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Abstract

Importance: There is growing understanding that Social Determinants of Health

(SDH) impact on the outcomes of different pediatric conditions. We aimed to

determine whether SDH affect the severity of MIS‐C.

Design: Retrospective cohort study, 2021–2023. Children and adolescents with

MIS‐C younger than 18 years of age fulfilling the MIS‐C CDC definition within the

REKAMLATINA network were invited to participate. We assessed the impact of

SDH on the risk of children with MIS‐C to be diagnosed with shock, need of ino-

tropes, respiratory support, transfusion, and death.

Results: Two hundred and seventy seven patients from 30 centers in 13 countries were

included. Of them, 241 children from the four most‐represented countries were

included in the final analysis. Food insecurity, higher distance from a health center, not

possessing a private vehicle to transport the patient to hospital, and having a home in

poor condition, were associated with low LVEF, need of transfusion, shock, and need for
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respiratory support, when controlling for age, BMI, and ethnicity. The Score of Social

Disadvantage was associated with Shock (OR: 1.35, P: 0.011, 95% CI: 1.07–1.71),

Respiratory support (OR: 1.39, P: 0.005, 95% CI: 1.1–1.75), Transfusion (OR: 1.63,

P0.013, 95% CI 1.1–2.41), but not death (OR: 0.76, P: 0.38, 95% CI: 0.41–1.40).

Conclusions: Among a large cohort of Latin American children with MIS‐C, SDH

negatively affect outcomes. These findings reinforce the need for better investiga-

tion of the role of SDH in MIS‐C and other inflammatory conditions and may guide

public health interventions.

K E YWORD S

children, Latin America, multisystem inflammatory syndrome, risk factors, social determinants
of health

1 | INTRODUCTION

Multisystem Inflammatory Syndrome (MIS‐C) is the most severe

complication of SARS‐CoV‐2 infection in children,1 being an inflam-

matory condition with systemic involvement that frequently requires

organ support in pediatric intensive care units and, sometimes, is

associated with fatal outcomes.1

MIS‐C is uniformly recognized as a hyperinflammatory immune

response triggered by SARS‐CoV‐2 infection,1,2 and therefore trea-

ted with immunomodulatory agents. Several studies have demon-

strated that intravenous immunoglobulins (IVIG), steroids, and bio-

logical agents are effective in successfully treating these children.3,4

That said, an evaluation of risk factors, including Social Determinants

of Health (SDH), that would warrant more aggressive initial therapy,

has not been done.

So far, non‐Hispanic black and Latino children have been

shown to have an increased prevalence of MIS‐C compared to

white children.5 In addition, MIS‐C cases in developing countries

have shown higher mortality as compared to high‐income coun-

tries, which suggest a role for SDH in the severity of MIS‐C.5,6

These observations have led clinicians to speculate that environ-

mental and/or social factors may play a role in defining a different

risk stratification for MIS‐C. Although the incidence of MIS‐C

following SARS‐CoV‐2 infection has significantly declined,7 un-

derstanding the impact of environmental/social factors on the

outcomes of MIS‐C remains still relevant as identifying these

factors could help reduce health disparities overall. In addition,

although MIS‐C and Kawasaki disease (KD) are immunologically

different conditions,2 they still share several similarities and sim-

ilar responses to the same treatments, suggesting that if we

understand the impact of environmental/social factors on MIS‐C

outcomes, we may be able to better understand KD, the most

common cause of acquired heart disease in children throughout

most of the world.8

Thus, the aim of the present study was to investigate if SDH had

an impact on severity of MIS‐C disease in a large cohort of Latin

American children.

