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Objectives: Our objective was to compare the prevalence and outcomes of pediatric acute respiratory distress syndrome using the Pediatric Acute Lung Injury Consensus Conference (PALICC) criteria and Berlin definitions.

Methods: We screened case records of all children aged 1 month to 17 years of age admitted to the Pediatric Intensive Care Unit (PICU) over a 3-year period (2015–2017) for presence of any respiratory difficulty at admission or during PICU stay. We applied both PALICC and Berlin criteria to these patients. Data collection included definition and outcome related variables. Data were compared between the “PALICC only group” and the “Berlin with or without PALICC” group using Stata 11.

Results: Of a total of 615 admissions, 246 were identified as having respiratory difficulty at admission or during PICU stay. A total of 61 children (prevalence 9.9%; 95% CI: 7.8–12.4) fulfilled the definition of acute respiratory distress syndrome (ARDS) with either of the two criteria. While 60 children (98%) fulfilled PALICC criteria, only 26 children (43%) fulfilled Berlin definition. There was moderate agreement between the two definitions (Kappa: 0.51; 95% CI: 0.40–0.62; observed agreement 85%). Greater proportion of patients had severe ARDS in the “Berlin with or without PALICC group” as compared to the “PALICC only” group (50 vs. 19%). There was no difference between the groups with regard to key clinical outcomes such as duration of ventilation (7 vs. 8 days) or mortality [51.4 vs. 57.7%: RR (95% CI): 0.99 (0.64–1.5)].

Conclusion: In comparison to Berlin definition, the PALICC criteria identified more number of patients with ARDS. Proportion with severe ARDS and complications was greater in the “Berlin with or without PALICC” group as compared to the “PALICC only” group. There were no differences in clinical outcomes between the groups.
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INTRODUCTION

Ashbaugh et al. first described acute respiratory distress syndrome (ARDS) as a syndrome of tachypnea, hypoxia, and decreased pulmonary compliance (1). It has been estimated that ARDS accounts for 1–4% of all Pediatric Intensive Care Unit (PICU) admissions, 8–10% of patients requiring mechanical ventilation and estimated mortality of 20–75% despite advances in the management (2–4). Due to high mortality rates, ARDS remains the ultimate challenge in PICU in terms of management and outcome.

The first consensus definition for ARDS was given by American-European Consensus Conference with well-defined criteria for ARDS and ALI (5). Thereafter, in 2012, Berlin definition of ARDS was proposed with few modifications (6). However, both were applicable more to the adult population and despite the different epidemiology and outcomes of pediatric acute respiratory distress syndrome (PARDS), these were applied to children without modification (7). To address this issue, the Pediatric Acute Lung Injury Consensus Conference (PALICC) was convened to propose specific definitions for PARDS in 2014. Notable differences in the PALICC definition are use of oxygenation index (OI) instead of PaO2/FiO2, option of using SpO2-based indices, and less restrictive radiographic criteria. Also, it includes chronic lung disease (CLD) and cardiac conditions [congenital heart disease (CHD)] which contribute to a significant number of patients with ARDS which were previously excluded (8).

While the new definitions have been proposed to address the limitations of using definitions such as AECC or Berlin originally proposed for only adult patients with ARDS, there is a need to test these new definitions before applying them globally in units across the world. For example, if the definitions are too sensitive, patients without ARDS will be wrongly labeled as ARDS and this will increase the resource utilization in a particular unit. While in a resource replete setting this may not impinge on the resources, it will affect the already limited resources in a resource restricted setting. On the other hand, if the definitions are too specific, only the sickest patients with ARDS may be identified and this may lead to delayed interventions and worse outcomes in those with mild to moderate ARDS at admission. Unfortunately, there is a paucity of data evaluating the applicability of the definitions to pediatric population from different settings. There is only one study from a resource replete setting till date (9) and this may not suffice to generalize the applicability of these definitions to all others. The patient profile, disease severity, disease conditions, and time of presentation would affect the prevalence and outcomes of ARDS in different settings. There is a need to evaluate the utility of these definitions in resource restricted settings as well in order to identify the mild and early ARDS cases so that the outcomes could be improved by effective utilization of the limited resources available. Our aim was to compare the PALICC definitions with the Berlin definitions to estimate the prevalence and outcome of PARDS in our setting which is representative of similar settings from low-middle income countries (LMIC).

