Children's Mercy

HOSPITALS & CLINICS
» ———Kansas City

MAGNET

RECOGNIZED

i

AMERICAN NURSES
CREDENTIALING CENTER

Introduction

Code Blue events in pediatrics are most commonly the result of respiratory arrest or circulatory

collapse. The events are rarely sudden and are often accompanied by a period of clinical
deterioration/escalation. The ability to impact the course of illness during this pre-arrest phase
has been the impetus for several important advancements in the delivery of healthcare to children,
including Rapid Response Teams (RRT) and Pediatric Early Warning Scores (PEWS). In addition, The
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The Synergy to Reduce Codes:
Structures Crumble without a Foundation

u Chart - Code Blue Events QOutside of the Intensive Care Unit
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Research and Quality have all made this a focus at some level. What is recognized, however, is that pciewery s Liminorhigher SRR R 2
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must have a foundation where safety is a priority, change is embraced, open communication is S Expectations
expected, and multi-professional teamwork is the norm in order to translate those tools into truly oo Residents-Attendings
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goal), promoting a culture of safety (Nurse & Resident Council, Culture of Safety Survey), and assessment findings for care
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now chosen based on root cause analysis of code blue events and expert opinions of those on the Communication

resuscitation committee and quality department focusing on this effort. Discussion is held at least
guarterly in the Quality Improvement Steering Committee and Medical Executive Committee.
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Operational definitions: Number of code blue events outside ICU is measured as the number of
actual patient events (not activations) per 1000 med-surg patient days (defined as patient days + #
of observation patients). CHA Whole System Measure inclusion and exclusion criteria are used.

Discussion

Full Inpatient Codes Outside the ICU per 1000 Med/Surg

Summary/Conclusions: Code blue events occurring outside the ICU can be impacted with a
Patient Days
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