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 ABSTRACT
Objective: verify the perception nurses have of the quality of the Rapid Response Team 
in the structure, process and outcome dimensions, as well as the influence of time of 
practice in the institution and the work shift of the professionals on this perception. 
Method: cross-sectional study, conducted between September and October 2016, with 
questionnaires to 55 nurses working in inpatient care units or members of the Rapid 
Response Team. The positive index and inferential tests were used in the data analysis. 
Results: a satisfactory positive index was identified in 25 of the 37 items analyzed, 
and the main frailties occurred in the process dimension. There was discrepancy in 
the perception of professionals with different length of time in the institution about 
medical consumables (p=0.05) and request for the Rapid Response Team (p=0.03), 
besides the work shift and communication among the members involved (p=0.02). 
Conclusion: the nurses’ perception of the quality of the Rapid Response Team is 
satisfactory, especially in the areas of structure and outcome.
Descriptors: Rapid Response Team of Hospitals; Quality Management; Nursing; Inpatient 
Care Units; Cardiology.

RESUMO
Objetivo: verificar a percepção de enfermeiros sobre a qualidade do Time de Resposta 
Rápida nas dimensões estrutura, processo e resultado, bem como a influência 
do tempo de atuação na instituição e o turno de trabalho dos profissionais nessa 
percepção. Método: estudo transversal, realizado entre setembro e outubro de 
2016, com aplicação de questionário a 55 enfermeiros de unidades de internação ou 
integrantes do Time de Resposta Rápida. Utilizaram-se o índice de positividade e testes 
inferenciais na análise dos dados. Resultados: identificou-se índice de positividade 
satisfatório em 25 dos 37 itens analisados, e as principais fragilidades ocorreram na 
dimensão processo. Houve discrepância na percepção dos profissionais com diferentes 
tempos de atuação na instituição quanto a materiais de consumo médico-hospitalar 
(p=0,05) e decisão de acionamento do Time de Resposta Rápida (p=0,03), além do 
turno de trabalho e comunicação entre os membros envolvidos (p=0,02). Conclusão: a 
percepção dos enfermeiros sobre a qualidade do Time de Resposta Rápida é satisfatória, 
especialmente nos domínios estrutura e resultado.
Descritores: Equipe de Respostas Rápidas de Hospitais; Gestão da Qualidade; Enfermagem; 
Unidades de Internação; Cardiologia.

RESUMEN
Objetivo: verificar la percepción de enfermeros sobre la calidad del Equipo de Respuesta 
Rápida en las dimensiones estructura, proceso y resultado, así como la influencia del 
tiempo de actuación en la institución y el turno de trabajo de los profesionales en esa 
percepción. Método: estudio transversal, realizado entre septiembre y octubre de 
2016, con aplicación de cuestionario a 55 enfermeros de unidades de internación o 
integrantes del Equipo de Respuesta Rápida. Se utilizaron el índice de positividad y 
pruebas inferenciales en el análisis de los datos. Resultados: se identificó índice de 
positividad satisfactorio en 25 de los 37 ítems analizados, y las principales fragilidades 
ocurrieron en la dimensión proceso. Se observó una discrepancia en la percepción de 
los profesionales con diferentes tiempos de actuación en la institución en cuanto a 
materiales de consumo médico-hospitalario (p=0,05) y decisión de accionamiento del 
Equipo de Respuesta Rápida (p=0,03), además del turno de trabajo y comunicación 
entre los miembros involucrados (p=0,02). Conclusión: la percepción de los enfermeros 
sobre la calidad del Equipo de Respuesta Rápida es satisfactoria, especialmente en los 
dominios estructura y resultado.
Descriptores: Equipo Hospitalario de Respuesta Rápida; Gestión de la Calidad; Enfermería; 
Unidades de Internación; Cardiología.
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INTRODUCTION

The creation of quality care systems originally occurred in 
the industrial sectors of Japan, United States of America (USA) 
and European countries in the 1950s and stimulated theories 
about how the production of materials and services can achieve 
continuous quality improvement (CQI)(1).

CQI in the healthcare field is based on the implementation 
and evaluation of management variables that provide to insti-
tutions adequate organization and implementation of systems 
that benefit the work of professionals, always in search of clarity, 
focus, discipline and commitment in healthcare(2).

