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ABSTRACT
Background: The present study aimed to determine the mean blood glucose during the first 24 h post-surgery and its
relation with the source of calorie intake.
Methods: The data of the current observational retrospective study was collected from hospital medical records. A
total of 45 neonates suffering from atresia in different parts of the gastrointestinal tract, who were candidates for open
abdominal surgery from September to October 2016 were selected. Blood glucose within 24 h after the surgery were
taken four times using a glucometer. Moreover, the mean blood glucose during this period was calculated. Independent
Student's t-test, chi-square test, and logistic regression model were performed to assess the association of postoperative blood glucose with calorie and macronutrient intakes.
Results: In one third of neonates, the mean blood glucose of the samples during the first day after the surgery was
≥180 mg/dl and the rest of them had mean blood glucose of 40-179 mg/dl. There was a significant relationship
between blood glucose BG≥180 mg/dl and calorie (P=0.001), macronutrient (carbohydrate (P<0.001), and fat
(P=0.04)) intakes. After adjustment of confounding variables, carbohydrate intake was found as an independent factor
in increasing BG≥180 mg/dl during the first 24 h after the surgery (P=0.01). In addition, fat intake was observed as an
effective factor in decreasing BG≥180 mg/dl during this time (P=0.04).
Conclusion: The present study revealed that there was a significant relationship between mean blood glucose during
the first 24 h after the surgery and intake of macronutrients (carbohydrate and fat).
Keywords: Hyperglycemia, Macronutrients Intake, NICU, Post-surgery

Introduction

Surgery is a major cause of stress due to the
disruption of homeostasis and physical balance
(1). Several studies have shown that the mortality
rate increases after the surgery in infants aged<30
days (2-5). Therefore, it is essential to determine
the important post-surgery risk factors affecting
treatment outcomes (6, 7).
Hyperglycemia is common in critically ill
patients. Many factors cause hyperglycemia (e.g.,
high glucose injection, inability to uptake glucose,
defect in the hormones regulating glucose,

infection, respiratory distress, low birth weight,
pain, duration of the surgery, calorie intake, and
post-operation macronutrient intake)(8). High
blood glucose after the surgery in newborns
imposes risks of brain damage, growth
retardation, and lack of acquiring mental skills in
childhood (6).
A neonate requires 100-200 kcal/kg/day of
energy for normal growth, 6-12 mg/kg/min of
carbohydrate, 3 gr/kg/day of protein, and 4
gr/kg/day of fat(9). Since the growth process stops
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at metabolic stress, energy requirement reduces
after the surgery (10, 11). It is recommended to
take 60-70 kcal kg/day energy (13, 12), 4-8
mg/kg/min of 10% dextrose solution , 2 gr/kg/day
of protein, and 1 gr/kg/day of fat (11, 14).
Excessive feeding in this stage can lead to increased
production of endogen fats (11, 15). Furthermore,
prescription of excessive carbohydrates in this
stage can increase blood fatty acids and produce
fat (11, 15) resulting in fatty liver and increased
ventilator
dependence
(16).
Nutritional
intervention for infants undergoing surgery
should be performed to reduce surgery metabolic
complications (8). The present study aimed to
evaluate the clinical and nutritional factors
associated with hyperglycemia after the surgery
in full-term newborns.

