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Abstract Introduction: The
ACCM/PALS guidelines address
early correction of paediatric septic
shock using conventional measures.
In the evolution of these recommen-
dations, indirect measures of the
balance between systemic oxygen
delivery and demands using central
venous or superior vena cava oxygen
saturation (ScvO2 ≥ 70%) in a goal-
directed approach have been added.
However, while these additional
goal-directed endpoints are based
on evidence-based adult studies, the
extrapolation to the paediatric patient
remains unvalidated. Objective: The
purpose of this study was to compare
treatment according to ACCM/PALS
guidelines, performed with and with-

out ScvO2 goal-directed therapy, on
the morbidity and mortality rate of
children with severe sepsis and septic
shock. Design, participants and inter-
ventions: Children and adolescents
with severe sepsis or fluid-refractory
septic shock were randomly assigned
to ACCM/PALS with or without
ScvO2 goal-directed resuscitation.
Measurements: Twenty-eight-day
mortality was the primary endpoint.
Results: Of the 102 enrolled pa-
tients, 51 received ACCM/PALS with
ScvO2 goal-directed therapy and
51 received ACCM/PALS without
ScvO2 goal-directed therapy. ScvO2
goal-directed therapy resulted in less
mortality (28-day mortality 11.8%
vs. 39.2%, p = 0.002), and fewer
new organ dysfunctions (p = 0.03).
ScvO2 goal-directed therapy resulted
in more crystalloid (28 (20–40)
vs. 5 (0–20) ml/kg, p < 0.0001),
blood transfusion (45.1% vs. 15.7%,
p = 0.002) and inotropic (29.4% vs.
7.8%, p = 0.01) support in the first 6 h.
Conclusions: This study supports
the current ACCM/PALS guidelines.
Goal-directed therapy using the
endpoint of a ScvO2 ≥ 70% has a sig-
nificant and additive impact on the
outcome of children and adolescents
with septic shock.

Keywords Child · Sepsis · Resus-
citation · Central venous oxygen
saturation · Cardiac output · Goal-
directed therapy
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Introduction
Severe sepsis and septic shock are major causes of morbid-
ity, mortality and resource consumption. Although out-
comes have improved over the last few decades [1–4],
mortality rates of children with severe sepsis reach 20%
in developed nations [5–8], are higher than 50% in devel-
oping countries [8–11], and even higher among patients
with underlying comorbidities and organ dysfunction [7,
12–15].

Early recognition and aggressive fluid resuscitation
have a crucial role in the treatment of paediatric sep-
tic shock [3, 16]. The American College of Critical
Care Medicine – Paediatric Advanced Life Support
(ACCM/PALS) guidelines recommend rapid, stepwise
interventions with the following therapeutic endpoints
in the first hour: capillary refill of < 2 s, normal pulses
with no differential between peripheral and central pulses,
warm extremities, urine output > 1 ml/kg/h and normal
mental status. Further haemodynamic optimisation using
metabolic endpoints to treat global tissue hypoxia include
a superior vena cava oxygen saturation (ScvO2) ≥ 70%
and cardiac index > 3.3 and < 6.0 l/min/m2 with normal
perfusion pressure for age [17]. The evidence which
has resulted in these current guidelines has been derived
from limited prospective and retrospective studies or case
series [3, 18, 19]. More specifically, the outcome benefit of
further optimising metabolic parameters, namely ScvO2,
in goal-directed therapy remains unknown.

Although current ACCM/PALS guidelines represent
best practice, prospective randomised trials are lacking to
confirm all components of these recommendations. The
purpose of this study was to examine whether treatment
according to ACCM/PALS guidelines performed with and
without goal-directed therapy to achieve a ScvO2 ≥ 70%
reduces the morbidity and mortality rate of children with
severe sepsis and septic shock [20].

Materials and methods
The ethics committees of both hospitals involved approved
this prospective, randomised controlled trial, as well as the
written informed consent. Interim analysis was conducted
by a Safety and Monitoring Review Committee under the
direction of the ethics committees.

