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Managing very sick children in a pandemic – triage.

Introduction:

This document serves to provide additional information regarding triage in the paediatric community following the Joint Briefing from ICS, PICS and APA in June 2009. The principles of collaborative working between paediatric and general intensivists, anaesthetists, paediatricians and neonatologists as set out in that statement continue to be actively encouraged and supported.

General principles:
1. Paediatric intensivists, in common with their general intensivist colleagues, routinely assess the potential risk- benefit ratio of intensive therapy to their patients. We have long-established RCPCH guidelines to support clinicians in withholding or withdrawing intensive therapy. These decisions are made on the clinical prognosis of the child and not on their potential resource utilisation.

2. Paediatric Intensivists will continue to assess the risk-benefit ratio of intensive therapy during a pandemic. Unfortunately there is no paediatric physiological scoring system able to assist in triage decisions (evidence below).These decisions will need to continue to be made by experienced clinicians. 

3. Children in the UK tend to be healthy. Under normal circumstances the demand for, and therefore provision of, paediatric intensive care per capita is less than in the adult population. It is likely during a pandemic (particularly if children are proportionally more affected) that paediatric intensive care capacity will be overwhelmed before general intensive care capacity. The Joint Statement in June 2009 supports the use of general intensive care beds for critically ill children in this eventuality.

4. If demand for all intensive care beds outstrips extended capacity, then judgements on the appropriateness of intensive therapy for certain children will need to occur. PICU and general ICU beds should be regarded as a single resource for the whole community and neither adults nor children should be prioritised. Access should be fair, equitable and transparent both regionally and nationally.
5. Decisions not to offer (or withdraw) intensive care should be undertaken by more than one senior clinician. It is recommended that in circumstances where adults and children are competing for limited resource, one of the senior clinicians should be the regional paediatric intensivist. All decisions should be documented.

6. There is some guidance regarding decision making in resource limitations in the Dept of Health Ethical Framework and Surge documents. The regulatory authorities (GMC & NMC) already make reference to this (1,2,3,4).

Research into Paediatric Scoring Tools

The Ontario Protocol was published in 2006 and was based on Sequential Organ Failure Assessments (SOFA Score). However, this is not applicable to children so we began research in 2007 into the potential development of a paediatric physiological score, in collaboration with Martin Utley, CORU (Clinical Operational Research Unit, University College London) and PICANET and the applicability of triage per se. 
These findings were shared with a consensus group of paediatric intensivists (21) from across the UK. General principles were agreed and written guidance is in the process of being reviewed. Once this is complete it will be shared with the paediatric intensive care clinical leads and PICS for comment, and then released.

Key findings to date are as follows:

1. In general, all triage systems are predicated on the notion of utilising differences between individual patients or groups of patients in terms of anticipated outcome or anticipated resource use. In intensive care triage scoring systems, the differences in anticipated outcomes need to be accurately predicted. This is only possible if identifiable characteristics/predictors, at an early stage of the disease process, widely separate the population into two groups (survivors and non-survivors), that minimally overlap.
2. In general, groups of patients excluded from intensive care following triage, would need to form a large enough proportion of the intensive care population in order for the triage system to have an impact.

3. In our analysis to date the UK PICU population survival rates are excellent (~92-95%). Even the survival outcomes of groups of patients with four or more listed co-morbidities are high (~>80%). The length of stay required to achieve these outcomes varies considerably. Predictors of length of stay, and not only predictors of outcome, could be considered in a paediatric triage system.

4. There are no existing paediatric physiological scoring systems on admission to intensive care that can accurately predict those patients with the worst outcome and length of stay in order to distinctly separate a group from the general PICU population to exclude from intensive care. This will become increasingly more difficult and inaccurate as the case mix alters with the pandemic.

5. Some of the high risk PIM2 groups do predict poor outcomes (e.g. prior cardiac arrest), but their overall numbers as a proportion of the paediatric population are very small.

6. It is our current understanding that experienced paediatric intensivists will outperform a physiological score in predicting anticipated outcome and length of stay, as they will have more pertinent data to inform their opinions; patient history, physiological data, response to emergency treatment.

Based on these findings, we continue to recommend that paediatric intensivists are involved in triage decisions involving children and would expect that PICUs continue to support DGHs in this regard, even if the child cannot be admitted to a PICU at that point. PICS has been encouraging regional PICUs and stand-alone retrieval services to finalise such arrangements within their network of referring hospitals. PICS is collating a central log of these arrangements. 

As data from the current pandemic emerges we will process PICU outcome data coming to PICANET and undertake further analyses through as analysed by CORU to see if there are any emerging patterns of disease, pre-morbidities and outcomes.
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