Methods

This observational retrospective study is
designed based on medical records. A total of 45
newborns in the neonatal intensive care unit
(NICU) of Dr. Sheikh Hospital, Mashhad, Iran, who
were candidates for open abdominal surgery due
to atresia in different parts of the gastrointestinal
tract were selected from September to October
2016. The infants with insulin injection need or
metabolic disorders, such as diabetes mellitus,
congenital hyperinsulinemia or any other
underlying disease were excluded from the
current study.
Blood glucose samples after the surgery had
been taken by a glucometer (EasyGluco Plus; US
Diagnostics, New York, NY) with an interval of 6 h
and the results were recorded routinely. Four
times interval was considered between each blood
sugar sampling, except for the first 6 h
immediately after the surgery.
Blood glucose of 180 mg/dl was regarded as
cut-off of high blood glucose (17). Consequently,
the patients were categorized into relatively
normal blood glucose group (40-179 mg/dl) and
high blood glucose group (≥180 mg/dl) (18, 19).
None of the infants in the present study had blood
glucose less than 40 mg/dl.
Based on the evidence, the birth weight was
classified into two groups of normal with
weight≥2.5 kg and lower than normal with
weight<2.5 kg. The two groups were compared
according to age at the time of surgery, gender,
birth weight, and ventilator dependence (20).
In parenteral nutrition of these infants,
combined dextrose solution, amino acid, and
intralipid (5-10%, 10%, and 10%) were used,
respectively. Dextrose, amino acid, and intralipid
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solutions were considered (3.4 kcal/ml, 4 kcal/ml,
and 9 Kcal/ml), respectively. Then, the amount
of calorie and macronutrient (carbohydrates,
protein, and fat) intakes through parenteral
nutrition were calculated based on the age at the
time of the surgery and weight of each patient.
Calorie and macronutrient intakes for each
infant were calculated and compared with
the guideline's recommendation for energies
(60-70 kcal/kg/day) and macronutrients (4-8
mg/kg/min of carbohydrate, 2 gr/kg/day of
protein, and 1 gr/kg/day of fat) intake after the
surgery (12, 13) and the collected data were
stated as a percent of the standard intake.
Thereafter, blood glucose groups were compared
based on calories and macronutrients of their diet
and the percentage of the standard calorie and
macronutrient intakes.
Data analysis
Statistical analysis was performed using SPSS
software (version 16). The collected data were
described by frequency tables and mean indices.
Independent student's t-test was used to
investigate the relationship between the mean of
high and relatively normal blood glucose with
quantitative variables. In addition, a chi-square
test was performed for qualitative variables. A
logistic regression model was used for the
adjustment of confounding variables in case of
high blood glucose after the surgery. A p-value of
less than 0.05 was considered statistically
significant.

Results
Basic results
The demographic characteristics of the study
population are shown in Table 1.
Table 2 represents the significant relationship
between the mean of relatively normal and high
blood glucose after the surgery and birth weight
(P<0.001). There were 87.5% infants with
Table 1. Demographic data of 45 infants undergoing surgery
Age (day)
5.5±2.5 a
Male
22 (48.9) b
Gender
Female
23 (51.1) b
Birth Weight
2.52±0.62 a
Birth Weight<2.5 kg
16 (35.6) b
Birth weight≥2.5 kg
29 (64.4) b
Mean blood sugar post-operation
161.55±40.9 a
Mean Blood Sugar=40-179 mg/dl
30 (66.7) b
Mean Blood Sugar≥180 mg/dl
15 (33.3) b
No
24 (53.3) b
Ventilation
Yes
21 (46.7) b
a: Mean±SD
b: Number (percent)

Iranian Journal of Neonatology 2020; 11(1)

Banazadeh V et al

Hyperglycemia and Type of Calorie Intake In the Neonatal Intensive Care Unit in Post- Surgery

hyperglycemia and birth weight<2.5 kg. However,
no significant relationship was observed between
the mean blood glucose after surgery and age,
gender, and ventilator dependency.
A comparison of blood glucose groups based
on calories and macronutrients intakes is
demonstrated in Table 3. The results showed that
the mean of calorie, carbohydrate, and protein
intakes were higher in the hyperglycemic group
than the relatively normal glycemic group.
However, the mean of fat intake was higher in the
relatively normal glycemic group than the
hyperglycemic group. This difference between the
groups in intakes of calorie, carbohydrate, and fat
was significant (P=0.001, P<0.001, P=0.04),
respectively; however, protein intake was not
significantly different between the two groups.
In addition, it was observed that the
hyperglycemic group received calorie, carbohydrate,
and protein close to the optimal values, in the
comparison of the percentage of intake from
optimal values. This difference was significant

between groups in calories and carbohydrate
intakes (P=0.001, P<0.001), respectively.
However, protein intake was not significantly
different between the two groups, compared to
the optimal values.
The obtained findings showed that although fat
intake was close to the optimal values in the
hyperglycemic group, it was 1.5 times higher than
the optimal values in the relatively normal
glycemic group, and this difference was significant
between the two groups (P=0.04).
In order to predict the impact of the
macronutrient intake (carbohydrate, protein, and
fat) on blood glucose≥180 mg/dl, a logistic
regression model was conducted. As it is
demonstrated in Table 4, carbohydrate intake was
considered an independent factor influencing the
blood glucose≥180 mg/dl (P=0.01, 95% CI for EXP
(B): 1.02-1.15). Furthermore, fat intake was
regarded as an effective factor decreasing blood
glucose to 180 mg/dl (P=0.04, CI for EXP (B):
0.87-0.99).

