KGH Code Blue team: Form and Function
Team Members:

· RACE team attending – oversight and quality control

· ICU resident – team leader

· Anesthesia resident – emergent and advanced airway management, post-resuscitation care

· CSU nurse – Defibrillator, medications

· RACE nurse – IV access, CPR, documentation

· Respiratory therapist – Basic airway management

Practice: How the team will strive to function

Crisis situations are, by their very nature, unpredictable; they require a certain flexibility and adaptability from the team. The team can function more smoothly if there is a general plan in place, and all team members are familiar with the approach.
Phase 1: Activation

In every situation, there is someone who first identifies that a patient has had (or is about to have) a cardiac arrest. Most often this is a ward nurse caring for the patient, but it may be another health care team member or if the arrest is in a non-patient- care area, it may be other staff or a member of the public. Staff who discover a patient who has arrested will be asked to do the following (“The Three C’s”):
· Call for help – call a code blue

· CPR – initiate chest compressions
· Crash cart – if other staff are available to help they will be expected to bring the cardiac arrest cart to the bedside.

The patient’s care team form a very important part of the cardiac arrest team. They are expected to remain with the arriving code-blue team to assist them and to provide important information.

Stage 2: Staggered arrival – chaotic phase

Although all members of the team are activated at the same time, not all members will arrive simultaneously. The priorities of the team members who arrive first are to:

· Ensure that the initial priorities ( the “Three C’s”) are being addressed. CPR should be in progress. The crash cart should be at the bedside.

· Defibrillator pads should be applied to the patient, and the defibrillator should be turned on.

· Someone should ventilate the patient using a bag-valve-mask.

· IV access should be established. If it is already present, its function should be confirmed.

In the few minutes that it takes for team members to arrive, there is often confusion and chaos as people try to care for the patient. Calm, clear direction with a specific set of priorities will help to reassure the team and will direct everyone’s energy in the right direction.

Stage 3: Organized team function

As the team members converge, they will move to their designated positions around the patient. These positions may have to be modified depending on the location of the patient.










Ideally, the cardiac arrest cart will be brought in to the same side of the patient as the primary IV access, but this may not be the case and team members will have to adjust their positions accordingly. 

The following is a description of the main roles of the team members. The roles are meant only as a starting point – team members are expected to work supportively with each other and assist where needed.

· Respiratory therapist: Will provide basic airway management including BVM ventilation, high flow oxygen, suctioning of the airway and assistance to anesthesia in cases of advanced airway management.

· CPR provider and substitute – this role will usually be filled by members of the patient’s care team who are trained in CPR. Providers should switch with every cycle.

· CCU nurse – will apply and control the defibrillator/transcutaneous pacemaker and troubleshoot when there are difficulties. They will hand medications from the cart to the RACE team nurse, and may attempt IV access if required.

· RACE nurse – will attempt IV access if required, administer medications and document the actions of the team during the arrest.

· Team Leader – will guide the team through the appropriate algorithms, ensure good scene and crowd control, and initial diagnostic efforts. The team leader is responsible to the RACE team attending physician, and will complete a detailed after-action report based on the code documentation of the RACE nurse.

· Anesthesia resident – in cases of primary respiratory arrest, the anesthesia resident will provide definitive airway maintenance at a point deemed appropriate in discussion with the team leader. The anesthesia resident will often have more experience than the team leader, and may provide advice during the code. If the patient should be successfully resuscitated, the anesthesia resident will assist in post-resuscitative care that may include intubation for primary cardiac arrests, fluid resuscitation, vasopressor and inotropic support, and medical stabilization for transfer by the ICU staff.
· Diagnostic team – The anesthesia resident, RACE team physician, and members of the patient’s attending service make up the diagnostic team. Their role to consider causes of the arrest and possible treatments while ensuring that they do not interfere with the team’s communication. This group may also interact with the patient’s family as required.

· RACE team attending physician – will be present for all code blue’s between 9am and 5pm in a supervisory role, and will be immediately available by phone for codes at other times. Will review all code blues for quality assurance and will communicate any problems to the RACE team medical director.

Team Communication:

Effective communication is critical for teams working in crisis situations. Good team-work depends on everyone being on the same page. Communication ensures that everybody knows what is going on, what needs to be done and what is already done.

REMEMBER: Communication is important to the sender and to the receiver. A message is only communicated if it is both sent AND RECEIVED.

· Meant is not said

· Said is not heard

· Heard is not understood

· Understood is not done

The KGH Code Blue teams will strongly emphasize good communication between team members. 

· Everyone on the team has a responsibility to communicate their thoughts and concerns. If you notice something important that you don’t think the team leader has seen, you are expected to communicate it directly.

· “Angela, I think there has been a change in the rhythm.”

· Speak directly to a specific person. Use the person’s name if possible – if you don’t know their name, just ask, or use their title or position.

· Not “We should give epinephrine now”

· “Michael, please give 1 amp of epinephrine now and let me know when it is in”

· Complete the loop. When a team member speaks to you, show that the message has been received and understood. If the message isn’t clear, ask for clarification.

· “Giving one amp of epi now”

· Don’t use passive language – be direct.

· Not “The QRS looks wide and the T-waves seem to be peaked”

· “From the look of the ECG I’m worried the patient may be hyperkalemic”

· No sidebar conversations. 

· It is very common, in an effort to relieve some of the stress of the situation, for people to engage in everyday banter. This can be very distracting to other members of the team. If you hear anyone engaging in these conversations, ask them to stop immediately.

· The diagnostic team, in an effort to figure out why the patient has arrested, may engage in discussions. These should take place outside of the patient room, away from the immediate care being provide to the patient.
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