Avedis Donabedian, scholar in quality of healthcare manage-
ment, stated that the evaluation process of the quality is the pri-
mary way to determine the degree of success of the professional 
and that by monitoring the quality, deviations of the standards 
established can be detected and corrected early(3). Researchers 
point out that, when using the triad of Donabedian in evalua-
tions (focus on structure, process and outcome dimensions), it is 
possible to characterize the resources employed in the assistance 
provided, the typical elements of the practice and state of health 
of the individual as an outcome of this interaction(4).

The concern with quality in health is evidenced by the move-
ment of large institutions that aim to systematize practices and 
processes(1,5). In 2004, the Institute for Healthcare Improvement 
(IHI) promoted in the USA the challenge titled “100,000 Lives 
Campaign” with the goal of reducing the rates of morbidity and 
mortality in health care(6-7). Among the targets proposed for 
hospital institutions, we highlight the implementation of the 
Rapid Response Team (RRT), which focuses on the qualifica-
tion of a specialized team able to confirm and act under signs 
of clinical decline of hospitalized patients in non-critical care 
units, preventing cardiorespiratory arrest (CRA) and reducing 
hospital mortality(6).

The American Heart Association (AHA), after analyzing the 
outcomes on the care of patients with cardiovascular problems 
and establishing guidelines of assistance, guides the best practice 
to the health professionals involved. In 2015, AHA conducted the 
latest update of these guidelines and proposed the need to not 
only understand and perform the practice of cardiopulmonary 
resuscitation (CPR), but also to recognize the clinical worsening 
of patients in several scenarios, guaranteeing the efficiency of 
healthcare systems and the CQI of the assistance(8).

Given this context, the insertion of RRT in the first link within 
the chain of survival of AHA (called “surveillance and prevention”) 
for patient care in CPR in the intra-hospital environment (CPRIH), 
besides promoting the early identification of these events, reduces 
the number of CPRs that occurred outside the Intensive Care Unit 
(ICU)(9), minimizes the number of admissions in critical care units 
and mortality rates(2), thus ensuring the CQI of the assistance 
provided to patients in imminent hemodynamics instability(10).

CPRIH events can occur in hospital wards, where continuous 
clinical monitoring equipment is not provided, so RRT is strongly 
recommended in these units. RRT must be formed by a multidis-
ciplinary team that, with a good interaction and scientific and 
technical skills, may, from the request made by the professional 
who recognizes the clinical changes of the patient, quickly confirm 

them and give CPR or other clinical treatment, if appropriate, with 
effectiveness and quality(2).

It is noteworthy that, historically, nursing is known due to 
the surveillance and constant monitoring of the clinical signs of 
patients and, therefore, the nurse is the protagonist in the early 
detection of CPR and in quick decision-making to request RRT, 
since such skills possibly come from the experience coupled to 
memories of past situations or intuition(10-12).

The codes to request RRT, able to translate the unstable condi-
tion of the patient or CPR into a single signal(13), are tools that have 
been helping the daily life of nurses who work in non-critical care 
units(11-12). However, to optimize decision-making in these situations, 
it is necessary for the care and risk management to be organized 
and well structured, promoting clinical stability, safety and welfare 
of patients under the glances of the nursing staff. In addition, the 
interprofessional, organizational and institutional barriers should 
be identified and removed for influencing the process of identifica-
tion, response and reduction of adverse events(14).

Whereas setting goals and changing processes depend on 
the regular measurement of care, understanding better the 
dynamics of RRT (its structure, process and outcome) through 
the experiences of nurses allow us to identify how this resource 
impacts the workplace, the RRT configuration itself and the care 
provided(5,15), and since little is known about this approach, the 
importance of this research is justified.

OBJECTIVE

Verify the perception nurses have of the quality of RRT in the 
structure, process and outcome dimensions, as well as to identify 
whether the time of practice in the institution and the work shift 
of the professionals influence this perception.

METHOD

Ethical aspects

This study was approved by the Research Ethics Committee 
of the School of Nursing of the University of São Paulo.

Design, location and period

This is a cross-sectional and quantitative study, developed 
between September and October 2016 in a public hospital of high 
complexity, specialized in cardiopulmonology, located in the city 
of São Paulo, Brazil, where TRR was instituted five years ago(13).

