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Abstract

Objectives: Our primary objective was to characterize the degree of dehydration in children 

with diabetic ketoacidosis (DKA) and identify physical examination and biochemical factors 

associated with dehydration severity. Secondary objectives included describing relationships 

between dehydration severity and other clinical outcomes.

Methods: In this cohort study, we analyzed data from 753 children with 811 episodes of DKA in 

the Pediatric Emergency Care Applied Research Network (PECARN) FLUID Study, a randomized 

clinical trial of fluid resuscitation protocols for children with DKA. We used multivariable 

regression analyses to identify physical examination and biochemical factors associated with 
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dehydration severity, and we described associations between dehydration severity and DKA 

outcomes.

Results: Mean dehydration was 5.7% (SD 3.6%). Mild (0-<5%), moderate (5-<10%), and 

severe (≥10%) dehydration were observed in 47% (N=379), 42% (N=343), and 11% (N=89) 

of episodes, respectively. In multivariable analyses, more severe dehydration was associated 

with new onset of diabetes, higher blood urea nitrogen (BUN), lower pH, higher anion gap, 

and diastolic hypertension. However, there was substantial overlap in these variables between 

dehydration groups. Mean length of hospital stay was longer for patients with moderate and severe 

dehydration, both in new onset and established diabetes.

Conclusions: Most children with DKA have mild-to-moderate dehydration. Although 

biochemical measures were more closely associated with the severity of dehydration than clinical 

assessments, neither were sufficiently predictive to inform rehydration practice.

Introduction

Accurate assessment of dehydration has long been considered necessary for planning 

rehydration in children with diabetic ketoacidosis (DKA). However, previous studies 

have found that estimating dehydration severity using physical examination criteria is 

challenging,2, 3 and is particularly difficult in children with DKA.4, 5 Poor agreement 

between estimated and measured degrees of dehydration has been demonstrated.4, 6 

Therefore, controversy exists on how to best estimate degree of dehydration at the start 

of therapy. Some guidelines recommend empirical assumption of a standard level of 

dehydration (6–8%) for all children with DKA to plan fluid replacement.4, 6 Others argue 

against assuming a uniform fluid deficit and insist that estimates of dehydration need 

to be individualized.7 All existing studies have involved only single centers and limited 

sample sizes.4–6, 8 The PECARN FLUID Study found that a wide range of intravenous 

fluid infusion rates were safe for children with DKA and concluded that fluid infusion 

rates should be tailored to individual needs.9 Although fluid infusion is not associated with 

cerebral injury, the frequency and severity of other adverse outcomes, such as acute kidney 

injury,10–12 intestinal necrosis,13 and thromboses,14 are likely affected by rates of fluid 

infusion. Appropriately hydrating children may be helpful for reducing risk of these rare 

but serious adverse events. Therefore, determining which factors provide the most reliable 

information on dehydration severity is important. Our main objective was to characterize the 

degree of dehydration at presentation in a large cohort of children with DKA and to identify 

physical examination and biochemical factors associated with severity of dehydration, using 

data from a large, multicenter study of children with DKA. Secondary objectives included 

describing relationships between dehydration severity and other clinical outcomes such 

as mental status decline during treatment, time to initiation of subcutaneous insulin, and 

hospital length of stay.

Methods

Study Design and Setting

For this analysis, patient data were obtained through the Pediatric Emergency Care Applied 

Research Network (PECARN) Fluid Therapies Under Investigation in DKA (FLUID) Study 

Trainor et al. Page 3

Ann Emerg Med. Author manuscript; available in PMC 2024 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



(ClinicalTrial.gov NCT00629707), a randomized clinical trial of fluid resuscitation protocols 

for children with DKA.9 In the parent study, we enrolled patients from 13 emergency 

departments (EDs) in PECARN which included 1255 patients younger than 18 years 

with 1389 distinct episodes of DKA (blood glucose level of >300 mg/dL [16.7 mmol/L] 

and either a venous pH of <7.25 or a serum bicarbonate level of <15 mmol/L) from 

2011 to 2016. The PECARN FLUID Trial compared four fluid rehydration protocols to 

treat children with DKA.9 The four arms of the trial included variations of rehydration 

strategies frequently used in the U.S. Exclusion criteria are described elsewhere and 

included conditions unrelated to DKA that affect mental status or cognitive abilities, 

and/or substantial treatment for DKA prior to transfer to the study centers.1 During the 

parent study, we noted that weights measured on different scales within each site were not 

sufficiently accurate for use in calculating percentage dehydration. We therefore switched to 

portable digital standardized study scales for all enrolled patients starting in the second year 

of the study, such that pre- and post-treatment weights were obtained on the exact same scale 

and measured with patients in a gown without shoes.

Selection of Participants

Of the 1389 DKA episodes enrolled in the main PECARN FLUID trial, 811 were 

included in this analysis. We excluded 578 episodes due to missing data on discharge 

weight, enrollment prior to use of standard study scales, discharge more than 96 hours 

after enrollment such that discharge weight may no longer accurately reflected percent 

dehydration, or errors in recorded weights (Figure 1). Excluded patients (Table 1a: online 

only) had slightly greater hypocapnia, slightly higher baseline glucose and BUN levels, and 

creatinine z-scores. Excluded patients more frequently had Glasgow Coma Scale (GCS) 

scores of 14 or lower than included patients.

Measurements

Percent dehydration was calculated on the basis of change in body weight from admission 

to discharge, according to the following formula, (discℎarge weigℎt − admission weigℎt) 
÷ discℎarge weigℎt × 100%. Dehydration severity was categorized a priori as mild (0 to 

<5%), moderate (5 to <10%), or severe (10% or more). Initial weights were taken after 

informed consent and randomization. Most patients (82%) were weighed before receiving 

any treatment for DKA. A maximum of 10 ml/kg fluid bolus was infused prior to weight 

being obtained in the other 18%.

Enrolling and/or treating physicians recorded initial physical examination findings in real 

time. Study personnel recorded laboratory findings and mental status during treatment, 

hospital length of stay and total volume of intravenous fluids infused during hospitalization. 

