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RAPID RESPONSE TEAM RECORD

Room # / Location Arrival Timi Event Ende:
Primary Reason for Call: Situation:

Staff concerned / worried
Specify:

HR less than 40 O HR greater than 130

SBP less than 90 mmHg O Acute Mental status change
RR less than 8 O RR greater than 24

Sp0; less than 90% O FiO, 50% or greater

Acute Significant Bleed O Seizures

Failure to respond to tx

Recommendations / Interventions:
Airway / Breathin: Circulation

QOral Airway IV Fluid Bolus
Suctioned Blood
Nebulizer Treatment EKG Background:
Intubated CPR

NPPV Defibrillation
Bag Mask Cardioversion
02 Mask / Nasal No Intervention
ABG

CXR Assessment:
No Intervention

o
o
o
o
o
o
o
o
o
o

Temp, 8P,

Medication(s):

Other Interventions
Specify:

Outcome: [ Stayed in room O Transferred to ICU
O Transferred to SDU O Other:

O Notified Physician:. Time:,
{name) FOLLOW-UP REPORT:

Signature: Date/Time
DO NOT WRITE BELOW THIS LINE WHITE - Chart
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Getting Started Kit:

Rapid Response Teams 

How-to Guide
A national initiative led by IHI, the 5 Million Lives Campaign aims to dramatically improve the quality of American health care by protecting patients from five million incidents of medical harm between December 2006 and December 2008.  The How-to Guides associated with this Campaign are designed to share best practice knowledge on areas of focus for participating organizations.  For more information and materials, go to www.ihi.org/IHI/Programs/Campaign.

Copyright © 2007 Institute for Healthcare Improvement
All rights reserved.  Individuals may photocopy these materials for educational, not-for-profit uses, provided that the contents are not altered in any way and that proper attribution is given to IHI as the source of the content.  These materials may not be reproduced for commercial, for-profit use in any form or by any means, or republished under any circumstances, without the written permission of the Institute for Healthcare Improvement.  



Campaign Donors
The 5 Million Lives Campaign is made possible through the generous leadership and support of America’s Blue Cross and Blue Shield health plans. IHI also acknowledges the leadership and support of the Cardinal Health Foundation, and the support of the Blue Shield of California Foundation, the Aetna Foundation, Rx Foundation, Baxter International, Inc., and Abbott Fund. 
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This initiative builds on work begun in the 100,000 Lives Campaign, supported by Blue Cross Blue Shield of Massachusetts, the Cardinal Health Foundation, the Rx Foundation, the Gordon and Betty Moore Foundation, The Colorado Trust, the Blue Shield of California Foundation, the Robert Wood Johnson Foundation, Baxter International, Inc., The Leeds Family, and the David Calkins Memorial Fund.
Scientific Partner
The Society of Critical Care Medicine generously acted as a scientific partner and advisor in our work on this intervention

Don’t miss…
· Tips and Tricks [pp. 21-22]
Tips for successful testing and implementing of each intervention that we have gathered from our site visits to Campaign hospitals, our Campaign calls, and our Discussion Groups on IHI.org   

· Frequently Asked Questions [pp. 23-27]
Questions about how to implement each intervention, with helpful, practical answers from IHI content experts

· Patients and Families Fact Sheet [p. 28-29]
Information to help patients and their families in obtaining effective treatment and assisting medical professionals in the delivery of care

Early Monitoring and Response Systems
Cardiac arrests in hospitals are usually preceded by observable signs of deterioration, often six to eight hours before the arrest occurs.  Early recognition of these signs, and prompt treatment, can reduce death rates in hospitalized patients.  

· What Is a Rapid Response Team?

A Rapid Response Team – known by some as the Medical Emergency Team (MET) – is  a team of clinicians who bring critical care expertise to the patient bedside (or wherever it is needed).

· Why Do We Need Rapid Response Teams?

People die unnecessarily every single day in our hospitals.  It is likely that each clinician can provide an example of a patient who, in retrospect, should not have died during their hospitalization.  The goal is to respond to a “spark” before it becomes a “forest fire.”

· What Is an Early Warning Scoring System (EWSS) 
In addition to using Rapid Response Teams, some hospitals have pioneered the use of “Early Warning Scoring Systems” (EWSS) to more reliably identify patients in trouble and trigger the appropriate, often life-saving response.  Effective Early Warning Scoring Systems have two essential elements:
· They use routine physiological measurements and observations to identify patients at risk, wherever the patient may be in the care system.  

· Members of the care team, with the appropriate skills, knowledge, and experience, respond as soon as patients at risk are identified.
Clinical Instability Prior to Arrest

Several studies indicate that patients often exhibit signs and symptoms of physiological instability for some period of time prior to a cardiac arrest:

· 70% (45/64) of patients show evidence of respiratory deterioration within 8 hours of arrest               

Schein RM, Hazday N, Pena M, et al. Clinical antecedents to in-hospital cardiopulmonary arrest. Chest. 1990;98:1388-1392.

· 66% (99/150) of patients show abnormal signs and symptoms within 6 hours of arrest and MD is notified in 25% (25/99) of cases 

Franklin C, Mathew J.  Developing strategies to prevent in hospital cardiac arrest: analyzing responses of physicians and nurses in the hours before the event. Crit Care Med. 1994;22(2):244-247.  

· Six abnormal clinical observations were found to be independently associated with an increased high risk of mortality: decrease in level of consciousness, loss of consciousness, hypoxia, and tachypnea.  Among these events, the most common were hypoxia (51% of events) and hypotension (17%).  

Buist M, Bernard S, Nguyen TV, Moore G, Anderson J. Association between clinically abnormal observations and subsequent in-hospital mortality: a prospective study.  Resuscitation. 2004;62(2):137-141.  

Franklin’s article identified several warning signs present within six hours of arrest:

· MAP <70, >130 mmHg

· Heart rate <45, >125 per minute

· Respiratory rate <10, >30 per minute

· Chest pain

· Altered mental status 

What Difference Can a Rapid Response Team Make? 