MATERIALS AND METHODS

Study Setting and Participants

This was a retrospective chart review over a period of 3 years, from 2015 (January) to 2017 (December) in children aged 1 month to 17 years of age admitted to the PICU of a tertiary care teaching hospital. Case records of all patients admitted to the PICU during the study period were screened to identify patients with respiratory difficulty. Children having PICU stay of less than 6 h were excluded. The study was approved by the Institute Ethics Committee.

Objectives and Outcome Measures

Our objective was to compare the prevalence and outcomes of PARDS using the PALICC criteria (8) and Berlin definition (6).

Data Collection

We screened records of all eligible patients (patients with respiratory difficulty) and applied both PALICC criteria and Berlin definitions for diagnosis of ARDS. Children fulfilling either of the two criteria were enrolled in the study. Clinical and radiographic data were extracted from the medical records for up to 7 days or until death or extubation, whichever occurred earlier. Pediatric Index of Mortality-3 (PIM-3) score variables at admission, arterial blood gas (ABG) measurements, oxygenation-related variables, ventilator modes, and settings were recorded on day of diagnosis, at 24 h, day 3, and day 7. All patients suspected to have ARDS (those who fulfilled the oxygenation criteria) are subjected to echocardiography to confirm non-cardiogenic origin of pulmonary edema as per our unit protocols. We collected data on adjuvant therapies used in ARDS, including steroids, sildenafil, inhaled nitric oxide, prone position, and use of other support modalities (e.g., inotropes, continuous renal replacement therapy, and extracorporeal membrane oxygenation). Sequential pediatric logistic organ dysfunction (PELOD) score was used for assessing progressive organ dysfunction (10).

We used lung protective ventilator strategies in pressure control or pressure regulated volume control mode with pPeak <35 cm H2O, pPlat <30 cm H2O, high PEEP (please provide a number), FiO2 to keep saturations >88% and permissive hypercarbia prior to publication of PALICC guidelines. Patients on maximal settings were switched to high-frequency oscillatory ventilation (HFOV) as per our protocol (11–13). After publication of the PALICC guidelines, our protocol was modified with upper limit of Pplat of 28 cm of H2O and PEEP of upto 15 cm of H2O or higher in severe ARDS provided patient was hemodynamically stable. We used HFOV as rescue therapy if Pplat requirement was more than 28 cm of H2O after these guidelines.

Definitions

We defined respiratory difficulty for non-intubated patients as respiratory rate above upper limit of normal as per age, chest indrawing with or without hypoxemia (SpO2 at room air <94%) or requirement of any respiratory support (14) and for intubated patients as pressure requirements or oxygen supplementation to keep SpO2 >88% but with OI <4 or oxygen saturation index (OSI) <5 (8). The variables used in PALICC criteria were—duration of onset of acute illness to ARDS of less than 7 days, origin of pulmonary edema (cardiogenic or non-cardiogenic), any new infiltrate on Chest X- ray (unilateral or bilateral) and oxygenation defect based on PaO2/FiO2 (P/F) or SaO2/FiO2 (S/F) ratio if on non-invasive mechanical ventilation, and OI or OSI if on conventional mechanical ventilation (CMV) (8). OI was calculated using the formula: [mean airway pressure (MAP) × FiO2]/PaO2 and oxygen saturation index (OSI) using the formula: [MAP × FiO2]/SpO2. The criteria used in Berlin definition are similar except for bilateral infiltrates on chest X-ray and oxygenation defect based on P/F ratio alone (6). The other differences are—children with CHD and CLD fulfilling the oxygenation criteria are not included in the Berlin definition but included in the PALICC criteria. Patients with invasive mechanical ventilation were stratified into mild, moderate and severe ARDS on the basis of P/F ratio in “Berlin with or without PALICC” group and by OI/OSI in “PALICC only” group.

Sepsis was defined as Systemic Inflammatory Response Syndrome in the presence of or as a result of suspected or proven infection (15). Pneumonia was defined as lower respiratory tract infection associated with fever, respiratory symptoms, and evidence of parenchymal involvement by physical examination or presence of infiltrates on chest X-ray (16). Steroid exposure was defined as any use of systemic corticosteroids. PELOD score was used to assess organ dysfunction (10). Early use of HFOV in ARDS was defined as elective HFOV and use of HFOV after failure/complications of conventional modes was defined as rescue HFOV (17).