Standard laboratory data including venous pH, serum glucose, and electrolytes were 

recorded as the first values measured prior to randomization. Arterial pH measurements 

were converted to venous by subtracting 0.035.15 Creatinine values were age-adjusted 

using age-based reference values to calculate z-scores, where a z-score of 1 represents 

one standard deviation above the mean for age.16 Anion gap was calculated from serum 

sodium, potassium, chloride and bicarbonate values. Heart rate at presentation was recorded 

as the first heart rate measured prior to randomization, adjusted for age using the Centers for 
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Disease Control and Prevention (CDC) reference to determine heart rate z-scores.17 Systolic 

and diastolic blood pressures were adjusted for age, sex, and height using the National 

Heart, Lung, and Blood Institute (NHLBI) reference18 and CDC growth charts to calculate 

normalized heights.19 When height was unknown (2.8% of those with blood pressures), 50th 

percentile height for age and sex was assumed. Capillary refill time at presentation was 

recorded by study personnel as <2 seconds, 2–5 seconds, or >5 seconds. Weight z-scores 

adjusted for sex and age were calculated using World Health Organization growth charts for 

children under 24 months of age and Centers for Disease Control growth charts for children 

24 months and older.20, 21

Outcomes

Our primary outcome measure was degree of dehydration at presentation to the ED. We 

assessed physical examination and biochemical factors associated with dehydration severity. 

We also described relationships between dehydration severity and other clinical outcomes 

such as administering additional IV fluids outside of treatment protocol, hospital length of 

stay, time to transition to subcutaneous insulin treatment, and mental status decline during 

treatment.

Statistical Analysis

We described patient demographic and clinical characteristics using counts and relative 

frequencies, means and standard deviations, and medians and interquartile ranges. We 

estimated differences in means and differences in proportions with 95% confidence 

intervals. To assess the extent to which estimates of dehydration severity might have 

been affected by receipt of IV fluids prior to the baseline weight measurements, percent 

dehydration was compared between children whose weights were measured after initiation 

of IV fluids (18%) to those for whom weights were measured prior using a difference in 

means and 95% confidence interval.

Regression Models: Dehydration severity and clinical and laboratory measures

A series of multiple multinomial logistic regression models were used to examine 

associations between dehydration severity and clinical and laboratory measures. 

Dehydration was treated as a 3-level categorical outcome, with mild dehydration as 

the reference level. We estimated odds-ratios and 95% confidence intervals, comparing 

moderate vs. mild and severe vs. mild dehydration using a generalized logit link function. 

All statistical models included age, sex, and new onset of diabetes to address possible 

physiological differences between patients in kidney function or physical findings related 

to these variables. Partially-adjusted models were fit with those covariates plus each of 

the following variables one at a time: heart rate, systolic blood pressure, diastolic blood 

pressure, capillary refill time (≥2 vs <2 seconds), BUN, creatinine, glucose-corrected 

sodium, bicarbonate, pH, pCO2, glucose, and anion gap. We then fit a final adjusted model 

including all covariates except bicarbonate, which was excluded due to known correlation 

with pH. We repeated the multivariable analyses in the subset of patients who had baseline 

weights measured before IV therapy was initiated. We assessed fit of the final models 

using a Hosmer-Lemeshow goodness-of-fit statistic. Area under the receiver operating 

characteristic curve (AUC) was estimated after dichotomizing the outcome into severe vs. 
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mild or moderate dehydration. Collinearity was examined using variance inflation factors. 

We plotted the estimated probability of mild, moderate, and severe dehydration for each 

DKA visit based on the final model versus significantly associated biochemical variables 

in order to illustrate associations. Expected probabilities and 95% confidence intervals, 

calculated separately for new onset DKA and known diabetes and assuming mean values of 

all other variables, were plotted to describe the associations.

Dehydration severity and clinical outcomes

We also sought to explore how fluid protocol adherence and other clinical outcomes were 

related to severity of dehydration. In the parent FLUID trial, patients were randomly 

assigned to receive either a 10 ml/kg 0.9% NS fluid bolus over ≤ 60 minutes, followed 

by a slower fluid resuscitation rate (designed to replete a 5% estimated fluid deficit 

plus maintenance evenly over 48 hours), or a 20 ml/kg 0.9% NS fluid bolus over ≤ 60 

minutes followed by a faster fluid resuscitation rate (designed to replete a 10% estimated 

fluid deficit, half over the first 12 hours, half over the subsequent 24 hours). Non-bolus 

fluids were randomized to either 0.9% NS or 0.45% NS. Clinicians were encouraged 

to follow the assigned treatment protocol, however, adjustments to fluid infusion rates 

were allowed if these were felt to be necessary for clinical care. Administration of 

fluids in excess of those prescribed by the protocol suggests that clinicians’ estimates of 

dehydration based on clinical judgement exceeded those assumed in the assigned study 

arm. Therefore, determining how these deviations from study protocol correlate with actual 

percent dehydration provides insights into accuracy of clinical judgement for estimating 

dehydration.

We described the following clinical measures in each of the dehydration severity groups 

using counts and relative frequencies or means and standard deviations: time to transition 

to subcutaneous insulin; hospital length of stay described separately for new onset and 

previously diagnosed patients; mental status decline measured by a confirmed drop in GCS 

<14. We similarly described measures related to the study protocol: patient received more 

than the IV bolus amount prescribed per FLUID protocol; patient received more than the 

fluid amount prescribed per FLUID protocol; volume of additional fluid received when 

the patient received more than prescribed by the FLUID protocol (ml/kg). We calculated 

differences in means and proportions for the moderate vs mild groups and the severe vs mild 

groups along with 95% confidence intervals for each comparison. Analyses were performed 

using SAS/STAT software (version 9.4, SAS Institute Inc., Cary NC, USA).

Results

Characteristics of study participants are described in Table 1. Of the 811 total DKA 

episodes analyzed, 47% (N=379) were classified as having mild dehydration, 42% (N=343) 

as moderate, and 11% (N=89) as severe. The mean percent dehydration in the cohort 

overall was 5.7% with a standard deviation of 3.6%. The median percent dehydration was 

5.3% with an interquartile range (IQR) of 3.1% to 7.8%. Within each classification group, 

median (IQR) percent dehydration was 3.0 (1.9, 4.0) for the mild dehydration group, 6.8 

(5.9, 8.2) for the moderate group, and 11.3 (10.6, 13.3) for the severe group. Eighty-two 

Trainor et al. Page 6

Ann Emerg Med. Author manuscript; available in PMC 2024 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



percent of patients had initial weights measured prior to receipt of any fluid. Those with 

weights measured prior to receipt of fluid were similar, though somewhat less dehydrated 

(mean 5.6%) compared to those with weights measured after fluid initiation (mean 6.2%, 

Difference in means: 0.6%, 95% CI: −0.1, 1.2%).

In univariable analyses, dehydration severity groups differed significantly in age, sex, new 

onset of diabetes (vs. known diabetes), GCS score, and all biochemical variables except 

BUN and partial pressure of CO2. Among clinical characteristics, age-adjusted mean heart 

rates did not differ across dehydration severity groups. Systolic and diastolic blood pressure 

z-scores were significantly higher in the severe dehydration group compared to the mild 

group. Capillary refill time varied, with substantial overlap between groups. Of the 379 

patients in the mild dehydration group, 224 (59%) had < 2 second capillary refill time 

compared to 38 (43%) in the severe dehydration group. Notably, more than one-third of 

patients in the mild dehydration group had prolonged capillary refill time (Table 1).