Table 2. Comparison of blood glucose groups based on age, gender, weight, and ventilator dependency
Mean Blood Sugar
40-179 mg/dl
≥180 mg/dl
Age (day)
5.30±2.68 a
5.93±2.28 a
Male
12 (54.5) c
10 (45.5 ) c
Gender
Female
18 (78.3) c
5 (21.7) c
<2.5
2 (12.5) c
14 (87.5) c
Birth weight (kg)
≥2.5
28 (96.6) c
1 (3.4) c
No
18 (75) c
6 (25) c
Ventilation
Yes
12 (57.1) c
9 (42.9) c
a: Mean±SD
b: Independent student’s t-test
c: Number (percent)
d: Chi-square test
Bold value is statistically significant.
Table 3. Comparison of blood glucose groups based on calories and macronutrient intakes
Mean blood sugar post-operation
40-179 mg/dl
Energy(kcal/kg/day)
52.56±13.88a
Carbohydrate (gr/kg/day)
7.39±1.67 a
TPN
Protein (gr/kg/day)
1.89±0.94 a
Fat(gr/kg/day)
1.71±1 a
Energy
80.86±21.35 a
Intake from Standard
Carbohydrate
62.93±14.25 a
TPN (%)
Protein
94.79±47.44 a
Fat
154.13±90.19 a
a: Mean±SD
b: Independent student’s t-test
TPN: Total parenteral nutrition
Bold values are statistically significant.
Table 4. Effect of macronutrients intake on blood glucose levels≥180 mg/dl
Macronutrients
pa
Carbohydrate (gr/kg/day)
0.01
Protein (gr/kg/day)
0.42
Fat (gr/kg/day)
0.04
a: Logistic Regression model
EXP(B): the exponentiation of the coefficients
Bold values are statistically significant.
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EXP(B)
1.08
0.95
0.93

p
0.43 b
0.09 d
0.001 d
0.2 d

≥180 mg/dl
68.68±16.44 a
12.65±3.12 a
2.02±0.91a
1.1±0.76 a
105.67±25.3 a
107.67±26.63 a
101.23±45.75 a
99.8±68.71 a