2 | METHODS

REKAMLATINA is a multinational, multicenter research network

(initially established for Kawasaki disease but then expanded to

include patients with MIS‐C) of the main pediatric and general

referral hospitals in Latin America that maintains a detailed obser-

vational registry of KD cases and, since the COVID‐19 pandemic,

MIS‐C, from 64 participating centers across 16 Latin American

countries: Argentina, Bolivia, Brazil, Chile, Colombia, Costa Rica,

Cuba, Dominican Republic, Ecuador, El Salvador, Guatemala, Hon-

duras, Mexico, Panama, Paraguay, Peru, Puerto Rico, Uruguay, and

Venezuela.9,10 The REKAMLATINA REDCap database has received

institutional review board approval at the University of California,

San Diego (La Jolla, CA, USA), and the study was approved at each

individual institution enrolling subjects in the REKAMLATINA MIS‐C

REDCap database. Subjects were eligible for inclusion in the registry

if they were diagnosed with MIS‐C based on the CDC definition.11

The original database, launched for MIS‐C in early 2020, included

data on demographics, previous diseases, clinical signs and symp-

toms, vital parameters upon admission to the hospital, laboratory as

well as radiological exams, echocardiographic findings, destination of

the patient (PICU or ward), kind of support needed and duration of

support, therapies, complications, and outcome. Further details on

how data were collected in the data set are provided in previous

REKAMLATINA studies.12

Starting in early 2021, the database also collected data on social

and economic aspects of the family and patient. The collected

information is presented in Table 1.

Among the different social determinants, we then selected five

because of their stronger and recurrent associations with important

clinical outcomes as suggested by previous literature13: maternal

educational level, inadequate nutrition, household income, distance

from the closest health center and means of transportation to the

hospital. The five items were summed to create a Score of Social

Disadvantage.

The main hypothesis of this study was that SDH can impact the

outcomes of MIS‐C. Since the most severe forms of MIS‐C are
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characterized by left ventricular dysfunction, the primary outcome

was to assess the role of SDH on left ventricular dysfunction, mea-

sured by worst left ventricular ejection fraction during hospital stay.

Secondary outcomes were to evaluate the role of SDH on other

clinically relevant outcomes, including receiving a diagnosis of shock,

the need for respiratory support, transfusion and death and the

correlation between the Score of Social Disadvantage and clinical

outcomes.

2.1 | Statistical analysis

Quantitative variables were described by median and interquartile

range (IQR). Frequencies and percentages were used for qualitative

variables. Associations between categorical variables was studied

with Pearson's chi‐square test or Fisher's exact test as appropriate.

Since the primary outcome was to assess the role of SDH on the

severity of heart involvement in the cohort, the worst Left Ventric-

ular Ejection Fraction (LVEF, %) during hospital stay was studied as

the outcome of a multivariable linear regression model including each

of 8 SDH (maternal education; household income; living in a house in

good state; food insecurity; home overcrowding determined by the

number of people per room of the house; distance from the hospital;

means of transportation to the hospital; kind of payment for hospital)

and other covariates that are known in the literature to affect the

outcomes of SARS‐CoV‐2 infection in both adults and children and

MIS‐C (age, BMI and ethnicity).14,15 Multilevel mixed‐effects models

were also used to study the need for respiratory support, including a

random effect to handle the data variability between the single

centers. Results were reported as odds ratios (ORs) and 95% confi-

dence intervals (CI). The Intraclass Correlation (ICC) of the models

was also described.

The Score of Social Disadvantage was built considering 5 SDH

variables that have been previously shown to be associated with

increased severity of MIS‐C (maternal educational level, inadequate

nutrition, household income, distance from the closest health center

and means of transportation to the hospital, see Figure 1) and cate-

gorizing each into a binary variable: maternal education lower than

completed high school (1 point)/superior to completed high school;

(0 points) history of any skipped meals (1 point)/no skipped meals in

the last 30 days; (0 points) income lower than the rest of the country

(1 point)/higher than the rest of the country (0 points); distance

higher than 1 h from hospital (1 point); lower than 1 h from hospital

(0 points)/transportation of the patient to hospital with any other

mean than private vehicle (1 point)/with a private vehicle (0 points).

The score could therefore range from 0 to 5 points with higher scores

in more disadvantaged situations. The score was tested with all the

above‐mentioned clinical outcomes with logistic or linear regression

as appropriate.

All statistical tests were two‐sided and the level of statistical

significance was set at 0.05. Data have been analyzed with Stata 18

BE (StataCorp. 2023. Stata Statistical Software: Release 18. College

Station, TX: StataCorp LLC.).

TABLE 1 Collected social and economic data.