Participants

Patients were recruited from the emergency department,
the inpatient unit and the paediatric intensive care unit
(PICU) of two hospitals affiliated to the University of São
Paulo, Brazil, from January 2004 to August 2005. The
first is a 245-bed tertiary-care paediatric hospital, with 13
beds in the PICU; the second is a 308-bed secondary-care
general hospital, with 10 beds in the PICU. We included

patients with severe sepsis or fluid-refractory septic shock
that had not responded after 40 ml/kg of any resuscita-
tion fluid or that required cardiovascular agents at any
time during resuscitation. Severe sepsis was defined as
sepsis (evidence of infection and two of the following:
1, hypothermia or hyperthermia; 2, tachycardia or brady-
cardia if < 1 year old; 3, tachypnoea; 4, white blood cell
count > 12,000 or < 4,000 cells/ml3 or > 10% immature
form) and at least one of the following indications of
altered organ function or hypoperfusion: altered mental
status, hypoxaemia, increased serum lactate level, bound-
ing pulses, oliguria (< 1 ml/kg/h) or hypotension [17, 21].
The criteria for exclusion from the study were refusal to
sign the written informed consent, age less than 1 month
or more than 19 years, uncorrected cyanotic heart disease,
exclusive palliative care, and arrival from another hospital
more than 6 h after the diagnosis of severe sepsis or septic
shock.

Randomisation

After written informed consent had been obtained from
a next of kin or legal guardian, patients were randomly
assigned to either the intervention or the control group.
A computer-generated random sequence was placed in
sealed, opaque envelopes, kept at the first hospital. For
each included patient, in any of the two hospitals, the next
envelope was opened, assigning that patient to intervention
or control group.

Procedures

The patients assigned to intervention received a catheter
capable of measuring ScvO2 (Edwards Lifesciences,
Irvine, CA), which was connected to a monitor exclusively
for continuous ScvO2 monitoring. The catheter used is
4 Fr, 40 cm long, with one infusion lumen and one optic
fibre, and was inserted through a percutaneous sheath
introducer (5 Fr for infants and 6 Fr for children and
adolescents), that has another infusion lumen [22]. The
ScvO2 monitor was calibrated after catheter placement and
once daily after that. ScvO2 was continuously displayed
and values were confirmed by venous blood analysis at
0,6 and 72 h. The patients assigned to control received
a double-lumen central venous catheter (5 Fr for infants
and children and 7 Fr for adolescents), and ScvO2 was
measured by venous blood analysis (values were recorded,
but not used to guide treatment). In both groups, the
catheter was placed with its tip inside the right atrium
or at the superior or inferior cava junction, close to the
right atrium. Catheter position was confirmed by chest
radiography. In both groups, central lines were placed
by the fellow or attending physician responsible for the
patient’s care.
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The medical team was usually composed of two resi-
dents, one fellow and one attending physician. The patients
assigned to the control group received ACCM/PALS ther-
apies without continuous ScvO2 monitoring, with fluid re-
suscitation (crystalloid or colloid), red blood cells and car-
diovascular agents directed to maintain normal perfusion
pressure for age, urine output > 1 ml/kg/h, capillary refill
of < 2 s and normal pulses (Fig. 1).

Fig. 1 Treatment protocols
following initial ACCM/
PALS-recommended
resuscitation

The patients assigned to the intervention group
received ACCM/PALS therapies directed toward the
endpoint of ScvO2 ≥ 70% using continuous monitoring.
If the ScvO2 was < 70%, even with normalisation of
perfusion pressure, urine output and peripheral perfusion,
then more fluid, red blood cells (if haemoglobin < 10 g/dl)
or inotropes were given (Fig. 1). The treatment was
considered to be successful if the patient showed normal
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blood pressure for age, normal pulses, warm extremities,
urine output > 1 ml/kg/h and ScvO2 ≥ 70%.

In both groups, other supportive therapies, such as
mechanical ventilation, nutrition, antibiotics, and renal
replacement therapy, were decided by the medical team,
according to the routine practice. The duration of the
protocol resuscitation was 72 h in each group.

Baseline characteristics of the patients were recorded
including age, gender, underlying comorbidity, site of
infection, time elapsed between hospital admission and the
diagnosis of severe sepsis or septic shock, and the amount
of resuscitation fluid and cardiovascular agent received
prior to the study entry. The patients’ heart rate, respira-
tory rate, arterial blood pressure, arterial oximetry, central
venous pressure and oxygen saturation, urine output,
PRISM score (PRISM) and Multiple Organ Dysfunction
Score (MODS) [23, 24] (with the laboratory tests required
to calculate the score) were obtained at base line (0 h)
and after 6 and 72 h. The amount of resuscitation fluid
(crystalloid and colloid) and red blood cells administered,
and the use of cardiovascular agents and steroids, were
registered during the intervals from 0 to 6 h and from 6
to 72 h after the beginning of the treatment. Patients were
followed for 60 days or until hospital discharge or death.