Statistical Analysis

Data were entered into Microsoft Excel 2016 and analyzed using Stata 11.2 (Stata Corp, College Station, TX, USA). Categorical data were presented as number and percentages and continuous data as mean/medians and SD/interquartile ranges (IQR). Chi square test, Ranksum and t-test were applied for categorical and continuous variables, respectively. All statistical tests were two-tailed and the significance level was taken as p < 0.05. For evaluating the agreement between the two definitions, we used kappa statistics.

RESULTS

A total of 615 children were admitted to the PICU during the study period. Of these, 246 were identified as having some respiratory difficulty at admission or during PICU stay. Of these, 61 children fulfilled either Berlin or PALICC criteria. While 60 children (98%) fulfilled PALICC criteria, only 26 children (43%) fulfilled Berlin definition. The patients were divided into “PALICC only” group (n = 35) and the “Berlin with or without PALICC” group (n = 26) for comparison of baseline characteristics and various outcomes (Figure 1).
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FIGURE 1 | Study flow. *Patients with respiratory difficulty at admission or during Pediatric Intensive Care Unit (PICU) stay.



Primary Outcomes

The prevalence of ARDS in our PICU was 9.9% (95% CI: 7.8–12.4) with either criteria. Prevalence of ARDS with PALICC criteria was 9.75% (4.1, 7.8) and with Berlin definition was 4.2% (2.9, 6.1) (p < 0.0001). While 60 children (98%) fulfilled PALICC criteria of the 246 children with respiratory difficulty, only 26 children (43%) fulfilled Berlin definition. There was moderate agreement between the two definitions (Kappa: 0.51; 95% CI: 0.40–0.62; observed agreement 85%).

The baseline characteristics of patients in both groups are shown in Table 1. Compared to “Berlin with or without PALICC” group, “PALICC only” group had lower median (IQR) age [10 (3, 60) months vs. 84 (55, 127) months] (p = 0.001). Thirty eight percent (n = 23) of the study population had unilateral infiltrates and were included in the “PALICC only” group. The proportion of patients with CHD and CLD fulfilling the standard PALICC criteria were 16% (10) and 7% (4), respectively, in the entire cohort. All patients had non-cardiogenic origin of edema and were on ventilatory support at the time of diagnosis.

TABLE 1 | Baseline characteristics of patients in the “PALICC only” and the “Berlin with or without PALICC” definition groups.
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The most common admitting diagnosis was pneumonia. According to precipitating causes, 75% of cases in the study population had primary ARDS (due to pneumonia or aspiration) and the remaining 25% had ARDS secondary to sepsis (Table 1). Greater proportion of children in the “PALICC only” group had pneumonia and aspiration (86 vs. 62% in the other group) as the cause for ARDS. Sepsis was the precipitating cause in most cases in the “Berlin with or without PALICC” group (35 vs. 17% in the “PALICC only” group).

Other baseline characteristics including PIM-3 probability of death and precipitating events were similar in both groups (Table 1). Max FiO2 and minimum PaO2 was lower in the “PALICC only” group while lowest SpO2 and maximum MAP were comparable (Table 1). Among oxygenation indices, OI (7.9 vs. 9.6) and OSI (8.4 vs. 10.5) were lower, while the P/F (144 vs. 104) and S/F ratios (142.9 vs. 118.6) were higher in the “PALICC only” group as compared to the “Berlin with or without PALICC group,” respectively. The proportion of patients with severe ARDS measured by oxygenation indices—P/F ratio and OI/OSI was higher in “Berlin with or without PALICC group” as compared to “PALICC only” group but the difference was not statistically significant (Table 1). Majority of children in both groups were on invasive mechanical ventilation at the time of diagnosis of ARDS (89 and 81% in “PALICC only” and “Berlin with or without PALICC” groups, respectively) with pressure controlled synchronized intermittent mandatory ventilation (P-SIMV) mode being the commonest mode. The proportion of patients with admission diagnosis of sepsis were similar in both groups (97.1 and 100% in “PALICC only” and “Berlin with or without PALICC” groups, respectively), while those with nosocomial sepsis was higher in “PALICC only” group (32.4 vs 19%) with majority having catheter-associated bloodstream infections in both groups (55 and 40%, respectively) (Table 1).

