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INTRODUCTION 

Pediatric intensive care units (PICUs) are units that have the manpower and technological 

infrastructure to care for critically ill children. The survival rates of patients admitted to the 

PICU have increased over the years [1]. The reasons for critically ill children to stay in the ICU 
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include the use of inotropes, vasopressors, multiple antiepi-

leptics, respiratory and circulatory monitoring, invasive me-

chanical ventilation (IMV) and non-invasive mechanical ven-

tilation (NIV), extracorporeal membrane oxygenation (ECMO), 

continuous renal replacement therapy (CRRT), and plasma 

exchange (PEX). In addition, patients are followed up via liver, 

heart, and lung transplantation as well as heart surgery, neu-

rosurgery, and other major surgical procedures. Mortality rates 

have decreased over the years with all this monitoring, knowl-

edge, and application of advanced treatment methods [2]. 

Valli et al. [3] reported that the more common cause of death 

was cardiovascular syndrome (30%) in the early deaths group 

and sepsis (27%) and acute respiratory failure (27%) in the 

late deaths group. It is particularly important to uncover the 

characteristics of early deaths because these patients are often 

withdrawn from studies, often due to insufficient time for ap-

proval and treatment [4]. In this study, we aimed to evaluate 

the primary diseases, clinical characteristics, and other factors 

affecting mortality, comparing patients who experienced early 

and late mortality in the PICU during the study period. 

MATERIALS AND METHODS 

The study was approved by the Ethics Committee of the Anka-

ra University School of Medicine. Consent for study and publi-

cation was obtained from the families of participants. 

Hospital records of patients aged 1 month to 18 years who 

died in PICU between January 2015 and December 2019 were 

reviewed. Information on patients' demographic features, 

primary diagnoses, and comorbid illnesses was recorded. In 

addition, we recorded all of the following: the service where 

the patients came from, the indication for PICU admission, 

the PICU length of stay (LOS), vital signs on admission to the 

PICU (arterial pressure, heart rate, and body temperature), hy-

poglycemia, neurological findings, acidosis, liver dysfunction, 

coagulation disorder, cardiac arrest, and inotrope require-

ments; nosocomial infections (NIs) and nutritional status; the 

findings of laboratory investigations obtained within the first 

30 minutes of admission (blood count, biochemistry, coagu-

lation profile, blood gas analysis, and imaging); the durations 

of (MV and NIV; the use of vasoactive drugs, catheters, and 

drains; the occurrence of acute kidney injury; the use of CRRT, 

PEX, and ECMO; the presence of proven infections on admis-

sion, duration of antibiotics, and history of previous surgery; 

and neurological findings, such as changes in consciousness, 

seizures, and intracranial hemorrhage. The mortality score 

(Pediatric Risk of Mortality [PRISM] III) and vasoactive-ino-

tropic score (VIS)=dopamine dose (µg/kg/min)+dobutamine 

dose (µg/kg/min)+100×adrenaline dose (µg/kg/min)+10×mil-

rinone dose (µg/kg/min)+10,000×vasopressin dose (unit/kg/ 

min)+100×noradrenaline dose (µg/kg/min) were calculated 

at 24 hours after first admission to the ICU. A death within 

the first 24 hours of PICU admission was considered an “early 

death”; any death after the first day was considered a “late 

death.” 

The "timing" of death was recorded as the patient's LOS. The 

time of death was divided into three categories according to 

the time of PICU admission as 1 (a), 2–6 (b), or ≥7 (c) days after 

admission (Figure 1). 

Statistical Analysis 
The SPSS 11.0 statistics package program (SPSS Inc., Chicago, 

IL, USA) was used to evaluate the data. Data were checked for 

normality using the Shapiro-Wilk test. Normally distributed 

■ Invasive infections, chronic diseases, and the spectrum of 
septic shock are important causes of mortality in pediatric 
intensive care unit.

■ Understanding early death trends and characteristics of 
children who die early is crucial to obtaining a rapid and 
targeted clinical trial record before death.

■ We found that rates of neurological findings, hypotension, 
oliguria, acidosis, coagulation disorder, and cardiac arrest 
and Pediatric Risk of Mortality III scores were higher in 
children who died early compared to those who died later.

KEY MESSAGES

Figure 1. Flowchart of patients who died in pediatric intensive care.
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variables were expressed as mean±standard deviation (SD) 

values, and variables not normally distributed were expressed 

as median (25th–75th) values. The Mann-Whitney U-test was 

used for two-point comparison of non-normally distributed 

data. The P<0.05 was considered to be statistically significant. 