Population or sample: inclusion and exclusion criteria

The sample consisted of nurses who worked as members of 
RRT or in the direct assistance to patients in one of the inpatient 
care units of the institution (non-critical care units). The profes-
sionals who were on vacation or on sick leave during the period 
of data collection were excluded . Of the 76 professionals invited 
to participate in the study, ten refused and eleven did not return 
the data collection instrument completed, accounting for a final 
sample of 55 professionals.
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Study protocol

After approval by the Research Ethics Committee, a list containing 
the names of the nurses who responded to the inclusion criteria of the 
survey was requested to the nursing coordination of the institution.

The nurses were invited to participate in the study by the 
researcher, who explained the objectives and the process of 
collecting the information. After signing the informed consent 
form (ICF), the questionnaire was handed at the beginning of the 
shift, collected after the period established in accordance with 
the convenience of each participant.

This questionnaire was composed of two parts. The first one 
dealt with aspects related to the demographic, educational and 
professional profile of the participants, in addition to information 
about knowledge and request for RRT and certification in Basic 
Life Support (BLS) and/or Advanced Cardiac Life Support (ACLS).

The second part contained an instrument created and validated 
in 2014 by researchers of the State University of Londrina (UEL), 
in Paraná, which aims to address the representative dimensions 
that impact the care of RRT: structure (physical resources, human, 
material, equipment, rules, routines, value systems and expecta-
tions); process (analysis of the development of assistance according 
to technical and scientific standards accepted internationally); 
and outcome (consequences of the activities performed). For 
the structure dimension, nine statements were described (E1 to 
E9); for process, twenty (P1 to P20); and for outcome, eight (R1 
to R8). The response options include the categories “yes,” “no” or 
“not applicable”(5). The use of this instrument in the study had 
the permission of the researchers responsible for its creation.

Analysis of the results and statistics

Descriptive statistics were performed for sample characteriza-
tion. The positive index (PI)(16-17) was applied to each one of the 37 
items of the questionnaire separately, considering the answers “yes” 
or “no” of the subject of the research. The answer “does not apply” 
contained in the instrument of collection reflects the non-exposure 
of the patient and/or professional to the condition described in 
the respective item and, therefore, was excluded from the analysis.

PI was applied to each item and used to calculate the average 
of each dimension, from the application of the equation described 
later. Based on the literature consulted(16-17), the PI value ≥ 70% 
was adopted as parameter to evaluate the quality of care of RRT.

To verify the influence of time of practice in the institution and the 
work shift (day or night) considering professionals’ perception of the 
quality of RRT, the Fisher’s Exact Test and the Student’s t-test were applied. 
The software Statistical Package for the Social Sciences (SPSS), version 
22, was used in the statistical analysis with a significance level of 5%.

RESULTS

Of the 55 nurses that composed the final sample of the study, 
most were women (n=50; 90.9%) and exercised direct assistance 
to the patients (n=41; 74.5%) in inpatient care units. The average 

age of the participants was 40.7±11.2 years, and 31 professionals 
(56.4%) were aged between 25 and 40 years. Little difference was 
found between the time of qualification (approximate average of 
sixteen years) and the time of practice of the nurses in the institution 
(approximate average of fifteen years).

A total of 46 professionals (83.6%) reported having completed 
lato sensu graduation courses, with emphasis on the areas of 
cardiology (n=34, 61.8%) and hospital administration (n=11, 
20.0%), and 18 (32.7%) had two or more specializations. As for the 
international certifications, 40 professionals (72.7%) concluded 
the BLS, and 46 (83.6%) the ACLS.

When asked about RRT, all nurses claimed to know the strategy. 
In the institution, 44 professionals (80.0%) had already requested 
RRT at least once, and a total of fourteen nurses (25.5%) was a 
member of RRT.

We observed in Tables 1, 2 and 3 that nurses considered the 
quality of RRT in the institution (PI≥70.0%) satisfactory in 25 
(67.6%) of the 37 items described in the instrument, and two 
items reached PI of 100.0% (P20 and R1). The average value of PI 
of the process dimension was 64.8%, while structure and outcome 
dimensions were 78.7% and 87.6%, respectively.

