care centre.
Results: The total admissions during this study were 43#lcdn. These 434 cases were used for the analjisésage of the children was from
>1 year to 14 years old. Males accounted for 57 df ¥he sample and females were 42.6%. It was fabatithe most common age group of
admitted children is 1- 5 year, followed by aboyedrs age group. The most common diagnosis atrtieeaf admission overall was Seizures
(31.7%), Pneumonia (29%), Bronchiolitis (16.5%), &e(22.5%).Conclusion: Children are the most vulnerable and valuable deapigc
group for any community and country. They need ispp@are and protection, especially when admitteéhtensive care units. Thus a general

understanding in the management of these patigtsicial for all emergency medicine clinicians
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INTRODUCTION

Prompt identification, quick referral, and emergenc
management are essential for critically ill or ned
children. This is one of the most demanding, tgstamd
challenging situations for pediatricians. It hagmeeported
that mortality rate is extremely high in criticalll children

in first 24 hours of admissidfl. Child mortality rate is
labeled as a sensitive indicator of a country’sedigyment
and evidence of the nation’s priorities and valéab/anced
technologies, effective monitoring, and high-inigns
staffing and specialized training have been reporte
drastically improve the outcomes of criticallyiififants and
children who are admitted to the Pediatric Inteas@are
Unit (PICU)® A well-functioning PICU has got a
significant role in management and improving suaVief
critically sick childrer® Studies all over the world, have
revealed that critically ill children admitted in@®J have
some common disease such as fever, pneumonia&tsgir
tract infections, acute gastroenteritis(diarrhegsedtery
with or without vomiting), and seizures. Fever ie®f the
most common complaints (around 20%) for which akitd

are presented to the pediatric emergency department

(PED)I According to a WHCG pneumonia is the most
common infectious cause of worldwide mortality in
children. It is responsible for 16% deaths of at@id under
five years old especially in South Asia and subaBai
Africa. Kiranmai et al®! reported that ARI is responsible for
about 30-50 % visits to health facilities and fooat 20- 40
% admissions in the hospitals. Farooqui ét’akuggested
that 3.6 million episodes of severe
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pneumonia and 0.35 million all-cause pneumonia taeat
occurred in children below 5 years of age, in Indiae of

the most common causes of pneumonia is Streptosoccu
pneumoniae and others include Hemophilus influgnzae
Respiratory syncitical virus and Influenza. Dueldck of
diagnostic support and surveillance systems the
identification of etiological agent is difficult ideveloping
nations 8. However, after universal immunization of
children with HIB and Pneumococcal vaccines, the
incidence of pneumonia has decreased in developed
countries. These conjugated vaccines are indictethe
prevention of pneumonia morbidity and mortality in
children younger than 5 years.

Diarrheal diseases have been reported by WHO as
the second most leading cause of worldwide moytatit
children under fivé'! kiling around 525,000 children.
Around 1.7 billion cases of childhood diarrhealedise are
reported every year all over the world. These dissaare
attributed as a major reason for development ohutdtion
in children under five. Studies have revealed thatrhea is
the third leading cause of childhood death in Indiad is
responsible for 13% of all deaths/year in children
(Laxminarayan&? 2015). Management of acute
dehydration in PICU is a demanding task for phgsisi
(Sutariya*® 2011). The integrated Global action plan for
pneumonia and diarrhea (GAPPD) of WHO and UNICEF
aims to accelerate pneumonia control with a contlmnaof
interventions to  proteé! prevent, and treat
pneumonia/diarrhea in children with actions to:paytect
children by promoting exclusive breastfeeding addquate
complementary feeding; b) prevent pnuemonia withdha
washing with soap, reducing household air pollytion
vaccinations, HIV  prevention and Cotrimoxazole
prophylaxis for HIV-infected and exposed children.
Preventive interventions for diarrhea include s#iuh,
source water improvements, household water treatraed
safe storage; c) treat focusing on making sureeheaty sick
child has access to the right kind of care — eithem a
community-based health worker or in a health fgcifithe
disease is severe — and can get the necessarioticsiand
oxygen needed.
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Seizures and epilepsy is a common cause for
periodic visits to the PED in India (Saravafgh2013).
Results have shown that about 5% children woulde restv
least one episode of seizure by the time they réécyears
of age (Udani*® 2005). Most of the seizures in children are
provoked by somatic disorders, originating outsithe
brain, such as high grade fever, infection, syncbgpoxia,
toxins, head trauma or cardiac arrhythmias; whijéepsy
is responsible for less than one third cases afuses.
Though, the prognosis is generally good, yet 104 2@ses
are persistent and refractory to drugs. These qassent a
diagnostic and management challenge in PICU.

The predominant morbidity pattern of children in
the community can be provided by analysis of treease
spectrum of children admitted to the PICU. Thiomnfiation
is used in preparing public health action plans strategies
both at the macro (state and country) as well asrami
(hospital) level.

Obijective
The objective of this study was to examine the &ése

spectrum of PICU admissions in a tertiary care eem
Hyderabad, Telangana. The study has used statistica
analysis. The study identified the major diagnosis
admissions in three age groups, as well as .asalysi
gender differences, if any.

