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Table 1. Ceriteria for activation of medical emergency team.

HR, Systolic BP, Respiratory rate, .
Age beats per min mm Hg breaths per min Saturation, %
0-3 months <50 >60
<80 or >180
4-12 months <60 >50
1-4 years <60 or >160 <70 >40 <90*
5-12 years <40 or >140 <80
>30
>13 years <40 or >130 <90

Any one or more of:

1. Nurse worried about clinical state.
2. A child fulfills any of these criteria.
* Satutation <60% in cyanotic disease.

Table 2. RRS outcome measures.

Pre-RRS Post-RRS
p
n (per 1,000 admissions) n (per 1,000 admissions)
Total hospital deaths 27 (1.7) 32 (2.1) 0.42
Total PICU deaths 49 (23.4) 27 (12.6) <0.01
Cardiopulmonary arrests 7(0.4) 8 (0.5) 0.94
Total code Blue events 11 (0.7) 13 (0.9) 0.61
PICU deaths after urgent PICU admission 9(70.9) 6(41.4) 0.42

RRS: rapid response system, PICU: pediatric intensive care unit
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FET=EL 20,661, 4761 (p<0.01), BENFHIALIMELL 0.4
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Table 3. Diagnosis for unplanned PICU admission.

Diagnosis No. (%)
Respiratory disorder 58 (40.0)
Circulatory disorder 41 (28.3)
Neurological disorder 32 (22.1)
Cardiac arrest 8(5.5)
Other 64.1)

PICU: pediatric intensive care unit

PHERE E 22.1%, OlifFIE5.5%, £ DMf4.1% Tdh >
72 (Table 3),
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Table 4. Patient characteristics of unplanned PICU admission with Call (Call+) vs. without Call (Call-).

Call - P
Number of patients 86
Age, median (IQR) 2.3 (1.0-8.8) 3.5(1.0-7.8) 0.62
Male : Female 33:26:00 30:56:00 0.01
Probability of death’ (%) , average + SD 9.6 +20 0.18
Number of death (%) 6(7.7) 0.1

Data expressed as mean + SD (standard deviation), median and IQR (interquartile range), an appropriate. PICU: pediat-

ric intensive care unit,

" Probability of death calculated as pediatric index of mortality 2.

Table 5. Reasons for unplanned PICU admission
without fulfilling MET criteria(n=35).

No. (%)
Convulsion 16 (45.7)
Fall in level of consciousness 4(11.4)
Upper airway narrowing 3(0.9)
Other 12 (34.2)

PICU: pediatric intensive care unit, MET: medical
emergency team
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ABSTRACT
Effects of and issues after implementation of a pediatric rapid response system
Taiki Haga, Mafumi Shinohara, Takashi Muguruma, Toru Hosokawa
Department of Intensive Care Medicine, National Center for Child Health and Development

Our hospital is one of the largest pediatric facilities in Japan, with 490 beds, 20 beds in the pediatric intensive care
unit (PICU), and approximately 7000 annual inpatients. Our hospital has used the rapid response system (RRS)
since its introduction in February 2011. To investigate the benefits and challenges of the RSS, we compared RRS-re-
lated items during the 2-year period before with the 2-year period after the introduction of the RRS. The RRS was
used for a mean of 74 times per month and 117 times per 1,000 hospitalizations. No improvement was observed in
the number of inpatient deaths (before vs. after introduction: 1.7 vs. 2.0/1,000 hospitalizations; p = 0.42), unexpect-
ed in-hospital cardiac arrests (0.4 vs. 0.5/1000 hospitalizations; p = 0.94), or code blue calls (0.7 vs. 0.9/1,000 hospi-
talizations; p = 0.61). However, a significant improvement was observed in the number of PICU deaths (23.4 vs.
12.6/1000 hospitalizations; p < 0.01). In addition, a tendency, although nonsignificant, toward improvement was ob-
served in the number of deaths in patients unexpectedly admitted to the PICU owing to in-hospital acute deteriora-
tion (70.9 vs. 41.4/1,000 hospitalizations; p = 0.42). RRS use varied between the wards. The RRS use rate for PICU
cases with in-hospital acute deterioration was low (40.7%); for the other cases, only the primary department was
called. Furthermore, the clinical characteristics of cases in which the RRS was difficult to apply included convul-
sions, decreased consciousness level, and upper airway stenosis. This study showed an insufficient utilization of the
RRS, which limited the effect of its introduction. To improve pediatric outcomes with RRS use, compliance with
RRS criteria, improvement in the use rate, criteria review, and post-revision evaluations are required.

(JJAAM. 2014; 25: 814-20)
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