The main frailties identified by these professionals (PI<70.0%) 
were related to the process dimension (Table 1). Questions as-
sociated with the knowledge of the nurse about the medical 
conditions of all patients treated in the unit (P9) and the effective 
communication between doctor of RRT and doctor of the clinic in 
appointments suggested to patients (P15) reached PI of 68.2%.

Aspects related to the request for RRT by the nurse of the unit 
based on any change in the patient’s condition (P2), educational 
activities developed by RRT to empower new teams (P10) and 
nursing staff in the units of practice (P11), as well as the commu-
nication between RRT and the nurse in the units during visits to 
patients (P16), had PI that ranged from 40.5% to 53.8%.

PI values lower than 10.0% were identified in activities of RRT 
aiming at visits to patients in restrained demand (P6), to the es-
tablishment of treatment plan for patients in critical care units (P7) 
and to the daily discussion about the care plan provided with the 
professionals to patients in restrained demand or classified in codes 
blue and yellow (P8).

For the structure dimension, unsatisfactory quality of RRT was 
related to aspects of the physical structure of the unit that does 
not provide a safe and effective care to patients (E7) and to the 
absence of an exclusive nurse working with RRT in the institution 
(E9), as shown in Table 2.

Table 3 shows that the only item of the outcome dimension 
with negative note (PI<70%) was the lack of monthly disclosure, 
by the institution or coordinator of RRT, of the outcomes of the 
services performed in the units (R8).

The following tables show variables with statistically signifi-
cant differences (p≤0.05) in the answers of professionals on RRT 
according to time of practice in the institution (Table 4) and work 
shift (Table 5). Table 4 shows that nurses who answered “yes” to 
questions about medical consumables in sufficient quantities (E3) 
and about the decision to request RRT relying solely on the signs 
of clinic deterioration established in codes blue and yellow (P1) 
showed more time of practice in the institution compared with 
those who answered negatively to these questions.

Positive Index (PI) =  
no.of affirmative answers + no of negative answers

  x 100
no.of affirmative answers
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Table 2 – Positive index of nurses’ perception of the quality of Rapid Response Team according to the structure dimension, São Paulo, Brazil, 2016

Structure Dimension Positive Index 
(%)

E1. The nurse is the one responsible for requesting RRT, because he/she is 24 hours beside the patient 84.9
E2. Permanent materials (non-invasive blood pressure monitor, cardioscope, pulse oximeter, defibrillator, mechanical fan, secretion 
aspirator, glucose meter, infusion pump, gas network, among others) are sufficient and available when requested by RRT 76.9

E3. Medical consumables (infusion equipment, needled devices, medications, materials for intubation, among others) are available 
in sufficient quantities to treat the patients assisted by RRT. 92.6

E4. Patients treated by RRT in the unit have the resources in the nursing staff qualified and in sufficient number to provide the necessary care. 71.1
E5. The emergency car of the unit has the necessary materials and equipment, in accordance with the protocol adopted in the 
institution, for the care of patients by RRT. 98.2

E6. The manual/protocol of routines about RRT is available and has easy access to the unit. 96.1
E7. The physical structure of the unit provides a safe and effective care (without ramp, wide doors, adequate space between beds, 
lighting, electrical network, gas network, monitor countertop/infusion pump) to patients. 43.6

E8. There is a unique location for RRT technical or research meetings. 80.0
E9. There is an exclusive nurse in the institution to work with RRT. 64.7

Note – Rapid Response Team (RRT).

Table 1 – Positive index of nurses’ perception of the quality of Rapid Response Team according to the process dimension, São Paulo, Brazil, 2016

Process Dimension Positive Index 
(%)

P1. The decision to request RRT depends exclusively on the signs of clinical deterioration established in codes blue and yellow. 84.3
P2. RRT must also be requested when the nurse of the unit is concerned about any change in the patient’s condition, regardless of the 
stability of vital signs. 42.0

P3. The RRT team, when requested, appears in 3 minutes to start the care for the patient in a code blue. 71.7
P4. The RRT team, when requested, appears in 4 minutes to start the care for the patient in a code yellow. 82.3
P5. During a code blue or yellow in the unit, it is easy to request/locate RRT at the institution. 93.9
P6. RRT carries out visits in the morning and afternoon to patients in restrained demand. 5.0
P7. RRT participates in the establishment of the treatment plan of critically ill patients in the unit. 5.5
P8. RRT discusses daily the assistance plan with the professionals (nurses, emergency physician, resident physician) involved in the care 
for patients in restrained demand or in codes blue and yellow. 7.7

