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SPECIAL ARTICLES

Executive Summary: Society of Critical Care 
Medicine Guidelines on Recognizing and 
Responding to Clinical Deterioration Outside 
the ICU
RATIONALE: Clinical deterioration of patients hospitalized outside the ICU is 
a source of potentially reversible morbidity and mortality. To address this, some 
acute care facilities have implemented systems aimed at detecting and respond-
ing to such patients.

OBJECTIVES: To provide evidence-based recommendations for hospital clini-
cians and administrators to optimize recognition and response to clinical deterio-
ration in non-ICU patients.

PANEL DESIGN: The 25-member panel included representatives from medi-
cine, nursing, respiratory therapy, pharmacy, patient/family partners, and clinician-
methodologists with expertise in developing evidence-based clinical practice 
guidelines.

METHODS: We generated actionable questions using the Population, 
Intervention, Control, and Outcomes format and performed a systematic review 
of the literature to identify and synthesize the best available evidence. We used 
the Grading of Recommendations Assessment, Development, and Evaluation 
approach to determine certainty in the evidence and to formulate recommenda-
tions and good practice statements (GPSs).

RESULTS: The panel issued 10 statements on recognizing and responding to 
non-ICU patients with critical illness. Healthcare personnel and institutions should 
ensure that all vital sign acquisition is timely and accurate (GPS). We make no 
recommendation on the use of continuous vital sign monitoring among “unsel-
ected” patients due to the absence of data regarding the benefit and the potential 
harms of false positive alarms, the risk of alarm fatigue, and cost. We suggest 
focused education for bedside clinicians in signs of clinical deterioration, and we 
also suggest that patient/family/care partners’ concerns be included in decisions 
to obtain additional opinions and help (both conditional recommendations). We 
recommend hospital-wide deployment of a rapid response team or medical emer-
gency team (RRT/MET) with explicit activation criteria (strong recommendation). 
We make no recommendation about RRT/MET professional composition or inclu-
sion of palliative care members on the responding team but suggest that the skill 
set of responders should include eliciting patients’ goals of care (conditional rec-
ommendation). Finally, quality improvement processes should be part of a rapid 
response system (GPS).

CONCLUSIONS: The panel provided guidance to inform clinicians and admin-
istrators on effective processes to improve the care of patients at-risk for devel-
oping critical illness outside the ICU.

KEYWORDS: clinical deterioration; Grading of Recommendations Assessment, 
Development, and Evaluation; guidelines; medical emergency teams; rapid 
response system
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SUMMARY

Early identification and prompt response to clinical 
deterioration confer the greatest chance of improving 
outcomes among patients hospitalized outside the ICU. 
Healthcare institutions employ various means to better 
detect and treat critical illness in these patients, ranging 
from the use of vital sign-based guidelines, electronic 
surveillance, and deployment of ICU-based outreach 
teams for obtaining help. We provide evidence-based 
recommendations to guide clinicians and institutional 
leaders in implementing systems intended to improve 
patient safety and reduce morbidity and mortality. This 
guideline is intended to be a new Society of Critical Care 
Medicine guideline. We provide a detailed description 
of the methodology in the main guideline document.

RECOMMENDATIONS

We issued 10 clinical practice guideline statements: 
four Grading of Recommendations Assessment, 
Development, and Evaluation (GRADE) recommenda-
tions, three “no recommendations,” and three good prac-
tice statements (GPSs) on recognizing and responding 
to clinical deterioration outside the ICU. The accom-
panying full article (1) describes practice guideline 
statements with the rationale for each. Please refer to 
the supplemental digital content for the scope of the 
guideline and PICO questions (Supplemental Digital 
Content 3, http://links.lww.com/CCM/H433), out-
come prioritization (Supplemental Digital Content 
4, http://links.lww.com/CCM/H433), literature search 
strategy (Supplemental Digital Content 5, http://links.
lww.com/CCM/H433), systematic review process and 
data synthesis (Supplemental Digital Content 6, http://
links.lww.com/CCM/H433), GRADE methodology 
(Supplemental Digital Content 7, http://links.lww.
com/CCM/H433), details on Good Practice Statements 
(Supplemental Digital Content 8, http://links.lww.
com/CCM/H433), final voting process and results 
(Supplemental Digital Content 9, http://links.lww.
com/CCM/H433), and evidence profiles and forest plots 
pertaining to each recommendation (Supplemental 
Digital Content 10, http://links.lww.com/CCM/H433). 
The infographic (Fig. 1) presents an abbreviated sum-
mary containing the seven actionable recommendations.

Question 1: Should practitioners strive to obtain 
and document accurate and timely vital sign measure-
ments in hospitalized patients?

