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1.0 Purpose 

1.1 This policy is intended to provide all hospital staff with a specific guide, a unified set of 

instructions, and expected standards on how to initiate and provide code blue in accordance 

with the MOH policy A-LD-001, ensuring prompt and skilled cardiovascular and cerebral 

resuscitation for any cardiopulmonary arrest cases in healthcare facilities of the Ministry of 

Health in Kuwait. 

2.0 Policy statement: 

2.1 Cardiac arrest is the ultimate process toward the end of life. Early management and response 

to a cardiac arrest in a patient by a dedicated team of healthcare providers can ensure a good 

outcome. Throughout MOH healthcare facilities, the Code Blue team is the dedicated team 

designated and tasked with the prompt response to all cardiac arrest events and management 

according to ACLS guidelines. 

2.2 The composition of code blue teams may vary between healthcare facilities and w1th1n a 

facility based on the respective facility's color code committee team designations, the 

facility's manpower, resources, and competencies. 

2.3 In accordance with articles 4 and 6.6 of the MOH color code policy, the color code committee 

of each healthcare facility is to review and update the facility code blue manpower and role 

designations based on the above. 

3.0 Sites to which the policy applies: 

3.1 Hospital Wards. 

3.2 Specialized Emergency Settings (e.g., OBGYN Emergency Room, Orthopedic designated health 

care facilities, or wards). 

3.3 Ambulatory care settings (including outpatient, endoscopy/ bronchoscopy, and in-hospital 

dialysis centers). 

3.4 Supportive clinical services (e.g., radiology, laboratory, physiotherapy). 
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3.5 Hospital premises near the emergency room, wards, clinics, and supportive clinical services 

(e.g., waiting areas, hospital hallways). 

4.0 Sites to which the policy does not apply: 

4.1 Critical care units (ICUs, CCU, PICU, NICU & Cath lab). 

4.2 Adult Emergency Department. 

4.3 Pediatric Emergency Room. 

4.4 General and specialized Pediatric wards. 

4.5 Main operation theatre and recovery room. 

• Support for code or resuscitation in such settings is acquired on an emergency consult basis in accordance 

with MOH medical consultation policy A-ADM-001. 

5.0 Definitions: 

5.1 Code Blue: An emergency announced in a hospital or institution where a patient is in 

cardiopulmonary arrest requires a team of providers (called Code Blue team) to rush to the 

specific location and begin immediate resuscitation efforts. 

5.2 BLS: Basic Life Support. 

5.3 ACLS: Advanced Cardiac Life Support. 

5.4 AHA: American Heart Association. 

5.5 ICU: Intensive Care Unit. 

5.6 CCU: Cardiac Care Unit. 

5. 7 MRP: Most Responsible Physician. 

5.8 ROSC: Return of Spontaneous Circulation. 

5.9 PRO: Public Relations Officer. 

5.10 Crash Cart: The crash cart is a commonly used term for a self-contained mobile unit that 

contains virtually all the materials, medications, and devices necessary to perform a code 

blue. 

5.11 Defibrillator: Defibrillators are devices that apply an electric charge or current to the heart to 

restore a normal heartbeat. 

5.12 CMO: chief medical officer. 

5.13 First Responder: the first person in contact with the patient to detect the cardiac arrest. 

5.14 Cardiac Arrest: Cardiac arrest is the abrupt loss of heart function in a person who may or may 

not have been diagnosed with heart disease. It can come on suddenly or in the wake of other 

symptoms. Cardiac arrest is often fatal if appropriate steps aren't taken immediately. 

5.15 Cardiopulmonary arrest is the cessation of adequate heart function and respiration, \\hich. if 

not reversed, may result in death. 

5.16 High-Quality CPR: High-quality CPR performance metrics include chest compression fraction 

>80%, compression rate of 100-120/min, compression depth of at least 50 mm (2 inches) in 

adults, and at least 1/3 the AP dimension of the chest in infants and children with no excessiYe 

ventilation. 

