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Rapid response team: what factors
interfere with your performance?

Objective. Describe the knowledge in the literature related
to factors that influence the performance of response
teams. Methods. Integrative review of the literature of
articles published in Portuguese, English or Spanish
between 2006 and 2016. The descriptors hospital
rapid response equipment, cardiac arrest and hospital
mortality were used for the search in the PubMed/
Medline, Lilacs - Bireme and CINAHL bibliographic
databases. Results. 19 studies were included for the
analysis. The results were categorized in: sociocultural
barriers and institutional policies, late activation of the
rapid response team, composition and/or strengthening
of the team’s capacity, and use of facilitating tools.
The sociocultural barriers found were: the presence of
interprofessional hierarchies and beliefs, the limitations
of institutional policies were related to the lack of training
and human resources deficit. Late activations increased
mortality, duration of hospitalization, and admission
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to the intensive care unit. The teams composed of intensive care professionals
showed a reduction in mortality and in the occurrence of cardiac arrest. The use of
new tools did not promote changes in the response of the team. Conclusion. The
factors found in this review influence the performance of the rapid response team.
The foregoing should be taken into account to improve the survival of patients who
require this type of care.

Descriptors: hospital rapid response team; heart arrest; hospital mortality; critical care.

Equipo de respuesta rapida: ¢cqué factores interfieren con
su desempeno?

Objetivo. Describir el conocimiento en la literatura relacionado con factores
que influyen en el desempefio de equipos de respuesta. Métodos. Revision
integradora de la literatura de articulos publicados en portugués, inglés o
espafol entre 2006 a 2016. Se emplearon los descriptores hospital equipo de
respuesta rapida, paro cardiaco y mortalidad hospitalaria para la busqueda en
las bases bibliograficas PubMed/Medline, Lilacs — Bireme y CINAHL. Resultados.
Se incluyeron para el analisis 19 estudios. Los resultados se categorizaron en:
barreras socioculturales y politicas institucionales; activacion tardia del equipo
de respuesta rapida; composicion y/o fortalecimiento de la capacidad del equipo;
y uso de herramientas facilitadoras. Las barreras socioculturales encontradas
fueron: presencia de creencias y jerarquias interprofesionales. Las limitaciones de
las politicas institucionales se relacionaron con la falta de capacitacion y déficit de
recurso humano. Las activaciones tardias aumentaron la mortalidad, la duracién
de la hospitalizacion y el ingreso del paciente a la unidad de cuidados intensivos.
Los equipos compuestos por profesionales de cuidados intensivos mostraron una
reduccién en la mortalidad y en la ocurrencia de paro cardiaco. El uso de nuevas
herramientas no promovié cambios en la respuesta del equipo. Conclusion. Los
factores encontrados en esta revision influyen en el desempefio del equipo de
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respuesta rapida. Lo anterior debe tenerse en cuenta para mejorar la supervivencia
de los pacientes que requieren este tipo de atencion.

Descriptores: equipo hospitalario de respuesta rapida; paro cardiaco; mortalidad
hospitalaria; cuidados criticos.

Equipe de resposta rapida: quais fatores interferem no
seu desempenho?

Objetivo. Descrever o conhecimento da literatura a respeito dos fatores que influenciam
o desempenho das equipes de resposta. Métodos. Reviséo integrativa da literatura de
artigos publicados em portugués, inglés ou espanhol entre 2006 e 2016. Foram usados
os descritores equipe de respostas rapidas de hospitais, parada cardiaca e mortalidade
hospitalar para pesquisar nas bases de dados bibliograficas PubMed/Medline, Lilacs
— Bireme e CINAHL. Resultados. Foram incluidos 19 estudos para a analise. Os
resultados foram categorizados em: barreiras socioculturais e politicas institucionais;
ativacdo tardia da equipe de resposta rapida; composicédo e/ou fortalecimento da
capacidade da equipe; e uso de ferramentas facilitadoras. As barreiras socioculturais
encontradas foram: presenca de hierarquias e crencas interprofissionais. As limitagoes
das politicas institucionais se relacionaram a falta de capacitagao e déficit de recursos
humanos. As ativacoes tardias aumentaram a mortalidade, a duracao da hospitalizagao
e internacao em unidade de terapia intensiva. As equipes compostas por profissionais
de terapia intensiva mostraram reducédo na mortalidade e na ocorréncia de parada
cardiorrespiratéria. O uso de novas ferramentas nao promoveu mudancas na resposta da
equipe. Conclusao. Os fatores encontrados nesta revisao influenciam no desempenho
da equipe de resposta rapida. Isso deve ser levado em conta para melhorar a sobrevida
dos pacientes que necessitam desse tipo de cuidado.

