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ABSTRACT
Objective: To analyze two hospital emergency services, one in a public institution and 
another in a philanthropic one, from the perspective of rapid response team professionals 
in the face of positive and negative critical incidents. Method: Descriptive, exploratory, 
qualitative study carried with 62 health professionals. Critical Incident Technique was 
employed as the theoretical-methodological framework, along with Content Analysis 
for analyzing data. Results: Sixty-two health professionals - including 23 nurses, 
20 physiotherapists and 19 doctors – took part in this study. Clusters for 89 critical 
incidents were obtained; 66 of them were considered positive, whereas 23 were negative. 
The situations associated to the provided services were discriminated in three categories: 
recognition of patient clinical deterioration; rapid response team activation in the unit; and 
time until rapid response team arrival at the ward. Conclusion: In spite of the difficulties 
faced by such professionals while providing care to patients who become severely ill in 
non-critical wards, positive reports were predominant in all categories, what legitimized 
this service's importance as a contribution to quality and safety of hospitalized patients.

DESCRIPTORS
Hospital Rapid Response Team; Heart Arrest. Cardiopulmonary  Resuscitation; 
Emergency Nursing; Patient Safety.

Critical incidents as perceived by rapid response 
teams in emergency services*

Incidentes críticos percebidos pelos times de resposta rápida  
nos atendimentos de emergência
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en atención de emergência
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INTRODUCTION
Patient safety is a theme increasingly highlighted by the 

literature. Such a theme cannot be deemed contemporary, 
considering evidences of patient harm prevention dated as 
over 2,000 years old. The World Health Organization warns 
that tens of millions of patients suffer harm leading to some 
form of disability or death due to health care errors every 
year around the world. Such harm, known as Adverse Events 
(AE), afflict one in ten hospitalized patients(1).

The data on AE occurrences are alarming, leading to 
considerable repercussion both nationally and internatio-
nally. Patient safety is currently deemed as a global priority 
by the world’s main health organizations(2-3).

In the last decades, there has been an increase in this 
debate in the health area. Care quality became a focal 
point – still below expectations – for both patients and 
professionals engaged in promoting reduction of AE 
during hospitalization(4).

Due to recurrent AE episodes, the Institute for 
Healthcare Improvement, in the United States, has recom-
mended the implementation of Rapid Response Teams 
(RRT) in hospitals as a contribution to promoting safe care 
to patients who become severely ill outside of Intensive Care 
Units (ICU). 

Care to patients in severe clinical condition is activated 
by the unit’s professional, who recognizes warning signs and 
activates the professionals (doctors, nurses and physiothe-
rapists) from the RRT. The team arrives at the care area in 
up to three minutes to conduct interventions that become 
necessary due to the clinical emergency(5).

The RRT’s primary base is early detection and interven-
tion regarding patients hospitalized in nursing wards who 
present critical care demands outside of ICU. In the last 
decades, RRT have been broadly employed in hospitals in 
the USA, Canada, Australia, United Kingdom(6) and Brazil(7). 

Recent national and international studies have been 
providing evidence of RRT's efficacy, presenting results that 
are meaningful for inpatient safety, such as a reduction in 
cardiac arrests (CA)(8-9) or a significant decrease in patient 
mortality ratio(10).

Therefore, due to the scarcity of Brazilian qualitative 
studies dealing with this theme, broadening the research 
on RRT implementation in Brazilian health institutions is 
necessary. Such research should include the outlook of the 
professionals who cooperate to provide care to patients who 
become severely ill in nursing wards, granting the possibility 
of conducting deeper analysis on the systematization of the 
care these teams provide.

By employing the Critical Incident Technique (CIT), as 
described by its proponent(11), resorting to direct observation 
of RRT behavior is expected as a means to facilitate solving 
technical problems by understanding their influence on the 
emergency service of health institutions.

In view of the above, this study aims to analyze emer-
gency care from the perspective of RRT professionals from 
two hospitals – one public and the other philanthropic – 
when faced by positive and negative critical incidents.