p
0.001b
<0. 001b
0.6 b
0.04 b
0.001b
<0. 001b
0.6 b
0.04b

95% C.I. for EXP(B)
1.02-1.15
0.86-1.06
0.87-0.99
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Discussion
The present study aimed to determine the
relationship of post-surgical calorie and
macronutrient intakes (carbohydrates, protein,
and fat) with high blood glucose in the neonates
admitted to the neonatal intensive care unit. To
the best of the authors' knowledge, the current
research was the first study which compared the
value of macronutrient intake to optimal values
through parenteral nutrition, and then evaluated
the mean blood glucose after the surgery based on
the obtained values.
To this date, there is no consensus agreement
in determining the cut-off values of high blood
glucose for infants in the NICU (21). Most studies
have examined the cut-off values of hyperglycemia
in NICU on children's age group (22-24, and 19),
while our study's population were full-term
newborns with the mean age of 5.5 days and mean
birth weight of 2.52 kg who were candidates for
the open abdominal surgery.
The mean of blood glucose which was obtained
through four times post-surgery measurements
was the assessment criteria in the present study.
However, in other studies, the assessment criteria
were the highest blood glucose levels during one
or two times post-surgery measurements (19, 22).
None of the infants in our study had blood glucose
less than 40 mg/dl. Therefore, in previous studies,
blood glucose>150 mg/dl was considered a cut-off
for high blood glucose and blood glucose≥180
mg/dl as extremely high blood glucose requiring
intervention (1, 19, 23, and 24). However, in the
present study, the blood glucose of 40-179 mg/dl
was regarded as relatively normal blood glucose
and blood glucose≥180 mg/dl as hyperglycemia.
Our study group had approximately equal
gender ratio (i.e., female=male) and 35.6% low
birth weight. Ventilator dependency was observed
in 46.7% of the patients. The mean blood glucose
post-surgery in the selected population was
161.55 mg/dl. Moreover, in one-third of infants,
the mean of post-operative blood glucose
was≥180 mg/dl.
In line with the findings of the present study,
several studies, such as Yang Wu et al. reported a
high incidence of hyperglycemia in neonates
undergoing abdominal surgery (25).
Perhaps some of these factors, including the
way of initiating feeding, diet composition,
trauma, tissue damage, and finally post-operative
care can be directly related to the changes
in blood glucose levels (8). Post-operative
hyperglycemia has several consequences (e.g.,
increased risk of infection, delayed wound
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healing, ventilator dependence, length of stay, and
mortality rate) (6, 26). Most studies have shown a
high prevalence of hyperglycemia and the
importance of monitoring blood glucose in these
conditions (27-29). Pieces of evidence explained
significant difference between pre- and early
hour's post-operative blood glucose levels (28).
Hays et al. reported that a major cause of postoperative hyperglycemia is the effect of anesthetic
injections and the release of catechol amines and
cortisol (5).
According to the evidence, prolonged increase
in blood glucose, lactate, pyruvate, and serum
fatty acids during the first 12 h after the surgery
may be due to the high rate of glycogenlysis,
gluconeogenesis, and lipolysis in critical
conditions (29).
It was observed that 87.5% of infants with low
birth weight were hyperglycemic (P<0.001).
Similar to this result, in a study conducted by
G.Srinivasa et al., blood glucose level after the
surgery was inversely associated with birth
weight (28). Low birth weight is a primary risk
factor in the development of hyperglycemia (4).
The novelty of the present study was in
comparing the blood glucose during the first 24 h
post-surgery with calorie and macronutrient
intakes. Our results showed that calorie (P=0.001)
and carbohydrate (P<0.001) intakes were higher
in the hyperglycemic group than relatively normal
glycemic group. In addition, it was observed that
energy intake from fat sources was inversely
related to increased blood glucose after the
surgery. Fat intake was less in hyperglycemic
infants than relatively normal glycemic infants
(P=0.04). These results were similar when their
intakes, were compared with optimal amount of
calories and macronutrients after the surgery (4-8
mg/kg/min of carbohydrates, 2 gr/kg/day of
protein, 1 gr/kg/day of fat, and energy to maintain
65 kcal/kg/day of weight) (13,16). As a result,
calorie, carbohydrate, and protein intakes were in
the optimal range in hyperglycemic group. In
contrast, fat intake was approximately 1.5 times
higher than optimal amounts for relatively normal
glycemic infants.
Robert. W, et al. revealed that the energy
requirement is reduced after the surgery in
infants because of a halt in the growth progress.
Excessive energy intake leads to more CO2 and
lipogenesis production. In the mentioned study,
the mean of calorie intake after the operation was
measured at 64.56±18.51 kcal/kg/day and in
comparison with the amount needed by indirect