In partially adjusted models (adjusted for age, sex, and new onset versus known type 

1 diabetes) all biochemical variables except partial pressure of CO2 were significantly 

associated with dehydration severity. In the final adjusted model, new onset of diabetes 

maintained a significant association with dehydration severity. A significant association with 

mild vs. moderate dehydration persisted for pH and anion gap, and BUN maintained a 

consistent significant association with severe vs mild dehydration severity. However, there 

was substantial overlap in these variables between dehydration groups.

Figure 2 shows the relationships between the probability of mild, moderate, or severe 

dehydration and values of pH, BUN, and anion gap. The probability of moderate 

dehydration decreased with increased pH and decreased anion gap. The probability of severe 

dehydration was mainly reflected in the BUN concentration, with increased probability of 

severe dehydration in children with new-onset of diabetes and BUN concentrations above 

25 mg/dL or above 30 mg/dL for children with previously diagnosed diabetes. However, 

substantial overlap of the 95% CIs for expected probabilities limited the predictive value of 

the variables.

Higher diastolic blood pressure was associated with dehydration severity in the comparison 

of severe versus mild dehydration but not moderate versus mild dehydration. Higher systolic 

blood pressure was associated with dehydration severity in the comparison of moderate 

versus mild dehydration. (Table 2). Using the variables included in the final adjusted model 

to calculate receiver operating characteristic curves resulted in an area under the curve to 

predict severe dehydration of 0.76 (Figure 1a). Results from models fit to the 667 visits 

whose initial weight was measured prior to IV therapy were similar to those from the full 

cohort (Table 2a) with an area under the curve of 0.79 to predict severe dehydration.

For patients with either new onset of diabetes or known diabetes, mean length of hospital 

stay was longer for both severely and moderately dehydrated patients vs mildly dehydrated 

patients. Time to transition to subcutaneous insulin was also longer in patients with more 

severe dehydration. There were no significant differences in frequency of mental status 

decline between dehydration severity groups. (Table 3) Three patients in this study cohort 
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had clinically apparent cerebral injury (two with mild and one with moderate dehydration) 

and none died. We also examined whether patients received more fluid based on their 

dehydration severity. Dehydration severity was not associated with either the amount of 

additional fluid given or receiving more initial bolus fluids than the prescribed amount. 

(Table 3)

Limitations

Several potential limitations of our study relate to enrollment. Although we did not enroll 

children known to have type 2 diabetes at the time of hospitalization, children initially 

presumed to have type 1 diabetes are sometimes found months or years later to have type 

2 diabetes. We did not reassess medical records of enrolled patients to verify that the 

diagnosis of type 1 diabetes was not later changed to type 2 diabetes. However, there is no 

physiologic basis to suspect that predictors of dehydration severity during DKA would differ 

substantially in children with type 1 versus type 2 diabetes.

Some more severely dehydrated patients may have been excluded from the parent study 

because treatment with substantial volumes of fluid before transfer to a PECARN ED would 

have made these patients ineligible for enrollment in the parent FLUID study. In addition, 

the mean percent dehydration in the full cohort may have been slightly underestimated 

because a small number of patients received up to 10 ml/kg of intravenous fluid prior to 

measurement of baseline weight. However, mean weights were minimally different between 

patients who were weighed before or after the initial intravenous fluid bolus. Furthermore, 

a separate analysis of only patients with baseline weights measured before intravenous fluid 

therapy did not differ substantially from the main analysis.

Patients were discharged when they were tolerating oral intake and had transitioned 

to subcutaneous insulin regimens, however, discharge may have occurred prior to full 

rehydration in some patients. This may have caused a slight underestimation of the degree 

of dehydration for these patients. Overall, the percentage dehydration documented in this 

cohort is likely to slightly underestimate that of the pediatric DKA population as a whole.

Discussion

To our knowledge, this is the first large prospective, multi-center evaluation of clinical and 

biochemical factors associated with dehydration severity in children with DKA. The median 

percent dehydration observed in our study population, 5.3%, was similar to that observed in 

three previous smaller studies with median dehydration percentages in their cohorts of 5.2% 

(N=66)6, 5.7% (N=42)5 and 6.2% (N=33)8 respectively. An older study reported an overall 

median dehydration rate of 8.7% (N=37).4 Prior to these studies, dehydration was more 

commonly estimated to be approximately 10% for children in DKA.22–24 These studies 

had similar limitations to our own, relying on discharge weights to estimate percent loss of 

body weight as a proxy for dehydration. A single study8 reported no significant difference 

between discharge weight and follow-up weight at the first clinic visit after discharge, 

suggesting that discharge weight is an appropriate proxy.
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Our data suggest that distinguishing dehydration severity based on physical examination 

parameters is generally inaccurate. Clinical assessments such as vital signs and capillary 

refill time were not reliably associated with dehydration severity. Similarly, clinicians’ 

decisions to administer additional intravenous fluids above those prescribed by the treatment 

protocol were not strongly correlated with dehydration severity, suggesting that clinicians’ 

assessments of the need for additional fluids reflect additional factors beyond dehydration 

severity.

Although capillary refill time was significantly different between dehydration severity 

groups, there was substantial overlap between groups, limiting its clinical utility. In addition, 

capillary refill time did not retain a significant association with dehydration severity in 

the multivariable model, suggesting that this measure was no longer useful for predicting 

dehydration severity after accounting for other covariates, particularly laboratory measures. 

Body site and skin and ambient temperatures are all known to influence capillary refill time 

measurement25 and this may have contributed to the lack of utility of this finding in our 

study.

Associations between heart rate and blood pressure z-scores and dehydration severity 

also were inconsistent and some associations were unexpected. In the multivariable 

model, higher diastolic blood pressure was associated with severe dehydration. Although 

this finding appears counterintuitive, several reports have documented that paradoxical 

hypertension often occurs in children with DKA and is more frequent among those 

with more severe acidosis.26 Our findings similarly reflect the complex regulation of 

hemodynamic state during DKA in children.

The lack of consistent associations between hemodynamic and clinical measures and 

dehydration severity in children with DKA may in part be related to variations in 

intravascular volume loss among these children. Weight-based measures of dehydration 

reflect total body fluid losses. However, during DKA, intravascular volume is often 

relatively preserved as a result of high glucose and/or sodium concentrations that create 

osmotic gradients to retain fluid volume within the vasculature. The extent to which this 

process occurs in any given child will depend on the relative losses of sodium and free 

water, and the degree of hyperglycemia, which may vary independent of dehydration 

severity. In comparison to clinical parameters, laboratory measures were more strongly 

linked to dehydration severity, particularly BUN and pH. However, substantial overlap in 

95% confidence intervals for the predictive variables did not allow for development of a 

clinically useful prediction rule to inform rehydration practice.

