
In 2005, as part of its “100,000
Lives Campaign,” the Institute for

Healthcare Improvement endorsed
the widespread use of rapid re-
sponse systems to identify and
respond to clinically deteriorating in-
patients outside of the intensive care
unit (ICU) prior to a life-threatening
event. Since then, most hospitals
across the country have imple-
mented them in some form, individu-
alized to each institution’s needs. In
addition to potential improvement
in patient outcomes—such as emer-
gent ICU transfers, in-hospital cardiac
arrest, or mortality1—rapid response
systems are increasingly recognized
for the broader value they add to
health systems by supporting bed-
side nursing staff, fostering in-the-
moment patient advocacy, enhancing
a team-based approach to care, and
facilitating goals of care discussions.

At teaching institutions, internal
medicine house staff is often part of

and understanding of the hospital
system and culture. As compared to
ACLS, the complexity of a less-sick,
but less-defined, rapid response pa-
tient is challenging to put into repro-
ducible algorithms. To add to the
complexity, different training sites
may have important differences in
rapid response team members, ICU
transfer criteria, and available spe-
cialists and subspecialists. Table 1
outlines some of the differences be-
tween skills required for effective
Code Blue management as com-
pared to what is needed for effec-
tive rapid response management.

Rapid response systems are
generally well received by house
staff, though self-reported percep-
tion of educational benefits are
mixed2,3 and there is limited re-
search regarding the best methods
for rapid response education. Didac-
tic lectures or computer-learning

a rapid response system multidisci-
plinary team that works collabora-
tively with nurses, respiratory
therapists, and other staff members
to quickly assess the patient, initiate
medical treatment, and decide on
optimal disposition as indicated by
patient and system factors. It is
challenging to proactively prepare
learners for these complex and un-
predictable encounters. Residents
receive training in running ACLS/
Code Blue situations, but typically
aren’t trained for the more nuanced
rapid response encounters. Clinical
triggers for rapid response activation
are individualized to each system
and can include a variety of inputs
(see Table 1). Responding clinicians
must be prepared with a broad set
of skills: emergent assessment and
resuscitation, differential diagnosis
generation and hypothesis-testing,
patient-centeredness, team-based
inter-professional communication,
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Table 1: Examples of “Code Blue” v. Rapid Response Skills

Code Blue Rapid Response

Trigger for Initiation - Cardiopulmonary Arrest - Tachypnea or Bradypnea
- Tachycardia or Bradycardia
- Hypotension or Hypertension
- Hypoxemia
- Dyspnea
- Altered Mental Status
- Chest Pain
- Severe Bleeding
- General Concern

Clinical Assessment - Airway - Comprehensive evaluation of triggering sign
- Breathing or symptom
- Circulation - Interpretation of patient, family, nursing concerns
- Cardiac Rhythm Interpretation - Integration of change in status with overall
- Reversible Precipitants disease process trajectory and management

Interventions - ACLS protocol, which may include: CPR, - Diagnostic evaluation, stabilization, and ongoing
venous access, advanced airway management of trigger and underlying etiology
management, cardiac defibrillation, - Symptom control
administration of advanced medical therapies, - Transfer to higher acuity setting, if consistent with
assessment for more specialized interventions patient goals of care

Communication - Leadership-focused - Patient-focused
- Distribution of care to team members - Shared decision making
- Task-oriented, “closed loop” feedback - Collaborative discussion
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modules can teach the diagnostic
thought process for common trig-
gers, but these modalities lack the
benefits of real-world practice work-
ing within an inter-professional
team in a time-sensitive, stressful
environment. Simulation-based
medical education can effectively
teach teamwork, communication,
and leadership skills during crisis
situations,4 and may serve as a use-
ful augment especially if integrated
into ongoing educational activities.5

An important aspect of rapid re-
sponse implementation may be that
it allows junior trainees to feel more
comfortable involving supervising
physicians in the assessment of de-
compensating patients6 who can
provide additional educational op-
portunities such as role-modeling
and in-the-moment feedback.

A set of nine skills is proposed in
Table 2 to guide resident preparation
for rapid responses and to frame di-
rected feedback from team mem-
bers. These skills are based on the
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unique requirements of a rapid re-
sponse as noted above, literature re-
view of barriers to successful rapid
response team activation, and the au-
thor’s personal experience perform-
ing and supervising rapid responses.
Additional studies are warranted to
identify optimal educational strate-
gies, including curricular content and
modality, in order to best prepare res-
ident physicians to manage a clinically
deteriorating patient in the patient-
centered, team-based context of a
rapid response activation.
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Table 2: Nine Skills for Trainees on Rapid Response Teams

1. Prepare ahead of time: understand the differential diagnosis and basic workup for common triggers of rapid-responses

2. Show up: when called, respond promptly at bedside; there is no substitute for face-to-face interaction

3. Introduce the rapid-response team: explain the role of the team and its members to the patient and any family members
or surrogates at bedside

4. Listen carefully: engage the patient, family members, and bedside staff to elicit concerns triggering the rapid-response as
well as the patient’s hospital course and goals of care

5. Make a plan: assess the patient to determine appropriate diagnostic and/or therapeutic interventions based on rapid-
response trigger and underlying etiology, guided by patient goals

6. Probe for understanding: use patient-centered language to explore and confirm patient understanding and agreement to
interventions or monitoring offered, including potential escalation of care to ICU; if there is discrepancy, seek assistance
from a supervising physician

7. Give a clear timeline: if the patient is to transfer to the ICU, communicate directly with the accepting team and provide
anticipatory counseling to the patient regarding next steps; if temporizing measures are to be attempted prior to escalation
of care, provide a specific monitoring plan including who will follow-up and when, as well as specific parameters to recall
the rapid-response team prior to planned follow-up

8. Communicate clearly and thoroughly: ensure the patient, family members, bedside nursing/support staff, and rapid-response
team members have clear understanding of management and follow-up plans; understand institutional culture regarding
whether other team members should be notified (e.g. supervising physician, ICU physician, etc.)

9. Use team members’ expertise: if there is confusion or disagreement about disposition, seek additional input from members of
the rapid-response team, bedside nurse, unit charge nurse, nursing supervisor, ward supervising physician, or ICU physician
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