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calorimetry, it was observed that approximately
50% more calorie is prescribed than the predicted
energy in hyperglycemic infants after the
abdominal surgery (10). In critical condition after
the surgery, infants need for energy does not
increase and excessive calorie has undesirable
impacts on clinical outcomes (30). In a study
carried out by Nilesh et al., in comparison with
indirect calorimetry in 83% of infants admitted to
NICU, more than 8,000 kcal/week excessive
energy was prescribed leading to an increase in
the length of stay and ventilator dependency (31).
In our logistic regression model, carbohydrate
intake was observed as an effective factor in the
elevation of blood glucose; therefore, in the
current study per each gram of carbohydrate in
parenteral nutrition, the probability of high blood
glucose≥180 mg/dl increased by 8%.
In a study conducted by M.O. Jones et al.
different values of carbohydrate (10-25 gr/kg/day)
were examined. Their observations showed that
when glucose intake reached more than 18
gr/kg/day, the V̇ O2 (oxygen consumption), V̇ CO2
(carbon dioxide elimination), REE (Resting Energy
Expenditure), and respiratory rate increased. In
addition, respiratory quotient rose higher than 1
gr/kg/day. They concluded that when there is
maximum glucose intake, pure oxidation of fat
stops and endogen fat production begins.
Moreover, the thermic effect of glucose increases
and efficiency of body in metabolizing glucose
reduces, leading to increased levels of blood
glucose (32). Reduced glucose injection after the
surgery safely prevents hyperglycemia in children
(17). The initial dose of intravenous injection of
glucose is an important risk factor in the
development of hyperglycemia. Intravenous
injection of glucose higher than 3-4 mg/kg/min
after the surgery is associated with permanent
hyperglycemia (27).
The comparison of the mean blood glucose
levels in the two groups based on receiving fat
emulsion through parenteral nutrition showed
that per each gram of fat intake, the possibility of
blood glucose levels≥180 mg/dl reduced to 7%.
Effects of fat emulsion intake on blood glucose
after the surgery was evaluated in different
studies; however, discrepancies were observed
in several studies. In some studies, the
administration of fat emulsions through
parenteral nutrition has been reported as a
reason for increase in blood glucose as much as
24% more than the normal values (17, 33).
At the time of adding glucose and amino acids
to intravenous fat emulsions, the fat leads to an
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increase in blood glucose. Fat suppresses the
effect of the liver on insulin secretion and leads to
increased peripheral insulin resistance (17, 33).
Agostino .P, et al. showed that after the
abdominal surgery, the major determinant of fat
consumption is carbohydrate intake and basal
energy level. Improved fat intake by reducing the
ratio of carbohydrates to fat in intravenous
nutrition reduces the activity of free radicals (13).
John.B. D et al. reported that the high proportion
of carbohydrate/fat (too much carbohydrates
intake) during intravenous injection may cause a
turnover of enzymes involved in fat and
lipogenesis metabolism (34).
In the present study, protein intake during
parenteral nutrition had no significant difference
between the two groups of blood glucose. Given
that no significant difference was observed
between the two groups of blood glucose in
protein intake from the percentage of optimal
values.
Protein intake is more important in infants
than adults. Referring to the results in a study
conducted by Agostino P, et al., it shows that
protein metabolism in infants undergoing surgery
is different from adults due to surgical trauma and
infection. Moreover, protein turnover is faster and
a tendency to maintain nitrogen is higher in
infants (33). In addition, protein intake can be
influenced by other dietary compositions. Lowcalorie parenteral diet and use of fat emulsions
increase the proportion of protein in anabolism
and prevent elevation in blood glucose levels after
the surgery (13).
Limitations
Limitations of the present study include the
followings which if fixed, more complete results
may be achieved:
1. If a larger sample size is selected, the results of
such studies can reveal the role of factors
affecting treatment outcome (e.g., age and
ventilation dependency) more significantly.
2. Measured samples for blood glucose after the
surgery were complete. Blood glucose was
measured every 6 h for 24 h after the surgery
using a glucometer. It was evident that complete
blood glucose samples were affected by
hematocrit and error of glucometer and usually
the values obtained from them showed a 1015% difference than the actual amounts (35,
36). Given that blood serum sample collection
requires more blood samples from newborns
and is influenced by stress of the surgery, a
glucometer was used to measure the samples.
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3. Blood glucose 6 h after the surgery was not