Contrary to prevalent beliefs that slower rehydration prevents cerebral injury in DKA, the 

PECARN FLUID trial did not find any significant differences in outcomes associated with 

patients randomized to 20 ml/kg fluid bolus and more rapid rehydration for a presumed 

10% fluid deficit versus 10 ml/kg fluid bolus and slower rehydration for a presumed 5% 

fluid deficit.8 Notably, there was a trend towards improved acute neurological status among 

the most severely ill (highly acidotic, more elevated BUN) in the faster fluid arms. Given 

the demonstrated risk of acute kidney injury,10–12 and the risks of other complications 

potentially related to organ hypoperfusion,13, 27, 28 we recommend a more uniform approach 
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to rehydration for children with DKA to begin with a 20 ml/kg bolus of isotonic fluid, 

a standard for dehydrated pediatric patients not in DKA. Based on our data, we further 

recommend an assumption of ~6% dehydration (average for the whole cohort) to calculate 

total replacement fluids in patients with established diabetes presenting in DKA and an 

assumption of ~8% dehydration (average dehydration in the moderate and severe groups) for 

patients with new onset of diabetes or patients with severe acidosis (pH<7.1; lower quartile 

of pH) or elevated BUN (BUN>20 mg/dL; upper quartile of BUN).

This study of dehydration severity in a large, multi-center, prospectively collected cohort 

of children with DKA demonstrates that most have mild-to-moderate dehydration, and 

that children with new onset of diabetes, elevated BUN, and more severe acidosis tend to 

be more severely dehydrated. Although our data show that biochemical measures better 

distinguish severity of dehydration than clinical assessments, neither was sufficient to 

develop a customized approach to calculating fluid deficits based on these characteristics.

Funding/Support:

This study was supported by the Eunice Kennedy Shriver National Institute of Child Health and Human 
Development of the National Institutes of Health (grant No. U01HD062417) and Emergency Medical Services 
for Children Network Development Demonstration Program of the Maternal and Child Health Bureau, Health 
Resources and Services Administration, under cooperative agreement (awards U03MC00008, U03MC00001, 
U03MC00003, U03MC00006, U03MC00007, U03MC22684, and U03MC22685).

Role of the Funder/Sponsor:

The funders had no role in the design and conduct of the study; collection, management, analysis, and interpretation 
of the data; preparation, review, or approval of the manuscript; and decision to submit the manuscript for 
publication.

Abbreviations:

DKA Diabetic ketoacidosis

BUN blood urea nitrogen

FLUID Fluid Therapies Under Investigation

DM diabetes mellitus

CDC Centers for Disease Control and Prevention

ED Emergency Department

REFERENCES:

1. Glaser NS, Ghetti S, Casper TC, Dean JM, Kuppermann N, Pediatric Emergency Care Applied 
Research Network DKAFSG. Pediatric diabetic ketoacidosis, fluid therapy, and cerebral injury: 
the design of a factorial randomized controlled trial. Pediatr Diabetesxs Sep 2013;14(6):435–46. 
doi:10.1111/pedi.12027

2. Mackenzie A, Barnes G, Shann F. Clinical signs of dehydration in children. Lancet Sep 9 
1989;2(8663):605–7. doi:10.1016/s0140-6736(89)90723-x [PubMed: 2570294] 

3. Vega RM, Avner JR. A prospective study of the usefulness of clinical and laboratory parameters 
for predicting percentage of dehydration in children. Pediatr Emerg Care Jun 1997;13(3):179–82. 
doi:10.1097/00006565-199706000-00001 [PubMed: 9220501] 

Trainor et al. Page 10

Ann Emerg Med. Author manuscript; available in PMC 2024 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



4. Koves IH, Neutze J, Donath S, et al. The accuracy of clinical assessment of dehydration 
during diabetic ketoacidosis in childhood. Diabetes Care Oct 2004;27(10):2485–7. doi:10.2337/
diacare.27.10.2485 [PubMed: 15451920] 

5. Sottosanti M, Morrison GC, Singh RN, et al. Dehydration in children with diabetic ketoacidosis: a 
prospective study. Arch Dis Child Feb 2012;97(2):96–100. doi:10.1136/archdischild-2011-300173 
[PubMed: 22241916] 

6. Ugale J, Mata A, Meert KL, Sarnaik AP. Measured degree of dehydration in children and 
adolescents with type 1 diabetic ketoacidosis. Pediatr Crit Care Med Mar 2012;13(2):e103–7. 
doi:10.1097/PCC.0b013e3182231493 [PubMed: 21666534] 

7. Singhi S, Jayashree M. ‘De hydration’ assessment and replacement fluid therapy in diabetic 
ketoacidosis: is there an answer? Pediatr Crit Care Med Mar 2012;13(2):240–1. doi:10.1097/
PCC.0b013e31822882e9 [PubMed: 22391843] 

8. Fagan MJ, Avner J, Khine H. Initial fluid resuscitation for patients with diabetic ketoacidosis: 
how dry are they? Clin Pediatr (Phila) Nov 2008;47(9):851–5. doi:10.1177/0009922808319960 
[PubMed: 18626102] 

9. Kuppermann N, Ghetti S, Schunk JE, et al. Clinical Trial of Fluid Infusion Rates for 
Pediatric Diabetic Ketoacidosis. N Engl J Med Jun 14 2018;378(24):2275–2287. doi:10.1056/
NEJMoa1716816 [PubMed: 29897851] 

10. Huang JX, Casper TC, Pitts C, et al. Association of Acute Kidney Injury During Diabetic 
Ketoacidosis With Risk of Microalbuminuria in Children With Type 1 Diabetes. JAMA Pediatr 
Feb 1 2022;176(2):169–175. doi:10.1001/jamapediatrics.2021.5038 [PubMed: 34842908] 

11. Myers SR, Glaser NS, Trainor JL, et al. Frequency and Risk Factors of Acute Kidney Injury 
During Diabetic Ketoacidosis in Children and Association With Neurocognitive Outcomes. JAMA 
Netw Open Dec 1 2020;3(12):e2025481. doi:10.1001/jamanetworkopen.2020.25481 [PubMed: 
33275152] 

12. Hursh BE, Ronsley R, Islam N, Mammen C, Panagiotopoulos C. Acute Kidney Injury in 
Children With Type 1 Diabetes Hospitalized for Diabetic Ketoacidosis. JAMA Pediatr May 1 
2017;171(5):e170020. doi:10.1001/jamapediatrics.2017.0020 [PubMed: 28288246] 