[image: image4.emf]   Before     After       No of cardiac arrests  63  22  RRR  65 %  P = 0.00 1   Deaths from cardiac arrest  37  16  RRR 56%  P = 0 .005   No of days in ICU post  arrest  163  33  RRR  80 %  P = 0.00 1   No of days in hospital after  arrest  1363  159  RRR  88 %  P = 0.00 1   Inpatient deaths  302  222  RRR  2 6%  P = 0.00 4      

What difference can it make? 

Bellomo R, Goldsmith D, Uchino S, et al. A prospective before-and-after 

trial of a medical emergency team. Medical Journal of Australia. 

2003;179(6):283-287.


· 50% reduction in non-ICU arrests 

Buist MD, Moore GE, Bernard SA, Waxman BP, Anderson JN, Nguyen TV.  Effects of a medical emergency team on reduction of incidence of and mortality from unexpected cardiac arrests in hospital: preliminary study.  BMJ. 2002;324:387-390.

· Reduced post-operative emergency ICU transfers (58%) and deaths (37%) 

Bellomo R, Goldsmith D, Uchino S, et al.  Prospective controlled trial of effect of medical emergency team on postoperative morbidity and mortality rates. Crit Care Med. 2004;32:916-921.

· Reduction in arrest prior to ICU transfer (4 % vs. 30 %) 

Goldhill DR, Worthington L, Mulcahy A, Tarling M, Sumner A. The patient-at-risk team: identifying and managing seriously ill ward patients.  Anesthesia. 1999;54(9):853-860.

· 17% decrease in the incidence of cardiopulmonary arrests (6.5 vs 5.4 per 1000 admissions.  

DeVita MA, Braithwaite RS, Mahidhara R, Stuart S, Foraida M, Simmons RL. Use of medical emergency team responses to reduce hospital cardiopulmonary arrests. Qual Saf health care. 2004;13(4):251-254.

Sample Results

This chart represents one hospital’s results after implementing a Rapid Response Team.  This hospital is a 750-bed non-teaching community hospital.  Their Rapid Response Team consists of a critical care nurse and respiratory therapist, with intensivist backup.  They have seen a 23% decrease in their overall code rate per 1,000 discharges.
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The same organization observed a 44% decrease in codes occurring outside their ICU.  Their hypothesis: Patients were being identified prior to cardiac arrest and either never coded at all or were moved to the ICU prior to their arrest.
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This same hospital saw a 48% increase in the percentage of coded patients surviving at discharge.  Once again, their hypothesis: Patients who coded did so in a monitored setting such as an ICU, thereby increasing the likelihood of their surviving.

[image: image7.emf]Percent of Coded Patients Surviving at Discharge

0%

5%

10%

15%

20%

25%

30%

35%

40%

Jan-02

Feb-02 Mar-02

Apr-02

May-02

Jun-02 Jul-02 Aug-02 Sep-02

Oct-02

Nov-02 Dec-02

Jan-03

Feb-03 Mar-03

Apr-03

May-03

Jun-03 Jul-03 Aug-03 Sep-03

Oct-03

Nov-03 Dec-03

Jan-04

Feb-04 Mar-04

Apr-04

May-04

Jun-04 Jul-04 Aug-04 Sep-04

Oct-04

P A Average A

(p-chart)

Percent

Rapid Response Team 

(RRT) implemented 

August 2003

UCL

LCL

Average

Percent of Coded Patients 

Surviving at Discharge

48 % increase


Another organization, a smaller community non-teaching hospital with an average daily census of around 225 patients, has seen similar results in their overall reduction in codes per 1,000 discharges.
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How to Develop an Early Warning Scoring System   
An Early Warning Scoring System can improve identification of patients who are at risk in a non-ICU setting. The Early Warning Scoring System consists of simple, practical methods of using routine physiological measurements to identify patients at risk. This system facilitates the timely attendance to all such patients, once identified, by those possessing appropriate skills, knowledge, and experience.
Goldhill DR, McNarry AF, Mandersloot G and McGinley A. A physiologically-based early warning score for ward patients: the association between score and outcome. Anaesthesia. 2005 Jun;60(6):547-553.
Organizations have developed a variety of models for Early Warning Scoring Systems.  The basic Early Warning Scoring System uses periodic observation of selected vital sign values.  When one or more extreme values are noted, a predefined action is taken—for example, the Rapid Response Team is called.  
Here are sample clinical criteria for an Early Warning Scoring System:
· Staff member is worried about the patient

· Acute change in heart rate <40 or >130 bpm

· Acute change in systolic BP <90 mmHg

· Acute change in RR <8 or >28 per min or threatened airway

· Acute change in saturation <90% despite O2

· Acute change in conscious state

· Acute change in UO to <50 ml in 4 hours

Here is another example of an Early Warning Scoring System, created by Barking, Havering and Redbridge NHS Trust S.E.C.S. (System for Evaluating Critically Sick), in which a response is triggered by two or more criteria out of limits:

· Systolic Blood Pressure 

<101 

>200
· Respiratory Rate 


<9 

>20

· Heart Rate 



<51

>110

· Saturation (room air) 


<90%

· Urine Output 


     <1ml/kg/2 hours

· Conscious Level 


         Not fully alert
· If a patient fulfills two or more of the above criteria OR you are worried about his/her condition, page the resident from the admitting team and the Rapid Response Team.

· These two parties MUST review the patient within thirty minutes.
The Early Warning Scoring System developed by the Luton and Dunstable Hospital NHS Trust in the UK uses a color-coded chart that makes it very easy for the observing caregiver to make the decision to call for more help.  When any one of the vital signs being recorded falls into the red zone, this triggers the nurse to call for help.  
A slightly more complex Early Warning Scoring System also relies on the observation of pre-selected basic vital signs. The difference is that the entire assessment is scored, and if that score exceeds a previously agreed-upon threshold, the appropriate action (e.g., calling the Rapid Response Team) is triggered. 
How to Implement a Rapid Response Team
Prior to testing and implementation of a Rapid Response Team, organizations may wish to consider the following: 
· Engage senior leadership support.
· Determine the best structure for the Rapid Response Team.