RESULTS 

There were 254 deaths during the 5-year study period, and the 

mean mortality rate was 9.13%. Mortality numbers and rates 

by year are shown in Figure 2. There were 138 boys (54.3%) 

and 116 girls (45.7%) enrolled in the study with a mean±SD 

age of 64.34±69.48 months and mean±SD PRISM III score of 

24±17.04 points. Most patients (83%) had underlying illness-

es, and the remaining 17% were previously healthy. Sepsis 

(n=12, 4.7%), respiratory disease (n=7, 2.5%), and neurological 

disease (n=11, 4.3%) were the leading causes of death in previ-

ously healthy children, while malignancy (n=59, 23.2%), heart 

disease (n=64, 25.1%), and neurological disease (n=28, 11.0%) 

were the leading causes of death in patients with underlying 

illnesses. Fifty-eight patients (22.8%) were referred from other 

hospitals through the national emergency transfer system, 55 

patients (21.7%) were admitted from the emergency room, 38 

patients (14.9%) were admitted after surgery, 11 (4.1%) were 

transferred from the neonatal ICU, and 94 patients (37.0%) 

were admitted from pediatric wards (Table 1). 

The early death rates of patients admitted from the emer-

gency department (30%) and wards (50%) were higher than 

those of patients who were referred from other centers (10%), 

the operating room (10%), and the neonatal ICU (0%) (Table 

2, Figure 3A). Forty patients died early (15.7%). Children who 

died early had a higher median age (81.8 months; range, 2–248 

months) and PRISM III score (37 points; range, 8–78 points) 

(Table 2). 

Figure 2. (A) Numbers of admissions and nonsurvivors annually from 2015 to 2019. (B) Annual mortality rates.
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Patients were classified according to the Society of Critical 

Care Medicine ICU admission prioritization model [5]. Ac-

cording to this, the common indications of hospitalization 

were respiratory failure (n=77, 30.3%; priority 1), sepsis (n=36, 

14.1%; priority 1), cardiac and/or respiratory arrest (n=29, 

11.4%; priority 1), cardiogenic shock and heart failure (n=25, 

9.8%; priority 1), neurological diseases such as seizures (prior-

ity 1), demyelinating diseases and stroke (n=15, 5.9%; priority 

1), trauma (n=10, 3.9%; priority 1), postoperative state (n=18, 

7%; priority 1), and renal failure (n=9, 3.5%; priority 1) and 

were admitted for miscellaneous reasons (n=33, 12.9%; priori-

ty 1) (Table 3). Rates of neurological findings (62.5%), hypoten-

sion (82.5%), oliguria (47.5%), acidosis (92.5%), coagulopathy 

(30%), and cardiac arrest (45%) in children with early mortal-

ity were higher, while the probability of having fatal disease 

(52.5%) and chronic illness (75.6%) was lower (Table 2). 

The median PICU LOS was 17 days (range, 1–205 days). 

The median duration of NIV was 1.55 days (range, 0–56 days), 

and the median duration of IMV was 15.85 days (range, 1–205 

days). The most frequently used inotropes were adrenaline 

only (9.8%) and adrenaline, noradrenaline, and dopamine 

(26%). The median VIS was 14 points, (range, 10–24 points) 

and 67 patients (26.3%) needed CRRT, 14 patients (5.5%) need-

ed PEX, 51 patients (20%) needed ECMO (45 veno-arterial [VA] 

ECMO, 6 veno-venous [VV] ECMO), and 10 patients needed 

extracorporeal cardiopulmonary resuscitation. A central line 

was placed in 94.1% of patients and a chest tube was inserted 

in 9.4%. While 38.6% of cases needed surgery, 21.7% had pul-

monary bleeding; additionally, after admission to intensive 

care, 47.2% had NIs and 14.9% had intracranial bleeding. Inva-

sive procedures performed on patients and the complications 

that occurred are reported in Table 4. 

While the need for PEX (0%) and CRRT (7.5%) in patients 

who died early was lower than in children who died later, the 

need for VV-ECMO and VA-ECMO was similar (2.5%, 2.5%, 

and 2.2% vs. 17.5%, 15.1%, and 19.2%) (Table 2, Figure 3B). 

Blood and/or urine cultures were obtained from all patients. 