13. DiMeglio LA, Chaet MS, Quigley CA, Grosfeld JL. Massive ischemic intestinal necrosis at 
the onset of diabetes mellitus with ketoacidosis in a three-year-old girl. J Pediatr Surg Oct 
2003;38(10):1537–9. doi:10.1016/s0022-3468(03)00510-4 [PubMed: 14577083] 

14. Gutierrez JA, Bagatell R, Samson MP, Theodorou AA, Berg RA. Femoral central venous catheter-
associated deep venous thrombosis in children with diabetic ketoacidosis. Crit Care Med Jan 
2003;31(1):80–3. doi:10.1097/00003246-200301000-00012 [PubMed: 12544997] 

15. Kelly AM. Review article: Can venous blood gas analysis replace arterial in emergency medical 
care. Emerg Med Australas Dec 2010;22(6):493–8. doi:10.1111/j.1742-6723.2010.01344.x 
[PubMed: 21143397] 

16. Pottel H, Mottaghy FM, Zaman Z, Martens F. On the relationship between glomerular filtration 
rate and serum creatinine in children. Pediatr Nephrol May 2010;25(5):927–34. doi:10.1007/
s00467-009-1389-1 [PubMed: 20012996] 

17. Ostchega Y, Porter KS, Hughes J, Dillon CF, Nwankwo T. Resting pulse rate reference data for 
children, adolescents, and adults: United States, 1999–2008. Natl Health Stat Report Aug 24 2011;
(41):1–16.

18. National High Blood Pressure Education Program Working Group on High Blood Pressure in C, 
Adolescents. The fourth report on the diagnosis, evaluation, and treatment of high blood pressure 
in children and adolescents. Pediatrics Aug 2004;114(2 Suppl 4th Report):555–76. [PubMed: 
15286277] 

19. Prevention CfDCa. A SAS Program for the 2000 CDC Growth Charts (ages 0 to <20 years) 
Accessed December 2020, https://www.cdc.gov/nccdphp/dnpao/growthcharts/resources/sas.htm

20. de Onis M, Martorell R, Garza C, Lartey A, Reference WMG. WHO Child Growth 
Standards based on length/height, weight and age. Acta Paediatr Apr 2006;95:76–85. 
doi:10.1080/08035320500495548

21. Kuczmarski RJ, Ogden CL, Guo SS, et al. 2000 CDC Growth Charts for the United States: 
methods and development. Vital Health Stat 11 May 2002;(246):1–190.

Trainor et al. Page 11

Ann Emerg Med. Author manuscript; available in PMC 2024 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.cdc.gov/nccdphp/dnpao/growthcharts/resources/sas.htm


22. Rosenbloom AL, Hanas R. Diabetic ketoacidosis (DKA): treatment guidelines. Clin Pediatr (Phila) 
May 1996;35(5):261–6. doi:10.1177/000992289603500506 [PubMed: 8804545] 

23. Schade DS, Eaton RP. Diabetic ketoacidosis--pathogenesis, prevention and therapy. Clin 
Endocrinol Metab Jul 1983;12(2):321–38. doi:10.1016/s0300-595x(83)80044-9 [PubMed: 
6409466] 

24. Schwenk WF 2nd, Haymond MW. Treatment of diabetic ketoacidosis in children and young adults. 
Prim Care Dec 1983;10(4):663–76. [PubMed: 6425880] 

25. Fleming S, Gill P, Jones C, et al. Validity and reliability of measurement of capillary refill 
time in children: a systematic review. Arch Dis Child Mar 2015;100(3):239–49. doi:10.1136/
archdischild-2014-307079 [PubMed: 25260515] 

26. DePiero A, Kuppermann N, Brown KM, et al. Hypertension during Diabetic Ketoacidosis 
in Children. J Pediatr Aug 2020;223:156–163 e5. doi:10.1016/j.jpeds.2020.04.066 [PubMed: 
32387716] 

27. Glaser N Cerebral injury and cerebral edema in children with diabetic ketoacidosis: could 
cerebral ischemia and reperfusion injury be involved? Pediatr Diabetes Dec 2009;10(8):534–41. 
doi:10.1111/j.1399-5448.2009.00511.x [PubMed: 19821944] 

28. Quiros JA, Marcin JP, Kuppermann N, et al. Elevated serum amylase and lipase in 
pediatric diabetic ketoacidosis. Pediatr Crit Care Med Jul 2008;9(4):418–22. doi:10.1097/
PCC.0b013e318172e99b [PubMed: 18496406] 

Trainor et al. Page 12

Ann Emerg Med. Author manuscript; available in PMC 2024 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 1: 
Study participants after exclusions
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Figure 1a. 
(Online only) Area under the receiver operating characteristic curve (AUC) of severe vs. 

mild or moderate dehydration and predictors: heart rate, systolic blood pressure, diastolic 

blood pressure, capillary refill time (≥2 vs <2 seconds), BUN, creatinine, glucose-corrected 

sodium, pH, pCO2, glucose, and anion gap.
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Figure 2: 
Associations between estimated probabilities of mild, moderate, and severe dehydration and 

biochemical variables in children with new-onset and previously diagnosed diabetes.

Estimated probabilities are ploted as circles

Lines presented the expected probablity assuming mean values of all other covariates

Pointwise 95% confidence limits are shown as shaded regions
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Table 1.

Clinical and biochemical characteristics of dehydration severity groups. Mean (SD) or N (%).*†

Mild (0-<5%)
(N = 379)

Moderate (5-<10%)
(N = 343)

Severe (10% 
or more)
(N = 89)

Difference Between 
Moderate & Mild

(95% CI)

Difference Between 
Severe & Mild

(95% CI)

Age (years) 11.8 (3.8) 11.9 (3.8) 10.6 (4.1) 0.1 (−0.5, 0.7) −1.2 (−2.2, −0.3)

Sex: Male 157 (41.4%) 160 (46.6%) 49 (55.1%) 5.2% (−2.0, 12.5) 13.6% (2.2, 25.1)

New onset 163 (43.0%) 171 (49.9%) 57 (64.0%) 6.8% (−0.4, 14.1) 21.0% (9.9, 32.2)

Baseline BUN (mg/dL) 16.1 (6.4) 16.9 (6.3) 18.5 (10.5) 0.9 (−0.1, 1.8) 2.4 (−0.0, 4.9)

Baseline Creatinine z-score 0.9 (1.2) 1.1 (1.4) 1.5 (1.7) 0.2 (0.1, 0.4) 0.6 (0.2, 1.0)

Baseline Glucose-Corrected 
Sodium (mEq/L)

