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Impetus for the Development of 

Adult RRTS

Å17% of adults who experience a cardiac 

arrest survive to discharge

Å48% of all adult deaths from 64 hospitals 

occurred in patients NOT admitted to the 

ICU and NOT for comfort care only
ÁSome Percentage of these deaths were ñunnecessaryò
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Pediatric survival following inpatient 

cardiopulmonary arrest no better 

than adult survival
Å0.7% - 3% of hospitalized children arrest during 

their hospitalization Nadkarni, 2006

Å27% survive if pulseless and require chest 

compressions NRCPR

ÅSurvival increases to 80% if compressions 

started when still bradycardic NRCPR

ÅOf patients requiring acute escalation of care, 

8% have serious injury, 58% die CHAPS
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Institute for Healthcare Improvement 

100,000 Lives Campaign

ÅEncouraged implementation of Rapid 

Response Teams 

ÅGoal: ñPrevent deaths in patients who 

are progressively failing outside the 

ICUò
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What is a Rapid Response Team

ÅA team of clinicians who bring critical care 
expertise to the patient

Why do we need a Rapid Response Team?

ÅProvide earlier recognition of patient 
deterioration

ÅProvide early intervention to patients to 
prevent a critical/emergency situation
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Adult Triggers for RRT consult

ÅMAP <70, >130 mmHg

ÅHeart rate <45, >125 per minute

ÅRespiratory rate <10, >30 per minute

ÅChest pain

ÅAltered mental status
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Results of Adult RRT Trials:

ÅCompared to historical controls, use of 

RRTs improved patient outcome

ÅLarge randomized trial (MERIT) showed 

no difference

ÅPost-hoc analysis of MERIT database 

showed that as the proportion of early 

emergency team calls increased, cardiac 

arrests and unexpected deaths 

decreased Chen, 2009
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Triggers for Pediatric RRTs less 

clearly defined

ÅMost are respiratory etiology

ÅPediatric patients more able to maintain 

VS until just before decompensation

ÅMental status more difficult to assess



Page 9

TCH RRT Implementation Plan

ÅAnalyze existing data

ÅIdentify RRT members

ÅDetermine notification process

ÅDevelop documentation forms

ÅDesign and implement educational plan

ÅExisting Administrative Support
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Step 1: Analyze current process

Informal process in place already: 

Å Staff on inpatient units would call PICU 

fellow if concerned about a patient.

Å PICU fellow would respond and evaluate

No formal triggers

No formal documentation or communication 

of findings and plan

Nursing out of the loop
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Tracking of these informal calls ï

October 2005 to February 2006

ÅTotal of 87 ñInformal Callsò:

Á74 % were for respiratory distress

Á74% from our medical unit

Á92% calls originated by MDs

Á64% occurred on nightshift
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Recognition appeared to be delayed 

with this informal system

Å7% of patients were intubated on the 
floor

Å14% of the calls, the Code team was 
activated by the PICU fellow upon 
arrival



Page 13

Identify RRT Members

ÅPICU Fellow

ÅPICU Charge Nurse

ÁRecognized need for more experience 

resource to help with procedures

ÁAssist in nursing resources available

ÁAssist in the communication with bedside 

nursing

ÅPlanning began 2006

ÅRRT implemented February 2007
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Calling a Code Blue and a RRT Evaluation

Patient with 

change in 

condition

Condition requires call 

to the 

primary team

Patient condition 

fits code blue 

activation

Or 

Unsure of which 

activation to use

Communicate concern with 

the MD/APN

Call for an RRT 

evaluation
X 7-5555

Unable to reach

 primary team or

still concerned about 

the patient

Implement 

orders if any,

observe and 

reassess

Decision to treat, 

observe or transfer to 

ICU

Code blue activation

X 7-5555

Yes

Patient assessment

May 2008



Case Study
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Identified Areas for Improvement

ÅImprove documentation around events

ÅCommunication

ÅEarlier recognition of shock

ÅNeed for more objective score for 
severity of illness / progression of 
illness

ÅAddressing parental concerns regarding 
their childôs condition



Page 17

CHCA Eliminating Codes 

Collaborative

The goals of the Collaborative were 

similar to those we had identified in the 

case review
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Aim of Codes Collaborative

Establish reliable systems that prevent, 

detect, and correct patient deterioration in 

order to:

ÅReduce codes by 50%

ÅDouble the days between codes

ÅIncrease positive care team perceptions of 

communication openness, handoffs and 

transitions, and nonpunitive response to error

ÅTCH Custom Measure: Decrease emergent 

intubations occurring on the target unit or 

immediately upon transfer to PICU by 50%
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Focus of Interventions

ÅDocumentation / Communication

ÅEarly recognition and response to 

patient deterioration

ÅSystem/Process Improvements

ÅFamily Involvement
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Documentation

ÅRRT Flowsheet and RRT Consult note in 

EPIC
ÁBuilt in SBAR communication format

ÅRRT Flowsheet data populate RRT 

consult note
ÁDecreasing double documentation, therefore better 

compliance with documentation

ÅAvailable and legible to all caregivers
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RRT Flowsheet
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Code Blue/RRT Note
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Improving Communication

ÅRe-education / re-enforcement of 

process for escalating concerns 

If you hit a roadblock, donôt stop!