Infection was detected in 141 patients (55.5%), with 120 (47.2%) 

being hospital-associated and 26 (10.2%) being communi-

ty-acquired. Heart disease (25.1%), malignancy (23.2%), mul-

tiple illnesses (11%), and neurological disease (11%) were the 

leading causes of death (Table 4). Surgical complications (10%), 

multi-organ failure (27.5%), neurological disease (22.5%), and 

heart disease (72.5%) were prominent in patients who died 

early in comparison to those that died late (Figure 3C). 

DISCUSSION 

Acute critically ill cases may experience respiratory failure 

necessitating MV, shock, extensive coagulopathy, and other 

Table 1. Demographic features of nonsurvivors
Variable Value
Sex
 Male 138 (54.3)
 Female 116 (45.7)
Age 64.34±69.48
 1 mo–1 yr 89 (34.9)
 1–2 yr 35 (13.7)
 2–5 yr 46 (18)
 5–10 yr 50 (19.4)
 10–18 yr 34 (13.4)
PRISM III score (point) 24±17.04
Vasoactive-inotropic score (point) 14 (10–24)
Comorbidity in non-surviving patients 211 (83.9)
 Heart disease 64 (25.1)
 Malignancy 59 (23.2)
 Neurological disease 28 (11.0)
 Immunodeficiency 15 (5.9)
 Metabolic disease 12 (4.7)
 Gastrointestinal and hepatobiliary disease 8 (3.1)
 Prematurity 5 (1.9)
 Neurological disease+heart disease 2 (0.7)
 Lung disease 6 (2.4)
 Obesity 1 (0.3)
 Kidney disease 7 (2.8)
 Syndromic patient 4 (1.6)
Cause of mortality in previously healthy patients 43 (17)
 Sepsis+DIC 12 (4.7)
 Acute neurological disease 11 (4.3)
 Acute respiratory distress syndrome 7 (2.7)
 Cardiogenic shock 6 (2.3)
 Unsuccessful intubation 7 (2.7)
Origin of the patient
 Other hospital 58 (22.4)
 Emergency room 56 (22.0)
Postoperative 45 (17.7)
 Cardiovascular surgery 15 (5.9)
 Pediatric surgery 15 (5.9)
 Neurosurgery 4 (1.6)
Neonatal intensive care unit 11 (4.3)
Pediatric ward 95 (37.4)

Values are presented as number (%), mean±standard deviation, or median 
(range).
PRISM: Pediatric Risk of Mortality; DIC: disseminated intravascular coagulation.
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organ failures, thus requiring ICU admission. [6]. Mortality in 

the PICU depends on a variety of factors, such as underlying 

chronic illnesses, NIs, the primary reasons for admission to 

the PICU, LOS in the PICU, and surgical complications. Under-

standing early death trends and the characteristics of children 

who die early is crucial to obtaining a rapid and targeted clin-

Figure 3. (A) Procedures based on timing of death, including extracorporeal membrane oxygenation (ECMO; veno-venous [VV] or veno-arterial 
[VA]), plasma exchange (PEX), and continuous renal replacement therapy (CRRT) (≤1 or ≥2 day). (B) Location prior to pediatric intensive care unit 
(PICU) admission based on timing of death, including from the institution’s own emergency department or operating room and transfer from other 
hospitals. Patients transported from the neonatal ICU and pediatric wards of the hospital. (C) Diagnosis based on timing of death in the PICU.