· Establish criteria for calling the Rapid Response Team.

· Establish a simple process for calling the Rapid Response Team.

· Provide education and training. 

· Use standardized tools.
· Establish feedback mechanisms.
· Measure effectiveness.
> Engage Senior Leadership Support

Engage senior leadership (executive and physician) support and buy-in, i.e., “We are going to do this; this is important and the right thing to do for our patients.”  

· Make an explicit organizational commitment to establishing the Rapid Response Team.

· Educate the medical staff about the benefits of Rapid Response Team and put the myths to rest.

· Craft a very clear and widely disseminated communication message from senior leadership.

> Determine the Best Structure for the Rapid Response Team
Who will comprise the Rapid Response Team?  Our experience shows that multiple models work well, including the following:

· ICU RN and Respiratory Therapist (RT)

· ICU RN, RT, Intensivist or Hospitalist

· ICU RN, RT, Intensivist, Resident

· ICU RN, RT, Physician Assistant

· ED or ICU RN

Select each member (physician, RN, RT) of the Rapid Response Team carefully.  The physician team member should be one who is respected by both nurses and physicians and perceived as a good communicator and team player. In every model, there are four key features of Rapid Response Team members:  

· The team members must be available to respond immediately when called.  

· They must be onsite and accessible.

· They must have the critical care skills necessary to assess and respond.

· They must respond to every call with a smile on their face and a script to include, “Thank you for calling. How can I help you?

Organizations should examine their current resources and culture when choosing the Rapid Response Team members and build on existing relationships and practice patterns, e.g., hospitalist program, less than 24 x 7 intensivist coverage, ICU staff, availability of respiratory therapists, etc.  Staff must feel comfortable calling the Rapid Response Team.  Care should be taken when choosing team members. Rapid Response Team members should be willing to assist and educate all levels of staff. Calls made to the Rapid Response Team must be responded to with the same sense of urgency as a cardiac arrest.  Facilities must develop contingency plans to cover the work of the members of the team when they are called away. 
The Rapid Response Team assists the staff member in assessing and stabilizing the patient’s condition and organizing information to be communicated to the patient’s physician.  The Rapid Response Team member also takes on the role of educator and support to the staff.  Initially, organizations may fear that the introduction of the Rapid Response Team will lessen the clinical skills of the non-ICU staff.  In fact, quite the opposite appears to be true.  In their role as educators, the Rapid Response Team nurses have a unique opportunity to educate the non-ICU staff at the time of the call, assembling the various pieces of clinical information and pulling the pieces of the puzzle together.  

> Establish Criteria for Calling the Rapid Response Team

Each organization should determine which criteria will be used to call a Rapid Response Team, and educate the staff accordingly.  Example criteria include:  

· Staff member is worried about the patient

· Acute change in heart rate <40 or >130 bpm

· Acute change in systolic blood pressure <90 mmHg

· Acute change in respiratory rate <8 or >28 per min

· Acute change in saturation <90% despite O2

· Acute change in conscious state

· Acute change in urinary output to <50 ml in 4 hours

Educating staff about the criteria for calling the RRT is essential.  The education needs to include specific criteria, such as those presented above, and should encourage the staff to call when they are simply “worried about” the patient, even in the absence of clinical criteria.      

Tip: After piloting the Rapid Response Team, be sure to educate all hospital employees on the criteria, including those in radiology, endoscopy, etc.

> Establish a Simple Process for Calling the Rapid Response Team

Immediate notification of the team is a vital process that must be reliable.  The process must be very simple, easy to remember, and preferably “one number.”  Facilities choose from a variety of methods: 

· Overhead Page (this is a reliable method, but may solicit additional, unnecessary staff to the patient’s room)

· In-house Companion Phones

· Beeper (beeper must be consistent from shift to shift, day to day)

· “Companion” or cell phone technology for immediate communication with the team (can be handed off as assignments change)

> Provide Education and Training

Medical Staff:  Educate the medical staff about the benefits of Rapid Response Team and dispel the myths.


Benefits:

· Fast and accurate critical patient assessment 24 x 7

· Clear and concise communication using the SBAR (Situation, Background, Assessment, Recommendation) method of communicating

· Link to fewer codes and lower mortality

· Enhanced Culture of Safety for the patient, (Improvement Opportunities, Enhanced clinical skills, earlier detection and response to deteriorating patients, )  

Myths:

· A Rapid Response Team is not intended to take the place of immediate consultation with the physician if needed. 

The intention is to help patients in the time window of clinical instability and not to replace physician involvement in that process.  Care should be taken to include the attending physician in the Rapid Response Team event. 

Rapid Response Team Members:  The Rapid Response Team members should receive education and training together. Training includes the following: 

· Advanced critical care training (ACLS) as needed.  Most ICU RNs and RTs may have training already.  Organizations may determine the need for standing protocols the Rapid Response Team will have available for use during the call.

· SBAR (Situation, Background, Assessment, Recommendation) method of communicating and receiving communications about patient condition (details available on www.ihi.org)
· Communication skills, including responding in a professional and friendly manner (“Thank you for calling. How can I help you?”)

· Appropriate expectations, including responding in a timely manner (e.g., within 5 minutes every time the Rapid Response Team is called); providing  non-judgmental, non-punitive feedback to the person that initiated the call to the Rapid Response Team; providing a learning opportunity for the caregiver

Nursing Staff: Nursing staff should receive education and training on the following: 

· The person who calls the Rapid Response Team is a key member of the team.  
· The Rapid Response Team is not there to take over and assume care of the patient; the role of the team is to bring critical care expertise to the bedside.
· Criteria and procedures for calling, how to notify the team 

· Communication and teamwork skills – use of SBAR, appropriate assertion, and critical language skills

· Calling expectations – call even if you’re unsure. (“If you are worried, so are we.”) 