Social and economic
aspects

Family structure Mother and father

Only mother

Only father

Other

Age of caregivers

Education of caregivers Not gone to school

Primary school not completed

Primary school completed

Secondary school not completed

Secondary school completed

Technical/professional school

University

Characteristics of the
household

Number of people living together

Presence of people with disabilities

Presence of children with

disabilities

Number of children under 5 years,
between 5 and 11 years and over
11 years of age

Number of rooms in the household

Facilities available in the
household

Electricity

Running water

Well water

In‐house toilet

Latrine

Collection of solid waste

Food insecurity

Distance from healthcare
center

Mean of transportation to
healthcare center

Walking

Cart

Bicycle

Motorcycle

Public transport

Taxi

Private vehicle

Household income

Means of payment of
hospital admission

Public insurance

(Continues)
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3 | RESULTS

3.1 | Study population

One thousand five hundred and thirty nine patients from 16 coun-

tries were included in the original database. Cases without completed

social determinants data were excluded, leaving 277 patients from 30

centers in 13 countries for analysis. Details about the main demo-

graphic and clinical characteristics of the children enrolled are

described in Table 2, and details about the SDH of the cohort are

described in Figures 2 and 3. Nationality of participants was: Bolivia 1

(0.4%); Brazil 29 (10.5%); Chile 4 (1.4%); Colombia 8 (2.9%); Costa

Rica 3 (1.1%); Cuba 1 (0.4%); Guatemala 38 (13.7%); Mexico 144

(52%); Panama 3 (1.1%); Peru 7 (2.5%); El Salvador 30 (10.8%);

Uruguay 1 (0.4%). Four countries (Mexico, Guatemala, El Salvador

and Brazil) contributed to the majority of patients (241/277) while

the others contributed with 1–8 patients which was therefore

considered not significant to be representative. In the final analysis,

thus, we considered only the patients from the 4 abovementioned

countries.

3.2 | Social determinants

Social determinants, including parental education level, household

conditions and facilities, number of persons living in the household

and relative characteristics, means of transportation to the hospital

and means of payment to the hospital, are all presented in File S1 and

depicted in Figures 2 and 3.

3.3 | Clinical presentation and need for support

At admission, the median duration of fever before Emergency

Department (ED) presentation was 6 (4–7) days. 112 patients (46.5%)

presented with dehydration, 70 (29.0%) with cough, 90 (37.6%) with

abdominal pain and 88 (36.7%) with shock.

Median Ejection Fraction (EF) at admission was 63 (IQR

58%–69%); 17.4% (42) had an EF lower than 55%. Table 3 describes

the support needed and the outcome of the study population.

3.4 | Associations between clinical data and SDH

3.4.1 | Ejection fraction

In the multivariable regression analysis for the worst LVEF% docu-

mented during admission, food insecurity, distance from the hospital,

not possessing a private vehicle to transport the patient to the hos-

pital, having a home in poor condition, were all associated with low

EF (Table 4). The analysis was adjusted for age, BMI, and ethnicity.

3.5 | Respiratory support

The need for respiratory support (which included low flow oxygen

and respiratory support of any kind, including invasive ventilation)

was correlated with worst LVEF% in bivariate analysis (OR 0.93; 95%

CI: 0.90 ‐0.96; p < 0.001), as expected. However, not all patients with

low LVEF% (in the first two quartiles for instance) received respira-

tory support (Table 5). Therefore, to assess the potential effect of the

center on the use of respiratory support, a multilevel mixed‐effects

logistic regression with random effect on the center was conducted

on respiratory support and each of the SDH, which showed an In-

traClass Correlation between 0.14 and 0.15. The model was also

adjusted for having the first PCR (Polymerase Chain Reaction) posi-

tive for COVID‐19, to account for a potential pulmonary involvement

if still actively infected. Higher distance from the hospital, not pos-

sessing a private vehicle to transport the patient to hospital, and

having a home in bad condition, were all associated with the need for

respiratory support (Table 6). Higher maternal education was a pro-

tective factor on need for respiratory support (OR: 0.73; 95% CI:

0.59–0.90; p = 0.004), and so was household income (OR: 0.58; 95%

CI: 0.42–0.79; p = 0.001).

3.6 | Transfusion

Maternal education and household income had a protective

effect on transfusion (OR for maternal education: 0.68; 95%CI:

0.50–0.92; p = 0.013; OR for household income: 0.49; 95%CI:

0.29–0.82; p = 0.007).

3.7 | Score of social disadvantage

A score of social disadvantage was built considering 5 items among

SDH (see Figure 1) and tested for correlation with clinical outcomes

adjusting it for the nation of patients. It significantly correlated with

worst LVEF%, with presence of shock at admission, need of trans-

fusion and the need for respiratory support. It did not correlate with

death, likely given the low number of children who died from MIS‐C

in this cohort (Table 7).

