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Time de resposta rapida
(TRR)- como montar um
sistema eficaz”

Dra. Pollianna Roriz



Conflito de Interesses:

 Nenhum conflito relacionado ao tema a ser exposto.



ckground.

[axas elevadas de mortalidade intra-hospitalar:

Nao houve mudanca significativa na sobrevida pos-PCR

até a alta hospitalar.

« RCP 15:2 > 30:2
» Desfibrilador monofasico > bifasico

- 1977-1981: 17,5%  Choque com energia progressiva > maxima
 \Vasopressina

- 1998-2001: 15,7% « Equipes do Cdadigo Azul

Rea TD, Eisenberg MS, Becker LJ, et al. Temporal trends in sudden cardiac Arrest: a 25 year emergency medical
service perspective. Circulation 2003; 107:2780.




ackground.

Criacao do Codigo Azul = Equipes qualificadas com objetivo de
tender prontamente a PCR.

Scatena, Einstein. 2012;10(4):442-8



Background:

Effects of a medical emergency team on reduction of
incidence of and mortality from unexpected cardiac

arrests in hospital: preliminary study

Michael D Buist, Gaye E Moore, Stephen A Bernard, Bruce P Waxman, Jeremy N Anderson,
Tuan V Nguyen

Unexpected cardiac arrests in hospital are usually
preceded by signs of clinical instability.”® In a pilot
study we noted that 112 (76%) patients with
unexpected cardiac arrest or unplanned admission to
intensive care had deterioration in the airway,
circulation, or respiratory system for at least one hour
|(median 6.5 hours, range 0-432 hours) before their
index event,” Furthermore, these patients were often
reviewed (median twice, range 0-13) by junior medical
staff during the documented period of clinical instabil-
ity. Despite this the hospital mortality for these patients
was 62%.
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Resuscitation. 2006 Aug;70(2):215-22. Epub 2006 Jun 27.

Reduced survival following resuscitation in patients with documented clinically abnormal
observations prior to in-hospital cardiac arrest.

Skrifvars MB1, Nurmi J, lkola K, Saarinen K, Castrén M.

+ Author information

Abstract
BACKGROUND: Patients suffering in-hospital cardiac arrest (IHCA) often have abnormal clinical observations documented prior to the arrest.
This study assesses whether these patients have a less favourable outcome following IHCA.

METHODS: A multiple logistic regression analysis of retrospectively collected hospital chart data and prospectively collected Utstein style
resuscitation data. Patients were defined as having abnormal clinical observations if they had one of the following documented 8 h before the
arrest: systolic arterial blood pressure below 90 or over 200, pulse rate below 40 or over 140 beats per min or oxygen saturation below 90%
with or without supplemental oxygen. Pre-arrest variables included were: age, sex and functional status, co-morbidities, reason for hospital
admission, days in the hospital before the arrest, withessed or un-witnessed arrest, arrest occurring outside regular working hours, monitored
or non-monitored ward, whether basic life support was performed before the arrival of the resuscitation team, delay to arrival of resuscitation
lfeam and initial rhythm.

RESULTS: Survival to hospital discharge of patients with clinically abnormal observations was 9% and among those without 18% (p=0.037).
Independent pre-arrest predictors of survival were: un-witnessed arrest (odds ratio [OR] 0.1, confidence interval (Cl) 0.01-0.8), initial rhythm
other than ventricular fibrillation or ventricular tachycardia (OR 0.13, Cl 0.05-0.3), delay to arrival of the resuscitation team exceeding 2 min
(median) (OR 0.4, Cl 0.15-0.9) and the presence of documented clinical abnormal observations prior to the arrest (OR 0.3, CI 0.09-0.95).

CONCLUSIONS: Patients with documented clinically abnormal observations before IHCA have a worse outcome than those without, despite
prompt resuscitation. Efforts should be made to identify these patients in time, thereby possibly avoiding the arrest. This can also be used
when assessing the prognosis in IHCA.

PMID: 16806644 DOI: 10.1016/j.resuscitation.2006.01.002
Indexed for MEDLINE]




Background:

e Em 2004: The 100.000 Lives Campaing - Institute for Healthcare
Improvement (IHI) - imple-mentacao de TRR nos hospitais como 1
das 6 estratégias para reduzir a ocorréncia de mortes inesperadas.

100K /zves Campaign

SOME IS NOT A NUMBER. SOON IS NOT A TIME.