Descritores: equipe de respostas rapidas de hospitais; parada cardiaca; mortalidade
hospitalar; cuidados criticos.
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|ntroduction

apid response teams (RRTs) first appeared in Australia in the early

1990s. They aim to bring knowledge and skills for the critical care

of patients with signs of physiological deterioration, at sites outside

the intensive care unit (ICU), in a timely manner to avoid adverse
events.!” The RRTs are systems composed primarily of two components.
The first is called afferent team, which is next to the patient providing the
normal care and with the appearance of signs of deterioration is to trigger a
call to the efferent team, respecting assessment criteria. The efferent team
responds to the call and conducts rapid and necessary measures to avoid
worsening and death.® With the creation of the teams, several studies were
carried out that evaluated their efficiency in hospitals. A significant reduction
was observed as to the number of cardiorespiratory arrests (CRAs) and
mortality of patients who showed signs of clinical deterioration.® However,
other studies have not shown effectiveness of RRTs concerning the same
parameters.” In order to clarify these differences, a recent meta-analysis®
was conducted that evaluated 29 studies and concluded that the presence
of RRTs reduces rates for hospital mortality and CRAs. However, it was
suggested that there are factors that can interfere with the quality of the
outcomes and that should be better elucidated. Therefore, this study aims
to review the literature to determine the main factors that can interfere with
the performance of RRTs.

Methods

This is a literature review of scientific articles (clinical trials, observational
studies, and qualitative studies) published from January 1, 2006 to July 25,
2016, in Portuguese, English, and Spanish. The databases researched were
PubMed/Medline, Lilacs — Bireme e CINAHL. The keywords used in the search
were “hospital rapid response team,” “cardiac arrest,” and “hospital mortality”
and their respective terms in Portuguese and Spanish. The search strategies
used were the following associations of keywords: “hospital rapid response
team” AND “cardiac arrest”; “hospital rapid response team” AND “hospital
mortality”; and “hospital rapid response team” AND “cardiac arrest” AND
“hospital mortality.” We included studies that described or evaluated one or
more factors that could interfere with the performance of RRTS, both those
with quantitative and qualitative characteristics. There was no restriction as to
the studies’ countries of origin; however, we included only the complete articles
published in Spanish, English, or Portuguese. We excluded the literature reviews
and editorials because it did not present intervention methods.

Four phases for the selection of studies were previously defined. The first
phase was the exclusion on articles that were repeated in the databases;
in the second phase we excluded studies that did not address the proposed
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topic in their titles; in the third stage we excluded
studies that — after reading of the abstracts -
were found to not address the research topic;
and, finally, in the fourth stage — after complete
reading of the articles — we excluded those that
did not address the research question. In the first
and second stages the exclusion of the studies
was done by a principal evaluator; in the other
stages, two reviewers carried out the reading and
agreed to include only articles that answered the
research question. At the end of the steps the
selected studies were analyzed and classified
according to the study objective and interference
factor tested using the comparison method. From

the classification it was possible to categorize the
studies that tested the same interference factor.

Results

We selected 19 studies to compose the integrative
review, as described in Figure 1. After analysis
and classification, the studies were organized into
categories according to the assessed interference
factor. As follows: sociocultural barriers and
institutional policies, delayed RRT activations,
composition and/or capacity building of teams,
use of enabling tools for RRTs.

Literature Review n=911
Lilacs/BIREME (n=4), Pubmed/Medline (n=867), Cinahl (n=40)

1
| Duplicate articles | HEESS————) | Excluded n=216 |
| Tittle n1=695 | o) | Excluded 1=490 |
| Abstract n=205 | moessssssssssssm) |  Excluded =179 |
[ Fulltextn=26 | e |  Excludedn=7 |
i
| Total n=19 |