Secondary Outcomes

On comparing the key clinical outcomes, proportion of patients requiring HFOV, new air leaks and need for inotropes was higher in the “Berlin with or without PALICC” group; the differences were not statistically significant (Table 2). Proportion of patients with failed non-invasive ventilation [5 (100%) vs 3 (75%), p = 0.24], those requiring HFO ventilation [9 (29%) vs 4 (13.3%), p = 0.02] and those having air leaks [7 (22.5%) vs 2 (6.7%), p = 0.02] was higher in “Berlin with or without PALICC” group as compared to “PALICC only” group. Other outcome variables such as median duration of mechanical ventilation, ICU, and hospital stay were similar in both groups. The overall mortality was similar in both groups (51.4 and 57.7%, respectively) while ARDS-related mortality was higher in “Berlin with or without PALICC” group as compared to “PALICC only” group [7 (46.6%) vs. 3 (16.7%), p = 0.1] (Table 2). The non-ARDS related mortality was predominantly due to refractory septic shock and was higher in “PALICC only” group as compared to “Berlin with or without PALICC” group [15 (77.8%) vs 7 (53.3%)]. Of this, nosocomial sepsis contributed to nearly 44% (8/18) of mortality in “PALICC only” group and to 25% (4/15) in the “Berlin with or without PALICC” group (Table 2).

TABLE 2 | Comparison of outcomes between the “PALICC only” and the “Berlin with or without PALICC” definition groups.
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Severity of ARDS and Clinical Course

On stratifying based on severity of ARDS as per Berlin criteria, the proportion of patients with mild, moderate, and severe ARDS were 19% (5), 31% (8), and 50% (13), respectively. As per OI/OSI criteria (PALICC criteria), 50% (16) had mild, 31% (10) had moderate, and 19% (6) had severe ARDS (Table S1 in Supplementary Material). The proportion of patients with nosocomial sepsis in mild ARDS category in the “PALICC only” group was higher than severe ARDS in the same group (n = 8/16, 50% vs. n = 2/6, 33%). In the “Berlin with or without PALICC” group, the proportion with nosocomial sepsis was similar in the mild and severe categories (20 vs. 23%, respectively). Children with severe ARDS in both “PALICC only” group and “Berlin with or without PALICC” groups had higher need for vasoactive therapy (100%) and steroids (100%). HFOV requirement was 58 and 33% in the severe ARDS cases in the “Berlin with or without PALICC” group and “PALICC only” groups, respectively. The overall mortality was also higher in children with severe ARDS in both the groups (69 vs 100% in the “PALICC only” group and “Berlin with or without PALICC” groups, respectively). Mortality attributed to ARDS was higher in “severe ARDS category” in the “Berlin with or without PALICC” group (46%, n = 6/13) while it was higher in moderate ARDS category in “PALICC only” group (20%, n = 2/10). Mortality due to nosocomial sepsis in “mild ARDS category” in “PALICC only” group was 31% (n = 5/16) as compared to 20% (n = 1/5) in the “mild ARDS category” of “Berlin with or without PALICC group.” There were no differences in other clinical outcomes, i.e., duration of mechanical ventilation and HFOV, steroid use and PICU stay between the mild, moderate and severe ARDS cases in both groups (Table S1 in Supplementary Material).

DISCUSSION

The prevalence of ARDS in our study was 9.9% (95% CI: 7.8–12.4). Prevalence was higher—9.75% (4.1, 7.8) with PALICC criteria (35 patients) as compared to the Berlin definition—4.2% (2.9, 6.1) (26 patients) with moderate agreement between the two (Kappa: 0.51; 95% CI: 0.40–0.62; observed agreement 85%). The probable reasons/hypothesis for the difference in prevalence observed by using the PALICC and Berlin criteria could be—(1) Use of pulse oximetry-based criteria helped in identification of more patients with ARDS which were ignored by Berlins’ criteria due to lack of ABG reports. For example, in our cohort in about 5% of patients, ABG values were not available. In these patients, we used the pulse oximetry based criteria (OSI and or S/F ratio) to diagnose ARDS and, therefore, they could be included in the “PALICC only” group, (2) the chest X- ray criteria of PALICC definition involves any new parenchymal opacity, whether unilateral or bilateral. We observed more than one-third of the study population fulfilling the standard oxygenation criteria for PALICC to have only unilateral findings on chest X-ray. This group of patients comprised almost 67% of the total patients diagnosed by PALICC criteria alone which were missed by the Berlin definition which mandates presence of bilateral symmetrical opacities on chest X-Ray, (3) including children with CLD and CHD in the new PALICC criteria also increased the proportion of patients identified to have ARDS. One quarter of the children had CHD and CLD and could not be included in the Berlin definition.

