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• Medical Patient with Resp. illness for admission

• No inpatient bed available - hospital overfilled

• Patient physically remained in ER boarding area but admitted 
under Internal Medicine 

• Nursing staff deployed various units 

• Unfamiliar with layout, processes and equipment  





• Resuscitation unsuccessful 

• Family devastated

• Staff involved severely distressed

• Organisation demanded change

• Investigations and project design



Angela Schwarzboeck, Critical Care RN, AHA ACLS & BLS instructor, Clinical Resource Nurse, BSN 
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OUR MISSION

Working together to improve bedside resuscitation care 
and optimizing patient safety. 

OUR VISION

High quality and prompt resuscitation care for all adult 
and pediatric patients during resuscitation events.



“Organizations with potential for greatness 

have the characteristic of being places 

where people don’t get hurt.”
Paul O’Neill



OUR MISSION

Working together with mutual respect and open 
communication to improve bedside resuscitation care and 

optimizing Resuscitation Team safety. 

OUR VISION

Enhancing multidisciplinary teamwork and confidence of all 
involved colleagues during the challenging resuscitation 

situation.   



• Resuscitation services are available throughout the hospital. These services 
must be available to all patients 24 hours a day, every day. 

• Basic life support must be implemented immediately upon recognition of 
cardiac or respiratory arrest and a process must be in place for 
providing advanced life support in fewer than 5 minutes.

• Successful resuscitation of patients in cardiopulmonary arrest is 
dependent on critical interventions, such as early defibrillation and 
accurate implementation of advanced life support.

• Essential to providing these critical interventions is the quick availability of 
standardized medical technology, medications for resuscitation and staff 
properly trained in resuscitation.



• The concept of failure to rescue captures the idea that, although 
not every complication of medical care is preventable, health 
care systems should be able to rapidly identify and treat 
complications when they occur.

• Failure-to-rescue (FTR) is a term first coined by Silber in 1992.

• The term has been used increasingly as a measure of hospital 
quality of care and has been named by the Agency of Health 
Care Quality as one of 20 patient safety indicators.



• The term is defined as the probability of death after a 
complication or adverse occurrence within a particular 
hospital.

• Both patient-level factors as well as hospital-level 
factors and characteristics can influence a facility’s FTR 
rate. The risk of FTR is lowered when complications and 
adverse occurrences are recognized quickly and 
treated aggressively.

• Likewise, the risk of FTR increases when deleterious 
changes in patient status occur and steps to reverse the 
change are not taken



• Variation in resuscitation equipment. 

Standardize

• Knowledge, Training, and Experience – who does what when & 
how. 

Standardize & practice

• Role of team members not defined well – who does what 
when and how.

Standardize & practice

• Auditing and review.

Standardize



Variations in resuscitation equipment:

• Crash Carts (CC), Defibrillators, Suction 
pumps, Laryngoscopes

• CC not Ready For Use: who, when, how & 
follow up

• Activation processes



“In any process, reducing variability in that 
process ultimately leads to a higher 

quality product.”

W. Edwards Deming



• Variability and unpredictability is the enemy of good health 
care. 

• Evidence shows patient deteriorate in a predictable pattern.

• If it can be predicted, it can be managed.

• Controlling monitoring processes inhibits further variation from 
standardized plan of care.  

• Controlling systemic response processes leads to a more 
controlled resuscitation response program; thus giving patients a 
higher opportunity for positive outcome.
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• Despite Basic Life and Advanced Life Support 
courses being mandatory every two years for 
hospital staff

• Knowledge and skills retention

• In hospital BLS and ALS practice focus on team 
members priority



Goal of our program



• Introduction of dedicated senior clinical nursing position for 
resuscitation care for adult and pediatric hospital

• Auditing of Crash Cart ready for use

• Facility standardization of resuscitation equipment

• Revised organization and department policies and procedures

• Divided hospital resuscitation response zones to ensure ALS 
initiation within 5 minutes 

• Developed paging system notification





• Paradigm shift in knowledge and skills for all 
resuscitation team members

• Establish Basic Life Support responder roles through a 
coordinated program for:

• Adult First Responder guideline 

• Pediatric First Responder guideline 

• Labor and delivery First Responder guideline 

• OR First Responder guideline 







• Developed  specific Code Blue Nurse Role and privileging 
process  to use the Automatic External defibrillator during adult 
resuscitation event if arrive before physician.

• High and low fidelity combined training of Code Nurse (Intensive 
care nurse)and Medical Residents/EMS as a Physician Team 
Leader during Resuscitation event.

• Using check list and monitoring data tool during multidisciplinary 
simulations for measuring each team member’s performance 
during the simulation to be able to create a high-quality 
education plan to improve their knowledge retention.







The goal of debriefing is to allow the participants to 
integrate behavior change by discussion and self-
assessment. 

• Standardized Debriefings for all Code events 
outside of Critical Care

• Standardized Pediatric Multidisciplinary post 
Resuscitation debriefing.





• Create monthly quality in hospital resuscitation incidents reports

• Compare the code blue incidence  in critical care and non-
critical care 

• Response time reports BLS and ACLS initiation time 

• Survival reports/mortality reports 

• Conduct real-time data checks to identify potential deviations 
against AHA guideline’s 

• Benchmark performance by NGHA hospital size

• Based on the final report build the education plan for residents 
and nurses



• Evaluate CPR quality (rate and 
depth) based on TRUE CPR device



• Dedicated Adult & Pediatric Code Blue Coordinator

• 100 % of Crash Cart resuscitation equipment is standardized

• Trained & qualified Adult & Pediatric  Code Blue  Nurses

• Observable increased in familiarity with resuscitation equipment and 
processes

• Effective delivery of BLS by 1st Responders

• Feedback from staff on value of dedicated Code Blue Nurse Coordinator

• Improved skill retention through the use of simulation training



“Never doubt that a small group of thoughtful 
committed people can change the world for 

indeed, it is the only thing that ever has.”

-Margret Meade