· Staff (RRT and staff calling the RRT) are to keep the focus on the patient.  This is not the time for criticism or judgment. 

· Have information available for the team, such as the chart, medication administration record (MAR), previous assessments, etc.

Nursing staff education can take the form of a “traveling road show” to each nursing unit, either as they join the pilot or at the beginning.  Nursing managers and educators may want to gather staff together and do a debriefing of a code or critical event that “could have happened last night on this unit.”  Providing a brief description of how the Rapid Response Team could have assisted the staff and prevented the event from occurring may accelerate learning.

> Use Standardized Tools
Essential tools for Rapid Response Teams are available; there is no need to reinvent the wheel. (You can download this “Rapid Response Team Record” on www.IHI.org.)
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The SBAR communication technique can be embedded into the process by including it on the documentation form. The team can use the form to capture and organize information about the patient’s condition prior to calling the physician.  The documentation form should also capture information on reasons for the Rapid Response Team call, as well as the types of interventions required, and a feedback process.  This information can be used for planning purposes and to drive nursing and medical staff educational programs. 
> Establish Feedback Mechanisms

· Feedback information on patient outcome.

· Look for lessons learned hospital-wide.

· Use data to drive educational programs.

· Share the success stories.

It is important to create feedback mechanisms to the staff to foster understanding of Rapid Response Teams and their benefits.   Particularly during the initial stages of establishing the team, organizations find it useful to tell the stories of patients who were rescued by the team.  These stories are useful in garnering support for the team as well as sustaining the process.   

> Measure Effectiveness

Use these three key measures to evaluate the effectiveness of the Rapid Response Team:

· Codes per 1,000 Discharges

· Codes Outside the ICU

· Utilization of Rapid Response Team

(See Appendix B for detailed information about the measures for this intervention.)  

Organizations may wish to collect data on additional measures, ICU transfers, staff satisfaction with the Rapid Response Team, percent of coded patients surviving at discharge, and safety culture survey data. 

Organizations should examine Rapid Response Team data for lessons learned and patterns and trends, for example, respiratory events related to narcotics.  The information gained from the Rapid Response Team calls can also be used to identify opportunities to address system failures, such as recognition, planning and communication failures.

Using the Model for Improvement

In order to move this work forward, IHI recommends using the Model for Improvement. Developed by Associates in Process Improvement, the Model for Improvement is a simple yet powerful tool for accelerating improvement that has been used successfully by hundreds of health care organizations to improve many different health care processes and outcomes. 

The model has two parts:

· Three fundamental questions that guide improvement teams to 1) set clear aims, 2) establish measures that will tell if changes are leading to improvement, and 3) identify changes that are likely to lead to improvement.

· The Plan-Do-Study-Act (PDSA) cycle to conduct small-scale tests of change in real work settings — by planning a test, trying it, observing the results, and acting on what is learned. This is the scientific method, used for action-oriented learning. 

Implementation:  After testing a change on a small scale, learning from each test, and refining the change through several PDSA cycles, the team can implement the change on a broader scale — for example, for an entire pilot population or on an entire unit. 

Spread:  After successful implementation of a change or package of changes for a pilot population or an entire unit, the team can spread the changes to other parts of the organization or to other organizations.

You can learn more about the Model for Improvement on www.IHI.org
PDSA WORKSHEET



CYCLE:  1
   DATE:
6/10/05

	


Project: Rapid Response Team (RRT)



   Objective for this PDSA Cycle:                                                                                                                                                                         Establish an easy mechanism for calling the RRT. 
PLAN: 

Questions:  Will the current beeper system work to activate all three members of the RRT?
Predictions:  The “group page” function can activate all three members at once immediately.
Plan for change or test – who, what, when, where:  

Jane will request 3 beepers that are on a “group page” with one number.  
Kathy will conduct 5 test beeps to the pilot floor (4 East) before next week.  
Plan for collection of data – who, what, when, where:

Kathy will do the test beeps 5 times, on various shifts, before next Tuesday’s meeting.  She will note time and responses and report to next meeting.
DO:  Carry out the change or test.  Collect data and begin analysis.

STUDY:  Complete analysis of data: How did or didn’t the results of this cycle agree with the predictions that we made earlier?

Summarize the new knowledge we gained by this cycle:  Five test beeps were conducted on various days and at various times.  Results of five test beeps:

1- Response of all 3 responders to room on 4 East within 8 minutes.  All received the beep.
2- Call made at 4:15p, and responders arrived to room on 4 East at 19, 23, and 25 minutes after call was made.  Upon looking at the beepers, the beeps were received at 4:23p.  After making a call to IS, it was assumed the call was “stacked” and the beep went out on the system at 4:23.

3- Response of all 3 responders to room on 4 East within 4 minutes.  All received the beep.
4- Response of all 3 responders to room on 4 East within 3 minutes.  All received the beep.
5- Response of 2 of the responders to room within 5 minutes.  The Respiratory Therapist never responded to room 469 (30 minutes).  Approximately 1 hour later, Kathy called the Respiratory Therapist beeper and met the RT assigned to the RRT.  

ACT:  List actions we will take as a result of this cycle.
Test the Overhead Paging system. 

Plan for the next cycle (adapt change, another test, implementation cycle?):

After talking with members of the RRT and the staff on 4 East (pilot floor), Kathy will conduct 5 calls utilizing the overhead paging system. 


Additional examples of PDSA Worksheets for Rapid Response Teams available at www.ihi.org.
	Tips and Tricks:  Rapid Response Teams
More than 3,000 hospitals across the US have been working hard to implement the Campaign interventions.  Here are some of the "tips and tricks" for successful testing and implementing of each intervention that we have gathered from our site visits to Campaign hospitals, our Campaign calls, and our Discussion Groups on IHI.org.   
Tips when getting started: 
· Be tolerant of “false alarms.”  Staff should be praised for calling even if, after assessment, the patient condition did not appear to warrant calling the Rapid Response Team. 