Statistical analysis

Twenty-eight-day mortality was the primary endpoint.
Secondary endpoints were number of organ dysfunctions,
administered treatments, duration of therapy with cardio-

Fig. 2 Trial profile

vascular agents, duration of mechanical ventilation, length
of PICU stay, days free of cardiovascular agents and days
free of mechanical ventilation.

Categorical variables are presented as percentages.
Normally distributed continuous variables are presented
as means with standard deviations; and skewed data are
presented as median and interquartile range (25–75%).
Categorical variables were compared using Fisher’s exact
test. Normally distributed continuous variables were anal-
ysed with Student’s t-test, and non-normally distributed
variables with the Mann–Whitney rank-sum test. All
tests were two-sided, and a p-value of less than 0.05 was
considered to indicate a statistically significant difference.
Kaplan–Meier estimates of mortality, along with hazard
ratios and 95% confidence intervals, were used to describe
the relative risk of death.

A multivariate logistic regression model was devel-
oped to examine the odds ratios (OR) and 95% confidence
intervals of variables associated with 28-day mortality.
Variables with a univariate association (p < 0.10) and
variables with clinical plausibility were introduced into
a backward stepwise multiple linear regression. Variables
were retained in the regression model if they were signifi-
cant at a level of 0.05. Renal failure (0 or 1), neurological
failure (0 or 1), group (0 or 1), age, pH at baseline and
PRISM score were included as co-variants.

Assuming an alpha value of 0.05 and a power of 80%,
we calculated that a sample size of 268 patients was nec-
essary to permit the detection of a 35% relative reduction
or 20% absolute reduction in mortality from 57.3%, which
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Characteristic Control (n = 51) Intervention (n = 51) p-value

Age (years) 4.5 ± 4.9 6.5 ± 5.8 0.03 b

Gender (%)
Female 43.1 45.1 1.00 a

Male 56.9 54.9
Septic shock (%) 92.2 94.1 1.00 a

Severe sepsis (%) 7.8 5.9
Underlying disease (%)

Onco-haematological 31.4 39.2 0.53 a

Neurological 19.6 7.8 0.15 a

Hepatological 9.8 3.9 0.44 a

Rheumatological 3.9 7.8 0.68 a

Immunological 3.9 9.8 0.44 a

Gastrointestinal 3.9 0 0.49 a

Pulmonary 3.9 5.9 1.00 a

Other 3.9 2.0 1.00 a

None 19.6 23.5 0.81 a

Hospital infection (%) 37.3 41.2 0.84 a

Infection site (%)
Lungs 52.9 51.0 1.00 a

Central nervous system 13.7 7.8 0.53 a

Abdomen 9.8 3.9 0.44 a

Systemic 7.8 19.6 0.15 a

Urinary tract 2.0 3.9 1.00 a

Skin 2.0 7.8 0.36 a

Not identified 11.8 5.9 0.49 a

PRISM score 8.0 (5–11.5) 7.0 (5–12) 0.96 c

a Fisher’s exact test; b Student’s t-test; c Mann–Whitney rank-sum test

Table 1 Baseline characteristics

Fig. 3 Kaplan–Meier estimates of mortality (28 days)
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was our baseline mortality. The protocol included interim
analysis after the enrolment of 100 patients, which was in-
dependently conducted by the ethics committee.

Results

During the study period, 110 patients were eligible and 8
patients (7.3%) were excluded (seven arrived from other
hospitals more than 6 h after severe sepsis diagnosis and
one had uncorrected cyanotic heart disease). The 102 pa-
tients enrolled were randomly assigned to either the in-
tervention or the control group and were included in the
intention-to-treat analyses (Fig. 2). The study was termi-
nated after the interim analysis, following the recommen-
dation of the ethics committee of our hospital.