Definicao & Composicao:

Grupo de profissionais de saude com expertise em cuidados criticos o qual deve ser rapidamente
acessado para prover resposta ao chamado para avaliar um paciente em deterioracao clinica
localizado fora de unidade de cuidados intensivos.

A sua composicao pode variar de instituicao para instituicao desde que seja garantida avaliacao
por pessoas que tenham expertise em manejo de situacodes criticas.

Médico — Intensivista, anestesista ou hospitalista;
Enfermagem — com treinamento em cuidados intensivos;

Fisioterapeuta (Respiratory).



Times de Resposta Rapida e os
codigos...

FEETECTIiNE




itores preditivos de PCR em adultos:

lteracoes significativas de:

FC, PA, FR, Sat O2

Temperatura corporal (de forma
explicada);

Estado mental caracteristica da fala;
Diurese nas ultimas 4 horas;

Dor ou sangramento agudo
gnificante

Arritmias.

S parametros devem ser
ontextualizados de acordo com a
opulagcao atendida.

Criteria for calling medical emergency team

Airway

Respiratory distress
Threatened airway
Breathing

Respiratory rate > 30/min
Respiratory rate <6/min
Sa0, <90% on oxygen
Difficulty speaking
Circulation

Blood pressure <90 mm Hg despite treatment
Pulse rate > 130/min

Neurology

Any unexplained decrease in consciousness
Agitation or delirium

Repeated or prolonged seizures

Other

Concern about patient

Uncontrolled pain

Failure to respond to treatment

Unable to obtain prompt assistance

BM] VOLUME 324 16 FEBRUARY 2002 bmj.com



Fatores de agravo para esta instituicao...

Critérios clinicos

nforto respiratorio

Déficit neurolégico agudo

oracica

Sangramento agudo importante

Critérios de imagem

ouda da consciéncia

Sincope

Ecocardiograma

Tomografia de torax

ulsoes

Alerta sepse

Critérios pré-clinicos (sinais vitais)

Derrame pericardico imp.

Embolia pulmonar

Dissecc¢do adrtica

Pneumotorax

Complic. mecénicas do IAM

TC e RMN de cranio

Endocardite com disfungdo

AVCI ou AVCH agudos

Radiografia de torax

Hematoma subdural

Critérios laboratoriais

>110 ou <50bpm | SpO2 <90%
<90mmHg SAS >ou<4
>24 ou <10 ipm | Diurese < (0,5mlL/kg/h (6h

Pneumotorax

Hipertensao intracraniana

US ou TC de abdome

Endoscopia digestiva alta

Aneurisma ou dissecc¢do aorta

Ulcera complicada

Gravidez ectopica / cisto rotos

Radiografia de abdome

Pneumoperitoneo

<8g/dL Na <130 ou >150
<20.000/mm3 K <3,0 ou >6,0
>4,0 CaT/Cai <7,0/<0,8

\ >100 seg. Mg <1,0mg/dL

2 <20mmHg CKMB/Tropo | >limite sup.
<50mmHg Glicemia <40mg/dL
<725 Lactato >]imite sup.




Atributos fundamentais a um TRR:

* Todos os membros do TRR devem estar disponiveis e responder
imediatamente ao chamado.

 Devem se apresentar no local e acessiveis.

 Devem ter as habilidades técnicas e praticas para avaliar, atender o
paciente e prover a resposta necessaria a equipe que solicitou seu
atendimento.

* Deve ser formada por individuos capacitados e altamente motivados.

http://www.resuscitationcentra



Funcoes de um TRR:

* Assistir a equipe na avaliacao e estabilizacao do paciente.

* Auxiliar a equipe assistente a compreender o ocorrido de modo que
facilite/intermedie a comunicacao com o médico responsavel.

 Atividades educativas e de suporte a equipe assistente.

* Se necessario e em condicoes, realizar a transferéncia junto a equipe
presente.

 Modelo Australiano — o TRR avalia e orienta condutas, mas sempre
gue possivel designa as funcdes a equipe assistente para estar
disponivel a outros chamados.

http://www.resuscitationcentra



Integracao no cuidado:

* O individuo que desencadeou o processo deve estar apto a fornecer
todas as informacoes necessarias ao time.

* Durante a intercorréncia, a equipe assistente deve auxiliar o manejo e
no processo de transferéncia, caso necessario.

* A funcao do TRR nao é SUBSTITUIR a equipe assistente, e sim
fornecer os cuidados agudos imediatos a fim de se prevenir uma PCR,
podendo portanto solicitar exames ou o que julgar necessario a sua

avaliacao.