The role of nation was also significant in the models: ORs for

shock were higher for El Salvador, Mexico, Brazil compared to

TABLE 1 (Continued)

Social and economic
aspects

Private insurance

Savings

Selling properties

Loan

Other
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Guatemala, for respiratory support were higher for El Salvador (OR

9.9, 95% CI: 2.56–38.8; p = 0.001), for transfusion were lower for

Mexico (OR 0.17; 95% CI: 0.04; 0.63; p = 0.008).

4 | DISCUSSION

To our knowledge, this is the largest study investigating the role of

SDH on outcomes of MIS‐C. We found that several SDH, and in

particular food insecurity, distance from a health center, not pos-

sessing a private vehicle to transport the patient to hospital, payment

by other means, and having a home in poor condition, were associ-

ated with low LVEF, need of transfusion, shock, and need for respi-

ratory support, when controlling for age, BMI and ethnicity. These

findings reinforce a recent, but growing body of literature showing

that social factors, from economic status to transportation to

household as well as ethnicity and race, are associated with worse

outcomes in several major diseases in children.16,17

Two manuscripts have previously evaluated SDH in MIS‐C in

the US, although in a less comprehensive manner compared with

our assessment. Javalkar et al found, in a multicenter retrospective

case‐control study, that compared with children with SARS‐CoV‐2

alone, those that also developed MIS‐C were in the lowest socio-

economic status quartile (odds ratio 2.2 [95% confidence interval

1.1–4.4]), highest social vulnerability index quartile (odds ratio 2.8

[95% confidence interval 1.5–5.1]), and were part of racial and/or

ethnic minority background.13 In a larger cohort of 206 MIS‐C

children admitted to Texas Children's Hospital, non‐Hispanic Black

patients, and those with increased “Texas area deprivation index”

had an increased risk of severe MIS‐C,18 defined as having received

vasoactive‐inotropic support and/or mechanical ventilation during

their hospitalization. These findings are consistent with those in our

study, where lower housing quality, food insecurity, educational

level and household income were all associated with a more severe

form of MIS‐C. Our study reinforced these results in a population

outside of the US, emphasizing that SDH can impact medical out-

comes on a global scale.

As compared to previous studies, we looked at the need for

respiratory support separately, as this may be influenced by local

practice (e.g. different thresholds to provide oxygen support). In fact,

significant variations in invasive respiratory support in different

countries have been documented.19 From a pathophysiologic per-

spective, respiratory support may be needed for pulmonary edema

due to poor cardiac function. Our cohort showed a correlation

between LVEF and need for respiratory support, as expected,

although not all patients with low LVEF received respiratory support.

Interestingly, the same SDH factors associated with shock also cor-

related with respiratory support. In addition, the need for transfusion

significantly correlated with SDH factors, specifically higher maternal

education and higher household income had a protective effect on it.

This finding may be associated with previous evidence that hemo-

globin levels may be associated with various dietary and non‐dietary

influences originating from household and maternal social factors,20

allowing us to speculate that children exposed to more fragile SDH

F IGURE 1 Items included in the Score of Social Disadvantage. [Color figure can be viewed at wileyonlinelibrary.com]
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might have had lower pre‐illness hemoglobin levels, leading to higher

need for transfusion.

There is increasing awareness that while social factors are linked

with worse outcomes in several common pediatric disorders,21 SDH

are rarely collected systematically in pediatric studies. A recent study

showed that European pediatric journals did not commonly report

either GEAR (geography, ethnicity, ancestry, and race or religion) or

SDH, and there was wide variation in how data were collected and

reported.22 The lack of routine inclusion of SDH is most probably due

to the difficulties in routinely collecting such information. Therefore,

such a rigorous assessment in our study, particularly considering the

evidence of their significant impact on outcomes, is a strength of our

research and reinforces the need to routinely include SDH in pedi-

atric studies, calling for harmonization of categories to allow more

accurate interstudy comparisons.

Of note, our findings are in line with similar studies conducted in

children with KD, a clinically similar condition. Dionne et al found, in a

large retrospective study performed in US between 2000 and 2017,

that children with lower socioeconomic status had a greater number

of days of fever at time of treatment (p= 0.01), longer hospitalizations

(p = 0.007) and were more likely to develop large/giant CAA (p = 0.03).23

In England, KD incidence seems to be higher in more deprived socio-

economic groups.24 Even in children with acute SARS‐CoV‐2 infection,

SDH such as housing instability, food insecurity and higher childcare

needs were associated with more severe disease.25

Although our study showed a significant correlation between

MIS‐C outcomes and SDH, we are not able to explain the reasons for

these associations. Some simplistic explanations may be that parents

TABLE 2 Demographic/clinical data of the cohort and symptoms
at admission to ED.

