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CHRONIC PERITONEAL DIALYSIS IN PEDIATRIC PATIENTS
IN SIRIRAJ HOSPITAL 1996-2000

Patraporn Jangmeonwai

This retrospective study was designed to study the causes, out come and complication
of pediatients diagnosed as renal failure who received chronic peritoneal dialysis at Siriraj
hospital from January 1,1996 to December 31,2000

There were 15 patients in this study, 7 boys and 8 girls. The mean age was 8.82+2.92
years. Mean serum blood urea nitrogen was 117.20+51.41 mg/dl. Mean creatinine was
10.03+6.82 mg/dl. Mean hematocrit was 22.78+6.22 mg/dl. All patients had
hypercholesterolemia and hypertriglyceridemia .95% of patient had hypertension .

Most of patients had hypocalcemia. The causes of end stage renal disease were systemic

lupus erythematosus in 5,rapidly progressive glomerulonephritis in 4, reflux nephropathy in 1

and each from hornet sting,lgA nephropathy, Alport syndrome, Hemolytic uremic syndrome
and unknown cause .

Peritonitis was the most important complication (73.33%) and tunnel infection was
found in 6%. The most common organism was nonfermentative gram negative rod (69%). The
antibiotic regimens used in peritonitis events were mainly in combinded fashion.

At the end of the study, 3 patients had obtained kidney transplantation, 9 were
dead, 2 can discontinue chronic peritoneal dialysis because the improvement of renal function.
One patient refused treatment .

We conclude that multidisciplinary approach with more attention toward nutrition
status and dialysis adequacy assessment is needed in order to improve the care of chronic

peritoneal dialysis patients.
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	IgG   Subclass   Deficiency  in  Thai  children
	Background : IgG subclass deficiency has been shown to associate with recurrent sinopulmonary  infections in children. Although determination of IgG subclasses in Thailand was initiated in 1992, the study is not widely requested by pediatricians and general practitioners 

	Objectives: This is a prospective study design to determine the incidence of early onset neonatal sepsis at Siriraj Hospital together with the identification of associated significant clinical data. 
	Methods: All infants less than 72-hour of age, admitted to the Division of Neonatology between October 2000 and August 2001 for sepsis evaluation indicated by perinatal risk factors and/or clinical suspicion were enrolled. Clinical and laboratory findings assessed within 12 hours of admission were thoroughly recorded. The hospital course of all infants was tracked until the final diagnosis was made. 
	Results: Among 9,219 total births during the study period, one hundred  and  forty-one  infants  were admitted for   suspicious  sepsis.    Fifteen infants ( 10.7 %) had culture proven for bacterial sepsis, while 58 infants ( 41.1 %) had strong clinical evidence but negative culture. These two groups accounted for the 7.9/1000 live births incidence of early onset neonatal sepsis. When analyzing these two groups together compared to the remaining 68 infants with no evidence of infection nor culture proven (“no sepsis” group), the infants in this “proven/presumed sepsis group” were smaller and younger (BW 2,359 + 774 gm. VS 2,761 +735 gm.; p = 0.002  and  GA 35.6 + 3.3 wk. VS 37.5+ 2.7wk. ; p = 0.000 ) All 9 infants with an Apgar score at 5 minute < 6 were in the sepsis group ( p = 0.002). After using multivariate statistical analysis, only gestational age variable of less than 37 wk remained as the independent risk factor, with 4-fold increased risk for early onset neonatal sepsis (odds ratio 4.27,95%CI 1.10,16.53  p = 0.035). No maternal risk factor was shown to be significantly correlated with clinical sepsis in our study. Of all clinical signs presented in infants with suspected sepsis, tachypnea , retraction , poor perfusion , hypotension , pallor , central apnea , hypotonia , lethargy and poor  feeding  were significantly associated with early neonatal sepsis. Among the several laboratory tests, hypoglycemia , metabolic acidosis and  absolute neutrophil count <10,000/cumm. Were demonstrated  from  this study to  significantly  correlate  with  early onset sepsis (p = 0.001 ,  p = 0.021 and p = 0.046, respectively). 
	Conclusions: The incidence of early onset  neonatal  sepsis at  Siriraj Hospital  is comparable to that of reported by others. Due to the large diversity of clinical signs and symptoms, half of the infants admitted for “rule-out sepsis” evaluation who, infact, were free from infection were inevitably treated with antibiotics as the true sepsis case. From this study, clinical data including gestational age <37 wk, low apgar score at 5 minute, certain signs and symptoms involving respiratory, cardiovascular and central nervous system and also some metabolic derangement were found to be significantly associated with early onset neonatal sepsis. Decision making tool developed from the combination of more specific clinical information may be useful in aiding the more accurate diagnosis and lessening the antibiotic overuse in infant with early onset neonatal sepsis.
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