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Abstract: 

Objective: The objective of this study was to establish a clinical scoring program for sickness severity to assist 

precedence care and portend results in the department of emergency care.  

Methods: The design of the research was observational. The number of enrolled children for research are seven 

hundred and seventy-seven out of eight hundred and seventy-four children who were examined in the department of 

emergency care in a single year. Information were composed while hospitalization in the department of emergency 

care. The inceptive data such as gender, age etc. and flexible (variables) of “tops” score like pulse rate, sensorium, 

temperature, seizures, oxygen saturation as well as the rate of respiration were noted.  Variables are classified as 

normal (score 0) and abnormal (score 1) based on “SIRS” standard as well as a standard citation in “APLS” and 

sum score was measured for every child. The results (discharge from hospital/ death) was compared with the flexible 

(variables) of the research and sum score. The forecasted score capacity was measured by utilizing ROC curve 

evaluation.   

Results: Entire six flexible (variables), the rate of respiration, temperature, oxygen saturation were identified as 

expressively related with a fatality. Fatality is directly proportional to the score 1 (abnormal) variables numbers. 

Founded on the decline coefficient, the largest probable score was 6.68. The forecasted score capacity was 81.7 

measured by utilizing a receiver operating characteristic curve. On the score of 2.5, huge differentiation was noted.  

Conclusion: A simplified securing setup “TOPRS” have been developed which would benefit in forecasting 

seriousness of sickness and results during hospitalization itself in the department of emergency care. 
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INTRODUCTION: 

With the objective of allocating aid on requirement 

basis in the emergency care department, either patient 

having two or more than two abnormal variables 

should be thoroughly observed and analyzed.  These 

specific patients need hospitalization because of 

having the great hazard of demise. Recognition, as 

well as aid allocation to the severely sickish patient, 

come to the emergency department are most 

significant for precedence care along with replying to 

guardians or parents’ concerns regarding results, 

hospitalization duration along with management 

expenditures particularly in developing states such as 

Pakistan where medical security to the general 

population is not improved ultimately. Timely 

identification of severe sickness potentially decreases 

bitterness and fatality in patients. Mostly present 

scoring setups established for ICU patients as well as 

newborn are not implemented at hospitalization, 

consequently, these are not beneficial for triage [1-5]. 

Additionally, these are comprehensive and involve 

common physical as well as laboratory flexible ruling 

them the expense and labour blistering so, therefore, 

challenging to execute in the department of emergency 

care. Streamline guiding directions for intensive care 

of ailing children refined by Sandy et al. objected at 

modifying the aid allocation to needy ones and 

initiation of proper emergency management did not 

evaluate the results [6]. Analysis of dynamic 

symptoms is a daily job for children presenting in the 

department of emergency care [7]. In the current 

research, a simplified securing setup “TOPRS” have 

been developed by utilizing just physical flexible 

(variables) to forecast intensity if sickness as well as 

results in the department of emergency care. 

 

MATERIAL AND METHODS:  

The design of the research was empirically based. The 

number of enrolled children for research are seven 

hundred and seventy-seven out of eight hundred and 

seventy-four children who were examined in Sheikh 

Zayed Hospital Rahim Yar Khan during one year from 

March 2017 to March 2018. Only those ninety-seven 

children were expelled from the research who left 

contrariness to doctor recommendation or hospitalized 

for a just single day. Entire six flexible (variables) 

were recorded during hospitalization of the patient in 

the department of emergency care. The pulse rate, 

sensorium, temperature, seizures, oxygen saturation as 

well as the rate of respiration are six clinical flexible 

(variable) which are recorded. The mercury 

thermometer was used to check supplementary 

temperature along with pulse oximeter for oxygen 

saturation. Variables are classified as normal (score 0) 

and abnormal (score 1) based on “Systemic 

inflammatory response syndrome” standard as well as 

a standard citation in “Advanced pediatric life 

support”. And sum score was measured for every 

child.   