140.4 (4.8) 141.8 (5.3) 143.1 (6.0) 1.4 (0.6, 2.1) 2.7 (1.4, 4.1)

Baseline Bicarbonate 
(mEq/L)

9.4 (3.1) 8.6 (3.2) 8.3 (3.1) −0.8 (−1.3, −0.3) −1.1 (−1.8, −0.4)

Baseline pH 7.18 (0.09) 7.15 (0.10) 7.14 (0.11) −0.03 (−0.05, −0.02) −0.04 (−0.07, −0.02)

Baseline Glucose (mg/dL) 498 (146) 518 (169) 553 (166) 20 (−3, 43) 55 (17, 93)

Baseline pCO2 (mm Hg) 26.4 (6.9) 26.3 (6.8) 26.5 (9.4) −0.1 (−1.1, 0.9) 0.1 (−2.1, 2.3)

Baseline Anion Gap (mEq/L) 30.9 (5.8) 33.1 (5.9) 33.0 (6.6) 2.2 (1.3, 3.1) 2.1 (0.5, 3.7)

Baseline Heart Rate z-score‡ 2.9 (1.7) 3.1 (1.8) 3.4 (1.9) 0.2 (−0.1, 0.5) 0.5 (−0.0, 0.9)

Baseline Systolic Blood 

Pressure z-score‡
1.3 (1.3) 1.2 (1.2) 1.7 (1.2) −0.1 (−0.3, 0.1) 0.4 (0.1, 0.7)

Baseline Diastolic Blood 

Pressure z-score‡
0.9 (1.1) 0.9 (1.0) 1.4 (1.0) 0.0 (−0.1, 0.2) 0.5 (0.3, 0.8)

Capillary refill time evaluated 
at ED presentation

 Not Documented 14 (3.7%) 12 (3.5%) 3 (3.4%) −0.2% (−2.9, 2.5) −0.3% (−4.5, 3.9)

 < 2 seconds 224 (59.1%) 177 (51.6%) 38 (42.7%) −7.5% (−14.7, −0.3) −16.4% (−27.8, −5.0)

 2–5 seconds 138 (36.4%) 152 (44.3%) 46 (51.7%) 7.9% (0.8, 15.1) 15.3% (3.8, 26.7)

 > 5 seconds 3 (0.8%) 2 (0.6%) 2 (2.2%) −0.2% (−1.4, 1.0) 1.5% (−1.8, 4.7)

ED Evaluation GCS Score

 12 2 (0.5%) 1 (0.3%) 1 (1.1%) −0.2% (−1.2, 0.7) 0.6% (−1.7, 2.9)

 13 1 (0.3%) 8 (2.3%) 3 (3.4%) 2.1% (0.4, 3.7) 3.1% (−0.7, 6.9)

 14 15 (4.0%) 22 (6.4%) 8 (9.0%) 2.5% (−0.8, 5.7) 5.0% (−1.2, 11.3)

 15 361 (95.3%) 312 (91.0%) 77 (86.5%) −4.3% (−8.0, −0.6) −8.7% (−16.1, −1.3)

Weight was measured prior to 
initial IV treatment

325 (85.8%) 272 (79.3%) 70 (78.7%) −6.5% (−12.0, −0.9) −7.1% (−16.3, 2.1)

Initial weight z-score adjusted 

for sex and age‡
0.2 (1.1) −0.2 (1.3) −0.8 (1.0) −0.5 (−0.6, −0.3) −1.0 (−1.2, −0.7)

Discharge weight z-score 

adjusted for sex and age‡
0.4 (1.1) 0.2 (1.2) 0.1 (0.9) −0.2 (−0.4, −0.0) −0.3 (−0.5, −0.1)

Dehydration severity (% 
change in body weight from 
admission to discharge)

2.9 (1.4) 7.1 (1.4) 12.7 (3.5) 4.2 (4.0, 4.4) 9.9 (9.1, 10.6)

BUN=blood urea nitrogen; ED=emergency department; GCS=Glasgow Coma Scale

†
Number of DKA Episodes with missing values were as follows for mild, moderate, and severe dehydration categories respectively: Baseline BUN, 

22, 20, 9; Baseline Creatinine, 22, 20, 10; Baseline Glucose-Corrected Sodium, 13, 7, 3; Baseline Bicarbonate, 10, 7, 2; Baseline pH, 16, 17, 7; 
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Baseline pCO2, 17, 18, 7; Baseline Anion Gap, 29, 29, 9; Baseline Heart Rate z-score, 48, 59, 11; Baseline Systolic and Diastolic Blood Pressure 

z-scores, 51, 65, 11.

‡
Adjusted for age and sex using reference norms; blood pressure additionally adjusted for height when available.
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Table 1a.

(online only) Characteristics of the included and excluded DKA episodes. Mean (SD) or N (%).†

 Included (N = 811)  Excluded (N = 578) Difference (95% CI)

Age (years) 11.7 (3.9) 11.5 (4.3) −0.3 (−0.7, 0.2)

Sex: Male 366 (45.1%) 284 (49.1%) 4.0% (−1.3, 9.3)

New onset 391 (48.2%) 265 (45.8%) −2.4% (−7.7, 3.0)

Baseline BUN (mg/dL) 16.7 (7.0) 17.9 (8.7) 1.3 (0.4, 2.1)

Baseline Creatinine z-score 1.0 (1.4) 1.3 (1.7) 0.2 (0.1, 0.4)

Baseline Glucose-Corrected Sodium (mEq/L) 141.3 (5.2) 140.7 (5.2) −0.5 (−1.1, 0.0)

Baseline Bicarbonate (mEq/L) 8.9 (3.2) 8.9 (3.3) 0.0 (−0.4, 0.3)

Baseline pH 7.16 (0.10) 7.16 (0.11) −0.01 (−0.02, 0.01)

Baseline Glucose (mg/dL) 513 (159) 535 (154) 22 (5, 39)

Baseline pCO2 (mm Hg) 26.4 (7.1) 25.6 (7.6) −0.8 (−1.6, −0.0)

Baseline Anion Gap (mEq/L) 32.1 (6.0) 32.1 (6.2) 0.0 (−0.7, 0.7)

Baseline Heart Rate z-score‡ 3.1 (1.8) 3.1 (1.8) 0.1 (−0.1, 0.3)

Baseline Systolic Blood Pressure z-score‡ 1.3 (1.3) 1.3 (1.4) 0.0 (−0.2, 0.1)

Baseline Diastolic Blood Pressure z-score‡ 0.9 (1.1) 1.0 (1.1) 0.0 (−0.1, 0.1)

Capillary refill time evaluated at ED presentation

 Not Documented 29 (3.6%) 31 (5.4%) 1.8% (−0.5, 4.0)

