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Policy

It is the policy of this organization to support a specially trained team to prove an effective and efficient response to healthcare providers requesting assistance when a patient’s condition appears to be worsening.  The following criteria and procedures are not meant to be all inclusive.  At any time that the patient care staff feel uncomfortable with the patient’s condition, the Rapid Response Team may be activated.

Definition and Purpose

The Rapid Response Team is a team of clinicians who bring critical care expertise to the bedside.  Simply put, the purpose of the Rapid Response Team is to bring critical care expertise to the patient bedside (or wherever it’s needed). To create a team experienced in assessing patients’ symptoms and developing events in their healthcare. The goal of the Rapid Response Team is aimed to improve patient outcomes in non-critical care area by intervening when patients show signs of medical deterioration and thus, prevent emergency response crises such as cardiac arrest or respiratory arrest.  This team will be continuously ready and available to any health care provider who is concerned or wants a second opinion about a patient, particularly a patient showing signs of potential decline.  
Criteria for Activation of the Rapid Response Team
AIRWAY

· Threatened Airway (strider or compromise) 

· Respiratory Rate<8 - >28 breaths/minute

· O2 SAT < 90% with supplemental oxygen in place

CIRCULATION

· HR< 45 - > 130 beats/minute

· SBP < 90 - > 190 or DBP > 100 mm Hg with symptoms (neurologic change, chest pain, difficulty breathing)

· Color change (of extremity) pale, dusky, gray or blue

· Acute decreased     capillary refill > 2 seconds with evidence of decreased tissue perfusion

NEUROLOGICAL

· Agitation or delirium

· Changes in mental status

· Sudden loss of movement (or weakness) of face, arm or leg

RENAL

· Urinary output < 50 ml in 4 hours without history of renal dysfunction

MISCELLANEOUS

· Uncontrolled pain

· New onset of shortness of breath or chest pain

· Failure to respond to treatment

· Significant bleeding

When family or employee is feeling uncomfortable about a patient but no obvious reason known!
Rapid Response Team Members:

· Patient’s Primary Nurse
· Assesses the patient and obtains the medical record and admission chart

· Responsible for the care of the patient while the team provides assistance to stabilize the patient

· Gives report to the team and assures communication to the attending Physician
· Intensive Care/ Critical Care Nurse or Nursing Supervisor
· Obtain report from the primary nurse

· Assess the patient, direct care and initiates interventions 
· Respiratory Therapist
· Assists with ventilation and oxygenation of the patient

· Manage the airway and assess pulmonary status

· Administer therapies as appropriate for patient condition
Luxury Team Members (members to considered based on your particular resources):

· Chaplains

· Mid-Level Practitioners- Physician Assistants or Nurse Practitioners

· Students
· IV Therapist

· Assists with duties as designated by primary care nurse and Intensive Care/ Critical Care Nurse or Nursing Supervisor

Rapid Response Team Members are skilled in:

· ACLS

· Critical Care Experience
· Experts in Rapid Assessment and Intervention
Procedure

1. When the responsible nurse or the patient’s family notices that a patient’s condition is deteriorating, they will activate the Rapid Response Team by dialing the switchboard operator and asking the operator to have the Rapid Response Team respond to Room ________.

2. Switchboard Operator Responsibilities: When a call is received the operator will activate the Rapid Response Team by paging “Rapid Response Team please report to (give patient location).  The operator will keep record of all Rapid Response Team pages for the purpose of data collection and Quality Improvement activities.

3. Intensive Care/ Critical Care Nurse or Nursing Supervisor and Respiratory Therapist will take the Rapid Response Team Bag.
4. The Rapid Response Team will receive report from the primary care nurse and proceed to assess the patient and initiate care based on protocol.  The primary care nurse will become part of the Rapid Response Team.  

5. The Rapid Response Team will alert the attending physician as quickly as possible after their evaluation and report findings.
6. Document assessment and all interventions completed on the Rapid Response Team record.  The completed record will become part of the patient’s chart.
7. The Rapid Response Team will assist with transport to a higher level of care if necessary.

8. The RRT will take the RRT Bag to Central Supply to be restocked.  Central Supply will return the bag to its appropriate location with a red lock attached.

