RAPID RESPONSE TEAM WORK SHEET
	Date_________                           Time called:______                 Room #/Location: ________     Arrival Time:  ______                 Event End Time:_____

	Situation: (circle reason RRT called)
‪   HR less than 50                       ‪ HR greater than 140

‪   SBP less than 80 mmHg          Seizures

‪   RR less than 10                       ‪ RR greater than 40

‪   SpO2 less than 85%                 Paroxysmal breathing

‪   Acute Significant Bleed           ‪  Fi02 50% or greater

‪   Failure to respond to tx            ‪ Decannulation
    Acute Mental Status Change    Venous access 
‪   Staff concerned                                     dislodged
    Fall with injury                           Acute change in status

Specify: ___________________________________________

___________________________________________

        ___________________________________________
Background: ________________________________

________________________________________________

_______________________________________________

_________________________________________________

_________________________________________________

__________________________________________________

_________________________________________________

Assessment:

 Temp _____ BP _______ HR ______ RR _____ 
SPO2 ______ Pain______________________________
_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________


	Recommendations / Interventions: (circle all done and/or ordered)
Airway / Breathing                         Circulation: 

‪   Oral airway                                 ‪   IV Fluid Bolus  
‪   Suction                                         ‪ Blood
‪   Nebulizer Treatment                   ‪  EKG
‪   Intubate                                       ‪  No Intervention
‪   Bi pap                                         ‪  Other:  ___________
‪   Bag Mask
‪   O2 Mask / Nasal 
‪   ABG 
‪   CXR
‪   No Intervention
Medication(s)/ Other Interventions: ______________________________________________

· Physician notified:  _____________ Time: _________

Repeated VS after treatment: Time: __________

Temp _____ BP _______ HR ______ RR _____ 

SPO2 ______ Pain______________________________
Disposition:

· Stayed in room
· Transferred to: ______________________________
· Other:_____________________________________
Rapid Response Team:
Primary Nurse:  _________________________________

ACLS Nurse/Supervisor: __________________________

RT: ___________________________________________
House Doctor:___________________________________




 Original form to be placed in Patient’s Medical Record.     Send copy of completed form to: Director of Quality
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