· Get the word out – initially and continuously.  Communicate, communicate, communicate!  You cannot do enough of this.  Particularly in the beginning, get the word out often.  Be systematic and relentless with your communication. The power of sharing the Rapid Response Team stories with medical and nursing staff cannot be underestimated.

· Pilot the process on one hospital unit.  This will allow you to test the notification process, documentation tools, and follow-up mechanisms. 

· Utilize mock Rapid Response Team calls during the pilot.  This provides the opportunity to test operational processes as well as discuss staffing contingency plans and assignments before full implementation. 

· Allow the RRT staff to test and edit the documentation tool.  The staff completing the document will design a form that flows well and is simple to complete, which will increase compliance with completion of the document.

· Design and encourage the development of opportunities for the Rapid Response Team staff to “connect” to additional staff within the hospital—for or example, follow-up visits to patients who remain on the med-surg floor, debriefing opportunities after a call, etc. 

· Encourage the Rapid Response Team staff to design a mechanism to ensure that the documentation tools, protocols, and resources are present at every call. For example, some teams use a bright-colored “zippered notebook” that contains the documentation tools, logs, protocols, and resources such as physician chain-of-command flow sheet, ACLS guidelines, frequently-used phone numbers, etc.

See next page for Tips for future RRT opportunities.


	Tips for future RRT opportunities:
· Rapid Response Team data is rich with opportunities for system improvement; these improvement processes will enhance the care of all patients in the facility.  Upon review of the data, every effort should be taken to identify any system failures.  Failure-to-rescue opportunities  may include the following:

· Failure to Recognize:  Vital signs deteriorating over time with no response by caregiver 

· Failure to Communicate:  Delay in physician response to a call for assistance; inadequate communication between caregivers
· Failure to Plan:  Deterioration of patient while “awaiting an inpatient bed” while in an ED or PACU
· Develop an Early Warning Scoring System.  Use a routine process for taking and charting vital signs.  Develop tools that are visual cues, that alert staff to complete an Early Warning Score for each patient with any subtle changes in HR, BP, and respiratory rate.  Use the Score to alert the RRT if needed.  

· Implement a process for all staff to utilize an Early Warning Scoring System. Utilize processes already in place—for example, the process of routine vital signs on each patient. Review the process; for example, do patient care assistants take and chart vital signs?  If so, test using visual cues to indicate early deterioration,such as a color-coded graphic sheet.  The color coding of tools can visually alert the caregiver to action.  The action may be to find the nurse and show her the charted vital signs on the color-coded documentation sheet.  The nurse then completes an Early Warning Score on the patient and may summon the RRT.   

· Expand your “Referral Base.”  After implementation of a RRT on the traditional nursing units, expand the opportunities for calls to all areas of the hospital.  Educate personnel in diagnostic  and public areas of the hospital to call the RRT if they are concerned about a patient. 

· Involvement of family members or patients in the process of activating the Rapid Response Team.  Often, family members are more sensitive to subtle changes in the patient’s condition.  Systems may need to be developed to allow the family to alert the Rapid Response Team to a dangerous change in the patient’s status.
Tell the story “every chance you get.”  Utilize data to motivate staff and to keep senior leadership involved.  Staff are encouraged to know that RRT calls are going up and codes are going down.  Design processes to regularly, at least monthly, keep the process on the ‘front burner’.  Opportunities include: posting data where frontline staff will see, publishing patient stories and publishing process improvement opportunities that have been identified and changes put in place. 


	Frequently Asked Questions:  Rapid Response Teams
What are typical Rapid Response Team hours of operation? 

Ideally the hours of operation would be 24 hours a day, 7 days a week.  Some have started with shifts or days of the week that seem to have the most “opportunities,” like 7 pm -7 am for example, but they quickly realize there are opportunities everywhere. One very good exercise is to pull your hospital’s last 20 codes and review. Regarding time of day, day of week, are there any trends? If so, then be sure to start there.

How many calls should we expect in one day of operation? 

The more calls the RRT receives the greater the impact on code and mortality rates. The IHI faculty has observed hospitals with 20-25 calls/1000 discharges demonstrate a decrease in overall hospital mortality.  

When does the team leave? At disposition?

It really depends on the patient and the model you choose to use at your facility. For example, if you have a team of physicians like at UPMC or in NY, the Rapid Response Team would leave after the initial intervention. If your Rapid Response Team consists of RNs and RTs, one or more of the team members may stay with the patient until they go to ICU. Most teams have done time studies and the average time per call seems to be 20-30.
What are the back-up plans for multiple priorities? 

Again, look at your facility and its resources. For example, if your team is led by the house supervisor, the Rapid Response Team and the patient must be the priority. The backup plan may be to arrange for another person to come do staffing for the house if the supervisor is with a patient. The team members must be able to count on coverage to go and assist the patient. If there are delays or the staff nurse does not get help because someone is “too busy to come,” they will not call again. If there are two calls at the same time, one person stays and assesses one patient, while another team member goes assesses the second person; then they connect and agree on priorities.

At what point does the Rapid Response Team move to a code? 
In cases of cardiac/pulmonary arrest, or when the Rapid Response Team needs the additional assistance of a code team for the patient.

	Frequently Asked Questions, continued
We are considering implementing some proactive measures to identify patients at risk before the Rapid Response Team is called, for instance rounding on the units and asking the charge nurse to identify the "sickest" patient(s), who would than be evaluated by the Rapid Response Team. Has anyone tried any such proactive measures, and if so, were they successful?

Great thoughts! I will tell you that several hospitals have found that being more proactive in identification of patients at risk have found that it can really enhance the culture of change. 

Here are some ideas I have seen used: 

· Develop an Early Warning Scoring System.  This system whether computerized or manual can assist in the earlier identification of deteriorating patients and assist in prioritizing patients to be seen by an RRT.  Once the trigger is established for the RRT to be called, the ‘guesswork’ is taken out of the process and the call to the RRT is automatic. 