5.17 HCF: health care facility. 

6.0 Equipment/Forms required: 

6.1 Adult Code Blue Flow Sheet Form. 

6.2 Post-Cardiac Arrest Debriefing Checklist. 
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6.3 Crash Cart equipment, medications, and Sheet Form: (For readiness and organizotion, refer to 

Crash Cort Policy). 

6.4 Cardiac Monitor. 

6.5 A mode of communication and announcement of the code activation/deactivation set and 

approved by the code blue committee, CMO, and hospital administration (e.g., microphone 

with working and audible overhead system, paging system, etc.). 

7 .0 Procedure: 

7.1 Initiation of a Code Blue: 

7 .1.1 The first responder who finds a patient in an apparent cardiopulmonary arrest 

may initiate high-quality CPR. If the first responder is a healthcare provider, 

he/she should initiate BLS and/or ACLS and act in accordance with MOH policy 

A-LD-001 articles 3 and 4 of the code blue section, as follows; 

7.1.1.1 Once a patient is declared to be in cardiac arrest, If the first responder is 

alone, he/she needs to call for help and declare a code blue via the agreed 

and designated public announcement system and return to the patient (the 

code blue announcement must include ward number/room number/bed 

number) and to be repeated three times every 1 minute, for three times). 

7.1.1.2 

7.1.1.3 

7.1.1.4 

If the responder is not alone, he/she will start BLS, and the helper shall call 

for help and declare a code blue via the agreed-upon and designated public 

announcement system, as above in article 7.1.1.1. 

Upon hearing a code blue, a dedicated trained code blue team assigned by 

the hospital departments (e.g., ICU/anesthesia, CCU, internal medicine, 

ward staff, etc.) shall attend the code blue and start resuscitation according 

to BLS/ACLS guidelines/algorithms. 

A designated in-charge physician shall take the role of Code Blue team 

leader and guide the code according to ACLS standard protocols. 

7.1.2 In case of simultaneous code blue, the operator will announce code blue (2) / 

ward number/room number/bed number) and to be repeated three times/every 

1 minute. 

7.1.3 In case of cancellation of code blue, the designated public announcement system 

or personnel must announce the following (Code Blue 1 or Code Blue 2 Cancelled 

with the respective ward number /room number /bed number). 

7.1.4 In case of any technical issues rendering the agreed-upon and designated public 

announcement system nonfunctional or unavailable, a designated ward 

operator (e.g., nurse, junior physician, or clerk) will use the phone to contact 

each code blue team member separately. 

7.1.5 Response and initiation of code blue activities by the team shall start within S 

minutes of the announcement as a STAT in accordance with the MOH medical 

consultation policy A-ADM-001. 

7.2 Procedures During a Code Blue: 

7.2.1 The code blue Team members must adhere to Advanced Cardiac Life Support 

(ACLS) Guidelines (AHA and Algorithm). 

7.2.2 All code blue team members must have BLS/ACLS certification except the PRO, 

who should be trained on first aid procedures. 

7.3 Code Blue Team members with assigned roles and responsibilities: 
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7.3.4 Code blue team designation in secondary healthcare facilities. 

7.3.4.1 Code blue team members may differ between Healthcare Fucilities (HCF) 

dependinE.; on the available manpower, specialties, and facility log1st1cs. 

7.3.4.2 In secondary and tertiary healthcare facilities with on-site departments of 

internal medicine and/or anesthesia and ICU, the code blue Teilrn Leader 

designation will be given to the physician with the most expertise in 

resuscitation (depending on the HCF manpower spec1alt1es, competencies, 

and/or code committee designation). 

7.3.4.3 The following order for seniority is to be implemented (as available within 

the HCF by the color code committee): 

7.3.4.3.1 Medical registrar or above rank. 

7.3.4.3.2 CCU registrar or above rank (if available or designated by facility 

policy) 

7.3.4.3.3 Anesthesiology/ICU registrar or above rank. 

7.3.4.3.4 Code blue designated Assistant Registrar. 

7 3.4.3.5 Treating/on call team registrar or above the rank. 