Figure 1. Article selection flowchart

Sociocultural barriers and institutional policies.
Two qualitative studies investigated what factors
influenced the performance of RRTs. The results of
these studies, as described in Table 1, pointed as
limiting aspects: the sociocultural barriers such as
interprofessional hierarchy and beliefs. Firstly, due
to believing that the afferent team needs to provide
justifications when activating the efferent team.
Secondly, due to believing that the specialized
afferent team should be sufficient to resolve adverse
events. Other factors were the lack of training of
professionals and lack of human resources to meet
the demands of patients, as well as limitations in
protocols and institutional policies.®”

Delayed RRT activation. In Table 2, the articles
showed that delayed RRT activations are
associated with increased hospital mortality
rates, length of hospital stay, number of CRAs,
and higher risk of admission to ICU.%'V For
patients admitted to ICU there is also increased
mechanical ventilation time, length of hospital
stay, and death.® There was no reduction of
delayed activation even with monitoring of
patients.’® The causes for delayed activation
were described as the presence of unnecessary
information reported during the activation,
hesitant speeches, and difficulty in locating the
emergency event.®
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Table 1. Sociocultural barriers and institutional policies

Authors / Year /
Country / Journal

Braaten JS/ 2015/
United States.®

Objectives

that interfere with
the behavior of nurs-
es when activating
the RRT.

Shearer B, Marshall S,
Buist MD. 2012.
United Kingdom.
BMJ Quality & Safety.”

of the failures for ac- study
tivation of the RRT.

Describe the factors Qualitative study

Explore the causes Observational

Type of study Results

The interference factors were the lack of training,
lack of human resources, limitations in institutional
policies and protocols, need to justify RRT* activa-
tion, social acceptance of activations for patients
with lower severity, and professional competence.

4.04% of the patients met the criteria for RRT acti-
vation in the 24-hour period before the index event;
however, the RRT was not activated in 10 (1.75%) of
these patients. There were 31 activations considered
missed. When the RRT activation was delayed, it was
identified the need to wait for further investigation,
treatment, and reviews by the treatment and ICU
teams. When the RRT had not been activated, the
most common answers were that there had been no
need for RRT activation and that the team assembled
had the necessary expertise.

Composition and/or capacity building of teams.
We selected 8 studies (Table 3) that showed that
RRTs led by intensivist professionals or professionals
with experience in critical care can reduce hospital
mortality and the number of CRAs, unplanned ICU
admissions, and decrease disease severity scores.
13-17) The teams were mostly composed of doctors,
nurses, and physical therapists with experience and/
or specialization in critical care.*329 Some studies
included a pharmacist, laboratory technicians,
radiology technicians, and administrators and
clinical secretaries.!316-1820) |t was shown that the
presence of a resident doctor in the team represented
no difference when compared with the responsible
intensivist.*® Capacity building and maturation of the
teams can improve the outcomes, reducing mortality
and unplanned ICU admissions as well as enabling
shorter activation time for efferent teams.:8-2

Use of enabling tools for RRT. Four studies evaluated
some enabling tools for the success of RRTs, as
shown in Table 4. These tools were described as early
warning systems, new activation criteria, two-level
response systems (early and late), and case handoff
tools. Early warning systems functioned as a digital
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program that through electronic medical records
could detect changes in the patient’s vital signs
in real-time and thus promote earlier detection.??
New activation criteria corresponded to instruments
to observe the patients’ vital signs with definition
of new criteria for activation of the RRT and that
were completed by the afferent team.?® The two-
level response system consisted in coordinating
the response, in the first instance the patient was
provided care when there were minor changes in
vital signs by the afferent team (early) and if the
patient remained with worsening of clinical condition
there was activation of the second level of response
executed by the efferent team (late).?>?4 The case
handoff tool evaluated was the SBAR (situation-
background-assessment-recommendation), which
aims to enhance communication among nurses and
optimize response time for critical patients.®® The
use of all tools did not show a significant reduction
in patient mortality.?>2® However, there was an
increase in the number of team activations when
using new activation criteria, two-level response
system, and case handoff tool®3?% and a decrease
in length of hospital stay when using an early
warning system.?

Rapid response team: what factors interfere with its performance?




Authors / Year /
Country / Journal

Barwise A, Thong-
prayoon C, Jensen J, et
al. 2016.

United States. Critical
Care Medicine.®

Chen J, Bellomo R,
Flauboris A, et al.
2015. Australia. Critical
Care Medicine.®

Chen J, Bellomo R,
Flauboris A, et al.
2009. Australia. Critical
Care Medicine.V

Akhtar N, Field RA,
Greenwood L, et al.
2011. United Kingdom.
BMJ Quality & Safety.®

Tirkkonen J, Yla-Mattila,
Olkkola KT, et al. 2013.