The facts achieved at this point was kept in secured 

packets and numbered. The patients were dispatched 

and treated on concerning locations such as ICU and 

appropriate admission words through specialist 

doctors as well as a nursing team in accordance with 

the common protocol. The basic information’s were 

kept secret and not disclosed to the doctor who attends 

the patient. The conclusive results were noted during 

discharge or demise of the patients. The main results 

flexible (variables) comprised the final results 

(demise/discharge). The recommendation for research 

was taken from hospital review panel earlier to start of 

research. Fact assessment was carried out by utilizing 

SPSS software. Odd ratio with ninety-five percent 

complacency duration was measured for every flexible 

(variable). Whenever two or additional to two ordered 

category existed, the chi-square test was applied. A 

number of logistic reversions assessment was 

conducted to analyze the significance of relation. ROC 

curve assessment was carried out to diagnose 

suppositional score ability.   

 

RESULTS: 

Among seven hundred and seven children research’s, 

one hundred and fifty-seven were newborns, 28.5 % 

were babies’ girls along with 71.5% babies’ boy. The 

number of children demise during hospitalization 

period were one hundred and twenty-seven. 

Research’s results are expressively influenced by the 

rate of respiration, oxygen saturation as well as 

temperature whereas other three factors including 

seizure, sensorium and pulse rate did not influence the 

fatality expressively. A number of logistic reversions 

assessment was conducted to analyze the significance 

of relation of every variable with a fatality. Founded 

on the decline coefficient, the largest probable score 

for every child was 6.68. Anyhow, in current research 

the ultimate noticed score was six. It was noticed in 

the current research was that Fatality is directly 

proportional to the score 1 (abnormal) variables of 

TOPRS. A fatality of 4.4 % was noticed in children 

with normal variable (secure 0) whereas eighty percent 

of children acquiring a score of five at hospitalization 

demise. Children having six scores had an odd ratio 

proportion of six hundred and fifteen of demising in 

the hospital as correlate to children with a score of <1. 

The assessment of receiver obe operating 

characteristic curve present that assumed ability of 

score as 81.7%. On the score of 2.5, huge 

differentiation was noted (precession 79.6 and 

exactness 74.43). 
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Table – I: Abnormal Clinical Variables 

Variable   Abnormal range  

Temperature  
Above 38oC 

Under 36oC 

Oxygen saturation     Above 90% 

Heart rate   
Infant Above 160/min 

Child Above 150/min 

Respiratory rate   
Infant Above 60/min 

Child Above 50/min 

Sensorium   Loss of sensorium  

Seizures   Present  

 

 

 

Table – II: Study Variables and Mortality 

Variable  
Survived Died 

Odds Ratio  
P-

Value Number Percentage Number Percentage 

Temperature  
Normal  600 86.210 96 13.790 3.88 

0.04 
Abnormal  50 61.730 31 38.270 1.10 - 4.06  

O2 Saturation  
Normal  644 88.830 81 11.170 60.95 

<0.01  
Abnormal  6 11.540 46 88.460 14.17 - 93.61  

Pulse Rate 
Normal 568 87.250 83 12.750 3.67 

0.2 
Abnormal  82 65.080 44 34.920 0.85 - 2.67 

Respiratory 

Rate  

Normal 539 92.770 42 7.230 9.83 
<0.01  

Abnormal  111 56.630 85 43.370 3.74 - 10.52  

Sensorium  
Normal  592 85.670 99 14.330 2.89 

0.06 
Abnormal  58 67.440 28 32.560 0.93 - 10.80  

Seizures  
Normal  589 84.990 104 15.010 2.14 

0.9 
Abnormal  61 72.620 23 27.380 0.26 - 3.35  
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Table – III: Logistic Regression Analysis (Variable Weight) 

Variable  Weight  

Temperature  0.750 

Oxygen Saturation  2.600 

Pulse Rate  0.410 

Respiratory Rate  1.840 

Sensorium  1.160 

Seizures  -0.080 

Maximum Possible Score  6.680 

Maximum Observed Score  6.000 

 

 

 
 