Variable and treatment group Baseline 6 h 72 h

Heart rate (beats/min)
Control group 144 ± 27 134 ± 32 125 ± 25
Intervention group 139 ± 22 137 ± 31 120 ± 26
p-value 0.33 b 0.66 b 0.39 b

MAP (mmHg)
Control group 66 ± 15 69 ± 20 77 ± 16
Intervention group 66 ± 19 73 ± 17 80 ± 17
p-value 0.35 b 0.32 b 0.42 b

CVP (cmH2O)
Control group 6.0 (4–12) 8.6 ± 6 8.5 ± 6.5
Intervention group 7.5 (1.3–10) 8.6 ± 6.1 8.5 ± 6.7
p-value 0.45 c 0.99 b 0.99 b

ScvO2 (%)
Control group 74 (64.7–81.9) 75.4 (69.2–84.6) 74.8 ± 12.3
Intervention group 78 (67.5–82.3) 79.1 (72.3–83.6) 79.1 ± 9.4
p-value 0.41 c 0.54 c 0.11 b

Patients with ScvO2 < 70% (%)
Control group 41.0 30.8 37.9
Intervention group 30.6 20.8 12.5
p-value 0.37 a 0.33 a 0.02 a

Arterial pH
Control group 7.32 (7.25–7.36) 7.34 (7.27–7.42) 7.39 (7.34–7.44)
Intervention group 7.36 (7.29–7.40) 7.38 (7.33–7.43) 7.42 (7.37–7.45)
p-value 0.05 c 0.33 c 0.14 c

Base excess (mEq/l)
Control group –7.9 ± 6.4 –6.0 ± 6.9 –2.0 (–6.7–3.1)
Intervention group –6.0 ± 4.8 –5.2 ± 5.5 0.3 (–2.6–3.6)
p-value 0.12 b 0.55 b 0.16 c

Lactate (mmol/l)
Control group 1.2 (0.8–2.3) 1.3 (0.9–2.3) 1.2 (0.8–1.7)
Intervention group 1.1 (0.7–2.5) 1.2 (0.8–1.6) 1.1 (0.8–1.7)
p-value 0.61 c 0.35 c 0.56 c

Haematocrit (%)
Control group 27.9 ± 5.1 30.2 ± 6.1 31.3 ± 5.1
Intervention group 28.5 ± 6.3 30.8 ± 5.9 31.7 ± 5.2
p-value 0.67 b 0.66 b 0.76 b

INR
Control group 1.5 (1.2–2.1) 1.5 (1.3–2.3) 1.3 (1.2–1.6)
Intervention group 1.5 (1.2–1.8) 1.5 (1.3–1.7) 1.2 (1.1–1.4)
p-value 0.46 c 0.43 c 0.03 c

MAP, mean arterial pressure; CVP, central venous pressure; ScvO2, central venous oxygen saturation.
a Fisher’s exact test; b Student’s t-test; c Mann–Whitney rank-sum test

Table 2 Laboratory tests and
vital signs

Baseline characteristics were similar between the
two groups, with the exception that the intervention
group was older (Table 1). The primary endpoint, 28-day
mortality rate, was significantly lower in the inter-
vention group (hazard ratio (HR) = 3.78 (1.58–7.52);
p = 0.002), with a number needed to treat of 3.6 (Table 3).
Multivariate logistic regression analysis showed that
PRISM score (OR = 1.20 (1.06–1.36); p = 0.006), and
renal dysfunction (OR = 7.76 (1.86–32.33); p = 0.005)
were independently associated with increased 28-day
mortality, whereas a goal-directed resuscitation using
ScvO2 ≥ 70% as an endpoint was independently as-
sociated with decreased 28-day mortality (OR = 0.18
(0.05–0.69); p = 0.01). Age, pH at baseline and neurolog-
ical dysfunction were not independently associated with
28-day mortality.
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Table 3 Organ dysfunction, morbidity and mortality

Control (n = 51) Intervention (n = 51) p-value

Number of organ dysfunctions at admission 2.0 (1.0–2.0) 2.0 (1.0–2.0) 0.97 c

Organ (%)
Respiratory 47.1 43.1 0.84 a

Cardiovascular 51.0 62.7 0.32 a

Renal 11.8 11.8 1.00 a

Neurological 5.9 3.9 1.00 a

Gastrointestinal 0 0 1.00 a

Haematological 25.5 25.5 1.00 a

Hepatological 27.4 25.5 1.00 a

Number of new organ dysfunction during ICU stay 1.0 (1.0–2.0) 1.0 (0.0–2.0) 0.03 c

