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Letter from the editors  

Where to now with Rapid Response Systems? 
 

Ged Williams, RN, Crit. Care Cert., LLM, MHA, FACN, FACHSM, FAAN; Elizabeth Papathanassoglou, PhD, 

RN, MSc; Patricia A. Zrelak, PhD, RN, NEA-bc, SCRN, CNRN, FAHA 

 

Winterbottom et al (2022) remind us of the importance of 

rapid response systems (RRS) in our hospital settings and 

demonstrate the impact that their initiative has been able to 

have on their healthcare system. Worldwide, hundreds of 

patients are saved from significant harm and potential death 

annually through the use of RRS.  Well done to all those who 

have advocated for and participated in such initiatives.  

The seminal paper of Lee et al (1995) described the 

benefits of the Medical Emergency Team (MET) in Australia, 

explaining the antecedent measures required to trigger the 

mobilisation of the MET (which included nurses as significant 

and essential members) from the ICU as an outreach rapid 

response team to help ward staff with patients who were 

showing signs of deterioration. We have come a long way 

with this concept and the level of sophistication we can now 

apply to developing these system processes. 

Many different models of Critical Care outreach and 

rapid response have been tried and shown success. Some are 

entirely nurse-led (Massey et al 2015; Pirret, 2008; Williams et 

al 2022a) some are nurse-led with medical backup (Aitken et 

al, 2015; So et al, 2019), others are medically led with nurse 

back up (Lee et al 2021) and some truly multidisciplinary (Al-

Omari et al, 2019). 

There are now sufficient years of experience and a 

body of knowledge available to us to know the important 

principles necessary to implement MET and RRS systems 

(Jones D. 2022, Williams et al 2022b). Emerging evidence 

shows that such models can be successfully implemented in 

newer and emerging health care systems (Alberto et al 2014; 

Williams et al, 2022b). So why ask the question, where to now 

with rapid response questions? Is this not enough?  

We believe we have only just started to get this concept 

embedded into mainstream practice. But there is so much 

more yet to come! For example, despite the evidence on 

critical care outreach and rapid response teams in low-

resource settings worldwide, such practices have yet to be 

established. In a 2015 meta-analysis, only 1 study from low to 

middle-income countries was included. It is, therefore, 
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uncertain whether the practices and outcomes established in high-income 

countries would be transferable to low-resource settings (Maharaj et al., 2015). 

Further, more remains to be learned as data on the impact of rapid response 

teams in the COVID-19 pandemic response are emerging.  

Winterbottom et al explored the benefits of an electronic medical record 

(EMR) to identify patients at risk; this approach has also been used by others 

fortunate to have an EMR in place (Williams et al, 2022b). The EMR can be used 

to screen any patient with known antecedent clinical parameters outside the 

norm and notify the bedside clinician or, better still, initiate the RRS 

automatically. 

Applications of artificial intelligence and deep learning to refine tools 

as precursors or adjuncts to clinical decision-making are with us now, although 

our reticence to fully embrace these options over our tried-and-true human 

ways remains a barrier to fully embracing these new tools (Bates et al, 2021). 

Google glasses and similar products can also be applied to the solution tool kit. 

Nurse-led outreach teams may wear the glasses to beam back to the intensivist 

who can see, hear, and interact with all that is in front of the RRS nurse, 

allowing medical input into decision-making virtually. 

Many of us know about these new technologies but are hesitant to rush 

into applying them immediately. The sensitivity and regulation around data 

management, personal privacy, and confidentiality must be balanced against 

the speed of decision-making and action in a rapidly deteriorating clinical 

scenario. These are not insignificant hurdles that face clinicians, executives, 

and community advocacy groups alike. Further work is required to help us 

understand and mitigate the social, policy, and legal risks while advancing the 

science that can ultimately save more lives than our current applications. 

Moreover, more work is needed to understand how these innovations can be 

sustainably transferred and benefit low-resource settings. 

Finally, there remains a very nuanced discussion about nomenclature, 

efficiency models, consistent measures, and consistency of best/better 

practices. As alluded to, there are many different RRS models in place in many 

countries, and many of them show great benefit and potential, but we seem 

to be no closer to standardising. 

In June 2005, an International Conference on Medical Emergency 

Teams (ICMET) included experts in patient safety, hospital medicine, critical 

care medicine, and METs, met to examine what was then known as a medical 

emergency team (MET), rapid response team (RRT), or critical care outreach 

(CCO) and to explore consensus around questions of standardised definitions, 

measures, and barriers to implementation (DeVita et al, 2005). However, 

concern remains that we still have too much variation in nomenclature and 

practice, which makes comparison studies very difficult. 

The International Society for Rapid Response Systems 

(https://rapidresponsesystems.org) is well placed to facilitate similar 

international conferences such as the 2005 meeting described by DeVita and 

https://rapidresponsesystems.org/
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we encourage them and others to help inform the future approach to RRS so 

we can refine with more certainty and consistency exactly what models and 

approaches work best. In the meantime, we can use studies such as 

Winterbottom et al and others to add to the body of knowledge we have so that 

at least the immediate concern of deteriorating patients in our hospitals right 

now are receiving the best response possible. 

 

Thank you to all our readers who have implemented and supported RRS in 

your hospitals. 
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