■ VV ECMO  ■ VA ECMO  ■ PEX  ■ CRRT ■ Outer center

■ Operating room transfer

■ Neonatal intensive care transfer

■ Emergency department transfer

■ Inpatient unit transfer

70

60

50

40

30

20

10

0

140

120

100

80

60

40

20

0

80

70

60

50

40

30

20

10

0
≤1 Day

≤1 day ≥2 Day

≤1 day≥2 Day ≥2 Day

BBAA

CC

■ Terminal disease 21 114

■ Respiratory disease 6 58

■ Cardiac disease 29 123

■ Neurological disease 9 20

■ Multi organ failure 11 47

■ Surgical complication 4 12

■ Unsuccessful intubation 0 7

■ Sepsis 13 78



649https://www.accjournal.orgAcute and Critical Care 2022 Novemebr 37(4):644-653

Botan E, et al. Mortality in children dying in pediatric intensive care

Table 2. Clinical characteristics of patients according to the day of death
Variable ≤1 Day (n=40) 2–6 Days (n=79) ≥7 Days (n=135)
Age (mo) 81.8 (2–248) 56.2 (1–215) 63.3 (1–248)
PRISM III score (point) 37 (8–78) 28.3 (1–74) 22.9 (1–78)
Chronic illness 31 (75.6) 57 (72.1) 123 (91.1)
Terminal illness 21 (52.5) 37 (46.8) 77 (57.0)
Neurological sign 25 (62.5) 42 (53.1) 43 (31.8)
Other
 Hypotension 33 (82.5) 58 (73.4) 83 (61.4)
 Hypoglycemia 8 (20.0) 16 (20.2) 9 (6.6)
 Oliguria 19 (47.5) 31 (39.2) 35 (25.9)
 Acidosis 37 (92.5) 66 (83.5) 43 (31.8)
 Coagulation disorder 12 (30.0) 15 (18.9) 23 (17.2)
 Cardiac arrest 18 (45.0) 17 (42.5) 15 (11.1)
Location prior to PICU admission
 Outer center 4 (10.0) 22 (27.8) 32 (23.7)
 ED transfer 12 (30.0) 15 (18.9) 28 (20.7)
 Operating room transfer 4 (10.0) 8 (10.1) 22 (16.2)
Inpatient unit transfer 20 (50.0) 27 (34.1) 48 (35.5)
NICU transfer 0 2 (2.5) 9 (6.6)
Invasive procedure
 VV ECMO 1 (2.5) 2 (2.5) 3 (2.2)
 VA ECMO 7 (17.5) 12 (15.1) 26 (19.2)
 CRRT 3 (7.5) 19 (47.5) 45 (33.3)
 PEX 0 4 (5.0) 10 (7.4)

Values are presented as median (interquartile range) or number (%).
PRISM: Pediatric Risk of Mortality; PICU: pediatric intensive care unit; ED: emergency department; NICU: neonatal intensive care unit; VV: veno-venous; ECMO: 
extracorporeal membrane oxygenation; VA: veno-arterial; CRRT: continuous renal replacement therapy; PEX: plasma exchange.

Table 3. Hospitalization indications in total study group
Cause for admission No. (%)
Respiratory failure 77 (30.3)
Sepsis+septic shock 36 (14.1)
Arrest (respiratory/cardiac) 29 (11.4)
Heart disease (cardiogenic shock/circulatory failure) 25 (9.8)
Postoperative 18 (7.0)
Neurological (seizure/demyelinating disease) 15 (5.9)
Trauma 10 (3.9)
Acute renal failure+chronic renal failure 9 (3.5)
Metabolic crisis 1 (0.3)
Meningococcemia 1 (0.3)
Other
 Infectious disease 4 (1.6)
 Gastroenterology and hepatobiliary diseases 6 (2.4)
 Poisoning 1 (0.3)
 Electrolyte disturbance 2 (0.7)
 Unclear diagnosis 20 (7.9)

ical trial record before death. Since our hospital does not have 

a palliative care unit in pediatric services, terminal patients are 

followed in the ICU.  

The mean age of patients was 64.3 months in this study, 

whereas, in the 6-year report by Ayar et al. [7], the mean age 

was 93.1 months. Existing literature suggests that most PICU 

nonsurvivors are 1–5 years of age. Forty patients (15.7%) died 

early in this study. The median age of children who died early 

was higher at 81.8 months (range, 2–248 months). In a previ-

ous study, it was reported that the rate of patients who died 

early was 15% and the mean age of early death patients was 

43.1 months (range, 10.3–119.3 months) [8]. The early death 

rate in this study was found to be comparable to other reports 

in the literature. 

Most of the 254 nonsurvivors (83.9%) had underlying chron-

ic illnesses, whereas, in a similar report by Poyrazoğlu et al. 

[9], 47.2% of nonsurvivors had chronic illnesses. In the report 

by Edwards et al. [10], 74% of the nonsurvivors had complex 
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chronic conditions. The hospital is a tertiary care center, which 

explains the prevalence of chronic illness in nonsurvivors. The 

organization of palliative care centers for such patients may 

facilitate more efficient use of PICU resources. 