METHOD

Study type

This is a descriptive, exploratory, qualitative research. The 
theoretical-methodological framework employed was the 
Critical Incident Technique (CIT), which consists in pro-
cedures to collect direct human behavior observations with 
the purpose of facilitating their usage in solving practical 
problems, as well as applying broad psychological princi-
ples(11) to unfold the reported situations. In such situations, 
both positive and negative circumstances emerging from 
RRT attendance were identified.

 Critical Incidents (CI) are relevant situations reported 
or observed by respondents. In the health area, CIT has been 
adopted as a practical method which enables researchers 
to apprehend health service complexity by registering the 
behavior of professionals in work environments(12).

Scenario

This research was conducted in a public hospital located 
in a countryside municipality in Paraná state and a philan-
thropic hospital in São Paulo state. Both have been providing 
RRT care for ten years.

This public institution is the only high-complexity uni-
versity hospital in the northern area of Paraná state and 
provides service exclusively to the Brazilian Unified Health 
System (SUS – Sistema Único de Saúde) with 307 available 
beds. The philanthropic one is rated as a high-complexity 
teaching hospital in São Paulo city which provides 469 beds. 
This study had no intent of comparing institutions, rather 
focusing on establishing how care was provided by RRT 
professionals in the research settings, which present similar 
work methods.

Selection criteria

One opted for interviewing all health professionals from 
both institutions where data was collected. Thus, all doctors, 
nurses and physiotherapists whose experience in the RRT 
was equal or superior to six months have been selected, since 
they were considered to have taken part in emergency care. 
All of these agreed to participate in the study. Professionals 
who were on vacation or on any kind of leave have been 
excluded from this study. 

Once the selection criteria were met, out of 76 profes-
sionals from both institutions, 62 (81.6%) became study 
participants, totaling 19 doctors, 20 physiotherapists and 
23 nurses. 

Data collection

Data collection lasted from June to August 2017 and was 
conducted with RRT professionals who agreed to participate 
in the study. 

Data collection and analysis were conducted by the 
main researcher, who firstly asked participants to fill out a 
professional identification form, followed by an interview 
containing two guiding questions. The respondent was asked 
to present a detailed report on a positive and a negative 
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situation taking place during the RRT interventions in their 
everyday life.

The interviews lasted 20 minutes on average and were 
performed in an isolated environment. Their aim was iden-
tifying the features of the emergency care, the action taken 
by the involved professionals and the situation’s outcome.

Such reports have enabled the extraction of this 
service’s positive and negative characteristics. After due 
signing of previous authorization by the participants, the 
interviews were recorded, transcribed and analyzed by the 
main researcher.

Data treatment and analysis

Content analysis, as proposed by Minayo(13), was applied 
to data analysis, which led to the extraction of 89 critical 
incidents from 62 interviews. Such analysis established three 
thematic categories, namely: recognition of the patient’s cli-
nical deterioration; activation of rapid response team in the 
unit; and time until rapid response team arrival at the ward. 

Out of 89 critical incidents, RRT professionals from 
both institutions reported 66 situations as positively and 23 
as negatively related to the emergency care.

Ethical aspects

This study was approved by Universidade de São Paulo’s 
School of Nursing Ethics Committee in opinion number 
151/2014. Norms and directives on research involving 
human beings were respected, with due observation of 
Resolution number 466/12 by the National Health Council, 
and all participants signed the Informed Consent Form.

The participants’ anonymity was ensured by identi-
fying each of them by their professional category’s (Doctor, 
Nurse or Physiotherapist) initial and a number assigned 
by interview chronological order, e.g., N1 (Nurse 1), P1 
(Physiotherapist 1) or D1 (Doctor 1) and so on.

RESULTS
Sixty-two health professionals were interviewed. These 

include all RRT professional categories (doctors, nurses and 
physiotherapists). Out of those 62, 44 (71%) were females 
and 34 (55%) were aged 25 to 35 years. 51 (82%) had 2 to 12 
years of professional education and 48 (78%) had concluded 
a specialization course.

The interviewees talked about positive and negative 
aspects of emergency care provided by RRT professionals 
in the study hospitals. From 62 interviews, 89 critical inci-
dents, i.e., situations allowing for an analysis, were identified. 