P9. The nurse knows the clinical conditions of all patients treated by RRT on the unit under her/his supervision, as well as the behavior 
and prescribed treatments. 68.2

P10. RRT develops educational activities, qualifying new RRT for the treatment of critically ill patients in the units. 53.8
P11. RRT develops educational activities for the nursing staff in the units of practice 53.2
P12. Data from the services performed by RRT are used as indicators of quality and/or safety in units 83.3
P13. RRT has a research/study group formed by the RRT staff and by professionals of the units. 72.5
P14. It is essential to monitor critically ill patients in restrained demand, due to the difficulty of immediate transfer to the Intensive Care Unit. 86.7
P15. Effective communication occurs between the doctor of TRR and the clinic doctor in appointments suggested to patients. 68.2
P16. RRT communicates with the nurse when visiting patients in the care units. 40.5
P17. Communication between members of RRT and the nurse of the unit is effective, clear and objective. 89.4
P18. RRT professionals are accessible for the codes yellow and blue and or restrained demand. 90.0
P19. The nurse of the unit follows the code blue during the whole service, along with the RRT professionals. 98.1
P20. The nurse of the unit follows the code yellow during the whole service, along with the RRT professionals. 100.0

Note – Rapid Response Team (RRT)

Table 3 – Positive index of nurses’ perception of the quality of Rapid Response Team according to the outcome dimension, São Paulo, Brazil, 2016

Outcome Dimension PI (%)

R1 With the assistance of the doctor and of RRT provided concurrently, I have greater security in the implementation of the nursing care 
provided in the unit under my supervision. 100.0

R2. As a nurse I am not afraid to take criticism from the institution or from the coordinator of RRT, for requiring the service staff, when 
patients do not meet the criteria established by the protocol. 72.7

R3. The differential service proposed by RRT to the patient in restrained demand and/or monitored for 72 hours after discharge from the 
Intensive Care Unit improves the assistance provided to patients. 79.3

R4. It is essential to implement RRT at night in the institution 93.7
R5. RRT reduces the risk of clinical deterioration of patients in the units. 92.4
R6. RRT reduces the mortality rate of patients in codes blue and yellow or restrained demand. 96.3
R7. RRT and the nursing staff of the unit under my supervision have a good interpersonal relationship. 91.7
R8. Every month the institution or the coordinator of RRT provide the outcomes of the services performed in the units. 40.5

Note: Rapid Response Team (RRT).
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Regarding work shift, Table 5 shows that the professionals 
who worked at night responded with greater frequency the 
alternative ”no” to the item on effective, clear and objective com-
munication between the members of RRT and the nurse of the 
unit (P17) than those who worked during the day (30.8% versus 
2.9%, respectively).

DISCUSSION

The results of this research showed that the nurses’ perception 
of the quality of RRT of the institution is satisfactory, since 67.6% 
of the items analyzed presented PI higher than 70.0%. The qual-
ity of this strategy can be a result of the careful implementation 
process adopted by the institution, as described in case report (13), 
which created a culture in the hospital and in the health teams, 
promoting the conscious use of RRT and the reasons to request 
it. We must also consider the uniqueness of the professionals 
working at this hospital: they have long time of practice in the 
institution (15.3±9.6 years) and seek to update the good practice, 
which is identified by the high frequency of professionals who 
concluded graduation courses (83.6%) or participated in immer-
sion courses about CPR, such as BLS (72.7%) and ACLS (83.6%).

Study conducted in a university hospital in the state of Paraná 
that analyzed the quality of care of RRT, based on the triad of 
Donabedian, identified average PI of 45.96% for structure, 56.54% 
for process and 74.99% for outcome(17), values below those of this 
investigation in all dimensions.

However, whereas the process would be the most direct way 
to assess the quality of care, we identified that such dimension 
was the one that obtained more items with lower PI values, and 
such finding must have a distinctive look.