Finland. Resuscitation.
(12)

Table 2. Delayed RTT activation

Objectives

Determine if delayed RRT
activations contribute to
mortality and morbid-

ity of patients that are
provided care.

Test if delay greater than
15 minutes in RRT calls
may be associated with
increased mortality.

Examine the relation
between early emergency
calls and the incidence of
serious adverse events.

Determine the quality
and accuracy of diagno-
sis in emergency calls in
an adult clinical hospital.

Study the factors related
with delayed RRT activa-
tion and the increase in
hospital mortality.

Type study

Observational
retrospective
cohort study.

Observational
study that used
data from a ran-
domized clinical
trial.

Observational
retrospective
study that used
data from a ran-
domized clinical
trial (MERIT
study).

Prospective
observational
study.

Prospective
observational
study.

Results

57% of the patients had delayed RRT activation.
In the delay group, hospital mortality, mortality
after 30 days, and hospital stay were significant-
ly higher than in the no delay group. In patients
with delay transferred to ICU, use of mechanical
ventilation, use of vasopressor, mortality in the
ICU after 30 days, and ICU stay were higher.

The risk of death in patients with delayed calls
was significantly higher than in those with no
delay both for hospitals with RRT and for con-
trol hospitals. There was significant decrease
of delayed calls in groups with RRT than in
control hospitals, and patients with delayed
calls had higher risk of admission to ICU.

There was no significant relation between the
presence of RRT and the increase in the pro-
portion of early calls; however, in hospitals
with RRT there was significant decrease in
total deaths. The increase in the number of
early calls significantly decreased the number
of unexpected CRAs and deaths.

The average duration of calls for CRA and
medical emergency was 15 and 20 seconds
respectively. The specificity and sensitivity of
calls for CRA was 62% and 91% respectively.
Specificity was higher in calls with greater du-
ration. Survival rates were higher in shorter
calls. The qualities of the delayed calls were
grouped into 5 themes: unnecessary informa-
tion, incorrect terminology, hesitant speech,
difficulty in locating the event, and uncertainty
of the nature of the emergency.

The action of the RRT was more evident
in monitored patients (41% of the calls).
Verification ~ of vital signs  preceded
the RRT call by about 6 hours, com-
pared with the beds without monitoring.
The reasons for RRT activation were CRA
(76%) and altered vital signs (26%). The fail-
ure of the afferent team presents as a risk fac-
tor for hospital mortality.

Aline A. S. Moreira * Rogiane O. Ramos * Anna Beatriz S. Ligdrio
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Authors / Year /
Country

Al-Qahtani S. et al. /
2013/ Saudi Arabia.1®

Dacey MJ. et al. / 2007 /
Iceland.

Sebat F. et al. / 2010/
United States.®

Jung B. etal./ 2016/
France.1®

Davis DP. et al. / 2015/
United States.1®

Morris DS. et al. / 2012 /
United States.1®

Table 3. Composition and/or training of teams

Objectives

Examine the impact of
implementing an intensiv-
ist-led RRT on CRAs and
mortality.

Determine the effect of

a RRT conducted by
medical assistants on the
rate of CRAs, unplanned
admissions to the ICU,
and hospital mortality.

Determine whether a
training program for RRT
professionals can improve
the response in patients in
shock.

Evaluate the effect of the
implementation of the
RRT led by an intensivist
on mortality in hospital-
ized patients.

Explore the effectiveness
of a new RRT to decrease
intrahospital CRA, the
need of ICU, and hospital
mortality.

Evaluate the differences
between the RRT led by
a resident physician or
intensivist physician.

Type of study

Observational study

Prospective study
controlled with

trial before and after

implementation of
the RRT.

Prospective observa-

tional study.

Retrospective obser-
vational study.

Longitudinal experi-
mental study.

Observational retro-
spective study.

Results

After the implementation of the RRT,
there was a decrease in transferences
to the ICU, in CRAs outside the ICU, in
mortality in the recovery room, in the oc-
currence of CRAs in the ICU, in total hos-
pital mortality, and in APACHE Il scores.

