Your Logo Goes Here

Rapid Response Team Quality Monitor Form

Date of Activation:__/__/__         Time of Activation:___:___     

Location of Patient:_______________

Check all boxes that apply:
( Alert:

 
( Delay





( Pagers didn’t work


( Location name given incorrectly/misinterpreted 
( Voice message over pager garbled


( Other_______________________________________________________________________________

 
( Comments____________________________________________________________________________

                                       ____________________________________________________________________________

( Airway:


( Aspiration related to provisional airway
( Misplacement/Displacement


( Delay




( Multiple intubation attempts


( Intubation attempt not achieved

( Pneumomediastinum/Pneumothorax


( Other_______________________________________________________________________________

 
( Comments____________________________________________________________________________

                                      ____________________________________________________________________________

( Vascular Access:


( Delay






( Infiltration/Disconnection


( Other_______________________________________________________________________________

 
( Comments____________________________________________________________________________

                                       ____________________________________________________________________________

( Medications:


( Delay

( Dose

( Selection


( Other_______________________________________________________________________________

 
( Comments____________________________________________________________________________

                                       ____________________________________________________________________________

( Leadership:


( Delay in identifying leader
( Knowledge of medications/protocols


( Knowledge of equipment

( Knowledge of roles


( Poor team oversight


( Other (i.e. not enough or too many staff)___________________________________________________

 
( Comments____________________________________________________________________________

                                       ____________________________________________________________________________

( Protocol deviation:


( ALS/PALS


( Other_______________________________________________________________________________

( Equipment


( Availability

( Function


( Other_______________________________________________________________________________

 
( Comments____________________________________________________________________________

                                       ____________________________________________________________________________

Outcome:  ( Patient transferred to a higher level of care 


   ( Patient Coded


   ( Patient Stabilized

Comment: ______________________________________________________________________________________

Signature of person(s) completing:__________________________________________________________________



Patient Label








Please send completed form to:  Risk Management or appropriate designee
This document was generated for use in peer review and in evaluating and improving the quality of healthcare, reducing morbidity and mortality.  This document is not to be copied or reproduced and the contents are not to be transmitted to anyone else outside the peer review process. Do not include this document in the patient’s charts.                                           