Por que optar por montar um TRR?

\MA. 2008 Dec 3;300(21):2506-13. doi: 10.1001/jama.2008.715.

lospital-wide code rates and mortality before and after implementation of a rapid response team.
han PS?, Khalid A, Longmore LS, Berg RA, Kosiborod M, Spertus JA.

 Author information

bstract

ONTEXT: Rapid response teams have been shown in adult inpatients to decrease cardiopulmonary arrest (code) rates outside of the
tensive care unit (ICU). Because a primary action of rapid response teams is to transfer patients to the ICU, their ability to reduce hospital-
ide code rates and mortality remains unknown.

BJECTIVE: To determine rates of hospital-wide codes and mortality before and after implementation of a long-term rapid response team
tervention.

CONCLUSION: In this large single-institution study, rapid response team implementation was not associated with reductions in hospital-wide
code rates or mortality.




Rapid Response Teams

A Systematic Review and Meta-analysis

Por que optar por montar um TRR?

REVIEW ARTICLE

Paul S. Chan, MD, MSc; Renuka Jain, MD; Brahmajee K. Nallmothu, MD, MPH;

Robert A. Berg, MD; Comilla Sasson, MD, MS

Background: Although rapid response teams (RRTs)
increasingly have been adopted by hospitals, their effec-
tiveness in reducing hospital mortality remains uncer-
tain. We conducted a meta-analysis to assess the effect
of RRTs on reducing cardiopulmonary arrest and hos-
pital mortality rates.

Methods: We conducted a systematic review of studies
published from January 1, 1950, through November 31,
2008, using PubMed, EMBASE, Web of Knowledge,
CINAHL, and all Evidence-Based Medicine Reviews. Ran-
domized clinical trials and prospective studies of RRTs
that reported data on changes in the primary outcome
of hospital mortality or the secondary outcome of car-
diopulmonary arrest cases were included.

Results: Eighteen studies from 17 publications (with 1
treated as 2 separate studies) were identified, involving nearly
1.3 million hospital admissions. Implementation of an RRT
in adults was associated with a 33.8% reduction in rates of

cardiopulmonary arrest outside the intensive care unit (ICU)
(relative risk [RR], 0.66;95% confidence interval [CI], 0.54-
0.80) but was not associated with lower hospital mortality
rates (RR, 0.96; 95% CI, 0.84-1.09). In children, imple-
mentation of an RRT was associated with a 37.7% reduc-
tion in rates of cardiopulmonary arrest outside the ICU (RR,
0.62; 95% CI, 0.46-0.84) and a 21.4% reduction in hospi-
tal mortality rates (RR, 0.79; 95% CI, 0.63-0.98). The pooled
mortality estimate in children, however, was not robust to
sensitivity analyses. Moreover, studies frequently found evi-
dence that deaths were prevented out of proportion to re-
ductions in cases of cardiopulmonary arrest, raising ques-
tions about mechanisms of improvement.

Conclusion: Although RRTs have broad appeal, robust
evidence to support their effectiveness in reducing hos-

ital mortality is lacking.

Arch Intern Med. 2010:170(1):18-26



or que optar por montar um TRR?

Impacto do TRR

Pré Pas
N° de paradas cardiacas 63 22
Obitos por PCR 37 16
Permanéncia em UTI apos 163 33
paradas cardiacas
Média de perm. apds paradas 1363 159
cardiacas
Mortalidade 302 222

Bellomo R, ett al. A prospective before and after trial of medical emergency team.
Medical Journal of Australia



Implantacao de TRR:

* Diagnostico situacional da incidéncia e da forma de atendimento da
PCR antes da implantacdao do TRR/codigo azul.

e Subsidios para o direcionamento das acdes estratégicas de
implantacao do codigo azul e, consequentemente, a reducao de
custos nesse processo.

IZALEZ, MM et al. | Diretriz de Ressuscitacdo Cardiopulmonar e Cuidados Cardiovasculares de Emergéncia da Sociedade Brasileira de Cardiologia. Arq. Bras.
iol. [online]. 2013, vol.101, n.2, suppl.3 [cited 2017-05-07], pp.1-221. Available from: <http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0066-
(2013003600001 &Ing=en&nrm=iso>. ISSN 0066-782X. http://dx.doi.org/10.5935/abc.2013S006.



Antes de montar um TRR, permita a
Resposta Rapida...

* Viabilizar o chamado simultaneo dos responsaveis pela equipe de
resposta rapida — alarmes, microfones, telefones, BIP.