Good Practice Statement: Ward staff caring for hos-
pitalized patients should strive to acquire a complete 
and accurate set of vital signs when ordered and when 
there is additional cause for concern and to escalate 
the reporting of significant abnormalities to the appro-
priate clinicians in an urgent manner.

Rationale: A complete evaluation of patients’ vital 
signs, including temperature, heart rate, respiratory 
rate, blood pressure, oxygen saturation, mental status 
and supplemental signs (e.g., pain, end-tidal CO2, cer-
tain laboratory values) provide important information 
about the patient’s clinical condition and often fore-
shadow impending clinical deterioration. Vital signs 
also represent the core of multiparameter early warn-
ing systems, which are seeing increased use. The en-
tire panel felt that if vital signs were obtained timely 
and accurately, and transmitted with high fidelity, with 
prompt response to early abnormalities, frequency of 
failure to rescue, and associated morbidity and mor-
tality, would decrease, meeting the criteria for a GPS.

Question 3: Should hospitals provide focused edu-
cation for non-ICU staff on early recognition of clinical 
deterioration compared with no focused education?

Recommendation: We “suggest” focused education 
of direct-care non-ICU hospital clinicians on recog-
nizing early clinical deterioration (“conditional recom-
mendation, low certainty evidence”).

Rationale: Education regarding recognition of clin-
ical deterioration in non-ICU wards is often part of 
system processes for event detection. Studies evaluat-
ing this intervention varied in target audience (non-
ICU nurses, physicians, medical trainees), format (in 
person vs. online), and structure (didactic vs. inter-
active) (2–22). Notwithstanding this heterogeneity, 
there was low certainty evidence that focused educa-
tion for non-ICU bedside clinicians may be associated 
with reduced cardiac arrests outside the ICU (3, 16, 21, 
22), ICU length of stay (10, 14, 18), and improved care 
processes (19, 20). There were no reported undesirable 
clinical effects, thus deeming this intervention to be 
low risk and its implementation feasible at most cen-
ters. Thus, the panel concluded that focused education 
for non-ICU staff should be considered by most cen-
ters but agreed that education alone is unlikely to yield 
meaningful clinical effects unless implemented as part 
of a comprehensive multifaceted rapid response system 
(RRS), which consists of rapid response teams/med-
ical emergency teams (RRTs/METs), in conjunction 
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with explicit activation criteria and a quality assurance 
system (“see Infographic”).

Question 4: Should patient/family member/care 
partner activation of a response team be included as 
a formal part of an early warning system as compared 
with no formal inclusion?

Good Practice Statement: Patients, families, and 
care partners of hospitalized patients are able to rec-
ognize subtle differences in clinical status that may 

signify deterioration and 
should be empowered to 
alert appropriate personnel, 
including the RRS.

Recommendation: We 
“suggest” that patient, 
family, and care partner 
concerns be incorporated 
into hospital early warn-
ing systems (conditional 
recommendation, low cer-
tainty evidence).

Rationale: This question 
addressed the deployment 
of a formal pathway for 
patients and care-partners 
to activate response teams 
directly, without the need 
to discuss their concerns 
first with their primary 
care team. We addressed 
this question using two 
statements: A GPS and a 
GRADEd recommendation 
statement. We found low 
certainty evidence from five 
before-after studies that this 
intervention may be asso-
ciated with lower mortality 
and fewer unsuccessful re-
suscitation events (23–27). 
Although there may be con-
cerns about a higher number 
of response team activa-
tions, the evidence is un-
certain and patient/family 
activations, where imple-
mented, are uncommon. 
Under-evaluated benefits 

of this intervention may include more timely atten-
tion to patient/family/care partner concerns regarding 
the patient’s care. The panel unanimously agreed that 
patients and care partners should be empowered to 
escalate their patient concerns to the healthcare team 
and, when deemed necessary, directly to the response 
team, meeting the criteria for a GPS. There was low cer-
tainty in the evidence and mixed perspectives among 
panel members for the formal incorporation of patient/

Figure 1. Society of Critical Care Medicine (SCCM) guidelines on recognizing and responding to 
critical illness outside the ICU 2023: Key recommendations. MD = medical doctor, MET = medical 
emergency team, RN = registered nurse, PICO = Population, Intervention, Control, and Outcomes, 
RT = respiratory therapist, RRT = rapid response team.
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family/care partner concerns into the hospital’s early 
warning system, which led to a conditional recommen-
dation pending further research.

Question 5A: Should hospitals implement hospital-
wide explicit activation criteria to help recognize dete-
riorating non-ICU patients as compared with no such 
criteria?

Question 5B: Should hospitals deploy a designated 
RRT/MET as compared with the absence of a desig-
nated RRT/MET?