· Round on units and asking “tell me about your sickest patient.” 

· Attend unit “safety briefings” at change-of-shift to identify patients at risk.

· Utilize other departments to help identify risks.  For example, meet with the Radiology Department and discuss patients at risk, patients they may be worried about, etc.

· Educate case management personnel and any other department that routinely rounds on patients. 

· Talk to laboratory departments and discuss opportunities to identify patients at risk (increased troponin, critical labs, etc.). 

· Incorporate a process for debriefing after each call. For example, a few days after each Rapid Response Team call, go to the floor that called, hopefully include the caller, and gather up 4 or 5 staff and do a 5-minute debriefing about what happened, how they identified the need for the Rapid Response Team, what interventions they made, and what happened to the patient. This will encourage the person that called, others will learn that it is okay to call, and they all learn the outcome of the call/patient. 

· There are some technological tools that some are using and some smart people have changed vital sign sheets to indicate dangers.  For example, changing the graphic sheets to include big red lines to visually alert people the patient is in trouble - and to call if the BP is “in the red.”


	Frequently Asked Questions, continued

We are beginning to use a Rapid Response Team and we have a number of staffing concerns.  What tips do you have about staffing the Rapid Response Team?
A few observations and suggestions: 


On most teams, the staff has a regular assignment.  The key is that the assignment needs to be “thought out.” For example, if you use the MICU nurse staff as a member of the Rapid Response Team, the nurse with the Rapid Response Team assignment should have the least acute patients—maybe the ones transferring out, maybe the assignment with the empty bed, etc. AND the other MICU nurses on staff that shift should know of her assignment with the Rapid Response Team, so that the patients can be covered if she is called away. The average time away is 30 minutes. 

Staff currently leave assignments for “code blues,” and traditionally for much longer than 30 minutes. Calling the Rapid Response Team may result in patients never having to transfer to the ICU, or if they are transferred to ICU, they will be much less acute than they would be if they were allowed to deteriorate further. This does directly affect more efficient flow into and out of the ICU. 

Some ideas to assist with staffing concerns: 1) start on a pilot unit, and 2) conduct mock calls. By starting on a pilot unit, the two areas (ICU and pilot unit) can work out the operational “bugs” that often frustrate the initial process. With a pilot unit, you can develop the process for calling, responding, documenting, and following up. 


I also encourage facilities to conduct mock calls during the pilot. (This is done by going to an empty room and calling the Rapid Response Team. When the staff respond, conduct a brief discussion regarding their response time and “what they had to do to get there.” 10 minutes tops.) The mock calls and discussions help the Rapid Response Team staff realize the necessities of appropriate assignments and contingency plans. Often facilities utilize the “house supervisor” or other support persons to support the area the Rapid Response Team is leaving, i.e., the ICU, during the call itself.


	Frequently Asked Questions, continued

Can you estimate how much time data collection will take?

Data is collected in many ways. Your process should include a few simple, distinct elements and can take very little time to collect. I worked with a clerical person to do data entry and I reviewed weekly. Once I got the process down pat, it took me about 2 hours a week to review calls, trends, and distribute follow-up information to units for debriefing. Others have utilized case management and/or Quality Department resources that are already in place to assist with data collection.
What is the communication with the attending physician caring for the patient? What is the required documentation? 

This needs to be a process that is decided upon with the medical staff of the facility.  Some facilities develop a process to call the attending physician simultaneously with the call for the Rapid Response Team, to alert the MD immediately to potential concerns.  Other facilities develop a process to call the attending after the initial assessment by the Rapid Response Team is complete.  Great care should be taken to consistently include the attending physician in the Rapid Response Team event. 
I am looking for some other hospitals that have instituted the RRT for patients and families to activate as well as staff.

There are some hospitals that have successfully implemented a Rapid Response Team being initiated Condition H or allowing and even encouraging the family members to utilize the Rapid Response Team.  Two hospitals that have had several months of experience with this are UPMC Shadyside in Pittsburgh, PA, and Franklin Square Hospital in Baltimore, MD. 


Although very few staff would argue that the families don't “know the patient best,” it may be threatening to open up calling the Rapid Response Team to the family. Start with a pilot unit, prepare the staff, use stories of rescues, and assure the staff that the environment is safe. The family member can only enhance the care you give.

 
There are some great family tools on the IHI website, on the materials tab of the Campaign area, for each intervention.  Also there are some great tools for RRT (Condition H) on the Patient Safety Group website.




	Frequently Asked Questions, continued

What are the differences between the RRTs that have physician members versus those that don't have them? I assume that they operate differently.


There are several models out there: with and without an MD. Rapid Response Teams need to be able to respond to anyone's call for assistance. By training the entire hospital staff to call for assistance for any patient demonstrating changes that could lead to a catastrophic event, the team must respond. The way I see the difference is: 

RRT with MD: After assessment of patient, an MD can provide “orders” to intervene immediately. 

RRT without MD: After assessment of patient, the ICU nurse or other team members must have immediate access/ability to get what is needed for the patient. This may be in the form of calling attending physician for orders, protocols, emergency guidelines, etc.
What is the required documentation? 

The documentation tool must be concise and easy to complete.  Many have included communication tools (such as SBAR – Situation, Background, Assessment and Recommendation) to assist with the communication with providers.



Have a question for Kathy Duncan, our Rapid Response Team faculty expert?  Post it to the Rapid Response Team web discussion.

Looking for advice from other organizations like yours?  Ask a Campaign Mentor Hospital!  The organizations on the Campaign Mentor Hospitals list have volunteered to provide support, advice, clinical expertise, and tips to hospitals seeking help with their implementation efforts. 
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What You Need to Know about Rapid Response Teams:
A Fact Sheet for Patients and Their Family Members

A Rapid Response Team is a group of nurses and doctors who are trained to help when there are signs that a patient is getting much sicker. The purpose of a rapid response team is to help before there is a medical emergency such as a heart attack. 
Rapid response teams take action very quickly when something goes wrong. They may suggest laboratory tests, x-rays, medications, or even moving the patient to an intensive care unit. These actions can help patients get better and live longer.
Problems can happen any time a patient is in the hospital. This includes just after surgery, during medical tests, or when a patient is recovering from an illness. 

