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Challenges to Overcome Barriers against Successful Implementation of 
Rapid Response Systems
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■ Editorial ■

In Korea, patient’s safety is becoming an important issue. Patients who experi-
ence adverse events during their hospital stay, including cardiopulmonary arrest, 
unplanned intensive care unit admissions, and unexpected death, show clear signs 
of deterioration in the hours preceding the event [1,2]. About one-half of the serious 
adverse events are deemed to be preventable [3]. Patients often show some signs of 
physiological deterioration for several hours (median 6 hours) before cardiac arrest 
[4,5]. Early recognition and response to patient deterioration have reduced the po-
tential impact of such adverse events [6,7].

 Health professionals need to recognize and respond to early signs of patient de-
terioration and activate rapid response systems (RRSs) to provide rapid medical 
intervention. RRSs have been developed for timely identification and treatment of 
patients in general wards at risk for clinical deterioration [8]. RRSs have been im-
plemented widely around the world over the past two decades and have been shown 
to effectively reduce in-hospital cardiopulmonary arrests.

Recently, RRSs have been implemented in some large hospital in Korea; their 
effectiveness was uncertain. This is the first multicenter survey on the impacts of 
RRSs. Implementation of RRSs showed a statistically significant reduction of the 
cardiopulmonary arrest rates (odds ratio [OR], 0.731; 95% confidence interval [CI], 
0.577 to 0.927; P = 0.009), whereas cardiopulmonary resuscitation rates of 2013 
and 2015 did not change in hospitals without RRS (OR, 0.988; 95% CI, 0.868 to 
1.124; P = 0.854). 

RRS can diminish in-hospital cardiopulmonary arrests and improve patient safety 
through earlier identification and treatment attempts. Despite these benefits, there 
have been barriers against successful implementation of RRS. First, there is a lack of 
specialists and physicians for RRS implementation. Also, the optimal composition 
of the RRS team is uncertain. Two previous single-center reports did not show the 
benefits of intensivist-led teams compared with registrar or resident-led teams [9,10]. 
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The majority of RRS interventions did not require the 
presence of a physician (fluids, oxygen, and diuretics). 
Maharaj et al. [11] reported that RRSs were associated 
with a reduction in hospital mortality and cardiopulmo-
nary arrest. However, meta-regression did not identify 
the presence of a physician in the RRS to be signifi-
cantly associated with a mortality reduction. We need 
to develop proper RRS model that is applicable to our 
country. Second, there is a lack of financial support for 
RRS. Moreover, the absence of government policy about 
RRS is an important issue to be addressed. In particular, 
the government needs to make efforts not to increase re-
gional medical gaps. In the future, we need time to share 
experiences with RSS systems between hospitals.
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