Many of the published reports of ARDS in PICU have reported the prevalence of ARDS to vary from 0.7 to 4.2% using either AECC or Berlin definitions (2–4, 18). In a previous study from our center, the reported prevalence rate was 20.1/1000 admissions (19). Recently, Parvathaneni et al. reported prevalence of ARDS to be 5.8% by PALICC criteria in their study (9). In their study, the authors had similarly compared the prevalence of ARDS by PALICC criteria and Berlin definitions. Of the 4,764 admissions, the proportion fulfilling PALICC criteria were 5.8% (n = 278) while those fulfilling Berlin definition were 3% (n = 143) which was about 50% of those fulfilling PALICC criteria. Similar to this study, we observed that only about 40% of patients fulfilling the PALICC criteria fulfilled Berlin definitions. With these observations from previous studies and ours it would be safe to suggest that the Berlin definitions should no longer be used in children for clinical or research purposes and only the PALICC criteria may be used in resource replete or LMIC settings.

While PALICC criteria only were fulfilled by 35 patients, Berlin definition alone was fulfilled by only one patient. This patient had P/F ratio of 293 (PF ratio <300 for fulfilling Berlin’s definition) but OI of 2.9 (OI of >4 for PALICC criteria). Among the other criteria for ARDS, this child had bilateral infiltrates on chest X-ray and was admitted with a diagnosis of pneumonia. He required invasive CMV at diagnosis with initial PEEP of 5 and MAP of 8 cm of H2O. The duration of ventilation and PICU stay were 18 and 24 days, respectively.

According to the precipitating causes, ARDS is divided into primary and secondary ARDS. In our study, majority had primary ARDS while only one quarter had secondary causes for ARDS. Pneumonia was the most common precipitating cause of primary ARDS while sepsis was the most common cause of secondary ARDS similar to previous reports (2, 19–21).

A significant difference between the PALICC criteria and Berlin definitions was the use of OI or OSI and discontinuation of the PaO2/FiO2 ratio to grade the severity of ARDS. By adding MAP into the calculation, the effect of positive pressure on oxygenation was included more objectively (8, 19). More number of patients required HFOV and died in the severe groups by both definitions. The difference, however, was not statistically significant. This could probably be explained by the small numbers in the mild, moderate, and severe groups in both “PALICC only” group and the “Berlin with or without PALICC” groups.

The overall mortality reported in our study was 57.3% which is lower than our previous report of 2001 (75%) (19). The mortality rates reported in various pediatric studies from resource replete and restricted settings has ranged from 22.7 to 63% (2, 9, 18). The mortality in “Berlin with or without PALICC” group was 57.7% and in the “PALICC only” group was 51.4% which was much higher than the study by Parvathaneni et al. who reported a mortality of 32.2 and 22.7% in the “Berlin with or without PALICC” group and the “PALICC only” groups, respectively (9).

The higher mortality observed in our study could be attributed to patients presenting with more severe illness to our unit and differences in resource allocation between our unit and those from resource replete settings. The proportion of patients with ARDS related mortality was higher in the “Berlin with or without PALICC” group as compared to “PALICC only” group (46.6 vs 16.7%), which could probably be due to more severe ARDS patients in “Berlin with or without PALICC” group. Almost half of the patients in the “Berlin with or without PALICC” group had severe ARDS as compared to only 20% in the “PALICC only” group.

The non-ARDS-related mortality was higher in the “PALICC only” group as compared to “Berlin with or without PALICC” group (49 vs 31%) which was predominantly attributed to refractory septic shock and multi-organ dysfunction. One patient had cardiogenic shock as the cause of mortality. A majority of these patients had mild ARDS which initially improved, but subsequently these patients developed multi-organ dysfunction secondary to nosocomial sepsis and majority succumbed to their illness. The patients in the “PALICC only” group had lower ARDS related mortality probably owing to early identification and intervention. This could have improved the outcomes in this group had it not been for the secondary sepsis and multi-organ dysfunction. This highlights the importance of ongoing monitoring and prevention of health care associated infections which is a major cause of secondary worsening and mortality in many of these critical illnesses.