Warning signs that a patient is getting much sicker:
· Changes in the heart or respiratory (breathing) rate

· A drop in blood pressure (it gets much lower)

· Changes in urinary output (much more or much less urine)

· Confusion or other mental status (thinking) changes

· When something just does not look or seem right with the patient  

How family members can help:
· Find out if the hospital has a rapid response team.

· Ask the nurse to call the rapid response team when there are warning signs that the patient is getting much sicker. 
You can learn more about Rapid Response Teams as they relate to the 
5 Million Lives Campaign at www.ihi.org.

5 Million Lives Campaign

The 5 Million Lives Campaign is a national initiative to dramatically improve the quality of American health care. The Institute for Healthcare Improvement (IHI) and its partners seek to engage thousands of U.S. hospitals in an effort to reduce harm for five million American patients between December 2006 and December 2008. This ambitious work builds upon the great energy and commitment shown by hospitals during the 100,000 Lives Campaign, a national, IHI-led initiative focused on reducing unnecessary mortality and that ran from December 2004 to June 2006. Complete details, including materials, contact information for experts, and web discussions, are on the web at http://www.ihi.org/IHI/Programs/Campaign/.
Information provided in this Fact Sheet is intended to help patients and their families in obtaining effective treatment and assisting medical professionals in the delivery of care.  The IHI does not provide medical advice or medical services of any kind, however, and does not practice medicine or assist in the diagnosis, treatment, care, or prognosis of any patient.  Because of rapid changes in medicine and information, the information in this Fact Sheet is not necessarily comprehensive or definitive, and all persons intending to rely on the information contained in this Fact Sheet are urged to discuss such information with their health care provider.  Use of this information is at the reader's own risk.

Appendix A

Reports from the Field

Intervention:  

Rapid Response Teams

Organization:

Missouri Baptist Medical Center




St. Louis, MO

Contact:

John E. Krettek Jr., M.D., Ph.D.

Vice President Medical Affairs and Chief Medical Officer 

jkrettek@bjc.org
Date:


2/8/05

At Missouri Baptist Medical Center, we have had our Rapid Response Team active now for a year. The team does not respond to the ED, the Cardiac Cath Lab, or the ICUs; the latter are staffed by intensivists 24/7.The team is comprised of a Physician Assistant, an ICU nurse and a respiratory therapist. They carry beepers and when a Rapid Response Team call is made they respond in person. There is thus no "discussion" only response. Our response time is 1.5 minutes. All members arrive and then it is determined who should remain depending on the patient's condition. 70% of our calls are respiratory in nature and often the other members may leave. A significant part of the educational process occurs at this point; the ICU nurse is a resource for the floor nurse and during the initial 3 months we actually had the nurse who had called the Rapid Response Team complete a survey and the response was 100% overwhelmingly positive that we stopped the survey. The nurses on the floor appreciate the teaching from the high level ICU nurse which is done in a positive rather than a critical fashion, so that it is important to educate the ICU nurses ahead of time about the crucial nature of their role as mentor and educator. Since 35% of our Rapid Response Team patients are transferred to a higher level of care, the second education piece is feedback to the nurse on the floor of the patient's condition. We also on a monthly basis provide information to the nursing directors, managers and assistant nurse managers at a leadership meeting about the statistics related to Rapid Response Team versus Codes. Our "discharge from hospital" statistic for Rapid Response Team is 82%, while for Codes only 17%. This enhances their appreciation for what they personally can do as the initiator of the Rapid Response Team call.

In short:

1) Pre-implementation education of the participant about their roles as both responder and educator; this minimizes the tendency for someone to say the Rapid Response Team should not have been called or that a nurse is "stupid" in situations that are not critical

2) Contemporaneous education about the pathophysiology and the importance of early recognition and reaction rather than waiting to "be sure" and risking a patient in worse condition or code status

3) Feedback to the individuals involved about the value to the patient of a particular Rapid Response Team call and their role in improving the care of their specific patient

4) Education of the organization with your own statistics and what the Rapid Response Team has done to improve the care of your own patients.

The focus is on the patient and the outcome rather than on the attitudes and activities of individual caregivers.

5) There are two parallel tracks;

a) One is that the physicians appreciate the immediate nature of the response and they are called either by a member of the Rapid Response Team or preferably by the patient's own  nurse, who is now more knowledgeable, to provide them a synopsis rather than the physician finding out the next time that she/he visits the patient.

b) Since these are usually "floor" patients it is also desirable to include some education, by the floor nurse, the ICU nurse, or the PA to the family about what is going on . We have had families comment on how impressed by the way that the situation was handled and the rapid response and the fact that they feel much safer knowing that the Rapid Response Team is available.

One of our Board members actually called me to see if we had such a team after the WSJ article and I simply had him read a little closer and identify that the Missouri Baptist hospital and Nancy Sanders were actually his own organization.

Appendix B: Recommended Intervention-Level Measures

The following measures are relevant for this intervention. The Campaign recommends that you use some or all of them, as appropriate, to track the progress of your work in this area. In selecting your measures, we offer the following advice:

1. Whenever possible, use measures you are already collecting for other programs. 

2. Evaluate your choice of measures in terms of the usefulness of the results they provide and the resources required to obtain those results; try to maximize the former while minimizing the latter.

3. Try to include both process and outcome measures in your measurement scheme. 
4. You may use measures not listed here, and, similarly, you may modify the measures described below to make them more appropriate and/or useful to your particular setting; however, be aware that modifying measures may limit the comparability of your results to others’. (Note that hospitals using different or modified measures should not submit those measure data to IHI.)

5. Remember that posting your measure results within your hospital is a great way to keep your teams aware of progress and motivated. Try to include measures that your team will find meaningful, and that they would be excited to see.

