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Sabe lo que son los equipos de respuesta rápida o 

sistemas de respuesta rápida ?

Si

1. Si

2. No

1. 2.

49%51%



Su Institución cuenta con equipos o sistemas de 

respuesta rápida ?

1. Si

2. No

1. 2.

86%

14%



Sabe el % de códigos azules de su Institucion ?

1. 40

2. 30

3. <10

4. 70

1. 2. 3. 4.

2% 4%

63%

31%



Considera Usted que en su Institución se podrían 

prevenir de manera más efectiva los casos de códigos 

azules ?

1. Si

2. No

1. 2.

13%

87%



Cual es el porcentaje de exito del manejo de códigos 

azules que usted ha manejado a la hora ,?

1. 50

2. 20

3. 10

4. 90

1. 2. 3. 4.

43%

4%

33%

20%
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Overview RRT/ RRS

• Recognition and threatment of cfritical illness is often delay or

inadecuate”

• Lack of effective institutions wide systems to facilitate early

recognitions and rapid best practice

• Central America and Caribbean there are no evidence of RRS/ 

RRT

• Puerto Rico and Panama are just beginning

Sebat F. Johnson  D. 

Chest 2005; 127: 1729 – 1743



• Institute of Health Improvement (IHI)

• Has assisted in instillation of rapid response systems 

(RRS) in 2,000 hospitals

• Developed a RRS Implementation manual

• Joint Commission will mandate RRS in all hospitals 

by 2008-2009

• STaRRT is first of its kind

National Efforts to Recognize At-Risk Patients 
Sooner



SHOCK TEAM and RAPID RESPONSE 

TEAM

From Shock to Start: A 

Multidisciplinary Approach to 

Implementing a 

Rapid Response System 



Do We Recognize Critical Illness Early?

• McQuillan P. BMJ. 1998;316:1853-

1858 
• Buist MD. Med J Aust. 1999;171:22-

25 

• Hillman KM. Intern Med J. 2001;31:343-

348 

• Franklin C. Crit Care Med. 1994;22:244-

247 

• Garrard C. BMJ. 1998;316:1841-

1842

• Cardiac arrests and/or serious clinical deterioration 

are commonly preceded by warning signs

• Airway, breathing, and circulation management 

before admission to ICU is frequently suboptimal

THESE DATA SHOW THAT WE DO NOT

RECOGNIZE CRITICAL ILLNESS EARLY.



Why Implement an RRS?

A standardized and systematic approach 

to critical illness will lead to: 

– Early Recognition 

– Early Initiation of Best Practice

Improved Outcomes!



Outcome of Early Recognition  

RRT Results in Postoperative Patients

Bellomo, Crit Care Med 2004;32:916-921.  Prospective controlled trial of effect of medical 
emergency team on postoperative morbidity and mortality rates (1,369 operations*) 

*From the Department of Intensive Care and Department of Medicine, 
Austin & 
Repatriation Medical Centre, Melbourne, Australia

• Adverse outcomes/1,000 surgical 

admissions 

– Control 301

– RRT 127 



Outcome of Early Recognition  

RRT Results in Postoperative Patients

• Relative risk reduction, 57.8%; p < .0001

– Respiratory failure (RRR 79.1%;  p < .0001)

– Severe sepsis (RRR 74.3%; p =.0044)

– Acute renal failure requiring renal replacement 

therapy (RRR 88.5%; p 0.0001)

• Significant decrease in the number of postoperative 

deaths (RRR 36.6%; p = .018)



Effect of Earlier 

Treatment

of At-Risk Patients



Hospital mortality 46.5% decreased to 30.5% (p= 0.009)

Early and Rapid Administration of Respiratory Support, Fluid

Administration and Goal Directed Hemodynamic Resuscitation

The New England

Journal of Medicine
Copyright © 2001 by the Massachusetts Medical Center

EARLY GOAL-DIRECTED THERAPY IN THE TREATMENT 

OF SEVERE SEPSIS AND SEPTIC SHOCK

Emanuel Rivers, M.D., M.P.H.



1. Hypoxic

2. 

Hypovole

mic

3. Septic

4. Cardiogenic

5. Anaphylactic

Cycle of 

Shock 

EARLIER RECOGNITION AND EARLY GOAL-DIRECTED 
THERAPY 

WILL INTERRUPT THIS CYCLE
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Adjusted Hospital Mortality vs. Median Time
to 3 Most Rapid Interventions

Observed (O) / Expected (E) mortality using Apache III predictions

(O/E = 1 when observed mortality is equal to expected mortality)
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Median Treatment Intervals
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Goals RRT/ RRS

“A hospital wide programe that educates

clinicians to identify early and rapidly treat

life threatening conditions, with a team

response and protocols based upon best

practice guidelines will improve outcomes”





Key Element of RRS

• Reggard

• Design

• Country Culture

• Acceptance of RRS

• Integrating RRS





Key Element of RRS

I. A. Administration/ Design Team

 Planning

 Physicians or Non physicians = Leaders
(Education activities)

B. RRS Phases

 Development

 Implementation

 Operations



Team Members

• Critical Care RN

• Respiratory Therapist

• Lab and Radiology as 
needed

• Nursing Supervisor

 