* Equipamentos de suporte avancado disponiveis (desfibriladores,
monitores, material para via érea avancada etc), medicamentos.

* Prover recursos diagnosticos necessarios a avaliacao do doente
(Laboratorio, ECG, Rx, TC).

* Estabelecimento de fluxos internos de modo a viabilizar a entrada do
paciente em unidade de terapia intensiva prontamente caso indicado
pela equipe.



Saint Joseph Hos

ital Rapid Response Team (RRT)

SJH Rapid Response Team

Rapid Response Team
Members:

Critical Care Nurse
Respiratory Therapist

-—- OR -

Nurse Practitioner
Respiratory Therapist

Rapid Response Team
(RRT) members are skilled
in:

ACLS

Critical care experience
Experts in rapid assessment
and intervention

Why use an RRT?

RRT has been shown to

decrease

e number of codes

e |ICU admissions from
floor

e patient deaths

Activation Criteria

Staff member uncomfortable
with patient situation;

Respiratory distress:

RR <8 - >30

02 Sat < 90 despite
increasing 02 requirements

Acute change in:
HR <45 ->130
SBP <90 ->190
DBP >110

-—-- OR -

e VS change 20% from
baseline

e Acute change in LOC:
Glascow Coma Scale
decrease of 2 or more
from previous assessment
(consider recent
narcotic/sedative
administration
hypo/hyperglycemia
Significant bleeding
Seizures (new, repeated,
or prolonged)

e Failure to respond to
treatment
Agitation or delirium
Uncontrolled pain
Acute |cap refill >2 sec
with visual evidence of
decreased tissue
perfusion

s to Activate

Methods to Document

Communication SBAR

o tell

o activate the
ponse Team
atient

hat is
and how they

sist with
t and
nt of pt and
will be
e for calling
and
ns unless they
cialized skills

interventions
e:
physical

ent

onitoring
nitoring
R for MD

ation

se Critical
ing Orders if

SBAR completed and
MD notified if
appropriate

RRT interventions
documented on RRT
forms

A nurse’s note and
appropriate patient care
flow sheets will
document patient status
leading to activation of
the RRT. Followed by
“See Rapid Response
notes for interventions.”
The RRT nurse will
complete the RRT
progress note/standing
order sheet.

Purpose of SBAR:
Provides clear, concise,
pertinent information to MD

Situation:

Reason for initiation of RRT:
Acute change in:

Resp status { }

Vital signs { }

Cardiac status { }

Mental status { }

Other { }

Background:

Admission diagnosis
Past medical history
Allergies

Surgery/Procedures

Assessment:

VS, O2 sat, Fio2, Abn lab
results, EKG, recent CXR,
pertinent physical exam
Recommendations/Response
Recommendations - to
suggest to MD and or/ orders
from MD

Response - Patient condition
in response to interventions




no Brasil? Isso ja € uma realidade?

Equipe de Enfermagem Laboratério Setor de Imagem
Deteccdo de Sinal de Detecgdo automatica de Deteccdo de Sinal de
Alerta Clinico ou Pré- Sinal de Alerta Alerta de Imagem em
Clinico em avaliagtes de Laboratorial pelo sistema exames em pacientes
| Rotina informatizado de liberacio internados

QQ"

ALBERT EINSTEIN

Tipo Documental
PoliticaAssistencial

Titulo Documento
Atendimento a Emergéncias, Urgéncias, Intercorréncias e Avaliagdes Médicas de pacientes no HIAE-Morumbi -

Cédigo Amarelo Adulto

médico
Assistente

J

Conduta
Terapéutica

FL!

Registro




. no Brasil? Isso ja € uma realidade?

Principais achados

Este € o primeiro estudo a analisar o impacto da in-
troducao de um time de resposta rapida no pais € um
dos maiores tempos de seguimento descritos na litera-
tura. Nos 19 meses que precederam a implementacao
do Codigo Amarelo, a taxa de mortes associadas a PCR
(ocorridas em até 24 horas ap0Os o evento) foi de 2,33
por 1.000 altas. Fazendo uma projecdo, caso as mortes eams
associadas a PCR se mantivessem no mesmo patamar,

. . . 1as Santos',
seriam esperadas 100 mortes associadas a PCR no pe-
riodo pés-intervencio (2,33 mortes/1.000 altas x 42.796 rg'
altas). Como foram registradas 33 mortes no periodo,
calculou-se que o Codigo Amarelo, nos 19 meses ap0Os
sua implementacdo, poderia ter salvo 67 vidas.

einstein. 2012;10(4):442-8



E no Brasil? Isso ja € uma realidade?