MATERIAL AND METHODS
Study population

434 patients each of in age group 1-14 years walleded
as cases.

Study Area
The study was carried out in the Departments ofd®ecs

of in a tertiary care centre.

Study duration
Duration of this study was six month.

Sampling technigue & Data collection

All cases are triaged by the duty physician and enately
sick and severely ill patients are directly adnditt® the
PICU. Once stabilized, they are shifted to a steywsdunit.
Data on age, sex and diagnosis spectrum detaile wer
retrieved from the medical records and admissiaisters
and tabulated into an Excel sheet.

Data Analysis
The results were analyzed using MS Excel softwaa¢aD

was then stratified into male and female in threge a
groups—Iess than one year, one to five years aadeative
years. The data was analyzed using MS Excel sadtwar

RESULTS

The total admissions during this study were 434dobin.
These 434 cases were used for the analysis. Thefabe
children was from >1 year to 14 years old. Malesoaated
for 57.4 % of the sample and females were 42.6%ual
found that the most common age group of admitteéid rem
is 1- 5 year, followed by above 5Syears age group.

The most common diagnosis at the time of admission
overall was Seizures (31.7%), Pneumonia (29%),
Bronchiolitis (16.5%), Fever (22.5%).

Table 1: Gender wise distribution of patients

Gender Number Of | Percentage
Patients

Male 249 57.4%

Female 185 42.6%

Total 434 100%

Table 2: Diagnostic Spectrum of total number of
patients

Symptoms Total no. of| Percentage
patients

Bronchiolitis 72 16.5%

Fever 98 22.5%

Pneumonia 126 29%

Seizures 138 31.7%

Total Sample 434 100%

Table 3: Bronchiolitis in less than 1 year, 1-5 ygamore

than 1 year according to male and female

Age Bronchiolitis Total

Male Female
< 1lyear 39 (73.5) 13 (68.4) 52 (72.3)
1-5 year 14 (26.4) 6 (315 20 (27.7)
>5 year - - -

53 (73.6%) 19 (26.3%) 72

Table 4: Fever in less than 1 year, 1-5 year, mothan 1
year according to male and female

Age Fever Total

Male Female
< lyear| 19(35.1%) 9(20.4%) 28(28.5%)
1-5year | 14(25.9%) 11(25%) 25(25.5%)
>5 year 21(38.9%) 24(54.5%) 45(45.9%)

54(55.1%)

44 (44.8%)

98(100%)

Table 5: Pneumonia in less than 1 year, 1-5 year,are

than 1 year according to male and female

Age Pneumonia Total

Male Female
< lyear| 36(58%) 23(35.9%) 59(46.8%)
1-5year | 26(42%) 41(64%) 67(53.1%)
>5 year

62(49.2%)

64(50.7%)

126(100%)

Table 6: Seizures in less than 1 year, 1-5 year, mecthan
1 year according to male and female

Age Seizures Total
Male Female
< lyear| 8(11.5%) 19(27.5%) 27(19.5%)
1-5year | 29(42%) 23(33.4%) 52(37.6%)
>5 year | 32(46.3%) 27(39.1%) 59(42.7%)
69(50%) 69(50%) 138(100%)
DISCUSSION®
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The most common diagnosis at the time of admisgion
PICU was seizures (31.7%), pneumonia (29%), fever
(22.5%) . The gender differences have not beenntake
consideration in the main diagnosis. The resulthisfstudy
are correlated with the results of other Indiardis. The
Government of India introduced the Hib-containing
pentavalent vaccine in a phased manner and alstedsta
rotavirus vaccinations in a few Staté$jn 2011. This year,
the pneumococcal vaccination is planned to be dnited

by Government of India. These interventions wilkedu
decrease the morbidity and mortality rates. GAPRi3 h
been aimed to accelerate pneumonia control with a
combination of interventions to protét¥, prevent, and treat
pneumonia/ diarrhea. Implementation of these measwill
definitely prevent children admission to PICU. Thiaswill
reduce the overall morbidity and mortality. The gaet
study was carried out in 434 cases were admittedixn
month. A severe strain was caused on the medicdl an
human resources of the pediatric unit in this haspis there
was no pediatric emergency care unit and all casa®
directly admitted to the PICU. It is suggested #h&ED to

be started so that only the serious cases are tadmiit
PICU and others to be sent directly to the wardrafiage.
Outcomes of researches related to Intensive Caite(IQ)

are valuable tools for policy makers and hospital
administrators. Strategies, for developing modety f
patient-centered outcomes and for better resouses, ican
be drawn from findings of researcH¥s® Study of
Khilnani et al®® supported the present work as they
suggested that more researches are required tore td
assess the overall outcome of critically ill chddrin India
and the strategies for managing PICU admissions.

CONCLUSION

Children are the most vulnerable and valuable deapitc
group for any community and country. They need isphec
care and protection, especially when admitted tenisive
care units. Thus a general understanding in theagement
of these patients is crucial for all emergency mieei
clinicians.
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