considered in the calculation of the mean blood
glucose. The surgery was performed on most
infants in a short time post-admission to NICU;
therefore, using blood glucose values before the
surgery was not possible.
4. Regarding the retrospective nature of the
present study, there were many therapeutic
measurements between two sampling times,
which can disrupt the blood glucose level. These
factors should be considered in further
researches.
5. The energy levels of serum glucose during the
surgery, type of post-operative intravenous
sugar solution, and also the speed of fat
emulsion injection or intravenous dextrose after
the surgery were not considered in the current
study. Given that these factors may have
an impact on blood glucose levels, it is
recommended to consider their effect on blood
glucose after the surgery in future studies.

Conclusion

The present study was noteworthy because it
was the first study that evaluated blood glucose
levels with measuring energy and macronutrient
intakes in full-term neonates after the open
abdominal surgery. Based on findings of the
current research, hyperglycemia after the surgery
was related to birth weight. In addition, it was
observed that the use of extra calories was not
beneficial for the infants after the surgery,
because their basic metabolic energy does not
increase after the surgery (except for 3-4 h after
the surgery). The energy supply after stable
condition of post-operative infants is considered
based on response to growth and stress.
The amount of glucose injection during
parenteral nutrition was discovered to be an
important factor in the development of high blood
glucose after the surgery. Furthermore, the proper
administration of fat emulsion solution regarding
the decrease in the ratio of carbohydrate to fat can
decrease blood glucose after the surgery. In
addition, proper administration of fat emulsion
can reinforce the effect of dietary protein in the
improvement of the anabolism after the surgery.

Conflicts of interests
None.

References

1. McCowen KC, Malhotra A, Bistrian BR. Stressinduced hyperglycemia. Crit Care Clin. 2001;
17(1):107-24.

29

Banazadeh V et al

2. Kao LS, Morris BH, Lally KP, Stewart CD, Huseby V,
Kennedy KA. Hyperglycemia and morbidity and
mortality in extremely low birth weight infants. J
Perinatol. 2006; 26(12):730-6.
3. van der Griend BF, Lister NA, McKenzie IM, Martin
N, Ragg PG, Sheppard SJ, et al. Postoperative
mortality in children after 101,885 anesthetics at a
tertiary pediatric hospital. Anesth Analg. 2011;
112(6):1440-7.
4. Catre D, Lopes MF, Madrigal A, Oliveiros B, Viana JS,
Cabrita AS. Early mortality after neonatal surgery:
analysis of risk factors in an optimized health care
system for the surgical newborn. Rev Bras
Epidemiol. 2013; 16:943-52.
5. Hays SP, Smith EB, Sunehag AL. Hyperglycemia is a
risk factor for early death and morbidity in
extremely low birth-weight infants. Pediatrics.
2006; 118(5):1811-8.
6. Klein GW, Hojsak JM, Schmeidler J, Rapaport R.
Hyperglycemia and outcome in the pediatric
intensive care unit. J Pediatr. 2008; 153(3):379-84.
7. Hall NJ, Peters M, Eaton S, Pierro A. Hyperglycemia
is associated with increased morbidity and
mortality rates in neonates with necrotizing
enterocolitis. J Pediatr Surg. 2004; 39(6):898-901.
8. Gillis C, Carli F. Promoting perioperative metabolic
and nutritional care. Anesthesiology. 2015; 123(6):
1455-72.
9. Adler A. Prediction of feeding difficulties in postoperative neonates. Connecticut: Yale University
School of Medicine; 2014.
10. Koletzko B, Goulet O, Hunt J, Krohn K, Shamir R,
Parenteral Nutrition Guidelines Working Group. 1.
Guidelines on paediatric parenteral nutrition of the
European Society of Paediatric Gastroenterology,
Hepatology and Nutrition (ESPGHAN) and the
European Society for Clinical Nutrition and
Metabolism (ESPEN), supported by the European
Society of Paediatric Research (ESPR). J Pediatr
Gastroenterol Nutr. 2005; 41:S1-4.
11. Letton RW, Chwals WJ, Jamie A, Charles B. Early
postoperative alterations in infant energy use
increase the risk of overfeeding. J Pediatr Surg.
1995; 30(7):988-93.
12. Thureen PJ. Neonatal nutrition and metabolism.
Cambridge: Cambridge University Press; 2012.
13. Rennie JM, Kendall G. A manual of neonatal
intensive care. 15th ed. Florida: CRC Press; 2013.
14. Adler A. Prediction of feeding difficulties in postoperative neonates. Connecticut: Yale University
School of Medicine; 2014.
15. Pierro A. Metabolism and nutritional support in the
surgical neonate. J Pediatr Surg. 2002; 37(6):811-22.
16. Pierro A, Carnielli V, Filler RM, Smith J, Heim T.
Metabolism of intravenous fat emulsion in the
surgical newborn. J Pediatr Surg. 1989; 24(1):95102.
17. Herman R, Btaiche I, Teitelbaum DH. Nutrition
support in the pediatric surgical patient. Surg Clin.
2011; 91(3):511-41.
18. Bajwa SJ, Baruah MP, Kalra S, Kapoor MC.