Arquivos Brasileiros de

. Cardiologia

www.arquivosonline.c

I DIRETRIZ DE RESSUSCITACAO
CARDIOPULMONAR E CUIDADOS
CARDIOVASCULARES DE EMERGENCIA DA
SocieEDADE BRASILEIRA DE CARDIOLOGIA




plantacao de TRR:

Tabela 73 - Implantagao do Time de Resposta Rapida

Classe de i x Nivel de
recomendagao - evidencia

Estruturar uma comissao com
representantes dos profissionais que
atuarao dretaments no atendimento das
PCR e com os gestores da institui¢ao.

Classe |




Para implantar um TRR:

e Protocolos de acionamento amplamente disponiveis e de conhecimento
por parte de toda equipe assistente.

* Instrumentos de coleta padrao (formularios) para avaliacao sistematica dos
Casos e registro.

* Realizar a padronizacao do carro de emergéncia de todas as unidades.

 Encaminhar o protocolo para aprovacao pelas instancias pertinentes, como
diretoria clinica.

 Realizar treinamento das equipes do TRR/cddigo azul e das equipes
assistenciais locais.

e Adotar uma forma de registro do atendimento da PCR, como o modelo
Utstein.



ANDARD REPORTING OF IN-HOSPITAL CARDIOPULMONARY RESUSCITATION

aofevent [ | |[ ] ][ ] ] 4 ACLSinterventions attime N | ]
month  day year of event (check ail that apply) ale
ation Dateofbith [_| ][]
| [J None o My yoar
-E:U (J PAR _ 0 IV access
Bl_j g gperam:g area O IV medications Age [ 1]
. eneral care [J ECG monitor
utpatient . _ w| mO fFO Unknown [
iagnostic & intervention O Mechanical ventilation Admi | I
mit date
ther [J Implantable defibrillator/
\essed? cardioverter o# [ TTTTTTTTT]

| [] Intra-arterial catheter
es ONo O Unknown

itored? [J Yes [ No

NT VARIABLES

iediate cause 7 Initial condition 8 Initial rhythm
rons) Conscious? [ Yes O No OvF [OBradycardia
sthal arrhythmias Breathing? O Yes O No Ovt  [Asystole
ypotension Pulse? [ Yes [ No OPEA [JPerfusing rhythm
espiratory depression .
Ietgboiicry P 9 Eventtimes CPRstopped ___
1 or Ischemia (shaded times are required to calculate the AHA
ARG and ERC in-hospital chain-of-survival intervals) Why?
[l rosC L] Futile

Collapse/Onset iRy
e P O Death [J DNAR
uscitation attempted? CPRteamcalled ) )

CPR tsan siivad . Spontaneous circulation
?""'Cg:he‘:k all used) ) T (] Returned (if yes, time

est compressions Arrest confirmed f ROSC, i
] Defibrillation . ) o I
] Airway CPR started =5 ———mn [] Never achieved
o (check one) 1st defib shack —— =___min 0 Unsustained ROSC:
] Found dead Airwayachieved i =___min B < 2253 rr)lnb s
; . >20 min but < ours

% gilrfgdered futiie. 1st dose EPI s = min (] > 24 hours

COME VARIABLES

eofawakening Tme___:__  Date [ [ |[ [ ][ T ] 14 If died, principal cause of death
0 cAD 0 Trauma

ospital event outcome (check one)

ospital discharge pDate [ | | 1T T ] O cancer [ Other medical
scharge destination:  other hospital home 15 ICD-CM code
chronic care facility other
PC at discharge =
‘otal GCS = [eye verbal motor ]

16 Information source (for 14 & 15)
 hospital death (ROSC>24hours)  Date [ | J[ [ J[ [ ] L] Medical records

cial shat [] Death certificate
bat six monie [0 Personal physician

es (*CPC) = [] No (Date of Death) ___ /s [J Unknown [ Autopsy
e at one year? [J other
es (*CPC) = [ No (Date of Death) __/___/___ [J Unknown

ebral Performance Category) 1 = good, 2 = moderate, 3 = severe, 4 = comatose, 5 = brain death
sgow Coma Score) eye 1-4, verbal 1-5, motor 1-6.