7.3.4.3.6 Treating/on call team assistant registrar or above the rank. 

7.3.4.3.7 Code blue CCU/ICU nurse (if available or designated by facility 

policy) 

7.3.4.3.8 Ward team leader nurse. 

7.3.4.4 Team leader is responsible for: 

7.3.4.4.1 Conducting the code blue and assigning roles to team members 

according to the ACLS standardized protocols, ensuring the rotation 

of chest compression among team members according to the 

situation. 

7.3.4.4.2 Initiating, delegating, evaluating, and/or terminating all 

interventions and management during the code blue. 

7.3.4.4.3 Ensuring optimal documentation of the required code blue related 

forms 1s completed (e.g., Code Blue Flow Sheet and Post-Cardiac 

Debriefing Checklist). 

7.3.4.4.4 Delegating and supervising cardiac monitor and defibrillation if no 

cardiologist is available as part of the code blue team 

7.3.4.4.5 Assigning a team leader for the second code blue when necessary. 

7.3.4.5 Cardiologist (if available) 1s responsible for: 
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7.3.4.5.1 Applying, Initiating, and supervising the defibrillator, cardiac 

monitoring, and any resuscitative cardiology-related interventions 

(e.g., transcutaneous and transvenous pacing). 

7.3.4.5.2 Assisting in delegated duties set by the team leader regarding 

resuscitation. 

7.3.4.5.3 Assigning other cardiologists for any simultaneous code blue should 

it occur. 

7.3.4.5.4 Documentation in the designated Code Blue Form. 

7 .3.4.6 The Anesthesiologist / lntensivist (registrar or above rank) is responsible 

for the following: 

7 .3.4.6.1 Airway management of the respective patient. 

7.3.4.6. 2 Assisting in delegated duties set by the team leader regarding 

resuscitation. 

7.3.4.6.3 Documentation in the designated part in the Code Blue form. 

7 .3.4. 7 Code Blue designated Assistant Registrar: is responsible for: 

7.3.4. 7.1 Assisting in delegated duties set by the team leader. 

7.3.4.7.2 Assisting in chest compressions. 

7.3.4.8 Treating specialty /On-Call unit designated or delegated are responsible 

for; 

7.3.4.8.1 Attending the code with the code blue team. 

7.3.4.8.2 Assisting in delegated duties set by the team leader regarding 

resuscitation. 

7.3.4.8.3 Follow up with the patient after the event if ROSC is achieved. 

7.3.4.8.4 Issuing the death certificate if ROSC is not achieved. 

7.3.4.8.5 During official daytime working hours, the death certificate is to be 

completed/issued by the treating specialty/unit in accordance with 

the MOH regulations and standards. 

7.3.4.8.6 During on calls, the death certificate is to be completed/issued by 

the on call specialty/unit in accordance with the MOH regulations 

and standards. 

7 .3.4.8. 7 Disclosure of the patient-related information (treatment plan or 

death) to the patient's next of kin or legal guardian. 

7.3.4.9 Two staff nurses from the event area will be responsible for the following: 

7 .3.4.9.1 Initiation of high-quality CPR and declaring code blue through the 

designated public announcement system (Refer to 1.0). 

7.3.4.9.2 Prepare the area surrounding the patient for the team activities by 

ensuring the patient's accessibility from all sides, keeping the crash 

cart and equipment ready and accessible near the patient, and 

ensuring that the monitor is attached to the patient before the 

arrival of all team members. 

7.3.4.9.3 Participating in the chest compression with the Code Blue 

designated Assistant Registrar. 

7.3.4.9.4 Inserting IV lines, preparing and administering all medications as 

prescribed, and assisting the physician in inserting central 

lines/endotracheal tubes during their procedures (by preparation, 

etc.) 
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7.3.4.9.5 Unless performed by the designated ICU/CCU nurse, requesting, 

assessing, and ensuring the function of the mechanica, ventilator 

once requested by the code blue team. 