Iranian Journal of Neonatology 2020; 11(1)

Banazadeh V et al

Hyperglycemia and Type of Calorie Intake In the Neonatal Intensive Care Unit in Post- Surgery

Interdisciplinary position statement on management
of hyperglycemia in peri-operative and intensive
care. J Anaesthesiol Clin Pharmacol. 2015;
31(2):155.
19. Wu Y, Lai W, Pei J, Zhao Y, Wang Q, Xiang B.
Hyperglycemia and its association with clinical
outcomes in postsurgical neonates and small infants
in the intensive care unit. J Pediatr Surg. 2016;
51(7):1142-5.
20. Lohman TG, Roche AF, Martorell R. Anthropometric
standardization reference manual. Champaign, IL:
Human Kinetics Books; 1988.
21. Nuntnarumit P, Chittamma A, Pongmee P, Tangnoo
A, Goonthon S. Clinical performance of the new
glucometer in the nursery and neonatal intensive
care unit. Pediatr Int. 2011; 53(2):218-23.
22. Khajavi L, Khademi G, Mehramiz M, Norouzy A,
Safarian M. Association of dysglycemia with
mortality in children receiving parenteral nutrition
in pediatric intensive care unit. Turkish J Pediatr.
2018; 60(2):134-41.
23. Bajwa SS, Baruah MP, Kalra S, Kapoor MC. Guidelines
on Inpatient Management of Hyperglycemia. Med
Update. 2010; 23:164-9.
24. Van den Berghe G, Wouters P, Weekers F, Verwaest
C, Bruyninckx F, Schetz M, et al. Intensive insulin
therapy in critically ill patients. New Engl J Med.
2001; 345(19):1359-67.
25. Wu Y, Pei J, Yang XD, Zhao YY, Xiang B.
Hyperglycemia and its association with clinical
outcomes for patients in the pediatric intensive care
unit after abdominal surgery. J Pediatr Surg. 2013;
48(4):801-5.
26. Hawdon JM, Aynsley-Green A. Disorders of blood
glucose homeostasis in the neonate. London:
Churchill Livingstone; 1992. P. 777-96.
27. Hemachandra AH, Cowett RM. Neonatal

30

hyperglycemia. New York: Pediatrics Review
American Academy of Pediatrics; 1999. P. 16.
28. Srinivasa G, Jain R, Pildes RS, Kannan CR. Glucose
homeostasis during anesthesia and surgery in
infants. J Pediatr Surg. 1986; 21(8):718-21.
29. Anand KJ, Brown MJ, Bloom SR, Aynsley-Green A.
Studies on the hormonal regulation of fuel
metabolism in the human newborn infant
undergoing anaesthesia and surgery. Hormone Res
Paediatr. 1985; 22(1-2):115-28.
30. Jaksic T, Shew SB, Keshen TH, Dzakovic A, Jahoor F.
Do critically ill surgical neonates have increased
energy expenditure? J Pediatr Surg. 2001; 36(1):63-7.
31. Mehta NM, Bechard LJ, Dolan M, Ariagno K, Jiang H,
Duggan C. Energy imbalance and the risk of
overfeeding in critically ill children. Pediatr Crit
Care Med. 2011; 12(4):398.
32. Jones MO, Pierro A, Hammond P, Nunn A, Lloyd DA.
Glucose utilization in the surgical newborn infant
receiving total parenteral nutrition. J Pediatr Surg.
1993; 28(9):1121-5.
33. Pierro A, Eaton S. Metabolism and nutrition in the
surgical neonate. Semin Pediatr Surg. 2008; 17(4):
276-84.
34. Das JB, Joshi ID, Philippart AI. Depression of glucose
utilization by Intralipid in the post-traumatic
period: An experimental study. J Pediatr Surg. 1980;
15(6):739-45.
35. Ainsworth S, McGuire W. Percutaneous central
venous catheters versus peripheral cannulae for
delivery of parenteral nutrition in neonates.
Cochrane Database Syst Rev. 2015; 10:CD004219.
36. Khan AI, Vasquez Y, Gray J, Wians Jr FH, Kroll MH.
The variability of results between point-of-care
testing glucose meters and the central laboratory
analyzer. Arch Pathol Lab Med. 2006; 130(10):
1527-32.

Iranian Journal of Neonatology 2020; 11(1)