ADDITIONAL INFORMATION

17 Provider of CPR

Name ] ]
[0 Nurse [0 Respiratory therapist .
O Physician O Clinical assistant O Other Admitdate [ [ J[ [ J[ [ |
month day year
18 ET intubation time ___ :_
. ID# LITTTTTTTT]

19 Treatments during event (below)
Time Comments Vitals Rhythm Defib (J) Medications Dose/route

Please check that all information is complete and accurate.



American

Heart
Association.

In-hospital Utstein-style template.

In-hospital patients with a pulse
(includes outpatients and ED; excludes patients
admitted for out-of-hospital arrests, who should be
1 reported separately; actual numbers not required)

{

{

Cardiac arrest,
no resuscitation attempted
« Patients designated DNAR, N-
« Patients not designated DNAR,
» Found dead, N=___
2 « Considered futile, N=___

Attempted in-hospital
resuscitations

Total, N=___

* Defibrillation only, N=____

« Chest compressions only, N=___

« Airway interventions only,

+ Combination interventions, N-

False arrests
(BLS or ALS actions not needed)

4 Me—

!

Non-VF/VT
* PEA, N=
* Asystole, N=

Initial rhythm VF/VT

N=
(see “Denominator Note™)

{

Never achieved ROSC

Any ROSC

'

Died in hospital
Classify as
+ ROSC <20 min, N=__
+ ROSC >20 min but <24 hours, N=___
* ROSC >24 hours*, N=__
* Reattempts/rearrests,
Identify patients who had
« DNAR status declared, N=___
 Support withdrawn, N=____
* Brain death established, N=___
« Organ donor status declared, N=___

Discharged alive

10 + Alive at 6 months*, N=

(for 9, 10, 11, 12)

Died within 1 year of
discharge*
N=

Alive at 1 year*
N=

Denominator Note
Outcome boxes 7-13 can be completed for any
subset of “attempted in-hospital resuscitations”
(box 3), including box 5. For comparison
purposes, however, only outcomes for patients
with initial thythm VF/VT are recommended.

b - -]

*Functional outcomes
Measure best outcomes at
« Time of discharge
* 6 months

13 * 1 year

Richard O. Cummins et al. Circulation. 1997;95:2213-2239




Dados utilizados para observar a
resposta TRR:

e - Taxa de mortes por todas as causas/1.000 altas.

e Taxa de PCRs/1.000 altas.

e - Letalidade dos casos de PCR => quantidade de obitos por PCR até
24 horas apds o evento/quantidade to-tal de PCR.

 Comparacao de dados antes e depois da implantacao do TRR.

* Perfil dos pacientes para quais os TRR foram acionados e mortalidade
relacionada aos individuos objeto de ativacao.



Desafios...

The problem of data syncopation: different variables become available at different times.

Data recorded at time of arrest

. Hospital Variables

T

Data available before arrest;
recorded after arrest

Data recorded at time of arrest

Data recorded after the arrest

Richard O. Cummins et al. Circulation. 1997;95:2213-2239



Desafios...




Respondendo... Como montar um
sistema EFICAZ? EFETIVO?
EFICIENTE...

» Estruturar minimamente a rede para prover os cuidados de
assisténcia necessarios.

* Implantacao responsavel com protocolos e educacao continuada.
» Adequacao a realidade local de cada instituicao.
» Custo-efetividade.

» Realizar AVALIACAO periddica dos resultados dos atendimentos e
formacao de indicadores e prover medidas para melhoria em saude.



Mensagem para casa:

e E necessario reconhecer a importancia da estruturacdo do atendimento no 4mbito
intra-hospitalar, realizando um diagnostico individualizado de cada instituicao.

* Aimplantacao dos TRR deve ocorrer de modo organizado e respeitando as
particularidades de cada local.

* Os TRR parecem ser uma estratégia util na reducao de PCR, porém ainda nao se
consegue ter dados robustos no impacto da reducao de mortalidade (vieses como:
falha na assiténcia x qualidade do atendimento de TRR entre outros).

* Ainda assim, € uma estratégia que deve ser encorajada, pois incorpora conceitos
de educacao permanente e cuidado integral ao paciente e reduccao de custos.

e Ainda existe espaco para trabalhos na area, mediante a escassez de robustez dos
dados.

* Precisamos de um registro nacional organizado para a fomentacao de politicas
publicas de abrangéncia nao apenas locorregional como nacional no cenario do
atendimento a PCR.



 Comunicacao efetiva + Respeito ao ser humano = uma receita de
sucesso para salvar vidas!

e Obrigada!
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