 

Table – IV: Various Scores Outcomes 

Score  
Survived  Died  Odds 

Ratio  
95% CI  Total  

Number Percentage Number Percentage 

0 414 95.61 19 4.39 - - 433 

1 133 87.50 19 12.50 1 - 152 

2 81 61.83 50 38.17 3.26 2.51 - 3.74  131 

3 16 40.00 24 60.00 9.98 3.68 - 28.74  40 

4 5 33.33 10 66.67 40.11 9.15 - 147.12  15 

5 1 20.00 4 80.00 200.73 29.51 - 874.21  5 

6 0 0.00 1 100.00 615.32 47.68 - 8853.41  1 
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DISCUSSION: 

Aid allocating on requirement basis in the emergency 

care department is most significant, it assists to secure 

that patients are managed with respect to the degree of 

sickness seriousness and the management is correct as 

well as in time. For this object, a simplified scoring 

setup is needed to presume results. Moreover, it should 

have an easy usage procedure so that it could be 

implemented at the initial meeting with the patient.  

PSI was foremost physiological scoring setup for 

children in which score was measured from the worst 

of thirty-four value from daily computed flexible 

(variable) over the initial day of PICU period [10]. To 

establish it lesser bromidic PRISM securing program 

was comprised from it fourteen flexible (variable) 

[11]. It utilized dual physical as well as laboratory 

flexible (variable) therefore not beneficial for triage. A 

pediatric indication of fatality additionally was 

evaluated promptly on admission to the pediatric 

intensive care unit [12]. Entire of the scoring setups 

are either for intensive care unit patients or demanding 

comprehensive laboratory variables and experiments. 

So that these specific setups couldn’t be utilized in the 

department of emergency care and valuable time was 

gone as laboratory scrutiny take time.  

These disadvantages fabricate them inappropriate for 

usage in developing states such as Pakistan. ETAT 

instructions had been made by world health 

organization for application in developing states. The 

disadvantages with this specific setup as it demanded 

a professional training program for doctors along with 

different concerning members of health care for the 

application. In a research carried out by Thompson et 

al, it was determined that amalgamation of dynamic 

indication could be utilized to distinguish severe ill 

children to minor sick children in PAU [13]. In the 

current research, we presumed that only physical 

flexible (variable) could be beneficial in forecasting 

results. Therefore, biochemical as well as different 

flexible (variable) were expelled and physical flexible 

(variable) were obtained based on the Systemic 

inflammatory response syndrome standards along with 

its continuum, it demands no professional training 

program for doctors and can be utilized directly 

whenever a patient comes for a checkup in the 

department of emergency care. A total number of 

flexible (variable) considered is 6, among them, three 

were the rate of respiration, temperature and oxygen 

saturation were having expressively influence on 

results on different investigations. Fatality is directly 

proportional to the score 1 (abnormal) variables 

numbers. The forecasted score capacity was 81.7 

measured by utilizing a receiver operating 

characteristic curve.  

In a research carried out by Manoj Gupta et al 

additionally in England as well as in India, the 

seriousness of sickness was judged by utilizing SICK 

score. The presume capacity of the score was 

diagnosed to be 84.1 % [14]. On the score of 2.5, huge 

differentiation was noted (precession 79.6 and 

exactness 74.43). So, either patient having two or more 

than two abnormal (score 1) variables should be 

thoroughly observed and analyzed. These specific 

patients need hospitalization because of having the 

great hazard of demise. Cut off score were not planned 

in research carried out by Manoj Gupta et al as it 

needed larger sample volume [14]. Morley CJ et al 

established a baby assessment scoring set up on the 

basis of twenty-eight earlier explained indications and 

forty-seven physical indications and diagnosed as 

beneficial to assess quantify the seriousness of body 

sickness whereas they did not review the results [2]. 
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CONCLUSION: 

A simplified securing setup “TOPRS” have been 

developed which would benefit in forecasting 

seriousness of sickness and results during 

hospitalization itself in the department of emergency 

care. 
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