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Background: The goals of a
medical emergency team (MET)
are the early identification and
treatment of potentially unstable
conditions among in-hospital
patients so that unexpected car-
diac arrests, deaths, and un-
planned intensive care unit
(ICU) admissions may be pre-
vented. The team usually con-
sists of a physician, nurse and
respiratory therapist skilled at
critical and emergency care. A
number of studies have shown
an association between MET
system implementation and de-
creased morbidity and mortality,
but those studies have been of
limited size and methodological
rigour.1 Despite widespread im-
plementation of METs, it is still
unclear whether they lead to im-
proved patient outcomes.

Design: In this cluster-random-
ized controlled trial, public hos-
pitals in Australia with emer-
gency and critical care services
and more than 20 000 annual
admissions were assigned to re-
ceive a standardized MET im-
plementation program or to
continue usual care. A 2-month
baseline observation period was
followed by a 4-month educa-
tion and implementation strat-

egy for all hospitals receiving
METs. Outcomes were mea-
sured during the following 6
months. The primary outcome
was a composite measure of the
incidence of unplanned ICU ad-
missions, cardiac arrests, and
unexpected deaths (without a
pre-existing not-for-resuscita-
tion order). Secondary out-
comes included each of these
events individually. The MET
calling criteria consisted of dis-
orders of breathing (respiratory
rate < 5 or > 36 breaths per min-
ute or respiratory arrest), circu-
lation (pulse rate < 40 or > 140
beats per minute, systolic blood
pressure < 90 mm Hg, or car-
diac arrest), neurology (sudden
fall in Glasgow coma scale > 2
points or repeated or extended
seizures) or “serious worry”
about any patient.

Results: Of 23 hospitals enrolled
in the study, 12 received MET
systems and 11 provided usual
care. All of the hospitals and
their patients had similar charac-
teristics and incidences of out-
comes during the baseline
period. The MET hospitals re-
ceived more calls for emergency
assessment than did the cardiac
arrest teams of control hospitals.

METs were mobilized for 95%
of patients who experienced un-
anticipated cardiac arrests and
who fulfilled calling criteria but
for only 8% of other unexpected
deaths and only 30% of all pa-
tients admitted to the ICU.
There were no significant differ-
ences in the combined or indi-
vidual rates of cardiac arrest, un-
planned ICU admissions and
unexpected deaths between the 2
groups (Table 1), yet the com-
bined incidence of events in both
the MET and control hospitals
decreased significantly between
the baseline and study periods.

Commentary: This study is the
largest and most robust random-
ized controlled trial to evaluate
the effect of a dedicated MET or
outreach system. Why did
highly skilled teams who reacted
promptly to liberal calling crite-
ria not effect a change in the
measured patient outcomes?
First, although 23 hospitals par-
ticipated, the study may yet have
been underpowered to detect a
difference. Second, only a mi-
nority of patients who fulfilled
calling criteria were actually re-
ferred to the MET. It is possible
that more sensitive criteria,
more frequent patient assess-
ments, or more advanced moni-
toring of patients would identify
a greater number of patients at
risk who might then derive ben-
efit from a MET. It is also possi-
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Do medical emergency teams improve the outcomes 
of in-hospital patients?
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Table 1: Incidence rates of the primary and secondary outcomes in hospitals with and
without METs during the study period*

Hospitals; crude rate
per 1000 patients

Outcome Without METs  With METs p value Difference (95% CI)

Primary outcome† 5.86 5.31 0.804 –0.264 (–2.449 to 1.921)
Cardiac arrest 1.64 1.31 0.306 –0.208 (–0.620 to 0.204)
Unplanned ICU admission 4.68 4.19 0.899 –0.135 (–2.330 to 2.060)
Unexpected death 1.18 1.06 0.564 –0.093 (–0.423 to 0.237)

Note: MET = medical emergency team, CI = confidence interval, ICU = intensive care unit.
*Adapted with permission from Elsevier (Lancet 2005;365[9477]:2091-7).
†The primary outcome was the composite of cardiac arrest, unplanned ICU admission and unexpected death.
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ble that the perceived benefits of
the MET might not have been
captured in the outcome mea-
sures chosen; patient satisfaction,
quality of emergency and end-
of-life care, and hospital staff
comfort were not measured. 

Practice implications: In a
health care system challenged
by limited critical care re-
sources, the notion of increased
“pre-emptive” care makes intu-

itive sense. Indeed, even though
no significant effect was seen on
the measured outcomes, hospi-
tals involved in the study have
generally refused to disband the
MET system. The results of this
trial suggest, however, that fur-
ther investigation is required be-
fore METs are widely adopted.
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