After report analysis, critical incidents were grouped into 
three categories, namely: recognition of patient’s clinical 
deterioration; activation of rapid response team in the unit; 
and time until rapid response team arrival at the ward.

Recognition of patient’s clinical deterioration

The category “recognition of patient’s clinical deteriora-
tion” accounts for evaluation and detection by professionals 
in non-critical wards of patients’ warning signs due to cli-
nical deterioration. 

One emphasizes the importance of detecting physiologi-
cal alterations during the patient’s hospitalization to enable 
necessary interventions favoring fast and effective joint care 
by staff and RRT, as in the following reports:
The last service was very positive. The ward staff have quickly 
recognized the patient’s worsening signs and activated us im-
mediately. When I got to the room, I noticed they had already 
brought the crash cart and organized the place, so we started 
assisting the client, who was suffering a CA (N4).

Well, a recent situation I recall happened this week (...) The 
patient’s clinical condition had deteriorated, and the unit's nurse 
quickly got to the room to check the call and she understood it was 
a CA. All of this happened very fast (P1).

The situations presented as examples show that the ward 
staff were able to quickly detect signs of clinical worsening, 
i.e., warning signs, for RRT activation, what benefitted the 
patients with necessary interventions performed by the mul-
tiprofessional team.

The objective of recognizing the patient’s warning signs is 
often left unfulfilled, what the interviewees characterized as 
negative care, as shown by the following pieces of discourse:
One service I regard as negative was when we were activa-
ted to attend a CA situation (...) I think the responsible nurse 
should have called the RRT much earlier, because we could have 
performed several early interventions to keep the patient from 
evolving to a CA. In my opinion, this should not happen. (...) 
This situation was a learning experience for the sector staff, whi-
ch must feel secure to activate the team as soon as they detect any 
kind of change in the patient's health status (D6). 

The patient had a discrete postural hypotension. She reported ma-
laise to the nursing staff and then we were activated. This undue 
activation has made a whole team move to the ward. If this prac-
tice is normalized, it will have impacts on care quality provided. 
The unit staff must recognize the patient’s signs of clinical worse-
ning more accurately and relate them to the protocol (D17).

Rapid response team activation in the unit

The category “rapid response team activation in the unit” 
refers to the several ways of activating this team to direct 
emergency care, either by corporate cell phones, pager (or 
beeper), telephone extension or sound system, among others. 

In both institutions, nurses in non-critical care units 
represented most of the professionals who activated the RRT.

The positive reports on correct RRT activation are exem-
plified by the following discourse:
There was a service two weeks ago when we activated the RRT 
in the unit; the doctor was having lunch and there was no cell-
phone signal in the hospital ’s cafeteria. So, I had to activate her 
by sound system. She heard the call and managed to come to the 
unit in two minutes. In this institution, the criteria to activate 
the RRT are very clear; the activation criteria and contact num-
ber were on banners fixed within the ward, in places where it 
can be seen by all professionals (N19).

When the RRT is activated to perform emergency care, the 
apparatus that is with us during office hours vibrates, directing 
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us to the building and floor where the complication is happening 
(...) The elevator operator also has the beeper and can hold the 
elevator so that we can move as quickly as possible through the 
several buildings in the institution (D4).

In both the examples provided by the professionals, RRT 
activation was successful for care performance. The impor-
tance of the activation mechanism comes as noteworthy 
to fulfill the objective of performing services under three 
minutes to improve care of inpatients becoming severely ill.

In this category, there are also negative reports of RRT 
activation in the non-critical hospitalization unit, as shown 
by the following statements:
I entered the room and noticed that the patient was having a 
CA, so we started to perform cardiopulmonary resuscitation 
procedures. When the team’s doctor arrived and asked what had 
occurred, the ward’s nurse had no knowledge of the clinical si-
tuation; when the record was checked, they found that she was 
an oncological patient, not available for resuscitation. So this is 
a flaw in RRT activation, because until figuring out the whole 
situation the team had already started the service, which led to a 
very bad and stressful situation both to the team and a patient’s 
relative, who had noticed all of this (P14).

