	
Rapid Response Team Activation



	Rapid Response Team

Rapid Response Team Members:

· Patient’s Primary Nurse

· Intensive Care/ Critical Care Nurse or Nursing Supervisor

· Respiratory Therapist

Luxury Team Members (members to considered based on your particular resources):

· Chaplains

· Mid-Level Practitioners- Physician Assistants or Nurse Practitioners

· Students
· IV Therapist
Rapid Response Team Members are skilled in:

· ACLS

· Critical Care Experience

· Experts in Rapid Assessment and Intervention
	Activation Criteria

Respiratory Distress:

· <8 - >28 breaths/minute

· O2 SAT < 90% with supplemental oxygen in place
Acute change in

· HR< 45 - > 130 beats/minute

· SBP < 90 - > 190 or DBP > 100 mm Hg with symptoms (neurologic change, chest pain, difficulty breathing)
· Urinary output < 50 ml in 4 hours without history of renal dysfunction
--OR--
· Uncontrolled pain

· Agitation or delirium

· Changes in mental status

· New onset of shortness of breath or chest pain
· Color change (of extremity) pale, dusky, gray or blue
· Seizures (new, repeated, prolonged)
· Sudden loss of movement (or weakness) of face, arm or leg
· Failure to respond to treatment

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

· Stridor or airway compromise

· When family or employee is feeling uncomfortable about a patient but no obvious criteria met


	Methods to Activate

Call (Operator #) to tell operator to activate the Rapid Response Team and give patient location

Tell RRT what is happening and how they can assist

RRT will assist with assessment and management of patient and patient’s nurse will be responsible for calling physician, medications, and interventions unless they require specialized skills

Initial RRT interventions may include:

· Rapid physical assessment

· O2 SAT

· EKG monitoring

· VS monitoring

Begin SBAR with physician communication

RRT can use standard protocol as deemed necessary for  patient’s condition
	Methods to Document

SBAR completed and physician notified if appropriate
RRT interventions documented on Rapid Response Team Monitoring Tool

A nurse’s note and appropriate patient care flow sheets will document patient status leading to activation of the RRT
	Communication SBAR

Purpose of SBAR:

Provides clear, concise, pertinent information to physician

Situation:

Reason for initiation of RRT:

Acute change in:

· Respiratory Status  

· Vital signs 

· Cardiac status  
· Mental status

Background    
· Admission diagnosis
· Pat medical history

· Allergies

· Surgery/Procedure

Assessment

· Vital signs

· Oxygen SAT

· FIO2

· Abnormal lab results

· EKG

· Recent chest x-ray

· Pertinent physical exam

Recommendations/Response

Recommendation to suggest to physician and or/ orders from physician

Response- Patient condition in response to interventions