ÅPeer Coaching

ÅSBAR 

ÅEmpowering nurses

ÁSEEDS

ÁLifesavers
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Early Recognition and Response

ÅFocused education for all caregivers

ÅSpecific interventions to address 

identified problem/concern from case 

reviews

ÅProactive Risk Assessment Tool



Page 25

Education

ÅEducational Flyers

ÅLunch and Learns

ÁShock recognition

ÁEscalation of Care

ÁEmergent tracheostomy management

ÁSeizures

ÅInterdisciplinary mock codes
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Multidisciplinary Mock Code Program

ÅUnannounced on each unit

ÅUse a recent scenario from the specific 

unit

ÅHighlights challenges identified on 

review of the recent scenario 
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Problem Specific Interventions

Å64% of RRT calls occurred at night
ÁRadar Rounds

ÅPatient with difficult IV access 

deteriorated further due to lack of IV
ÁSTAT IV Access Algorithm

ÅUnplanned transfers to PICU from floor
ÁPatient Placement Case Reviews
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Proactive Risk Assessment Tool

ÅPediatric Early Warning Score (PEWS)
Á20 item scale developed in the UK

ÁIdentify hospitalized children likely to arrest

ÁIdentified 75% of ñcode bluesò with at least an hourôs 

warning Hutchison, 2006

ÅCincinnati simplified the number of 

items to 3

ÅFurther modified for our population
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PEWS

0 1 2 3 Score

Behavior ÅPlaying

ÅAlert

ÅAppropriate

ÅAt baseline 

ÅSleep

ÅFussy but 

consolable

ÅIrritable/Inconsolable ÅLethargic

ÅConfused

ÅReduced response to 

pain 

Cardiovascular ÅPink

ÅCapillary refill   

1-2 seconds 

ÅPale

ÅCapillary refill   3 

seconds 

ÅGrey

ÅCapillary refill    4 

seconds

ÅTachycardia of 20 above 

normal rate 

ÅGrey

ÅMottled 

ÅCapillary refill 5 

seconds or above

ÅTachycardia of 30 

above normal rate or 

bradycardia. 

Respiratory ÅWithin normal 

parameters

ÅNo retractions 

ÅGreater than 10 

above normal 

parameters

ÅUse of accessory 

muscles

Å30+% FiO2 

Å3+ Liters/minute 

ÅGreater than 20 above 

normal parameters

ÅRetractions

Å40+% FiO2 

Å6+ Liters/minute

ÅTrach &ventilator 

dependent 

ÅBelow normal 

parameters with 

retractions 

ÅGrunting. 

Å50% FiO2 

Å8+ Liters/minute 

Green=0-2 Score Yellow=3 Score Orange=4 score Red =5 or Greater Score

Please Note: Asthma patients on continuous albuterol nebulizers will automatically be a 3 due to respiratory status, please use clinical judgment and make 

sure the patient is meeting the criteria for not just tachycardia when rating their cardiovascular system

Adapted from Cincinnati Children'sô PEWS
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Pt admitted to 

inpatient unit

Pt assessed/

reassessed by 

RN including 

PEWS score

PEWS 

Score 

0-2

PEWS 

Score 

Totaling

3

PEWS 

Score

4

PEWS 

Score

5

Reassess and 

rescore at next 

routine 

assessment

Notify resident/

intern and 

charge RN of 

clinical change 

Document and 

determine time 

of next 

assessment 

and rescoring

Notify charge RN, 

resident/intern, 

supervising 

resident

Plan and

collaborate with 

entire health care 

team.

Document and 

reassess after 

intervention.  

Continue to 

reassess and 

rescore every 

1-2 hours

Notify charge RN, 

resident/intern, 

supervising 

resident, nursing 

supervisor and 

attending

RRT eval

X73426
Notify 

supervising 

resident/

attending

If still 

concerned 

notify attending and 

nursing supervisor and  

consider

 RRT eval

x73426

Plan and 

collaborate with 

entire health care 

team.

Document and 

reassess after 

intervention.  

Continue to 

reassess and 

rescore every  

hour

Pews Flowchart   

5/19/08

Families often know their child best.  Please remember to listen to 

their concerns and advocate for them.  

Individual 

PEWS score 

of 3 in any  

category

Plan and

collaborate with 

entire health care 

team.

Plan and 

collaborate with 

entire health care 

team.