We did not find any difference in both groups with regard to key clinical outcomes such as duration of ventilation, inotropes, PICU stay, proportion with air leaks, proportion with shock, and use of adjuvant therapy or mortality. This could be attributed to the small numbers in our study. Our results suggest that using the PALICC criteria we may be able to identify more number of patients with ARDS early in the course of illness. Our findings are similar to the recently published study by Parvatheneni et al. (17) in which the outcomes did not differ between the “PALICC only” group and the “AECC or Berlin with or without PALICC” groups.

The strength of our study is that it adds to the literature on prevalence and outcome using the PALICC criteria in children. Even though data collection was retrospective, we included all patients with respiratory difficulty. However, there are several limitations to our study. Being retrospective in nature, there were missing data in few with difficulty in interpretation of pulse oximetry-based criteria. It was a single center study within a limited time frame; hence, results cannot be generalized especially to units without HFOV from resource restricted settings.

CONCLUSION

In comparison to Berlin definition, the PALICC criteria identified more number of patients with ARDS. Proportion with severe ARDS and complications was greater in the “Berlin with or without PALICC” group as compared to the “PALICC only” group. There were no differences in clinical outcomes between the groups.

ETHICS STATEMENT

This study was carried out in accordance with the recommendations of ICMR/GCP guidelines. We took waiver of consent as it was a retrospective study. The protocol was approved by the Institutional ethics committee, AIIMS, New Delhi, India.

AUTHOR CONTRIBUTIONS

Conception and design of work (SG, JS, RL, and SK); data acquisition (SG and JS); data analysis and manuscript revision and editing (JS); data interpretation (SG, JS, and RL); first draft of manuscript (SG); final approval of the version to be published, and agreement to be accountable for all aspects of the work (JS, RL, and SK).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at https://www.frontiersin.org/articles/10.3389/fped.2018.00093/full#supplementary-material.

REFERENCES

1. Ashbaugh DG, Bigelow DB, Petty TL, Levine BE. Acute respiratory distress in adults. Crit Care Resusc (2005) 7:60–1.

2. Erickson S, Schibler A, Numa A, Nuthall G, Yung M, Pascoe E, et al. Acute lung injury in pediatric intensive care in Australia and New Zealand—A prospective, multicenter, observational study. Pediatr Crit Care Med (2007) 8:317–23. doi:10.1097/01.PCC.0000269408.64179.FF

3. Zimmerman JJ, Akhtar SR, Caldwell E, Rubenfeld GD. Incidence and outcomes of pediatric acute lung injury. Pediatrics (2009) 124:87–95. doi:10.1542/peds.2007-2462

4. Yu WL, Lu ZJ, Wang Y, Shi LP, Kuang FW, Qian SY, et al. Collaborative Study Group of Pediatric Respiratory Failure. The epidemiology of acute respiratory distress syndrome in pediatric intensive care units in China. Intensive Care Med (2009) 35:136–43. doi:10.1007/s00134-008-1254-x

5. Bernard GR, Artigas A, Brigham KL, Carlet J, Falke K, Hudson L, et al. The American-European Consensus Conference on ARDS. Definitions, mechanisms, relevant outcomes, and clinical trial coordination. Am J Respir Crit Care Med (1994) 149:818–24. doi:10.1164/ajrccm.149.3.7509706

6. ARDS Definition Task Force, Ranieri VM, Rubenfeld GD, Thompson BT, Ferguson ND, Caldwell E, et al. Acute respiratory distress syndrome: the Berlin definition. JAMA (2012) 307:2526–33. doi:10.1001/jama.2012.5669

7. Cheifetz IM. Pediatric acute respiratory distress syndrome. Respir Care (2011) 56:1589–99. doi:10.4187/respcare.01515

8. The Pediatric Acute Lung Injury Consensus Conference Group. Pediatric acute respiratory distress syndrome: consensus recommendations from the pediatric acute lung injury consensus conference. Pediatr Crit Care Med (2015) 16:428–39. doi:10.1097/PCC.0000000000000350

9. Parvathaneni K, Belani S, Leung D, Newth CJ, Khemani RG. Evaluating the performance of the pediatric acute lung injury consensus conference definition of acute respiratory distress syndrome. Pediatr Crit Care Med (2017) 18:17–25. doi:10.1097/PCC.0000000000000945