The most common comorbidity in our patients was heart 

disease (25.1%). Studies report malignancy and neurologic 

and metabolic disorders as the most common underlying ill-

nesses in patients that died in the PICU [11,12]. Our hospital 

is a referral hospital for pediatric cardiac patients where heart 

transplantation, ECMO, and other mechanical circulatory 

support can be offered, which accounts for the fact that most 

deaths occur in cardiac patients. Other common underlying 

illnesses in our PICU nonsurvivors were malignancy (23.2%) 

and neurologic disorders (11%). Most nonsurvivors presented 

to the emergency room (21.6%) or were admitted through the 

emergency medical transfer system (22.4%). In a 2-year ret-

rospective study of mortality in the PICU, 49% of patients pre-

sented to the emergency room and 51% of the patients were 

transferred by ambulance during the first year, whereas, in the 

second year, 52% of patients presented to the emergency room 

and 48% were transferred by ambulance [13]. 

The most common causes of admission to the PICU in our 

study were respiratory failure (29.9%), sepsis (14.1%), and car-

diac arrest (11.4%). Kiliç et al. [14] reported that 24.2% of their 

nonsurvivors were admitted due to respiratory failure, Ayar 

et al. [7] found that 24.5% of nonsurvivors were admitted due 

to respiratory failure, 15.5% were admitted for infections, and 

13% were admitted for hematologic disease. Similar to existing 

literature that states respiratory failure and sepsis are the most 

common reasons for PICU admission in nonsurvivors, the 

most common causes for PICU admission of nonsurvivors in 

our study were respiratory failure and sepsis, which ultimately 

have effects on mortality. 

Nonsurvivors commonly had hypoglycemia (68.5%), neu-

rologic symptoms (43.5%), and acidosis (78.3%) at admission. 

Hematologic changes, rhythm disorders, renal failure, and NIs 

have been linked with mortality in a number of studies [15,16]. 

However, a correlation between mortality and findings on 

admission has not been adequately studied in the literature, 

which is why we consider our study to be an important piece of 

work in this regard. In addition, while multi-organ failure and 

cardiac diseases are common causes in patients who die early, 

sepsis and septic shock as causes have been reported in an-

other study [8]. The reason our study differs from the literature 

may be that cardiac patients are followed up with frequently at 

our center. 

The median LOS of PICU for nonsurvivors was 17 days 

(range, 1–205 days), which was longer in comparison to other 

studies. Moynihan et al. [13] reported that the median number 

of ICU stays of 2,672 patients who died was 3.4 days (range, 

1.2–10 days), and 860 (32.2%) of these patients were admitted 

to the ICU for ≥7 days [12]. Most nonsurvivors (83.8%) with 

a long LOS in the PICU in our center had chronic cardiac 

and neurologic illnesses. Heart and liver transplants are also 

performed in our center, which may have contributed to the 

seemingly excessive LOS of PICU in the study. 

NIV was the initial mode of support in 23.2% of patients, 

while 76.8% received IMV on admission. Patients who wors-

ened on NIV were ventilated invasively. The median duration 

of NIV support was 1.55 days (range, 0–56 days) and the medi-

an duration of IMV was 15.85 days (range, 1–205 days). Com-

Table 4. Invasive procedures applied to patients who died, complications 
during hospitalization, and causes of death
Variable No. (%)
Procedure performed
 Continuous renal replacement therapy 67 (26.4)
 Plasma exchange 14 (5.5)
 Catheter insertion 239 (94.1)
 Chest tube insertion 24 (9.4)
 VA ECMO 45 (17.7)
 VV ECMO 6 (2.3)
 Operation 98 (38.6)
Complication 55 (21.7)
 Pulmonary bleeding 120 (47.2)
 Hospital-acquired infection 13 (5.1)
 Intracranial bleeding 38 (14.9)
Cause of death
 Heart disease 64 (25.1)
 Malignancy 59 (23.2)
 Multiple disease 28 (11.0)
 Neurological disease 28 (11.0)
 Lung disease 13 (5.1)
 Metabolic disease 13 (5.1)
 Trauma 11 (4.3)
 Nephrological disease 9 (3.5)
 Gastroenterological disease 9 (3.5)
 Surgery with no history of previous illness 6 (2.3)
 Infectious disease 5 (1.9)
 Unknown cause 5 (1.9)
 Genetic disease 3 (1.1)
 Foreign body aspiration 1 (0.3)

VA: veno-arterial; ECMO: extracorporeal membrane oxygenation; VV: 
veno-venous.
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plications of MV occurred in 0.8% of patients. Complications of 

MV were previously reported to occur in 20%–64% of patients, 

with 25.6% having bilateral lung disease and 21.6% having 

cyanotic heart disease [17]. Poyrazoğlu et al. [ 9] reported a 

median duration of MV of 3.5 days (range, 0.1–145 days), while 

Moynihan et al. [13] reported a median duration of MV of 2.6 

days (range, 1–8.7 days) [18]. The longer duration of MV can 

be accounted for by the nature of the patients, who required 

advanced therapeutic interventions such as ECMO, high-fre-

quency ventilation, and left and right ventricular mechanical 

support. 