1. Assessment  Guidelines
The RRT Team will follow the SBAR process for assessing and communicating.  SBAR is an acronym for Situation, Background, Assessment, and Reccomendation.

a. The floor nurse will get a “SAMPLE” of the patient history for the initial assessment:

· Signs and symptoms

· Allergies

· Medications

· Past medical/surgical history

· Last meal

· Events precipitating this occurrence

b. The RRT RN will perform the initial assessment to include and/or consider:

· Vital signs

· Blood glucose

· Cardiac rhythm

· Neurological status

· Fluid status

· Skin condition

· Pain

· Anxiety

· Recent medication history

· Lab values

· Diagnostic test results

c. The Respiratory Therapist will perform the initial respiratory assessment to include and/or consider:

· Breath sounds

· Work of breathing

· Ventilatory pattern and status

· Chest assessment

· Oxygenation

· Airway clearance

· Ventilation

· Recent respiratory history (last treatment given)

· Past respiratory history

2. RRT Immediate Interventions

a. The Respiratory Therapist may initiate the following prior to physician contact: Immediate intervention must be based on your organization protocol as approved by the medical staff.
b. The RN may initiate the following prior to physician contact: Immediate intervention must be based on your organization protocol as approved by the medical staff.

3. RRT Equipment
	IV Supplies:
	Respiratory Supplies:

	Normal Saline (1000cc)
	1
	
	Nasal Cannula
	1
	

	Normal Saline (500cc)
	1
	
	Non-Rebreathing Mask
	1
	

	IV Tubing
	1
	
	Venturi Mask
	1
	

	Angiocaths
	
	Small Volume Nebulizer (medication cup)
	1
	

	   18 gauge 1 ¼ inch
	2
	
	ABG Kits
	10
	

	   20 gauge 1 inch
	2
	
	Oral Airways
	

	   22 gauge 1 inch
	2
	
	   Size 10
	1
	

	J Loops
	2
	
	   Size 9
	1
	

	IV Start Kits
	3
	
	   Size 8
	1
	

	Microdrip IV Sets
	2
	
	   Size 6
	1
	

	10cc Normal Saline Vials
	2
	
	Nasopharyngeal Airway (Adult and Pediatric)
	1
	

	2x2 Guaze
	3
	
	Lubricating Jell
	3
	

	Tourniquet
	1
	
	Oxygen Flow Meter
	1
	

	1 inch Clear Tape Roll
	1
	
	Wing Tip Adapter
	2
	

	10cc Syringes
	3
	
	Normal Saline Vials (3cc)
	10
	

	3cc Syringes
	3
	
	Yankuer Suction Device
	1
	

	Phlebotomy Blood Tubes:
	14 Fr. Catheter
	3
	

	Plain Red Top
	2
	
	Suction Supply Tubing
	1
	

	Yellow Top
	2
	
	Suction Unit
	1
	

	Green Top
	2
	
	General Supplies:

	Lavender
	2
	
	Flash Light
	1
	

	Blue
	2
	
	Manual Blood Pressure Cuff
	1
	

	2x2 Guaze
	3
	
	ECG Cable
	1
	

	Alcohol Pads
	10
	
	
	
	

	Vacutainers
	3
	
	ECG Electrodes
	1
	

	Vacutainer Needles
	3
	
	Non-Latex Exam Gloves (variety of sizes)
	
	

	Butterfly Needle (21gauge)
	1
	
	Hand Sanitizer
	1
	

	Tourniquet
	1
	
	Pulse Oximeter
	1
	

	1 inch Clear Tape Roll
	1
	
	Scissors
	1
	


4. RRT Documentation

a. The RRT will document on the designated RRT Documentation Record.

b. The nurse will properly transcribe physician orders in the patient chart and MAR as indicated.

c. The document will be filed in the patient chart under the Progress Notes section.

d. The RRT Implementation will review RRT responses to identify opportunities for education and/or improvement.

5. Communication

The RN will communicate the assessment findings and recommendations of the team to the physician in the SBAR format.

Signature________________________________________Date____________________

Signature________________________________________Date____________________
PHYSICIAN’S ORDRS
RAPID RESPONSE TEAM TREATMENT GUIDELINES

DATE:________________________________  TIME: ________________________________

THE FOLLOWING ARE APPROVED ORDERS THAT CAN  BE IMPLEMENTED WHILE ATTEMPTING TO NOTIFY THE PROVIDER.

PLEASE CHECK   FORMCHECKBOX 
 ALL ORDERS THAT HAVE BEEN IMPLEMENTED.
NOTIFY PROVIDER IMMEDIATELY USING SBAR FORMAT AND DOCUMENT WITH VITAL SIGNS AND RHYTHM STRIP IF ANY OF THE FOLLOWING ARE INITIATED:

 FORMCHECKBOX 
 If airway is compromised, may place oral airway to increase ventilation.

 FORMCHECKBOX 
 Oral suction PRN
 FORMCHECKBOX 
 Pulse Oximetry

 FORMCHECKBOX 
 Titrate oxygen to keep saturation greater than 90%

 FORMCHECKBOX 
 STAT ABG for suspected respiratory distress or continued oxygen saturation less than 90%

 FORMCHECKBOX 
 Levalbuterol (Xopenex) 1.25 MG via nebulizer once for respiratory distress/bronchospasm.