10. Leteurtre S, Martinot A, Duhamel A, Proulx F, Grandbastien B, Cotting J, et al. Validation of the paediatric logistic organ dysfunction (PELOD) score: prospective, observational, multicentre study. Lancet (2003) 362:192–7. doi:10.1016/S0140-6736(03)13908-6

11. Saharan S, Lodha R, Kabra SK. Management of acute lung injury/ARDS. Indian J Pediatr (2010) 77:1296–302. doi:10.1007/s12098-010-0169-z

12. Acute Respiratory Distress Syndrome Network, Brower RG, Matthay MA, Morris A, Schoenfeld D, Thompson BT, et al. Ventilation with lower tidal volumes as compared with traditional tidal volumes for acute lung injury and the acute respiratory distress syndrome. N Engl J Med (2000) 342(18):1301–8. doi:10.1056/NEJM200005043421801

13. Sinclair SE, Kregenow DA, Lamm WJ, Starr IR, Chi EY, Hlastala MP. Hypercapnic acidosis is protective in an in vivo model of ventilator-induced lung injury. Am J Respir Crit Care Med (2002) 166:403–8. doi:10.1164/rccm.200112-117OC

14. Kleinman ME, Chameides L, Schexnayder SM, Samson RA, Hazinski MF, Atkins DL, et al. Pediatric advanced life support: 2010 American Heart Association guidelines for cardiopulmonary resuscitation and emergency cardiovascular care. Pediatrics (2010) 126:e1361–99. doi:10.1542/peds.2010-2972D

15. Goldstein B, Giroir B, Randolph A, International Consensus Conference on Pediatric Sepsis. International pediatric sepsis consensus conference: definitions for sepsis and organ dysfunction in pediatrics. Pediatr Crit Care Med (2005) 6(1):2–8. doi:10.1097/01.PCC.0000149131.72248.E6

16. Shah S, Sharieff GQ. Pediatric respiratory infections. Emerg Med Clin North Am (2007) 25:961–79. doi:10.1016/j.emc.2007.07.006

17. Ethawi YH, Abou Mehrem A, Minski J, Ruth CA, Davis PG. High frequency jet ventilation versus high frequency oscillatory ventilation for pulmonary dysfunction in preterm infants. Cochrane Database Syst Rev (2016) 5:CD010548. doi:10.1002/14651858.CD010548.pub2

18. Wong JJ-M, Loh TF, Testoni D, Yeo JG, Mok YH, Lee JH. Epidemiology of pediatric acute respiratory distress syndrome in Singapore: risk factors and predictive respiratory indices for mortality. Front Pediatr (2014) 2:78. doi:10.3389/fped.2014.00078

19. Lodha R, Kabra SK, Pandey RM. Acute respiratory distress syndrome: experience at a tertiary care hospital. Indian Pediatr (2001) 38:1154–9.

20. Rotta AT, Piva JP, Andreolio C, de Carvalho WB, Garcia PCR. Progress and perspectives in pediatric acute respiratory distress syndrome. Rev Bras Ter Intensiva (2015) 27(3):266–73. doi:10.5935/0103-507X.20150035

21. De Luca D, Piastra M, Chidini G, Tissieres P, Calderini E, Essouri S, et al. The use of the Berlin definition for acute respiratory distress syndrome during infancy and early childhood: multicenter evaluation and expert consensus. Intensive Care Med (2013) 39:2083–91. doi:10.1007/s00134-013-3110-x

Conflict of Interest Statement: On behalf of all authors, the corresponding author states that there is no conflict of interest.

Copyright © 2018 Gupta, Sankar, Lodha and Kabra. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fped-06-00093-t002.jpg
Variable “PALICC only” “Berlin with or without p-Value