Once we were activated on the floor and the patient was awake 
and lucid; the titular doctor told everybody that he had called 
the team because he needed medical help to discuss that patient’s 
treatment. I felt embarrassed. It was disrespectful to waste the 
team’s service. When someone activates us, they must be aware of 
the severity criteria in the protocol. All our action was in vain. 
What if another patient in a severe condition needed our care at 
that same moment? (D9).

It is essential that all professionals in the non-critical 
hospitalization unit be aware and secure regarding the RRT 
activation criteria adopted by the institutions, so that a false 
positive activation does not occur, since this leads to unne-
cessary action by the professionals, generating unjustified 
stress, as stated in the discourses above.

Time until rapid response team arrival at the ward

The third category of critical incidents concerns “time 
until rapid response team arrival at the ward”, which, accor-
ding to the attendance protocol of both institutions, is based 
on a set objective of arriving within three minutes to initiate 
the necessary interventions after service activation, as des-
cribed by the following positive reports:
We once treated an elder woman who was hospitalized in the 
sector and required a tomography. Due to the injected contrast, 
the patient had a CA and then we were activated and soon 
proceeded to care in the radiology sector. So, I consider the factor 
team’s time of arrival was very important to benefit the patient 
with fast, high-quality service (N8).

(...) This case I have reported shows great efficiency. From what I 
recall, our arrivals at the sector never had any delay. We always 
managed to get there quickly. We are used to urgencies and 
emergencies. In our daily work, we deal with many kinds of 
complication, so I believe that our approach in this case in the 
hospitalization unit was very quick (P13).

Response time in RRT arrival in the unfolded situations 
was appropriate, for the professionals ensured prompt service 
and recovery of patients undergoing clinical emergencies.

Apart from positive aspects related to RRT time of arri-
val for emergency attendance in nursing wards, negative 
examples have also been revealed:
As a negative example, I can mention a situation where we 
were activated in a different building, the new one. We had 
to care for a cardiac arrest and the doctor took long to come to 
the ward (...) We had monitored the patient, initiated thorax 
compressions and ventilation with bag-valve-mask and the pa-
tient was in ventricular fibrillation, from what was shown in 
the monitor graphs. We were in this situation and there was a 
certain delay in applying the shock and reversing the conditions 
as soon as possible (N13).

I remember that, in the last service in which I took part, I got 
to the nursing ward in less than two minutes, it was about a 
patient having a CA, but the doctor took too long to arrive. 
Misunderstandings among professionals are rare around here, 
but his delay had generated even bigger stress in this attendance, 
since you literally depend on another professional to establish a 
definitive artificial airway (P7).

As exemplified in the previous reports, time for RRT 
arrival for emergency care should abide by the goal establi-
shed by the institution, according to the necessity to review 
the care process so that the patient is benefitted with fast 
and qualified service in non-critical hospitalization units.

DISCUSSION
In the study population, one have observed a relation 

between recognition of clinical worsening in non-critical 
inpatients and subsequent activities, such as service activa-
tion and rapid response team arrival to provide the patient 
with emergency care.

Clinical worsening is recognized from changes in the 
patient’s vital parameters routinely monitored by health 
professionals in hospitalization units(14). Vital signs measu-
rement “is an important indicator of safe care result, and its 
effective control is influenced by organizational culture of 
active safety, which must be in accordance with the review 
of work processes, access to basic measurement materials 
and, above all, value health professionals who are the main 
partners of care quality”(15).

Health professionals in hospitalization units must be 
alert for immediate recognition of patients’ clinical worse-
ning (warning signs), so that immediate RRT activation is 
possible, since decision-making regarding increasing seve-
rity of the patient’s clinical situation and appropriate team 
allocation will contribute to increased survival, avoiding AE 
occurrence during hospitalization(16-17).

The literature demonstrates that inpatients display war-
ning or clinical instability signs around six to eight hours 
before having a CA in up to 85% of cases(18). An Australian 
study evaluated hospital mortality increase as related to 
delayed recognition of clinical worsening and RRT activa-
tion by professionals(19).
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As a proposal for RRT activation improvement, two 
American hospitals provided training to health teams in 
non-critical hospitalization units using simulated emergency 
care settings with RRT professionals. The simulated event led 
to an improvement in action aimed at recognizing warning 
signs and reducing delays in RRT activation, contributing 
to effective initiation of cardiopulmonary resuscitation(20).