After implementation of the RRT, there
was significant decrease in the number
of CRAs, mortality, and unexpected
admissions in the ICU. However, there
was no significant decrease in the
length of ICU stay. Over time there was
also significant decrease in the number
of CRAs, mortality, and admission in
the ICU. The satisfaction of nurses in
the care of the RRT was reported in
98% of the cases as extremely satis-
fied.

After deployment of the RRT with the
training, there was significant increase
in the number of patients identified as
with shock and significant decrease in
time to treatment and hospital mor-
tality. The length of ICU stay had no
significant reduction and hospital stay
increased after deployment.

After the RRT period there was signifi-
cant reduction in rates of unexpected
death and total hospital deaths. This
reduction was not observed in the three
hospitals without the RRT. CRA rates
were reduced, but not significantly.

The incidence of CRA outside the
|CUs decreased, while in the ICUs it
remained unchanged.

There was significant reduction of
hospital mortality (2.12% to 1.74%
p<0.0001).

Of the events 38% were for the intensiv-
ist physician-led RRT and 62% for the
resident physician-led RRT. There was no
considerable difference for CRAs, transfers
to ICU, and hospital mortality between
the RRTs evaluated. However, there was
higher incidence of invasive procedures in
the RRT led by medical residents.

Invest Educ Enferm. 2018; 36(2): e05
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Table 3. Composition and/or training of teams. (Cont.)

Authors / Year / Objectives

Type of study Results

Country

Calzavacca P. et al./ 2010 Evaluate the impact of a

/ Australia.®?® more experienced RRT on
the delay in activation of
the calls, the characteris-
tics of patients, and their
results.

Hatlem T et al. / 2011/
United States.”

Analyze results of a RRT
program composed of a
critical care nurse and the
use of a patient classifica-
tion systems (All Patient
Refined Diagnostic Re-
lated Groups - APR DRG).

Observational longi-
tudinal study.

Observational retro-
spective study.

Lower RRT activation time was ob-
served in the current group compared
with the deployment group (p<0.001).
Unplanned ICU admissions were also
reduced from 31.3% to 17.3% in the
current group, and hospital mortality
was also reduced.

Unplanned transfers to ICU after a RRT
call decreased by 35.9%. The volume
of patients in ICU between ROM groups
3 and 4 (more severe) increased by
12.5%, while in ROM groups 1 and 2 a
corresponding decrease was observed.
Moreover, the total number of days in
the ICU increased. As for mortality, the
HSMR decreased by 31.2%, while the
overall mortality remained relatively sta-
ble, decreasing from 2.27% t0 2.21%.

RRT: Rapid response team; CRA: Cardiorespiratory arrest; ICU: Intensive care unit; APR DRG: All Patient Refined Diagnostic
Related Groups; ROM: Risk of mortality; HSMR: Hospital-Standardized Mortality Ratio.

Discussion

This study through a broad literature review
provided the determination of four main factors
that interfere with the performance of RRTs.
Categorization of these factors can enable access by
professionals to this information and improve their
understanding of it, consequently, contributing to
institutional planning in health. With the growing
demand for quality care in critical patients® it is
necessary to understand the causes of failures in
the provision of care of these RRTs, enable better
planning of actions to correct and remodel systems
and thus provide better safety to the patient.
Health safety policies require scientific foundations
that ensure health care with minimal adverse
events as possible, which makes it essential to
know elements that lead to inefficiency of these
assistance systems.

Sociocultural  barriers  were underlined as
elements that interfere with the quality of the care
provided by RRTs and derive from the creation
of a nightmarish institutional culture among the
professionals, particularly concerning the activation
for efferent teams of the RRT. The need to justify
the activation, as observed in this study, come
from the establishment of a criticism culture in
which early activations are deemed “unnecessary”.
28 |n this context, the professionals’ lack of
training can generate fear in activations, as they
feel embarrassed to show little knowledge of the
critical situation and consider themselves unable
to handoff the case of the patient to efferent teams.
@7 Institutional culture, therefore, can adversely
influence professionals towards not executing
activations in the correct time and consequently
causing delays and worse outcomes.?” This
finding was also observed in the study of Tirkkonen
et al. 2013, in which even with the identification

Invest Educ Enferm. 2018; 36(2): e05
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Table 4. Use of enabling tools for RRTs

Authors / Year /

Country / Journal Objectives

O’Connel A. etal. / 2016 Examine the impact of Observational
a response chart and a longitudinal
change in call criteria  study

/ Australia.®

on RRT calls, CRAs,
unplanned admissions
to the ICU, and hospi-
tal mortality.