Development of new organ dysfunction (%)
Respiratory 59.3 48.3 0.44 a

Cardiovascular 92.0 89.5 1.00 a

Renal 26.7 6.7 0.02 a

Neurological 10.4 0 0.03 a

Gastrointestinal 9.8 7.8 1.00 a

Haematological 31.6 15.8 0.18 a

Hepatological 13.5 15.8 1.00 a

Days
On mechanical ventilation 4.0 (1–13) 3.0 (0–6.5) 0.41 c

On cardiovascular agent 3.0 (1–7) 3.0 (2–5) 0.69 c

Free of mechanical ventilation 2.0 (0–5) 4.0 (2–7) 0.02 c

Free of cardiovascular agent 2.0 (0–8.5) 3.0 (2–10) 0.11 c

Length of PICU stay (day) 9 (5–17) 7 (5–17.5) 0.92 c

28-day Mortality (%) 39.2 11.8 0.002 d

60-day Mortality (%) 41.2 15.7 0.002 d

PICU, paediatric intensive care unit; a Fisher’s exact test; c Mann–Whitney rank-sum test; d Kaplan–Meier estimates of mortality

Fluids
Hours after study entry

Resuscitation fluids (ml/kg) 0–6 6–72 0–72
Crystalloid

Control group 5 (0–20) 10 (0–28) 80 (45–100)
Intervention group 28 (20–40) 0 (0–20) 90 (65–114)
p-value < 0.0001 c 0.53 c 0.10 c

Colloid
Control group 0 (0–0) 0 (0–15) 0 (0–15)
Intervention group 0 (0–0) 0 (0–0) 0 (0–15)
p-value 0.73 c 0.15 c 0.18 c

Red-cell transfusion (% of patients)
Control group 15.7 43.1 58.8
Intervention group 45.1 31.4 68.6
p-value 0.002 a 0.31 a 0.41 a

Cardiovascular agents
Hours after study entry

0–6 6–72 0–72 *
Addition of vasopressor (% of patients)

Control group 56.9 18.4 74.6
Intervention group 49.0 23.5 72.5
p-value 0.55 a 0.70 a 1.00 a

Addition of inotrope (% of patients)
Control group 7.8 22.4 29.4
Intervention group 29.4 19.6 49.0
p-value 0.01 a 0.92 a 0.07 a

Addition of vasodilator (% of patients)
Control group 0.0 2.0 2.0
Intervention group 2.0 7.8 9.8
p-value 1.00 a 0.39 a 0.20 a

Any CVA change (% of patients)
Control group 56.9 32.7 72.5
Intervention group 72.5 37.3 78.4
p-value 0.15 a 0.79 a 0.65 a

Table 4 Treatments administered
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Other therapies
Hydrocortisone

Bolus dose (% of patients)
Control group 17.6
Intervention group 19.6
p-value 1.00 a

24-h continuous infusion (% of patients)
Control group 15.7
Intervention group 15.7
p-value 1.00 a

Mechanical ventilation (% of patients)
Control group 80.4
Intervention group 70.6
p-value 0.36 a

* Same patient may had CVA change between 0–6 h and 0–72 h; Colloid, human albumin or
fresh frozen plasma; CVA, cardiovascular agent; Vasopressor included dopamine, norepinephrine,
epinephrine (> 0.3 mcg/kg/min); inotrope included dobutamine, epinephrine (< 0.3 µg/kg/min),
milrinone; vasodilator included nitroprusside, milrinone.
a Fisher’s exact test; c Mann–Whitney rank-sum test

Table 4 Continued

Considering all patients, 28-day mortality was higher
for patients who presented with ScvO2 < 70% (41.9%
vs. 24.3%; HR = 3.04 (1.43–8.79); p = 0.006). Comparing
the control versus the intervention group, mortality was
similar in the two groups for patients with ScvO2 ≥ 70%
(21.7% vs. 11.8%; HR = 1.91 (0.51–7.57); p = 0.32), but
significantly different for patients who presented with
ScvO2 < 70% (68.8% vs. 13.3%; HR = 6.83 (1.80–17.02);
p = 0.003) (Fig. 3).