NIs, one of the most prevalent problems in ICUs, are asso-

ciated with increases in the LOS, morbidity, and mortality. 

Becerra et al. [18] reported a 20% incidence of NIs. Risk factors 

for NIs include underlying chronic ailments, the presence of 

indwelling central lines, surgery, transfusion, sedation, paren-

teral nutrition, long hospitalization, and long duration of MV. 

Most common infections are related to the use of central lines, 

ventilators, and urinary catheters [18]. A multi-center study in 

Europe has reported a 23.6% incidence of NIs, with pneumo-

nia being the most common type [19]. NIs occurred in 141 pa-

tients (55.5%) in our study, and 16 patients (10.2%) had com-

munity-acquired infections. These patients had underlying 

chronic illnesses and many had previous hospitalizations and 

lengthy periods of hospitalization, which account for the high 

rate of NIs in the study. Common causes of death in our study 

were cardiac disease (25.1%), hematologic/oncologic disease 

(23.2%), multiple illnesses (11%), and neurologic illness (11%). 

Moynihan et al. [13] report that 50% of their nonsurvivors had 

congenital anomalies, 14% had hemato-oncologic illness, and 

11% had cardiac disease, whereas, in the study by Naghib et 

al. [20], 28% of nonsurvivors had congenital anomalies and 

28% had cardiac disease. Sands et al. [21] reported that 19.6% 

of their patients died of infections or trauma, 17.2% died of 

congenital anomalies, and 16.2% succumbed to malignancy. 

Cardiac disease was very prevalent in this study because me-

chanical ventilatory support is routinely provided in our center 

both for cardiac disease and cardiorespiratory deterioration 

due to any cause. CRRT was prescribed to 26.4% of patients, 

while 5.5% needed PEX, 20% needed ECMO, and 10 patients 

needed extracorporeal cardiopulmonary resuscitation. Moyni-

han et al. [13] reported that 17.9% of their nonsurvivors need-

ed CRRT, while Pollack et al. [22] reported that 16.1% of their 

nonsurvivors needed ECMO support and 2.7% of nonsurvivors 

needed CRRT and PEX [13]. The prevalent need for extracor-

poreal organ support in this study is thus in keeping with exist-

ing reports. 

The median VIS was 14 points (range, 10–24 points) in this 

study. Haque et al. [23] reported that mortality for patients 

with a VIS <20 points was 38.9%, while that for patients with a 

VIS >20 points was 100%. Davidson et al. [24] suggest that VIS 

can be used to quantify the need for hemodynamic support 

during the first 48 hours of admission. In this study, the data 

also suggest that a high VIS is associated with mortality. In the 

ICU, the frequent use of extracorporeal treatments and infec-

tion control in recent years has led to a significant decrease in 

the mortality rate (Figure 1). In this study, the 5-year mortality 

rate was 9.1%. A study of PICU mortality in 2005 revealed a 

mortality rate of patients admitted to intensive care, while in 

the study by Kiliç et al. [14], the mortality rate was 15.6%. The 

literature suggests that the overall PICU mortality rate is 4% in 

the United States [8], 5.6% in Europe, and 4% in Australia [25], 

respectively. Our mortality rate was greater than in reports 

from developed countries but lower than in those from devel-

oping countries. If end-stage or irreversible cases were omitted 

from the data, the overall mortality rate would be lower. The 

retrospective single-center study design, lack of data on mor-

bidities, and lack of information on the time of day when death 

occurred are the main limitations of this study. 

PICUs provide continuous multidisciplinary care for a broad 

array of pediatric diseases. Invasive infections, chronic dis-

eases, and the spectrum of septic shock are important causes 

of mortality in the PICU. We found that rates of neurological 

findings, hypotension, oliguria, acidosis, coagulation disor-

ders, and cardiac arrest as well as PRISM III scores were higher 

in children who died early compared to those who died later. 

ECMO was commonly provided during the 5-year study pe-

riod in our center, which was immensely helpful in keeping 

certain patient populations alive. 
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