Recommendation: We “recommend” hospital-wide 
deployment of designated RRSs (i.e., RRT/MET) for 
non-ICU patients that includes explicit activation 
criteria for obtaining help (“strong recommendation, 
moderate certainty evidence”).

Rationale: This recommendation addresses two im-
portant components in recognizing and responding to 
non-ICU patient deterioration: 1) the identification of 
acute patient deterioration requiring additional help 
(bedside clinicians trained in acquiring, understanding, 
and utilizing criteria for obtaining help) and 2) the de-
ployment of a designated RRT/MET with expertise in 
addressing clinical deterioration. Due to a high overlap 
between these two interventions in most studies, the 
panel was unable to isolate the impact of each and thus 
addressed them in a single recommendation. There is 
moderate certainty evidence from four randomized 
controlled trials that the application of explicit activa-
tion criteria and deployment of a designated hospital-
wide RRT/MET leads to a reduction in mortality and 
cardiac arrest (28–32). In implementing this interven-
tion, hospitals should consider and address the risk of 
de-skilling of non-ICU staff by overreliance on RRT/
MET for patient care. The role/impact of emergency 
departments and physicians regarding this interven-
tion is discussed in Population, Intervention, Control, 
and Outcomes 5 and 6 in the main article.

Question 7: Should an RRT/MET include palliative 
care trained personnel (7A) and/or focused education/
guidance regarding goals of care discussions for clini-
cians (7B)?

Recommendation 7B: We “suggest” ensuring that 
responding clinicians have expertise on eliciting 
patients’ goals of care and establishing treatment plans 
that best reflect their wishes and prognoses (“condi-
tional recommendation, low certainty evidence”).

Rationale: Response team activation represents 
an opportunity to ensure that ongoing therapies are 

administered in a manner that is consistent with 
patients’ wishes and values. Studies suggest that edu-
cation/guidance for clinicians to address goals of care 
may improve documentation of patients’ preferences 
and, in some cases, changes in resuscitation status to 
reflect patients’ wishes (33–35). Although the panel 
acknowledged the potential for disagreement between 
response team personnel and ward clinicians regarding 
the timing and content of goals of care discussions, 
this is outweighed by the benefits of improving com-
munication with patients and their families and ensur-
ing that treatment is consistent with patients’ wishes, 
values, and prognosis.

Question 8: Should there be a quality improve-
ment component, such as debriefing and measuring, 
recording/reporting of performance metrics as part of 
an RRS?

Good Practice Statement: A process for quality im-
provement should be part of an RRS.

Rationale: Numerous centers have implemented 
a variety of quality improvement initiatives that vary 
in timing, approach, and complexity. Centers with 
successful RRSs have found that documentation and 
review of events and metrics help to identify opportu-
nities to improve care. Patient/family engagement in 
quality improvement initiatives is important to ensure 
patient- and family-centered care. The panel agreed 
that the optimal approach to quality improvement will 
vary across centers depending on the local context 
(e.g., patient volumes, acuity, and available resources) 
but that a process for quality improvement is an im-
portant component of caring for deteriorating patients 
and this met the criteria for a GPS.

CONCLUSIONS

The Task Force considered care processes in a number 
of areas related to the detection and care of patients 
outside of the ICU who experience a deterioration in 
clinical status. This summary presents immediately 
actionable practices that, if implemented, will rec-
ognize earlier and respond promptly to clinical de-
terioration in noncritical care areas of the hospital, 
frequently leading to improved outcomes and less suf-
fering. These recommendations include: 1) healthcare 
personnel and institutions should ensure that all vital 
sign acquisition is timely and accurate (GPS) and 2) 
focused education should be provided for bedside cli-
nicians in signs of clinical deterioration and response 
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team activation and that patient/family/care partners’ 
concerns be included in decisions to obtain addi-
tional help (both conditional recommendations). We 
strongly recommend hospital-wide deployment of an 
RRT/MET coupled with explicit activation criteria. We 
suggest that lead members of the response team be ori-
ented or trained in eliciting and documenting patients’ 
goals of care (conditional recommendation). Finally, 
quality improvement processes are an important part 
of an effective RRS (GPS).

This summary document does not address ques-
tions where evidence did not support a specific prac-
tice or intervention, such as the leadership of outreach 
teams, the need for palliative care personnel on teams, 
or the need for continuous monitoring, although the 
importance of these questions may be equally relevant 
to Critical Care practitioners. We point the reader to 
the main document (1) for a complete discussion of all 
questions considered by the our task force regarding 
the “Earlier Recognition and Intervention on Patients 
At-risk for Critical Illness Outside the ICU” Task Force.
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