The number of organ dysfunctions at enrolment
was similar in the two groups. The intervention group
developed fewer new organ dysfunctions, due to reduced
incidence of renal and neurological dysfunction (Table 3).
Before study entry, the initial resuscitation was similar in
the two groups: the control group received 40 ml/kg (in-
terquartile range 30–70 ml/kg) of crystalloid, no colloid,
and 5.9% of the patients received packed red blood cells
(PRBC), while the intervention group received 40 ml/kg
(interquartile range 30–70 ml/kg) crystalloid (p = 0.89),
no colloid (p = 1.00), and 3.9% received PRBC (p = 1.00).
Between 0 and 6 h after study entry, the intervention group
received significantly more crystalloids (p < 0.0001) and
more frequently received red-cell transfusion (p = 0.002)
and inotropic support (p = 0.01) (Table 4).

Other supportive therapies were similar between the
two groups (Table 4). Pulmonary artery catheters and ac-
tivated protein C were not used in any patient, and extra-
corporeal membrane oxygenation was not available in ei-
ther of the two centres involved in the trial. All patients
enrolled in the study received a central line for at least 72 h
and there was no complication related to line placement.

Discussion

In this randomised controlled trial, there was a significant
difference in mortality rate with use of ACCM/PALS

haemodynamic support guidelines for septic shock be-
tween patients with or without ScvO2 guided therapy.
Patients who received therapies directed to the goal of
ScvO2 > 70% were given more fluid, red blood cells
and inotropic support after the initial resuscitation, with
a resulting 3.3-fold reduction in mortality. This study sup-
ports the current ACCM/PALS guidelines. Goal-directed
therapy using the endpoint of a ScvO2 ≥ 70% provided
a significant and additive impact on the outcome of
children and adolescents with septic shock in our centres.

In 2002, consensus guidelines on haemodynamic sup-
port of paediatric and neonatal patients with septic shock
recommended that early recognition, adequate fluid resus-
citation, appropriate cardiovascular therapies, and timely
and appropriate antibiotic therapy and source control are
all crucial to optimal outcome [17]. Studies in children
have shown that early aggressive volume repletion, even
without addressing myocardial dysfunction, significantly
improves outcome [16, 25, 26]. Similar findings have been
shown when conventional ACCM/PALS guidelines are ap-
plied in the emergency department setting before PICU
admission. More importantly, when the lack of shock re-
versal secondary to inadequate resuscitation was present,
the odds of mortality doubled with each hour of persis-
tent shock [25]. Recent adult studies have shown that goal-
directed resuscitation using SvO2/ScvO2 has pathogenic,
prognostic, therapeutic and outcome benefits in the man-
agement of severe sepsis and septic shock [27, 28]. How-
ever, prior to this study, the addition of ScvO2 as an end-
point in PALS, while making physiological sense, had not
been validated in an outcome study.

Goal-directed haemodynamic optimisation represents
an organised approach to volume repletion, attainment
of a target blood pressure (vascular tone) and a more
definitive resolution of a pathologic oxygen supply depen-
dency or global tissue hypoxia through a normalisation of
ScvO2 as a surrogate endpoint. A study in adult patients
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with severe sepsis and septic shock confirmed that global
tissue hypoxia, defined by an ScvO2 < 70%, can still
be present even if physical examination, vital signs,
central venous pressure and urinary output are considered
adequate. In addressing this global tissue hypoxia using
an early goal-directed approach, further reductions in
the inflammatory response, morbidity and mortality were
achieved compared with conventional therapy [27]. While
the early goal-directed therapy patients received more
fluids, red blood cell transfusions and inotropes over the
first 6 h for a higher rate of attaining a ScvO2 ≥ 70%;
there was essentially no difference in these therapies after
the first 72 h. Because of this early haemodynamic optimi-
sation, significant reductions in vasopressors, mechanical
ventilation and pulmonary artery catheter use were also
realised [27].

Similar to this previous study, the mortality reduction
observed in our study is most likely the result of multi-
ple interventions. Patients who had failed initial attempts
at volume resuscitation based on ACCM/PALS recommen-
dations was equally distributed between the two treatment
groups and provided a high degree of illness severity. In
spite of considerable initial volume resuscitation, the inter-
vention group received more fluid (crystalloid), more red
blood cell transfusion and more inotropic support in the
first 6 h of treatment than the control group. After 72 h,
the amount of crystalloid administered and the percentage
of red blood cells transfusion were not different between
the two groups. These observations were similar to those
found in adults. Together, these two studies support the
concept that early resuscitation rather than later resusci-
tation is beneficial [17, 18, 25, 26]. In addition, there was
a statistically significant reduction in the number of chil-
dren with ScvO2 < 70% at 72 h in the intervention group.
This supports the concept that goal-directed therapy can
reduce global oxygen debt over the long term as well as
the short term in patients with septic shock.