7.3.4.9.6 In the absence of a designated CCU/ICU code blue nurse, it is the 

responsibility of the two staff nurses to Record all the events and 

interventions related to the code blue in the Code Blue forms and 

to complete the Post-Cardiac Arrest Debriefing Checklist 

immediately after the event and conclusion of the code (along with 

the team leader). 

7.3.4.10 Code blue CCU/ICU nurse: Is responsible for (depending on availability 

and designation by the HCF code committee) 

7.3.4.10.1 Inserting IV lines/s, preparing and administering all med icat1ons as 

prescribed, and assisting the physician in inserting central 

lines/endotracheal tubes during their procedures (by preparation, 

etc.) 

7 .3.4.10.2 Requesting, assessing, and ensuring mechanical ventilator function 

and availability once requested by the code blue team. 

7.3.4.10.3 Recording all events and interventions related to the code blue in 

the Code Blue form. 

7.3.4.10.4 Completion of the Post-Cardiac Arrest Debriefing Checklist 

immediately after the event and conclusion of the code (along with 

the team leader). 

7.3.4.10.5 Public Relation Officer (PRO): is responsible for: 

7.3.4.10.S.1 Attending the code blue site in a timely manner in 

accordance with the stat activation. 

7 .3.4.10.5.2 Ensuring and maintaining the patient's privacy during 

the code blue event. 

7.3.4.10.5.3 Guarding the team members and their perimeter from 

any interference (violence or otherwise verbal or 

physical) throughout the event. 

7 .4 Disposition of the patient after a Code Blue: 

7.4.1 Inpatients: 

7.4.1.1 If ROSC is achieved: 

7.4.1.2 

7.4.1.1.1 The treating or on call team will evaluate the patient before 

consulting the ICU or CCU for admission according to the facility's 

ICU/CCU admission criteria. 

7.4.1.1.2 If the patient is agreed to be transferred to the ICU/CCU, the 

designated ward team leader nurse should coordinate the transfer 

of the patient according to the MOH transfer policy A-ADM-005. 

if ROSC is not achieved 

7.4.1.2.1 If ROSC is not achieved in a ward, the treating/on call physician is to 

inform the next of kin and complete the death certificate, after 

which the body will be shifted to the facility morgue as per hospital 

policy. 

7.4.2 Other premises In cases of cardiac arrest in hospital premises other than 

inpatient care areas (e.g., OPDs, Hallways, waiting areas). 
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7.4.2.1 If ROSC achieved: 

7.4.2.2 

7.4.2.3 

7.4.2.1.1 The code blue team stabilizes the patient and ensures prompt 

transfer to the ER. There, care is handed over to the ER physician, 

who will take the lead for further management according to their 

protocol. 

7.4.2.1.2 The code blue team leader must complete the Code Blue forms and 

document the event (on the HIS, if available}. 

7.4.2.1.3 The emergency department physician will manage the case 

according to their practice in emergency service. 

If ROSC is not achieved 

7.4.2.2.1 If ROSC is not achieved on hospital premises other than inpatient 

care areas, the code blue team leader will transfer and hand over 

the case to the ER physician, who will inform the next of kin and 

complete the death certificate. After that, the body will be shifted 

to the facility morgue as per hospital protocols with a referral to 

forensic medicine, and a police report will be issued accordingly. 

For inpatients who sustain cardiac arrest in hospital premises other than 

their respective wards (e.g., radiology, endoscopy, cafeteria, etc.), the 

patient is to be transferred to his/her respective ward after stabilization or 

conclusion of the code (ROSC not achieved) unless agreed upon otherwise 

by the ICU/CCU (if R.OSC achieved). 