 < 2 seconds 439 (54.1%) 301 (52.1%) −2.1% (−7.4, 3.3)

 2–5 seconds 336 (41.4%) 239 (41.3%) −0.1% (−5.3, 5.2)

 > 5 seconds 7 (0.9%) 7 (1.2%) 0.3% (−0.7, 1.4)

ED Evaluation GCS 14 or lower 61 (7.5%) 80 (13.8%) 6.3% (3.0, 9.7)

Weight was measured prior to initial IV treatment 667 (82.2%) 477 (82.5%) 0.3% (−3.8, 4.3)

Initial weight z-score adjusted for sex and age‡ −0.1 (1.2) −0.1 (1.3) 0.0 (−0.1, 0.2)

Discharge weight z-score adjusted for sex and age‡ 0.3 (1.1) 0.2 (1.2) −0.1 (−0.2, 0.1)

Dehydration severity (% change in body weight from admission to 
discharge)

5.7 (3.6) 4.5 (4.4) −1.3 (−1.8, −0.7)

†
Number of DKA Episodes with missing values were as follows for Included, Excluded respectively: BUN 51, 27; Creatinine 52, 30; Glucose-

Corrected Sodium 23, 13; Bicarbonate 19, 12; pH 40, 15; pCO2 42, 19; Anion Gap 67, 51; Heart Rate 118, 64; Blood Pressure 127, 76, discharge 

weight 0, 261; dehydration severity 0, 261.

‡
Adjusted for age and sex using reference norms; blood pressure additionally adjusted for height when available.
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Table 2.

Multivariable multinomial regression models predicting dehydration severity based on characteristics at 

presentation*

Odds-Ratios (95% Confidence Intervals) †

Partially Adjusted Models Final Adjusted Model

Moderate vs Mild Severe vs Mild Moderate vs Mild Severe vs Mild

Clinical Criteria 

New Onset (vs. previously diagnosed) ‡ 1.43 (1.03, 1.99) 2.04 (1.21, 3.46) 1.86 (1.11, 3.11) 2.63 (1.18, 5.83)

Diastolic Blood Pressure (z-score) ⁋ 1.02 (0.87, 1.20) 1.49 (1.15, 1.92) 1.09 (0.86, 1.37) 1.74 (1.18, 2.58)

Capillary refill time ≥ 2 seconds (vs. <2) 1.40 (1.04, 1.90) 2.05 (1.27, 3.32) 1.01 (0.67, 1.51) 1.42 (0.74, 2.73)

Sex: Male (vs. Female) ‡ 1.22 (0.91, 1.64) 1.72 (1.08, 2.75) 1.05 (0.72, 1.54) 1.25 (0.67, 2.32)

Systolic Blood Pressure (z-score) ⁋ 0.94 (0.83, 1.07) 1.24 (1.02, 1.51) 0.82 (0.68, 0.99) 0.91 (0.67, 1.24)

Heart Rate (Z-score) ⁋ 1.09 (0.99, 1.20) 1.32 (1.14, 1.54) 0.95 (0.83, 1.09) 1.08 (0.87, 1.34)

Age (years) ‡ 1.03 (0.98, 1.07) 0.96 (0.90, 1.02) 1.04 (0.98, 1.10) 0.98 (0.90, 1.08)

Laboratory Criteria 

pH (0.1 units) 0.67 (0.57, 0.79) 0.56 (0.44, 0.72) 0.69 (0.55, 0.88) 0.81 (0.56, 1.16)

Creatinine(z-score) ⁋ 1.22 (1.08, 1.39) 1.53 (1.28, 1.83) 1.11 (0.91, 1.35) 1.15 (0.87, 1.53)

BUN (mg/dL) 1.04 (1.01, 1.07) 1.07 (1.04, 1.11) 1.03 (0.99, 1.07) 1.07 (1.01, 1.14)

Glucose-corrected Sodium (mEq/L) 1.06 (1.03, 1.09) 1.11 (1.06, 1.16) 1.02 (0.98, 1.07) 1.06 (0.99, 1.13)

Glucose (per 100 mg/dL increase) 1.09 (0.99, 1.21) 1.20 (1.05, 1.38) 0.96 (0.83, 1.10) 0.96 (0.79, 1.17)

Anion Gap (mEq/L) 1.08 (1.05, 1.11) 1.09 (1.04, 1.14) 1.05 (1.01, 1.10) 1.03 (0.96, 1.09)

pCO2 (mm Hg) 1.00 (0.98, 1.02) 1.01 (0.98, 1.05) 1.00 (0.97, 1.03) 1.00 (0.96, 1.05)

Bicarbonate (mEq/L) 0.92 (0.88, 0.97) 0.89 (0.82, 0.96) ‡ ‡

BUN=blood urea nitrogen

*
Complete data were available for N=556 of the 811 visits and were included in the final adjusted model.

†
Odds ratios are estimating the change in odds of moderate or severe dehydration versus mild dehydration based on a one- unit change in the 

predictor except where indicated. All predictors were measured at baseline prior to treatment initiation. Clinical and laboratory criteria are sorted 
separately by descending absolute log odds ratio comparing severe vs. mild dehydration in the final adjusted model.

‡
Age, sex and new onset of diabetes were included in partially adjusted models. Partially adjusted results for age, sex and new onset are from a 

multivariable model with those three variables. The final adjusted model included all variables shown; bicarbonate was excluded due to correlation 
with pH.

⁋
Z-scores were calculated as (observed –expected)/standard deviation, where a 1 unit change is equal to a 1 standard deviation change. Expected 

mean diastolic blood pressure values range from 35 to 77 mm Hg depending on age, sex and height, with an assumed standard deviation ranging 
from 11.0 to 11.6; expected systolic blood pressure values range from 78 to 127 mm Hg depending on age, sex and height, with an assumed 
standard deviation ranging from 10.5 to 10.7; expected heart rate values range from 69 to 127 beats/min depending on age and sex, with an 
assumed standard deviation of 12; expected creatinine values range 0.26 mg/dL for the youngest patients to 0.6 mg/dL for children 14 years old and 
older, with an assumed standard deviation of 0.2143.
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Table 2a.