group (N = 35) PALICC” group (N = 26)
Proportion of patients with failed non- invasive ventiation at diagnosis (N, %) 3(85%) 5(19%) 0236
Duration of mechanical ventiation (nrs) (Median, IQR)
~ Total duration 7(38,14) 8(4,12) 0816
~ Duration of ventilation for acute respiratory distress syndrome (ARDS) 6(38,10) 7(2.12) 0980
~ Proportion of patients requiring HFOV: (N, %) 4(133) 9(29) 0023
- Duration of HFOV- (nrs) (Median, IQR) 25(03,25) 3(04,7) 0547
Air leaks (N, %) 2(67) 7(225) 0021
~ Need for Vasoactive therapy (N, %) 28 (80) 25(96.1) 0065
~ Duration of Vasoactive therapy (nrs) (Median, IQR) 52(24,96) 18(7,72) 0203
Need for dialysis (N, %) 10(286) 5(192) 0548
~ Use of steroids (N, %) 22(62.8) 21(808) 0.471
~ Duration of steroids use (days) (Median, IQR) 44(2,8) 48(1.8,12) 0772
Duration of ICU® stay (days) (Median, IQR) 7(5,14) 84,13 0775
Duration of hospital stay (days) (Median, IQR) 13(7,18) 12(5,29) 0898
PELOD Score (Median, IQR)
- Day2 20(11,22) 11.5(3,22) 0245
- Day5 11.5(1,21) 12, 11) 0327
~ Mortalty (N, %) 18(51.4) 15 (58) 0966
~ Mortality due to ARDS (N, %) 3(9) 7(7) 0.104
~ Mortality due to nosocomial sepsis (N, %) 829 4(15) 049

sHFOV, high-frequency oscillatory ventilation; *ICU, intensive care unit.
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Variable “PALICC only” group (N = 35) *Berlin with or without PALICC" p-Value

roup (= 26)
« Ago n months [median, interquarie range (GRI] 100,60 8465, 121) 0001
* Gender (Males. N, %) 19(54.3) 17 (85.4) 043
* Interval between onset of acute liness and diagnos's of acute respiratory distress. 42,5 64.7) 0,005
* Acute finess (pneumonia vs. others) (N, %) 28(80) 1661.5) 015
Primary ARDS

o Proumonia 2860 1867.0) 003

© Aspiration 267 138 079
Secondary ARDS.

© Sepsis 6(17) 9(34.6) 013
* Underlying chvonic kg disease (N, %) a4 0 o012
* Underlying heart disease (N, %) 10{28.6) 108 004
Respiratory variables

© SpO: at diagnosis (Mean, SO} 94 (64) 90.0(11.2) 008

© P, a dagnoss (ean, SD) 8267, 104) 9066, 134) o7

© FiO; at diagnosis (Mean, SD) 72.7 23.3) 837219 0.07

o Maan aivay pressure at dagnosis (Mean, SD) 10969 138668 o

© OF at diagnosis (Median, IOR) 79(4.1,138) 96(6.3,24.8) o

© OSI* at diagnosis (Median, IOR) 84(62,11.2) 105(7,18.7) 007

o P/F*raio at diagnosis (Medan, IOR) 144 (61, 205) 104 67, 180) 020

 S/F*atioai dagnosis (Mean, SD) 1429615 188057 008
* Pediatric Index of Mortality-3 probability (Median, IQR) 3218, 61) 31(17,91) 064
« Pectairc ogstic organ dystunction (PELOD) scoroal 24 hours (Medan, I0R) 130,22 150,22) 02
* Mode of ventilation at diagnosis.

© Non-invasive (N, %) 4(11.4) 5(192)

© Invasive (N, %) 3188.6) 21(80.7) 039

© PSIMV* vs others (N, %) 33(94.2) 20(769) 004
* CXR (blateral infitrates) (N, %) 12(23.3) 26(100) <0001
Severity of ARDS (V, %) 32) h=26)

© Mid 16(50) 5(19) 052

© Moderate 101 8(31) 051

© Severe 6(19) 13(50) 067
* Muiti-organ dysfunction at diagnosis (N, %) 26(74.2) 24(923) 009
« Proporton with shock a dagnosis N, %) 2 657) 18 (60:2) 08
* Duration of shock () (Median, IQR) 33(11, 108) 36(105, 78) 086
* Proportion of patients with sepsis (V. %) 34.97.1) 26(100) 1.00
* Culture positivity (N, %) 14(41.2) 11 (42.3) 100
« Nosocomal sepsis V. %) neLy 5(192) 02

© Ventilator associated pneumonia (N, %) 30 28

© Catheter related Blood stream infections (N, %) 6017 2(8

o Urinary tract Infections (N, %) 26 104

«O1, axygenation index: *OS!, oxygen saturation index: “PYF, PaOy/FIOxatio; *S/F, SpOS/FiO; ratio; P-SIMY, pressure controded synchronized infermittent mandatory ventilation.
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