7.5 Record of Code Blue: 

7.5.1 The Code Blue Forms: 

7.5.2 The events pertaining to a code blue are to be documented and signed in a form 

approved and provided by the respective HCF code committee or MOH (e.g., the 

timing of code, ROSC or conclusion, lab results, interventions, etc.}. 

7.5.3 The events of the code blue shall be recorded on the Code Blue form by the 

designated nurse (e.g., ward staff nurse, CCU, or ICU} during the event for each 

case. 

7.5.3.1 

7.5.3.2 

7.5.3.3 

The team leader will review and sign the form immediately after the event. 

The CCU/ICU code blue team members will sign the relevant information. 

The ward and Crash Cart should be stocked with copies of the relevant 

approved Code Blue forms. 

Documentation of the events is to be completed on two copies of the form. 

One copy is to be saved in the patient's file, and a duplicate copy will be 

kept in a specific file in the CCU. 

7.5.4 Post-Cardiac Arrest Debriefing Checklist: 

7.5.4.1 The Post-Cardiac Arrest Debrief Checklist is used to promote individual and 

team self-reflection after a resuscitation. The goal is to improve 

performance on the next resuscitation and, hopefully, patient outcomes. 

Any of the team members can lead the checklist and should include all 

participating members of the resuscitation. The purpose of the checklist is 

to improve technical performance. It is not a tool for debriefing Critical 

Incident Stress situations or conflict resolution. 
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When a code blue activation is deemed not indicated or canceled, the CCU 

5taff nurse will document that in the Code Blue forms 

7.5.4.7 Second Code Blue: 

7.5.S When a Second/simultaneous code blue is deemed necessary for another 

patient, It should be announced by the same steps as mentioned earlier. 

7.5.6 Composition of backup Code Blue team; 

7.5.6.1 Team leader: The first team leader will assign a team leader for the second 

7.5.6.2 

7.5.6.3 

7.5.6.4 

7.5.6.5 

7.5.6.6 

7.5.6.7 

7.5.6,8 

code blue team. 

The Anesthesiologist of the first team is responsible for assigning another 

Anesthesiologist to the second code blue team. 

The Cardiologist of the first team is responsible for assigning another 

Cardiologist to the second code blue team. 

Treating specialty /On-call unit is to designate a physician to the second 

code blue. 

The PRO of the first team is responsible for assigning another PRO to the 

second code blue team. 

A second staff nurse from CCU (if designated to the code blue team by the 

hospital code committee) will be dispatched as directed by the unit's 

charge nurse. 

A second staff nurse from the ICU (if designated to the code blue team by 

the hospital code committee) will be dispatched as directed by the unit 

charge nurse. 

Two staff nurses from the second code blue location/site will join the team 

accordingly within their wards. 

7.5.l The roles and responsibilities of the second code blue team are the same as 

those mentioned in article 7.3, with the same distribution of roles and 

res po nsib1lities. 

8.0 Monitoring and Evaluation of Code Blue activitie!.: The effectiveness of the policy is monitored 

regularly on the following levels: 

8.1 Steering (Or Code ) Committee: 

8.1.1 Responsible for planning and follow-up of implementation of improvernerit 

opportunities to the whole process of code blue. 

Page 8 of 18 



-
8.1.2 The committee chairman Is the Chief Medical Officer (CMO) or dfc'',ip,nr>~ 

8.1.3 The members of the steering committeP include: 

8.1.3.1 Chair of Medical Dept. Or designee. 

8.1.3.2 

8.1.3.3 

8 1.3.4 

8.1.3.5 

8.1.3.6 

8,1.3.7 

8.1.3.8 

chair of ED or designee. 

Chair of ICU or designee. 

Head of CCU/Cardiology or designee. 

Head of Quality Council or designee. 

Nursing Director. 

CCU head nurse. 

Staff Development Unit. 

8.1.4 The frequency of committee meetings is twice yearly unless the members need 

to hold earlier, more urgent meetings. 