Multivariable multinomial regression models predicting dehydration severity based on characteristics at 

presentation, including only those DKA episodes for whom weight was measured prior to initial IV treatment. 
*

Odds-Ratios (95% Confidence Intervals) †

Partially Adjusted Models Final Adjusted Model

Moderate vs Mild Severe vs Mild Moderate vs Mild Severe vs Mild

Clinical Criteria 

New Onset (vs. previously 1.34 (0.94, 1.92) 1.87 (1.04, 3.36) 1.76 (1.00, 3.10) 2.68 (1.04, 6.87)

diagnosed) ‡

Diastolic Blood Pressure (z-score) ⁋ 0.98 (0.82, 1.17) 1.49 (1.12, 1.98) 1.01 (0.78, 1.31) 1.96 (1.23, 3.14)

Capillary refill time ≥ 2 seconds (vs. <2) 1.33 (0.95, 1.85) 1.86 (1.09, 3.18) 0.83 (0.54, 1.28) 1.48 (0.70, 3.10)

Systolic Blood Pressure (z-score) ⁋ 0.91 (0.78, 1.04) 1.10 (0.88, 1.38) 0.85 (0.69, 1.03) 0.80 (0.55, 1.16)

Sex: Male (vs. Female) ‡ 1.09 (0.78, 1.51) 1.73 (1.03, 2.93) 0.87 (0.58, 1.32) 1.13 (0.55, 2.33)

Heart Rate (z-score) ⁋ 1.09 (0.98, 1.21) 1.33 (1.12, 1.58) 0.99 (0.86, 1.15) 1.11 (0.86, 1.43)

Age (years) ‡ 1.02 (0.98, 1.07) 0.95 (0.89, 1.02) 1.03 (0.97, 1.10) 0.99 (0.89, 1.10)

Laboratory Criteria 

Glucose-corrected Sodium (mEq/L) 1.08 (1.04, 1.12) 1.15 (1.09, 1.21) 1.04 (0.99, 1.10) 1.12 (1.03, 1.21)

pH (0.1 units) 0.69 (0.57, 0.82) 0.62 (0.47, 0.82) 0.74 (0.57, 0.96) 1.11 (0.70, 1.74)

BUN (mg/dL) 1.03 (1.00, 1.06) 1.07 (1.02, 1.12) 1.02 (0.97, 1.06) 1.09 (1.01, 1.16)

Creatinine(z-score) ⁋ 1.28 (1.09, 1.50) 1.57 (1.24, 1.99) 1.07 (0.86, 1.34) 1.08 (0.74, 1.57)

Glucose (per 100 mg/dL increase) 1.09 (0.97, 1.21) 1.19 (1.02, 1.40) 0.91 (0.78, 1.06) 0.95 (0.75, 1.20)

pCO2 (mm Hg) 0.99 (0.97, 1.02) 0.99 (0.95, 1.03) 1.00 (0.96, 1.03) 0.96 (0.90, 1.02)

Anion Gap (mEq/L) 1.09 (1.06, 1.13) 1.11 (1.06, 1.17) 1.06 (1.02, 1.11) 1.04 (0.96, 1.12)

Bicarbonate (mEq/L) 0.89 (0.84, 0.94) 0.90 (0.82, 0.99) ‡ ‡

BUN=blood urea nitrogen

*
Complete data were available for 476 of 667 visits and were included in the final adjusted model.

†
Odds ratios are estimating the change in odds of moderate or severe dehydration versus mild dehydration based on a one- unit change in the 

predictor except where indicated. All predictors were measured at baseline prior to treatment initiation. Clinical and laboratory criteria are sorted 
separately by descending absolute log odds ratio comparing severe vs. mild dehydration in the final adjusted model.

‡
Age, sex and new onset of diabetes were included in partially adjusted models. Partially adjusted results for age, sex and new onset are from a 

multivariable model with those three variables. The final adjusted model included all variables shown; bicarbonate was excluded due to correlation 
with pH

⁋
Z-scores were calculated as (observed –expected)/standard deviation, where a 1 unit change is equal to a 1 standard deviation change. Expected 

mean diastolic blood pressure values range from 35 to 77 mm Hg depending on age, sex and height, with an assumed standard deviation ranging 
from 11.0 to 11.6; expected systolic blood pressure values range from 78 to 127 mm Hg depending on age, sex and height, with an assumed 
standard deviation ranging from 10.5 to 10.7; expected heart rate values range from 69 to 127 beats/min depending on age and sex, with an 
assumed standard deviation of 12; expected creatinine values range 0.26 mg/dL for the youngest patients to 0.6 mg/dL for children 14 years old and 
older, with an assumed standard deviation of 0.2143.
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Table 3.

Treatment received and clinical outcomes by dehydration severity calculated as the percent change in body 

weight from admission to discharge *

Measures of treatment received and 
outcomes

Mild (0-<5%) 
(N = 379)

Moderate (5-
<10%) (N = 

343)

Severe 
(≥10%) (N = 

89)

Difference 
Between Moderate 
& Mild (95% CI)

Difference 
Between Severe & 

Mild (95% CI)

Time to transition to subcutaneous 

insulin (hours): Mean (SD)†
12.5 (6.4) 14.4 (6.1) 14.2 (6.0) 1.9 (0.9, 2.8) 1.7 (0.3, 3.1)

Hospital length of stay (hours) for new 
onset patients: Mean (SD)

55.2 (19.6) 60.9 (18.2) 64.6 (16.3) 5.7 (1.7, 9.8) 9.4 (4.1, 14.7)

Hospital length of stay (hours) for 
previously diagnosed patients: Mean 
(SD)

32.7 (16.4) 42.2 (18.0) 48.7 (19.7) 9.5 (6.0, 13.0) 16.0 (8.6, 23.4)

Mental status decline (Confirmed GCS 

score drop to <14)‡
3 (0.8%) 7 (2.1%) 3 (3.5%) 1.3% (−0.5, 3.0) 2.7% (−1.3, 6.7)

Received more than the prescribed IV 
Bolus amount per assigned FLUID 
protocol

50 (13.2%) 60 (17.5%) 12 (13.5%) 4.3% (−1.0, 9.6) 0.3% (−7.6, 8.2)

Received more than the prescribed fluid 

amount per assigned FLUID protocol§
123 (32.5%) 141 (41.1%) 38 (42.7%) 8.8% (1.8, 15.9) 10.2% (−1.2, 21.5)

Volume of additional fluid received 
(ml/kg) per assigned FLUID protocol: 

Mean (SD) ‖

6.3 (8.8) 6.0 (7.2) 6.8 (8.1) −0.3 (−2.3, 1.6) 0.5 (−2.6, 3.5)

GCS, Glasgow Coma Scale

*
Dehydration Severity Scale: Mild (0-<5%), Moderate (5-<10%), Severe (≥ 10%)

†
Missing for 5 participants (2 mildly dehydrated, 1 moderately dehydrated, 2 severely dehydrated)

‡
Restricted to participants with GCS score ≥14 at study enrollment (376 mildly dehydrated, 338 moderately dehydrated, 86 severely dehydrated)

§
Missing data for 3 participants (1 mildly dehydrated, 2 moderately dehydrated).

‖
Restricted to participants who received more than the prescribed FLUID protocol amount.
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