The PI value of 42.0% was identified in the question on the 
request for RRT in the presence of any changes in the patient’s 

condition, regardless of the stability of his/her vital signs (P2). 
From this perspective, researchers from Australia point out that 
the experience in activating the strategy improperly can cause 
frustrations and, consequently, reduce the number of requests, 
once the decision to request RRT and the understanding about the 
policies of this strategy are often not clear to the professionals(18).

Some aspects of the process that reached PI values below 
8.0% were related to RRT visits to patients in restrained demand 
(P6), to the participation of RRT in establishing treatment plans 
for critically ill patients (P7) and in daily discussion with the 
professionals about the care provided (P8). Considering the low 
availability of ICU beds in Brazil and that delays in admissions in 
these units lead to increase in mortality, it is noteworthy that the 
use of these measures described and evaluated as fragile by the 
nurses could optimize the care and safety of patients awaiting 
intensive care beds in non-critical units, preventing deteriora-
tion and increasing the chances of recovery(17). However, these 
strategies (P6 to P8) are not provided for in the protocol of RRT 
in the institution where the research was conducted.

Another item that reached unsatisfactory PI (PI=68.2%) was 
the question on the knowledge of the nursing staff about the 
clinical conditions of all patients treated by RRT (P9). This fact can 
be coupled to another item, which concerns the promotion of 
educational activities (P11) for nurses working in inpatient care 
units (PI=53.2%). Results of the research conducted in North 
Carolina, USA, showed that nurses consider RRT a good teaching 
tool and a source of knowledge to assist in the care and in the 
strengthening of their capacities, as well as in decisions about 
the correct time to request the staff, placing them as a funda-
mental part of the teams during the emergency. The focus group 
methodology employed in this study identified, in the reports 
of professionals, that the requests are rarely erroneous, thereby, 
the teamwork with RRT is always valid(15).

Other investigations report a considerable number of nurses 
who express the need for additional training and education pro-
grams about emergency, seeking to refine the early recognition 
skills of the signs of clinical deterioration in order to play a more 
active and assertive role in this context(18-20).

From the professional education perspective, the PI value was 
equal to 53.8% in relation to capacity and training of new teams 
in the institution (P10). Some authors underline the need for 
institutions to prioritize the intensive and continued training of 
new professionals (doctors, nurses and physiotherapists), once 
the high turnover of these members and the recurrent failed 
communication with the nursing staff of non-critical care units 
can compromise the patient’s safety during clinical instability(19).

Communication proved to be weak between RRT, the doctors (P15) 
and the nurses of the units (P16). Positive interactions between the 
teams provide better reviews about the context of the emergency 
and allow quicker access to exams and procedures, in addition 
to facilitating transfers to ICU, promoting safety to the critically ill 
patient and relief to the professionals who request RRT(15). For some 
nurses, this interaction is often hindered because RRT seem resistant 
to their considerations, which they ascribe to the fact RRT does not 
participate in the daily evolution of the critically ill patient(15).

In the analysis of the structure dimension, this study showed 
frailty (PI value of 43.6%) to provide safe and effective care because 

Table 4 – Comparison of the averages of time of practice in the institution 
according to responses from nurses about the quality of the Rapid Response 
Team, São Paulo, Brazil, 2016

Variables Categories
Time of practice in the 

institution
Mean (Standard Deviation)

p value*

E3. Yes 15.3 (9.6)
0.05

No 5.7 (1.7)

P1. Yes 16.1 (9.1)
0.03No 8.4 (9.1)

Note: *Student’s t-test.

Table 5 – Comparison of nurses’ responses about the quality of the Rapid 
Response Team according to work shift, São Paulo, Brazil, 2016

Variables Categories
Work shift

p value*Daytime
n (%)

Nighttime
n (%)

P17. Yes 33 (97.1) 9 (69.2) 
0.02No 1 (2.9) 4 (30.8)

Note: *Fisher’s Exact Test.
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of the physical environment of the unit (E7). This finding corroborates 
the Brazilian study that mentions the impact of the infrastructure of 
health services on the work process and on the quality of nursing care. 
According to the researchers, the nurse’s practices are influenced by 
different characteristics of services, such as the availability, limitations 
and the quality of the instruments or means of work, since the lack 
of such tools undermines the work of the teams and their results. 
Therefore, the working environment must be able to promote health 
and prevent diseases, resulting in the expansion of the possibilities 
of practice for nurses within the unit he/she operates(21).