Process Measure(s):

	Utilization of Rapid Response Team

	Owner: IHI

	Owner Measure ID: N/A

	Measure Information: [Campaign MIF]

	Comments: 

· Note that this measure is the same as that used in the 100,000 Lives Campaign.


Outcome Measure(s):

	Codes Per 1000 Discharges

	Owner: IHI

	Owner Measure ID: N/A

	Measure Information: [Campaign MIF]

	Comments: 

· Note that this measure is the same as that used in the 100,000 Lives Campaign.


	Percent of Codes Outside ICU

	Owner: IHI

	Owner Measure ID: N/A

	Measure Information: [Campaign MIF]

	Comments: 

· Note that this measure is the same as that used in the 100,000 Lives Campaign.


Alignment with Other Measure Sets:
No known use of any of these measures in other, non-IHI measure sets.
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The Institute for Healthcare Improvement (IHI) is a not-for-profit organization leading the improvement of health care throughout the world.  IHI helps accelerate change by cultivating promising concepts for improving patient care and turning those ideas into action.  Thousands of health care providers participate in IHI’s groundbreaking work.





This How-to Guide is dedicated to the memory of David R. Calkins, MD, MPP (May 27, 1948 – April 7, 2006) -- physician, teacher, colleague, and friend -- who was instrumental in developing the Campaign’s science base.  David was devoted to securing the clinical underpinnings of this work, and embodied the Campaign’s spirit of optimism and shared learning.  His tireless commitment and invaluable contributions will be a lifelong inspiration to us all.
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Hospital Codes Outside the ICU



Rapid Response Team (RRT) implemented August 2003

Number of Codes

44 % decrease



The same organization observed a 44% decrease in the codes occurring outside their ICU.  Their hypothesis – patients were being identified prior to cardiac arrest and either never coded at all, or were moved to the ICU prior to their arrest.
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What difference can it make? 

Bellomo R, Goldsmith D, Uchino S, et al. A prospective before-and-after trial of a medical emergency team. Medical Journal of Australia. 2003;179(6):283-287.



Insert annotation from MJA article in bibliography here.







			


			Before 


			After 






			





			No of cardiac arrests


			63


			22


			RRR 65% P=0.001





			Deaths from cardiac arrest


			37


			16


			RRR 56% P=0.005





			No of days in ICU post arrest


			163


			33


			RRR 80% P=0.001





			No of days in hospital after arrest


			1363


			159


			RRR 88% P=0.001





			Inpatient deaths


			302


			222


			RRR 26% P=0.004










   Before     After       No of cardiac arrests  63  22  RRR  65 %  P = 0.00 1   Deaths from cardiac arrest  37  16  RRR 56%  P = 0 .005   No of days in ICU post  arrest  163  33  RRR  80 %  P = 0.00 1   No of days in hospital after  arrest  1363  159  RRR  88 %  P = 0.00 1   Inpatient deaths  302  222  RRR  2 6%  P = 0.00 4      
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Communication and 

Documentation

		Embed SBAR 

		Record the interventions and reasons for call

		Use data to drive educational programs

















Examples of documentation forms are available.  There is no need to reinvent the wheel.  The SBAR communication technique can be embedded into the process by including it on the documentation form. The team can use the form to capture and organize information about the patient condition prior to calling the physician.  The documentation form captures information on reasons for the RRT call as well as the types of interventions required.  Together this information can be used for planning purposes and to drive nursing and medical staff educational programs.







®, O O O ®,
Missouri Baptist
Medical Center
T O™ HealthCare"
RAPID RESPONSE TEAM RECORD

Room # / Location Arrival Timi Event Ende:
Primary Reason for Call: Situation:

Staff concerned / worried
Specify:

HR less than 40 O HR greater than 130

SBP less than 90 mmHg O Acute Mental status change
RR less than 8 O RR greater than 24

Sp0; less than 90% O FiO, 50% or greater

Acute Significant Bleed O Seizures

Failure to respond to tx

Recommendations / Interventions:
Airway / Breathin: Circulation

QOral Airway IV Fluid Bolus
Suctioned Blood
Nebulizer Treatment EKG Background:
Intubated CPR

NPPV Defibrillation
Bag Mask Cardioversion
02 Mask / Nasal No Intervention
ABG

CXR Assessment:
No Intervention

o
o
o
o
o
o
o
o
o
o

Temp, 8P,

Medication(s):

Other Interventions
Specify:

Outcome: [ Stayed in room O Transferred to ICU
O Transferred to SDU O Other:

O Notified Physician:. Time:,
{name) FOLLOW-UP REPORT:

Signature: Date/Time
DO NOT WRITE BELOW THIS LINE WHITE - Chart

||| ||| | || ||| | | ||||| ||||I|| | || ||I||||||I|||||||| || ||| —

MBMC 4-3242-0018 V5 (03/04) Page 1 of 1
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(p-chart)

Percent

Rapid Response Team (RRT) implemented August 2003

UCL

LCL

Average

Percent of Coded Patients Surviving at Discharge

48 % increase



This same hospital saw a 48% increase in the percent of coded patients surviving at discharge.  Once again, their hypothesis - patients who did code did so in a monitored setting such as an ICU, thereby increasing the likelihood of their surviving.







Percent of Coded Patients Surviving at Discharge
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Hospital Codes per 1000 Discharges

(u-chart)

Rapid Response Team (RRT) implemented August 2003

Codes per 1000 Discharges

UCL

LCL

Average

(u-chart)

23% decrease



This chart represents one hospital’s results after implementing a rapid response team.  This hospital is a 750 bed non teaching community hospital.  Their team consists of a critical care nurse and respiratory therapist, with intensivist backup.  They have seen a 23% decrease in their overall code rate per 1000 discharges.







Hospital Codes per 1000 Discharges
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Codes per 1000 Discharges



Another organization, a smaller community non teaching hospital with an average daily census of around 225 patients have seen similar results in their overall reduction in codes per 1000 discharges.
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