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Time is life. In medicine there are many “time-depend-
ent” diseases: sepsis and cardiac arrest to name but two 
[1, 2]. In order to improve patient outcome, it is impera-
tive to define and characterize hospital workflows to 
facilitate good process of care. Several factors need to 
be synchronized, including coordination between differ-
ent departments in the hospital [3]. Early communica-
tion and a multidisciplinary approach can dramatically 
change the management of patients. The goal of mod-
ern intensive care medicine is to optimize and maximize 
quality of patient care. It is desirable to foster an overview 
of the process of critical care and base it on clinical need 
of patients and less on hospital location. Clinical man-
agement and monitoring of severely ill patients before 
admission to intensive care units (ICU) have frequently 
been shown to be suboptimal [4, 5]. Delays in patient 
admission to ICU are associated with a longer hospital 
stay and worse outcome. Recently, Harris et al. prospec-
tively analysed the outcome of a large UK population 
from 48 hospitals and concluded that the deteriorating 
ward patient has a high short-term mortality; however, 
with early ICU admission an impressive 50 % reduction 
of 90-day mortality is possible [6].

Clinical conditions at risk are usually preceded by 
pathophysiological alterations that are both detectable 
and preventable. As early as the late 1990s, patient-at-
risk teams, medical emergency teams (METs) or rapid 
response teams (RRT) were created to early detect 
patients at risk on general wards [7]. In the USA, the 
Institute for Healthcare Improvement (IHI) recom-
mended, more than 10  years ago, that hospitals should 
implement RRTs and/or METs for the identifica-
tion of non-ICU patients at risk of  deterioration [8, 9]. 

Meta-analyses, including 30 before–after studies, cohort 
studies and cluster randomized trials found that imple-
mentation of an RRT/MET is associated with a reduction 
in non-ICU cardiopulmonary arrests but the effect on 
hospital mortality is less clear [10, 11]. In the UK, early 
warning scores (EWS) based on “track and trigger” sys-
tems have for several years been used to flag and alert 
patients at risk and develop a rapid response by in-hospi-
tal teams with critical care skills to stabilize patients and 
expedite admission to ICU [12].

Thus far the evidence on MET/RRT adoption has 
mainly originated from outside continental Europe [13]. 
In a recent article in Intensive Care Medicine, Jung and 
colleagues retrospectively analysed patients’ outcomes 
after RRT implementation in one hospital (RRT hospital) 
and compared these to outcomes from three other hos-
pitals (non-RRT hospitals) in the south of France [14]. In 
essence, the authors replicated a system that was devel-
oped 25  years ago and recommended by current resus-
citation guidelines [15]. The study showed an impressive 
decrease in hospital mortality in the hospital with RRT 
implementation. There are not many interventions in 
ICU that can be attributed to a similar decrease in mor-
tality and the authors should be congratulated for signifi-
cant efforts to launch the RRT initiative in their hospital. 
A cluster randomized trial would, of course, have been 
ideal to avoid a potential bias due to natural variations 
in hospital outcomes that might occur over time, but the 
inclusion of control hospitals decreases this risk [11]. It is 
also notable that the authors used simple dichotomized 
(“all or nothing”) criteria for calling the MET team. 
Continuous scoring systems such as the modified EWS 
(MEWS) may be more accurate but may be more cum-
bersome for ward staff [16].

It is important to acknowledge that a strategy of RRT 
implementation will result in higher ICU admission rates 
and workload [17]. This needs to be taken into account 
when allocating hospital resources. Previous studies have 

http://crossmark.crossref.org/dialog/?doi=10.1007/s00134-016-4271-1&domain=pdf


Page 609 of 610

shown, as in the study by Jung, a lower severity of illness of 
ICU admitted patients (manifested by SOFA score) after 
RRT implementation [17]. This finding might be related to 
an earlier referral and ICU admission during the course of 
their illness, but some patients will evidently be admitted 
“just in case”. We need more studies on methods of risk 
stratification based on an RRT model [18]. Another una-
voidable fact is the potential referral and potential source 
of patients’ admission due to futility that are unlikely to 
benefit from ICU care. The RRT/MET teams often face a 
big—some might even say too big—role in dealing with 
treatment limitations on the ward [19, 20].

The critical care model advocates for rapid interven-
tions to treat a disease process. This has been facili-
tated by developments such as new drugs, support 
equipment, and monitoring technology. It has been 
largely practised within the four walls of an ICU. How-
ever, the number of patients at risk of deteriorating 
in hospitals is increasing. Thus we need an ICU with-
out walls to focus treatment strategies on prevention, 
rather than just rapid responses to dramatic problems 
such as a cardiac arrest (Fig. 1). In the process we can 

to take into account possibilities and problems encoun-
tered in countries with long-standing experience with 
RRT/MET systems. The Jung and colleagues’ results 
nicely support a body of evidence which suggests that 
MET/RRT implementation is required, easily adoptable 
and can make a significant difference for general ward 
patients at risk of becoming critically ill. Let us hope 
that this will be well MET in Europe. It is indeed not a 
moment too soon.
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Fig. 1 Current models available for out‑of‑ICU activity. RRT rapid response team, MET medical emergency team, ICU intensive care unit
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