Goal 16 – Improve recognition and response to changes in a patient’s condition.                               (CAH, HAP)

Requirement 16A

The organization selects a suitable method that enables health care staff members to directly request additional assistance from a specially trained individual(s) when the patient’s condition appears to be worsening.

Rationale for Requirement 16A

A significant number of critical inpatient events are preceded by warning signs for an average of six to eight hours. Critical events such as cardiopulmonary and respiratory arrests or changes in patient’s vital signs are estimated to occur in 4% to 17% of inpatient admissions. Early response by a specially trained individual(s) to changes in a patient’s condition may reduce cardiopulmonary arrests and patient mortality.

Note: This requirement has a one-year phase-in period that includes defined expectations for planning, development, and testing (“milestones”) at three, six, and nine months in 2008, with the expectation of full implementation by January 1, 2009. 
	1. (A) As of April 1, 2008, the organization’s leadership has assigned responsibility for oversight and coordination of the development, testing, and implementation of Requirement 3E.
	

	2. (A) As of July 1, 2008, an implementation work plan is in place that identifies adequate resources, assigned accountabilities, and a time line for full implementation of Requirement 3E by January 1, 2009.
	

	3. (A) As of October 1, 2008, pilot testing in at least one clinical unit is under way.
	

	4. (A) As of January 1, 2009, the process is fully implemented across the organization.
	


The Implementation Expectations that will apply beginning January 1, 2009, are provided below.

	1. (A) The organization selects an early recognition and response method most suitable for its needs and resources.
	“A method” – doesn’t have to be a Rapid Response Team!


	2. (A) The organization develops criteria for calling additional assistance to respond to a change in patient’s condition or perception of change by the staff, patients and/or families.
	Written criteria known by all staff and physicians and how patients/families may call for help

	3. (A) The organization empowers staff, patients, and/or families to request additional assistance when they have a concern about the patient's condition.
	“give permission” – encourage / educate

	4. (C,M) Formal education for urgent response policies and practices is conducted with the people who may request assistance and the people who may respond to those requests.
	Consider assessment skills and treatment protocols for common scenarios

	5. (A) The organization measures the utility and effectiveness of the intervention(s) employed.
	How effective is your program – to staff? To physicians? To patients? To families?


	6. (A) The organization measures cardiopulmonary arrest, respiratory arrest and mortality rates before and after implementation of an early intervention plan. 
	Need historical baseline data for comparison – for cardiac and respitory arrest rates calculate per 1000 patient days for trending purposes and comparisons



The following are Q&A from the Joint Commission’s Executive Briefing Seminar in Rosemont, IL on August 30, 2007:

1. What does “empower staff and family” mean for the 2008 NPSG 16 on rapid response to changes in condition? ANSWER (Dr. Angood):   JC has not defined this – it’s up to your organization to define. One way would be to let them call the RRT, but that’s not the only way. You need to ensure that they can speakup about their concerns.

2. Is there only one way to comply with the 2008 NPSG 16, Rapid Response to Change in Condition, by way of having a Rapid Response Team (RRT)? ANSWER (Dr. Angood):    No. Your hospital must have a system in place and staff have the avenue to escalate concerns over changes in a patient’s condition. There will be some interpretative guidelines out on this new goal in the next month or two.