The issue of whether an ScvO2 of 70% is an adequate
therapeutic endpoint for the resolution of global tissue hy-
poxia has been heavily debated in adult, paediatric and
neonatal models [29–37]. Studies in this regard are lacking
in children, which makes the recommended value of 70%
as target value in ACCM/PALS guidelines empirical [17].
Furthermore, the evaluation of the technology of continu-
ous venous oximetry is particularly important in develop-
ing countries because of the potential added cost to health
care. Our group previously has examined the clinical util-
ity of this technology in the paediatric patient [22].

ScvO2 proved to be beneficial in discriminating high-
risk patients. Kaplan–Meier estimates showed a higher
mortality rate for patients with ScvO2 < 70% at presenta-
tion. The similarity between the curves for ScvO2 ≥ 70%
in both groups and the significant difference between the
curves for ScvO2 < 70% in the two groups supported
the hypothesis that the intervention rescued patients
from cryptic shock, and provided validation of the true

independence of the treatment protocol from assignment
groups.

Although a considerable proportion of children pre-
sented with ScvO2 below 70%, the average values were
not as low as those reported in adults. Since very few
data derived in similar circumstances are available in
the literature, we can only speculate that children with
severe sepsis were diagnosed earlier than adults or that
unspecified age-dependent factors explain the observation.
The observed absence of increased lactate values was
consistent with less dramatic reductions in ScvO2 in our
children than those reported in adults.

In addition to the favourable reduction in mortality,
a decrease in pulmonary (increased number of ventilator-
free days), neurological and renal dysfunction was also
seen. These findings support previous studies showing
that early haemodynamic optimisation is associated with
decreased health care resource consumption [38, 39].
Because of these salutary findings, the intervention group
protocol has now become a standard of care at both
participating hospitals.

Limitations

Several limitations are important to consider when eval-
uating this study. First, this was not a blinded study as
the catheter and spectrophotometry unit used to monitor
ScvO2 was not present in the control group. To minimise
this influence, all treatment decisions were based on
ACCM/PALS guidelines and were decided by the medical
team responsible for the patient. Second, although ScvO2
monitoring may provide an early warning signal that
may prompt earlier interventions before haemodynamic
deterioration [28], this study is not an endorsement of
continuous venous oximetry technology. In the absence
of continuous monitoring, intermittent sampling may
provide benefit. Third, the mortality rate observed in
the control group is similar to or even lower than those
reported in studies from developing countries, especially
when patients with underlying diseases and multiple
organ failure were included, and it was also lower than
the mortality rate reported by our group two years before
the study (39.2% vs. 57.3%), possibly reflecting a treat-
ment effect of ACCM/PALS guidelines even without
ScvO2 monitoring. Fourth, baseline characteristics of
the two groups were similar, except for age, with the
control group population being younger. Even though
the multivariate logistic regression analysis showed there
was no difference in outcome attributable to age, and
previous studies from our centres reported that increased
age was associated with increased mortality, this baseline
difference should still be kept in mind [19]. Fifth, we
studied a population which had a mortality rate of 40%.
A recent survey of the KIDS database in the United States
showed an 8% mortality rate for children with severe



1074

sepsis and chronic illness, and a 2% mortality rate for
those with severe sepsis who were previously healthy [40].
Although validation of the presented data would be
desirable for different populations, we believe it is crucial
to have a resuscitation target in any environment, as we
observed that the benefit arose from rescuing patients
from cryptic shock, rather than offering a stimulus to
more aggressive treatment. At this moment, the presented
results are valid only for this sample of patients. Sixth,
the trial was conducted in two centres in Brazil, indicating
that the findings are specifically valid for our country
and possibly other developing nations, where health care
resources are limited and more sophisticated technologies
are not widely available. It remains unknown whether
this technology will be beneficial in technology-rich
environments.

Conclusion

We conclude that goal-oriented resuscitation with the cur-
rent ACCM/PALS guidelines can improve morbidity and
mortality when supplemented by ScvO2 monitoring. These
findings may have a significant impact on the outcome of
children and adolescents with septic shock.
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