
Oglesby and colleagues’ article uses the concept of a 

rapid response system (RRS) to identify delays in the 

defi nitive management of seriously ill patients [1]. Th e 

intuitive appeal of defi ning a deteriorating patient and 

responding rapidly in order to improve clinical outcomes 

is not diffi  cult to understand [2]. Such systems have been 

reported to be associated with a signifi cant reduction in 

deaths and cardiac arrests in pediatric hospitals [3], a 

reduction in adult hospital cardiac arrests [4] and a 

reduction in mortality in adult hospitals [5].

Th e development of a patient-centered system operat-

ing across the whole hospital has shed light on many 

issues related to the management of hospitalized patients. 

Th ese issues include recognition that many patients, who 

are the subject of a RRS call, are naturally dying and 

should have been noted as do not attempt resuscitation 

(DNAR) at an earlier stage [6]; the recognition of the 

variable and poor nature of vital-sign recordings in 

hospitals [7-9]; and recognition of the need to empower 

bedside staff  to call when the patient has predefi ned 

criteria [9]. Oglesby and colleagues’ article sheds light on 

how diffi   cult it is to implement effi  cient patient-centered 

systems.

Implementing this simple patient intervention within 

the complexity of acute hospitals can be a challenge. A 

RRS operates across the usual hospital silos and can 

expose weakness in the global care of patients, such as 

variability in the level of care for the seriously ill between 

diff erent home teams, variability in resources necessary 

to recognize and respond rapidly, as well as access to 

intensive care beds.

Oglesby and colleagues’ article describes something 

relatively unique – a benchmark that aims to evaluate 

whether a system operating across the whole hospital is 

eff ective. Th e ‘score to door time’ gives a good indication 

of how well the system, and all its components, are 

working. For example, measurement of the vital signs, 

triggering a response, initial management of the patient, 

and then the sometimes complex steps needed to secure 

admission to the ICU.

It was sobering to see the results of the study: including 

a surprisingly long time (median 0.47 hours) between 

recognition of the deteriorating patient and the response: 

this could not be described as rapid; and the protracted 

period before admission to the ICU (median 2.45 hours) 

[1]. One can possibly understand the complexities in 

arranging an admission to the ICU, but the term RRS 

implies that a potentially seriously ill patient needs to be 

seen as a matter of urgency, and yet it was around 

45 minutes before patients were seen. Even more sober-

ing was that the ‘score to door time’ was longer for more 

vulnerable patients who were older and who had a higher 

APACHE II score. Th e article by Oglesby and colleagues 

does not include what eff ect this had on patient outcome, 

but many other studies have demonstrated marked 

adverse patient outcomes as a result of delays in 

management [10-14].

Th e study’s key point is related to the importance of 

outcome indicators that refl ect the whole system, which, 

in turn, encourages all participants in the system to fi rstly 

see its overall failings and then to drill down on individual 
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processes that could be improved. Other overall measure-

ments of a systems’ eff ectiveness include the rate of 

urgent calls, which correlates with a reduction in mor-

tality and cardiac arrests [5], and the rate of potentially 

preventable deaths and cardiac arrests [15]. Only by 

measuring these outcomes can we understand the extent 

of the problems with patient care; and then identify the 

parts of the system that are failing and, fi nally, track the 

eff ectiveness of attempts to improve patient outcomes.
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