Research conducted in a Brazilian university hospital has 
concluded that most interviewees affirm that nurses in non-
-critical hospitalization units play the main role in activating 
rapid response teams. The nurses working in hospitalization 
units are considered main allies in RRT activation, since 
they identify early patient clinical changes during health 
care provided for 24 hours daily(7).

RRT implementation must be a component of the 
institution’s effort to improve emergency services and pro-
mote the secure care demanded by patients. This includes 
permanent health education, trained nursing team and 
human and material resources provision to maintain cons-
tant service efficiency(21).

Hence, health professionals in hospitals need to be aware 
and secure regarding their hospital’s RRT activation criteria. 
The literature recognizes the existence of deficient know-
ledge and the persistence of barriers resulting in delays in 
RRT activation(22).

A research has analyzed 285 emergency calls to RRT, 
comparing between two groups: one presenting no activation 
errors and the other presenting service activation errors. The 
group with activation problems had a higher rate of CA asso-
ciated to high immediate mortality. The study reinforces that 
non-critical hospitalization units need to invest in training 
health professionals regarding RRT activation criteria(23).

Initial care to patients presenting clinical worsening during 
hospitalization in nursing wards, along with quick RRT acti-
vation by these unit’s professionals, sensitively contributed to 
survival rate. The patient is benefited by the necessary the-
rapeutic intervention in emergency situations, such as CA 
events. Nevertheless, delays in activation or the non-activation 
of the RRT may lead to severe harm to their health(24).

A study conducted in a high-complexity school hospital 
shows that the quality index for time between activation and 
arrival of RRT professionals ranges from approximately one 
to three minutes(25). The aspect time until RRT professional’s 
arrival at the hospitalization unit is proportionately essential 
to patient survival rate, which makes it an important quality 
index for this service.

According to the American Heart Association(26), acting 
quickly is essential and relates directly to the best patient 
prognosis, with an improvement in their survival, in addi-
tion to reduction of irreversible brain lesion. Such a state-
ment corroborates the findings of a study conducted in an 
Asian hospital, which pointed that average RRT arrival time 
for emergency care was 1.6 minutes, with the first shock 
administered for shockable rhythm conducted in up to two 
minutes, and the first dose of endovenous adrenaline was 
administered within 2.7 minutes(27).

Time is a crucial and determinant variable regarding care 
of CA victims. It is estimated that for each minute in which 

the patient receives no care from health professionals trained 
to conduct cardiopulmonary resuscitation, survival is reduced 
by 10%. Hence, detection and fast care become important to 
enable high-quality resuscitation with no irreversible harm(26).

Thus, reflections on the reasons that characterize negative 
situations are necessary, according to perceptions of profes-
sionals acting in RRT from the two study institutions, to 
enable improvements in recognition of the patient’s clinical 
worsening in the nursing wards, fast service activation and 
ideal arrival time, contributing with high-quality safe care 
to hospitalized patients.

As a study limitation, results are highlighted as repre-
senting the perception of different professional categories 
integrating the RRT of a public hospital and a philanthropic 
hospital located in a municipality in Paraná state’s country-
side and the city of São Paulo. This selection does not enable 
result generalization, meaning future research, with a bro-
ader population, is necessary to determine whether critical 
requirements established were satisfactory in characterizing 
emergency services provided by RRT in hospitals.

Nevertheless, this study may contribute to the advance-
ment of evaluation of care performed by RRT in Brazilian 
hospitals, considering the scarcity of qualitative research 
dealing with this theme in Brazil. It enables setting impro-
vement strategies in care provided to patients evolving to 
clinical condition worsening in non-critical hospitalization 
units, hence contributing to patient safety coverage in diverse 
health institutions in both Brazil and the world.

CONCLUSION
The prime function of the RRT is contributing to the 

safe care of patients hospitalized in non-critical units. This 
service, when activated by the unit’s professional, aims to 
provide care with quick and efficient intervention during 
sudden, unexpected patient clinical deterioration; conse-
quently, it is a manner of preventing its evolution to an 
unfavorable clinical outcome. 