Another unsatisfactory PI (PI=64.7%) of the structure dimen-
sion (E9) on the perception of the participants referred to the 
presence of exclusive nurses in the institution working in RRT. 
It is noteworthy that the institution does not provide for such 
exclusivity, optimizing human resources. However, it is important 
that all members of the team are known by non-critical care units, 
which facilitates the communication at the time of the assistance.

Finally, the outcome dimension had on average high PI values, 
indicating that the services provided have, in the nurses’ percep-
tion, a high degree of quality. The only item that does not exceed 
the margin of positivity (PI<70.0%) referred to nurses’ access to 
the outcomes of the assistance performed by RRT in the unit 
(R8). In the management approach of the quality of the health 
service, Donabedian and other researchers reinforce that the use 
of assistance indicators encourages the professionals and lowers 
their resistance to request RRT; in other words, the care and its 
results no longer represent an abstract and subjective ambition, 
thus enabling the service to be, above all, improved(4,17).

Our study identified that nurses with more time of practice 
in the institution think medical consumables are in sufficient 
quantities and recognize that the decision to request RRT depends 
exclusively on the signs of clinical deterioration established in 
codes, unlike nurses with less time in the institution.

We identified three surveys that examined nurses’ perceptions 
of RRT considering the variable time in profession or in the institu-
tion. Some authors concluded that the request for RRT by more 
experienced nurses may be falling short of the ideal, since they 
are more resistant to requesting the service(19). Opposite results 
were found in studies that concluded nurses with less experience 
(between zero and five years) are less likely to activate the codes 
in relation to those working there for a longer period (eleven years 
or more)(18). This fact it is associated with the insecurity of these 
professionals in decision-making, with their lack of knowledge 
of processes and institutional outcomes, in addition to holding 
clinical judgements less accurate – i.e. they have less autonomy 
and consult more the practices to be performed(18,20).

As to the association between work shift and the perception of 
effectiveness, clarity and objectivity of communication between 
members of RRT and the nurse of the unit, this study identified sta-
tistically significant difference between the daytime and nighttime 

groups, because the professionals who worked at night were those 
that gave more negative answers. Studies that cover such topic were 
not identified in the literature. Only one investigation in Australia 
showed no significant difference in the frequency of request for 
RRT among nurses who worked part-time and full-time(18). It must 
be considered that in most hospitals some sectors work with a 
small number of professionals on night duty, since the demand of 
patients during this period is reduced; it can be assumed that this 
fact negatively impacts communication between teams.

Limitations of the study

By analyzing the results of this research – which showed 
important aspects of nurses’ perception of the quality of RRT, 
as well as points to be improved –, some limitations should be 
considered in the generalization of results: the casuistry included 
only nurses from one hospital, reference center for the care of 
patients with cardiopulmonary diseases; there was approximately 
27.6% loss of the casuistry expected; and the response time of 
the instrument varied among the nurses.

Contributions to the fields of nursing, health, or public policy

The results of this investigation provide information to assist 
managers in the development of strategies and tools for the improve-
ment of the quality of RRT and permanent education of the team 
involved directly in the dynamics of rescue of critically ill patients in 
inpatient care units, translating their potential into safe assistance.

CONCLUSION

The findings of this research allow to conclude that RRT in 
the institution analyzed presents, in the perception of nurses, 
satisfactory quality in the structure and outcome dimensions. 
Vulnerabilities were identified, especially in relation to some 
items of the process, which obtained the lowest average of PI 
value in relation to the other dimensions.

The study also identified that the professionals with more 
experience in the hospital feel that the medical consumables are 
in sufficient quantities to treat the patients and that the decision 
to request RRT depends exclusively on signs of clinical deteriora-
tion established in codes blue and yellow, which differs from the 
perception of nurses with less experience in the institution. In 
addition, more professionals on night duty consider that commu-
nication between the members of RRT and the nurse of the unit 
is not effective, compared with those who work during the day.

Considering the results of the research, we suggest the prepa-
ration of strategies to improve the quality of RRT, especially 
regarding the process dimension, which presented greater frailty 
according to the nurses.
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