 FORMCHECKBOX 
 Ipratropium (Atrovent) 500 MCG via nebulizer for known COPD history

 FORMCHECKBOX 
 STAT protable chest x-ray with STAT reading for respiratory distress

 FORMCHECKBOX 
 Place electrodes and cardiac monitor. Record and document rhythm strip

 FORMCHECKBOX 
 EKG for chest poin or noted arrhythmia on cardiac monitor

 FORMCHECKBOX 
 Arrhythmia control orders – see separate orders
 FORMCHECKBOX 
 Insert additional peripheral IV if indicated

 FORMCHECKBOX 
 Normal saline 500mL IV bolus once for hypotension if congestive heart failure is not suspected

 FORMCHECKBOX 
 STAT capillary blood glucose for decreased level of consciousness.  Repeat capillary blood glucose   
      in 30 minutes

       FORMCHECKBOX 
  50% Dextrose 50mL IV push for blood glucose less than 50MG/DL 

       FORMCHECKBOX 
  Corroborate blood glucose with serum blood glucose if less than 50 MG/DL or greater than   
             400 MG/DL

 FORMCHECKBOX 
 Naloxone (Narcan) 0.4 MG IV push ONCE for suspected narcotic overdose.  Dilute in 10 mL NS 
      and administer up to ¼ the volume at 2 to 3 minute intervals

 FORMCHECKBOX 
 Flumazenil (Romazicon) 0.2 mG IV push ONCE for suspected Benzodiazepine overdose


Provider Signature: _________________________________

Order Set                                                           Patient Information (two identifiers required)

Legend:

 FORMCHECKBOX 
 Open boxes are orders that a clinician will 

      need to order by checking the box.

 FORMCHECKBOX 
Pre-checked boxes are those orders with strong 

      supporting evidence and/or regulatory 

      requirements that require documentation  if not done.

Vital Signs (initially and as indicated)

 FORMCHECKBOX 
 Blood pressure, Heart rate, Respiratory rate, Temperature
 FORMCHECKBOX 
 O2 Saturation

Nursing Orders
 FORMCHECKBOX 
 Blood Glucose (finger stick)                                    
 FORMCHECKBOX 
 Cardiac Monitor

Respiratory

 FORMCHECKBOX 
 Clear and maintain airway

 FORMCHECKBOX 
 O2 ______liters per min via    FORMCHECKBOX 
 nasal cannula      FORMCHECKBOX 
 mask
      Stabilize patient and maintain O2 saturation of _______%.

 FORMCHECKBOX 
 Ventilation assistance with positive pressure ventilation

IV

 FORMCHECKBOX 
 Patent IV access

      IV fluid:

       FORMCHECKBOX 
 Normal Saline at _______mL/hour

       FORMCHECKBOX 
 Other ________ at __________mL/hour

Medications

 FORMCHECKBOX 
 Albuterol _____mg (2.5-5.0mg) nebulizer as needed for respiratory distress

 FORMCHECKBOX 
 Nitroglycerin 0.4 mg sublingual for chest pain.  May repeat every 5 minutes for total of 3 does

       FORMCHECKBOX 
 Hold for Systolic Blood Pressure less than 100 mmHg.

 FORMCHECKBOX 
 Naloxone (Narcan) 0.2 – 0.4mg 
       FORMCHECKBOX 
 IV or   FORMCHECKBOX 
 IM or  FORMCHECKBOX 
 subcutaneously as needed for respiratory depression

 FORMCHECKBOX 
 D50W IV or  FORMCHECKBOX 
 oral glucose tablets for hypoglycemia per hospital protocol

 FORMCHECKBOX 
 Other: ​​​​​​​​​​​​​​​​​​​​​​_________________________________________________________________________

Lab/Diagnostic Tests
 FORMCHECKBOX 
 Chest X-Ray (AP Portable)

 FORMCHECKBOX 
 Other imaging studies ___________________________

 FORMCHECKBOX 
 EKG

 FORMCHECKBOX 
 HGB/HCT                                   
 FORMCHECKBOX 
 CBC

 FORMCHECKBOX 
 Electrolytes (Na+, K+, Cl, CO2)

 FORMCHECKBOX 
 Arterial Blood Gases

 FORMCHECKBOX 
 Cardiac Marker Profile  (Must specify tests ____________________________________)

 FORMCHECKBOX 
 Other: __________________________________________________________________

Authorized Prescriber Signature: ________________________________________________

Printed Name: _______________________________________________________________

Date: _____________________________ Time: __________:__________
Scope: This order set pertains to those orders initiated by the Rapid Response Team and does not include orders that pertain to the patient’s condition outside of the interventions of the Rapid Response Team.





Patient Label
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Last Name: ________________________________�First Name: ________________________________





Date of Birth: ____/_____/ ____


Age: ____





ID# _______________________________________
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