Bertaut Y, et al. / 2007 /
United States.®%
that uses a nurse-to-
nurse consult ap-
proach (SBAR).

Kollef MH, et al. / 2014 /. Determine if real-time  Randomized
alerts improve patient  controlled trial.

United States.®?
care.

Kansal A, Havill K. /2012 Determine the impact
/ Australia.®® on RRT calls and

implementation of a
RRT with two levels of
response with observa-
tion charts and new
calling criteria.

Evaluate the results of  Experimental
implementing a RRT study.

Retrospective
observational
patient outcomes after study.

Type of study Results

After the introduction of the tool (response chart)
and changes in call criteria, there was a signifi-
cant increase in the number of calls. Hospital
mortality and number of CRAs had no signifi-
cant reduction. The number of ICU admissions
increased significantly, but remained constant
over time.

One year after implementation of the RRT mor-
tality decreased from 2.35% to 2.13% and the
number of calls increased. The nurses’ assess-
ment in relation to RRT was predominantly posi-
tive, indicating a good job.

Transfers to ICU (17.8% vs. 18.2%) and hos-
pital mortality (7.3% vs. 7.7%) were similar for
the intervention and control groups. The num-
ber of patients who required transfer to support
houses or to long-term hospitals was similar in
patients in the intervention and control groups
(26.9% vs. 26.3%). The length of hospital stay
(8,469,5 days vs. 9,4611,1 days) was statisti-
cally lower for the intervention group.

There was a nonsignificant decrease of 20% in
unexpected deaths and a decrease of 26% in
CRAs. There were no significant differences in
the severity scores of the admission and sub-
sequent outcomes in the ICU and in the hos-
pital for these patients. There was an increase
of 50% in the number of rapid response calls
after the introduction of a rapid response system
in two levels of response and new observation
charts and calling criteria.

RRT: Rapid response team; CRA: Cardiorespiratory arrest; ICU: Intensive Care Unit; SBAR: situation-background-assess-

ment-recommendation.

of signs of clinical deterioration in the patient by
monitoring, RRT activations remained late.

Institutional policies intended for professional
valorization and training can reduce these barriers
as they build a new culture, in which professionals
can activate calls without being criticized and
focus only on patient safety.?® The presence
of interprofessional hierarchy can also interfere
negatively. Other studies that have also observed
delays in the activation of RRTs identified as one

Invest Educ Enferm. 2018; 36(2): e05

of the causes the hierarchical model in which the
nurse of the sector where the patient is must first
contact the local doctor before activating the RRT.
Training the members of the multidisciplinary team
in order to develop their professional autonomy
in the workplace can assist in interprofessional
relationship and avoid these limitations and
impositions from a profession on the other.?®

Delays, on the other hand, can be caused by the
afferent teams’ failure to recognize the signs of early

Rapid response team: what factors interfere with its performance?




clinical deterioration in patients. These attitudes
occur both due to the professionals’ lack of adherence
to the protocols and criteria for activation of calls and
to the lack of human resources to meet the patients’
demand.®® The proportion of human resources in
relation to the number of patients is a factor that
is still questioned, and there are studies that relate
the increase in the proportion of nurses with the
reduction in mortality of patients; however, there are
still limitations to demonstrate that the increase in
the number of nurses can become a patient safety
strategy.®® Regarding the professionals’ lack of
adherence to protocols, it was observed that better
knowledge and familiarity with the instruments of
criteria to evaluate the signs can increase adherence
to activation of the teams, avoiding delays.%

The team’'s composition may vary for each
hospital, and most have a doctor leading the team.
The need for the doctor in the RRT as a factor that
can interfere with its efficiency is still controversial.
Although most hospitals use the doctor as head
of their teams, a meta-analysis did not show that
the presence of the doctor is associated with
better outcomes.®® What has been observed is
that when the professionals have experience and/
or specialization in intensive care, the teams can
achieve better outcomes.®V In order to improve the
RRT responses, tools and instruments have been
devised that help professionals in the detection
of signs of clinical deterioration, as well as in the
team activation process and patient case handoffs.

References

Contrarily to what was found in this review, in
some institutions the use of evaluation instruments
led to lower rates of mortality and CRA events.G? |t
is probably explained by the presence of programs
of continuing education and training to employ the
tools appropriately, which shows that, as much as
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