Demographic data Total N = 277

Total from the 4 most
represented
countries N = 241

Male sex, % (N) 147 (53.2%) 123 (51.0%)

Age, median (IQR),
months

80 (25; 120) 75.0 (30.0–120.0)

Weight, median
(IQR), kg

21.5 (13; 36) 21.3 (13.0–35.6)

Height, median
(IQR), cm

114 (88; 139) 113.5 (90.0–138.5)

BMI, median

(IQR), kg/(m2)

16.8

(15.11; 19.82)

16.7 (15.1–19.8)

Illness day at
hospitalization, days

5 (4; 7) 6.0 (4.0–7.0)

Hospital stay, days 6 (5; 9) 6.0 (4.0–9.0)

Race

White 55 (19.9%) 40 (16.6%)

Afroamerican 5 (1.8%) 4 (1.7%)

Asian 0 (0%) 0 (0.0%)

Indigenous 3 (1.1%) 3 (1.2%)

Mestizo 207 (74.7%) 195 (80.9%)

Missing 7 (2.5%) 0 (0%)

Medical history

Previously healthy 246 (89.1%) 215 (89.2%)

Heart disease 6 (2.1%) 12 (5.0%)

Blood disease/
oncologic diseases

4 (1.4%) 5 (2.1%)

Lung disease 7 (2.5%) 4 (1.7%)

Rheumatological
disease

1 (0.4%) 4 (1.7%)

Immunodeficiency 0 1 (0.4%)

Other comorbidities 17 (6.1%) 0 (0.0%)

Number of previous medical consults in the

30 days before

0 39 (14.1%) 33 (13.8%)

1 86 (31.0%) 73 (30.5%)

2 92 (33.2%) 82 (34.3%)

3 39 (14.1%) 36 (15.1%)

4 13 (4.7%) 11 (4.6%)

5 4 (1.4%) 4 (1.7%)

Missing 4 (1.4%)

Previous antibiotic

therapy

158/274 (57.6%) 145 (60.4%)

Main laboratory
parameters

TABLE 2 (Continued)

Demographic data Total N = 277

Total from the 4 most
represented
countries N = 241

Hemoglobin Z score −1.9 (−3.2; −0.79) −1.9 (−3.1–0.8)

WBC, n/mm^3 11225 (8000;
16350)

11000.0
(7900.0–16200.0)

Neutrophils, % 74 (56; 83) 0.7 (0.6–0.8)

ESR, mm/hr 31.5 (19.0–48.5) 30.0 (18.0–44.0)

CRP, mg/L 103.75
(52.4; 215.5)

96 (49–210.3)

Albumin, g/dL 3.0 (2.6; 3.7) 3.0 (2.6–3.6)

GGT, IU/L 52.0 (24.0–116.0) 52.0 (24.0–115.0)

ALT, IU/L 43.8 (23.6; 83) 45.5 (24.0–82.0)

Ferritin, ng/mL 459.4
(182.0; 923.5)

423.7 (165.3–956.0)

Note: Illness Day 1 was considered as first day of fever. Data are reported
as N (%) for categorical variables or median (IQR) in case of continuous
variables.

Abbreviations: ALT, Alanine Aminotransferase; BMI, Body Mass Index;
CRP, C Reactive Protein; ESR, Erythrocyte Sedimentation rate;
GGT, Gamma‐glutamil‐transpeptydase.
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with lower education may not recognize an ill‐child as quickly, or

parents having low salaries may need to work several hours per day

or do multiple jobs to guarantee basic needs for their families,

therefore spending less time with their children and thus recognizing

worsening of their clinical conditions later in the course of illness. In

addition, some parents or guardians may have a form of employment

that does not allow them to take time off to seek care for an ill child.