• ACLS (Advance Cardiac Life Support)  

• BLS (Basic Life Support)

• ATLS (Advance Trauma Life Support)

• FCCS (Fundamental Critical Care Support)

• ENLS (Emergency Neurologyc Life Support) 

• MET (Medical Emergency Team)

• RRT (Rapid Respond Team)  

Terms in RRT/ RRS



Key Element of RRS

II. Event detection and Response Triggering

The Afferent limb)

“The Biggest Challenge”

 Calling Criteria

 Softer Criteria

 Barrers: Culture and Technology



Activation

Any healthcare clinician can 

activate the STaRRT Alert 

and the team will be available 

24 hours a day



Team Activation Process

• Healthcare professional by criteria or who is worried 

about the patient in consultation with the patient’s 

nurse

• Primary attending physician will be notified 

simultaneously with the activation

• Call ext. 7500, give room and bed number

• Once alert called, the care nurse will remain at the 
bedside and assist the team



Key Points to STaRRT

• Early recognition algorithm – 10 SOV

• Empowerment of frontline providers through education and 
protocol – AOV / VIPPS

• rapid response by STaRRT Team

• Goal-directed therapy and application of best practice 

• Code status clarified

• Patient improved, remains on unit

• Rapid transfer to ICU or OR

“STaRRT Alert”



Goals of the STaRRT

Program

Earlier Identification of

At-Risk Patients

10 SOV



The Ten Signs of Vitality

• Temperature 

• Pulse

• Respiratory rate

• Blood pressure

• Pain 

• Level of consciousness

• Oxygen saturation

• Urine output

• Capillary refill

• ScvO2 / SvO2 or base deficit or

lactic acid

Assessment Using 10 SOV : Results in Earlier 

Identification and Treatment of Critical Illness

The “Lady-in-

Chief,” 

Florence 

Nightingale 



Inclusion Criteria for Calling a STaRRT
Alert

RR <6 or >20 min

<90% &     FiO2

SBP <90 MAP <60

AnxietyLethargy

>3 seconds

<30 cc/hr x 2 hr.*

<65, or B Deficit 
> 5
or Lactic A >2.0

ABNORMALITY OF 

ONE OF 10 SOV

TRIGGERS

ASSESSMENT

OF ALL 10

ANY TWO BELOW

RED LINE
ACTIVATES ALERTBP

LOC

CAP

UO

Call STaRRT Alert

Temp < 36° C

Pulse  <50 >100/min

Pain New or sig. increase

Area in gray 

represents decreased 

organ perfusion

*<100 cc/4 hrs

excluding renal 

failure
ScvO2

SaO2

Any patient you are 

seriously concerned about

but does not meet criteria



III. Team Respponse and Intervention

(The Efferent Line)

 Appropriated Personnel

 Appropriated Equipment

Mandatory
 Trainning

 Experience

Monitoring equipment

 Life saving intervention

 Triage

Key Element of RRS



Assessment and Treatment

• STaRRT nurse and respiratory therapist will assess the 
patient and mobilize other team members as needed

• Nurse and RT responder will initiate STaRRT protocols 
as indicated

• Team will use this opportunity to reinforce SBAR 
communication, 10 SOV assessment, and AOV and 
VIPPS interventions

• STaRRT nurse and RT will document the assessment 
and treatment on the RRT record



Weil MH, Shubin H. JAMA. 1969;207:337-340

Standardized Best Practice
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Follow Up / Debriefing

• STaRRT RN will conduct a de-briefing session:

– With unit charge nurse and care nurse

– Identification of opportunities for reward, 

improvement and education

– Feedback will be forwarded to the Unit 

Supervisor, Director of Nursing, and Code Blue 

Committee

























RESUMEN DE CODIGOS ERR Y CODIGO  AZUL DEL 2013-2016
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AÑO 2103 ERR C. AZUL

1 ENERO 0

2 FEBRERO 3

3 MARZO 3 1

4 ABRIL 1

5 MAYO 6

6 JUNIO 9

7 JULIO 1 5

8 AGOSTO 1 3

9

SEPTIEMBR

E 1 6

10 OCTUBRE 1 2

11 NOVIEMBRE 5

12 DICIEMBRE 1 6

TOTAL 8 47



RESUMEN DE CODIGOS ERR Y CODIGO  AZUL DEL 2013-2016
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TOTAL 5 33

RESUMEN DE CODIGOS ERR Y CODIGO  AZUL DEL 2013-2016



RESUMEN DE CODIGOS ERR Y CODIGO  AZUL DEL 2013-2016
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Implementation of RRS

Summary

I. Pre implementation considerations

- Stakeholder support (Securing)

II. Pre implementation data (Gathering)

III. Criteria forRRS activation (Identifying)

IV. RRS Team Composition (Design)

V. RRS Education Topics (Conducting education and 

trainning)

VI. Timeline for implementation (Establishing)

VII. Colecting data to monitoring the effectiveness of the RRS



Implementation of RRS

Summary



“THANK YOU”



A post-marketing retrospective analysis

Mortality / Timing of APC Administration in 
274 patients

52%

Day 0
N=67

Day 1
N=114
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How Will the 
RRS Work
at FRHG?