 Cardiac arrest was a predominant condition among the 
emergencies reported by interviewed professionals. This may 
be correlated, since it presents high mortality rate. It is a 
dramatic situation, demanding highly qualified staff aiming 
at avoiding possible health harm and the high probability of 
mortality; this can be favored by a work process including 
a multiprofessional qualified team, with due resources and 
proper infrastructure to provide emergency care. 

The RRT contributes to patient safety in the hospital envi-
ronment, since it provides care to prevent AE in patients hos-
pitalized outside the ICU. Considering the identification of 
positive and negative critical incidents reported by nurses, phy-
siotherapists and doctors, it was possible to recognize facile and 
difficult experiences of such professionals during emergency care.

 Even accounting for the difficulties faced by these pro-
fessionals during care to patients who evolve to critical con-
ditions in hospitalization units, positive reports have been 
predominant in all categories. These validate the importance 
of RRT implementation in both health institutions as a 
contribution to quality and safety of patients presenting AE 
during hospitalization. 
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RESUMO
Objetivo: Analisar os atendimentos de emergência na perspectiva dos profissionais dos times de resposta rápida em dois hospitais, 
sendo um público e um filantrópico, diante de incidentes críticos positivos e negativos. Método: Estudo descritivo, exploratório, de 
abordagem qualitativa, realizado com 62 profissionais de saúde. Utilizou-se a Técnica do Incidente Crítico como referencial teórico-
metodológico e, para análise dos dados, a análise de conteúdo. Resultados: Participaram 62 profissionais de saúde, sendo 23 enfermeiros, 
20 fisioterapeutas e 19 médicos. Obteve-se o agrupamento de 89 incidentes críticos, sendo 66 considerados positivos e 23 negativos. 
As situações relacionadas aos atendimentos realizados pelos serviços foram classificadas em três categorias, a saber: o reconhecimento 
da deterioração clínica do paciente; o acionamento do time de resposta rápida na unidade; e o tempo de chegada do time de resposta 
rápida à enfermaria. Conclusão: Destaca-se que, apesar das dificuldades enfrentadas por esses profissionais durante os atendimentos 
aos pacientes que se tornam graves nas unidades de internação não críticas, predominaram relatos positivos nas três categorias, que 
legitimaram a importância do serviço como contribuição à qualidade e segurança dos pacientes hospitalizados. 

DESCRITORES
Equipe de Respostas Rápidas de Hospitais; Parada Cardíaca; Reanimação Cardiopulmonar; Enfermagem em Emergência; Segurança 
do Paciente.

RESUMEN
Objetivo: Analizar las atenciones de emergencia en la perspectiva de los profesionales de los equipos de respuesta rápida en dos 
hospitales, siendo uno público y otro filantrópico, ante incidentes críticos positivos y negativos. Método: Estudio descriptivo, exploratorio, 
con abordaje cualitativo, realizado con 62 profesionales de salud. Se utilizó la Técnica del Incidente Crítico como propuesta teórico-
metodológica y, para el análisis de los datos, el análisis de contenido. Resultados: Participaran 62 profesionales de salud, siendo 23 
enfermeros, 20 fisioterapeutas y 19 médicos. Se obtuvo el agrupamiento de 89 incidentes críticos, siendo 66 considerados positivos y 
23 negativos. Las situaciones relacionadas a las atenciones realizadas por los servicios fueron clasificadas en tres categorías, a saber: el 
reconocimiento del deterioro clínico del paciente; la activación del equipo de respuesta rápida en la unidad; y el tiempo de llegada del 
equipo de respuesta rápida al pabellón. Conclusión: Se destaca que, a pesar de las dificultades que enfrentan los profesionales durante la 
atención a pacientes que sufren deterioro en las unidades de cuidados no críticos, predominaran informes positivos en las tres categorías, 
que muestran la importancia del servicio como una contribución a la cualidad y seguridad de los pacientes hospitalizados. 

DESCRIPTORES
Equipo Hospitalario de Respuesta Rápida; Paro Cardíaco; Reanimación Cardiopulmonar; Enfermería de Urgencia; Seguridad del 
Paciente.
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