Z Pediatric Acute cRitical lliness sTudY: An International Point Prevalence Study by Global PARITY Investigators of the PALISI Global Health Subgroup oo

S

Study Design and Methods cont’'d:

Background

Greater than 90% of the global 6.4 million deaths in children under 14 years

All children were screened presenting to the ED or direct admits to inpatient units for

inclusion criteria. Once included, study personnel then followed participating patients

Participating Sites

Results: Patient Demographics by
Acute Critical lliness
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Primary outcome is prevalence of acute critical illness, defined as: death within
48 hours, including ED mortality; OR admission/transfer to an HDU or ICU; OR
transfer to another institution with a higher level of care; OR receiving critical
care-level interventions (vasopressor infusion, invasive mechanical ventilation,
non-invasive mechanical ventilation) regardless of location in the hospital.

Discussion:

Results: Prevalence and Outcomes of Acute
Critical lliness

eFocus on a single critical illness, as done in previous point prevalence studies, fails to
capture the burden of pediatric critical illness. Thus it is difficult to prioritize resources
and achieve greatest potential impact on child mortality; and, prior point prevalence
studies do not reflect disease prevalence in LMICs.
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Secondary outcomes include: etiology of critical illness, in-hospital mortality,
early mortality (death within 48 hours of presentation), cause of death, resource
utilization, and change in neurocognitive status from premorbid state from
admission to discharge

Study Design and Methods

eGlobal PARITY is successful in creating a large, prospective, global point prevalence
study that describes the epidemiology of acute critical illness and patient outcomes in
resource limited settings.
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countries in different parts of the world. Sub-Saharan Africa had the
highest proportion of acute critical illness.

more likely to die, require ICU admission, than 30 days. There was no difference in acute critical
be transferred or receive critical care lliness based upon primary discharge diagnosis.
interventions
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