Independently from the causes, our findings may have implica-

tions. Since children with MIS‐C (and KD, as described in other

studies) living in more difficult social conditions have worse out-

comes, these findings may guide preventive and informative

strategies, for example prioritizing poorer areas and high‐risk popu-

lations. In fact, a single study we are aware of investigating MIS‐C

awareness among US parents found that higher educational level

(compared to high school degree; some college: odds ratio [OR], 2.00

[95% confidence interval {CI}, 1.44–2.77]; bachelor's degree or

higher: OR, 3.14 [95% CI, 2.26–4.35]) was associated with MIS‐C

awareness.26

Despite this study being the largest study to investigate the role

of social factors on MIS‐C outcomes, these data were available only

from a minority of MIS‐C cases included in the REKAMLATINA

REDCap. Also, not all Latin American countries were equally

F IGURE 2 Representation of education of the mother and father in the study cohort.

F IGURE 3 Representation of family composition, household condition, income and means of transport to hospital in the study cohort.
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represented. Other relevant social factors may have not been con-

sidered, for example the presence of active grandparents (and their

cultural and economic status) in the family that might support parents

caring for children. The social score we used, although adapted from

a previous publication, has not been validated by other studies. Also,

although the percentage of death in Latin America due to MIS‐C is

higher than other parts of the world,27,28 we had SDH on only a few

children who died and therefore were unable to determine SDH that

were associated with the most severe form of MIS‐C. Nevertheless,

our findings should inform policy makers to establish specific

interventions to reduce those modifiable factors that have the

potential to negatively impact health outcomes, particularly in the

most fragile areas.

In conclusion, we found that among a large cohort of Latin

American children with MIS‐C, SDH like food insecurity, larger dis-

tance from a health center, not owning a car to transport the patient

to hospital, payment by other means, or having a home in poor

condition were associated with decreased left ventricular ejection

fraction, shock, transfusion, and need for respiratory support. These

findings reinforce the need for better investigation of the role of

social determinants of health in MIS‐C and other inflammatory con-

ditions and may guide public health interventions.
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TABLE 3 Need for support and outcomes in the cohort.

Support/outcomes Total N = 241

IV fluids 161 (66.8%)

Respiratory support, N (%) 114 (47.3%)

Admission to PICU, N (%) 85 (35.2%)

PICU LOS, days median (IQR) 4 (2; 6)

Transfusion, N (%) 26 (10.8%)

Mechanical ventilation, N (%) 38 (15.7%)

Mechanical ventilation duration, days 2 (1–5)

Inotropic support, N (%) 77 (31.9%)

Inotrope duration, days 2 (1; 4)

Acute kidney injury N (%) 17 (7.0%)

Death, N (%) 8 (3.3%)

Abbreviations: IV, Intravenous; LOS, length of stay; PICU, pediatric
intensive care unit.

TABLE 4 Results of multivariable linear regression conducted on
worst LVEF%.

Worst LVEF (%) Coefficient P > t
[95% conf.
interval]

Distance from hospital −3.98 0.006 −6.83 −1.13

Not possessing a private
vehicle to transport the
patient to hospital

−3.62 0.022 −6.72 −0.53

Home in bad condition −4.39 0.007 −7.54 −1.23

Note: Including the nation in the model showed a significantly worse EF%
for El Salvador (−6.3; 95% CI: −11.7; −0.83; p = 0.024). Variables are
adjusted for age, BMI and ethnicity.

Abbreviations: BMI, Body Mass Index; LVEF, Left Ventricular Ejection
Fraction.

TABLE 5 Association between worst LVEF% quantiles and need
for respiratory support.

Worst LVEF
(quantiles)

No respiratory
support

Respiratory
support Total

<58% 16 41 57

59%–62% 25 24 49

63%–68% 31 20 51

>68% 55 29 84

Total 127 114 241

Note: Pearsons' chi‐squared: 20.76; p < 0.001.

Abbreviation: LVEF, Left Ventricular Ejection Fraction.

TABLE 6 Risk factors for need for respiratory support
among SDH.

Respiratory support OR P > t
[95% conf.
interval]

Not possessing a private vehicle to
transport the patient to hospital

2.13 0.044 1.00 4.55

Home in bad condition 2.34 0.005 1.29 4.26

Distance from hospital >1 h 3.30 0.029 1.63 6.68

Abbreviation: SDH, Social Determinants of Health.

TABLE 7 Correlation between Score of Social Disadvantage and
the clinical outcomes, adjusted for nation.

Outcomes OR P > z [95% conf.] Interval

Shock 1.35 0.011 1.07 1.71

Respiratory support 1.39 0.005 1.10 1.75

Transfusion 1.63 0.013 1.10 2.41

Death 0.76 0.381 0.41 1.40
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