8.2 Reviewing Committee: 

9.0 Training: 

8. 2.1 Responsible for: 

8.2.1.1 performing qualitative and quantitative reviews for code blue team 

activities and events according to ACLS guidelines. 

8.2.1.2 

8.2.1.3 

8.2.1.4 

Identify any improvement opportunities that could be implemented to 

improve the quality of care delivered care and code blue activities. 

Qualitative review includes revising the filled Flow Sheet and Post-Cardiac 

Arrest Debriefing Checklist; other supportive documents, such as the 

patient's file and related incident reports, can also be reviewed. (Quality 

nurses will carry out onsite observation to identify areas for improvement). 

The quantitative review includes the total number of code blue cases, the 

number of survived cases, the number of deaths, the number of canceled 

cases, and the number of not indicated cases. 

8.2.1.5 Reviewing committee members includes: 

8.2.1.5.1 Internal Medicine Physicians. 

8.2.1.5.2 Head Nurse of CCU. 

8.2.1.6 Frequency of meetings every 4 to 8 weeks. 

8.2.1.7 

8.2.l.8 

8.2.1.9 

Recommendations raised by the reviewing committee are classified as 

urgent and non-urgent according to the SAC scoring system used in risk 

management practices. 

Urgent recommendations will be immediately forwarded to the steering 

committee chair for further investigation and review of recommendations 

Non-urgent recommendations will be forwarded to the steering committee 

quarterly to be discussed in the committee. 

9.1 Training on BLS/ACLS: All code blue team members must have valid BLS/ACLS certifications. 

The BLS & ACLS training center will regularly follow up on certification updates with and 

through the chairs of the respective units and departments. 

9.2 Training on the policy: 

9.2.1 Training of all healthcare workers through a comprehensive training program Is 

to be ensured by the chairs of the respective involved departments with 

oversight of the steering committee. 

9.2.2 Training of nursing staff through staff development unit (SDU). 
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9.3 Mock codes will be done to te~t the implementation of qualitative and qu;intitc1t1v£ mPa~I1r<:-, 

needed for the success of code blue event circumstances. 

9 4 All PRO will be trained on first aid measures on a reguliH basis 

10.0 Code Blue in the healthcare facility clinical and supportive service areas: 

10.1 Physiotherapy Department: If a patient sustains a cardiac arrest while receiving 

physiotherapy in the physiotherapy department, the first responder is the patient'~ 

physiotherapist, who should initiate high-quality CPR and call for help. 

10.1.1 Help staff should activate code blue using the agreed-upon and designated 

public announcement system/process set by the HCF. 

10.1.2 After the conclusion of code blue, the patient's disposition Is to be in accordance 

with Article 7.4. 

10.2 Dialysis Unit: 

10.2.l Cardiac arrests occurring within a dialysis unit are usually witnessed events 

occurring before, during, or after dialysis treatment sessions. Hence, the first 

responders are the dialysis team (i.e., physician and/or nurse), who will activate 

the code blue using the agreed and designated public announcement 

system/process set by the HCF in the manner set above. 

10.2.2 The resuscitation should be initiated by the dialysis team (involving a physician 

and two staff nurses from the dialysis service) in accordance with the AHA/ACLS 

standards until the arrival of the code blue team. 

10.2.3 The dialysis team should prepare and set up the crash cart near the coded 

patient's bedside. 

10.2.4 A trained dialysis nurse should be assigned to operate the hemod1alysis (HD) 

machine. 

10.2.5 The hemodialysis machine should be stopped, and blood volume should be 

returned to the patient with a flwd bolus. 

10.2.6 As long as the hemodialysis machine is not defibrillation-proof, It should be 

disconnected from the patient in accordance with International Electrotechnical 

Committee (IEC standards) standards. 

10.2.7 The dialysis access should be kept open to use the administration of the drugs 

during CPR. 

10.2.8 Unless specified otherwise by the treating nephrology team, code blue team, or 

any consulted service (e.g., ICU or CCU}, the patient's disposition 1s to be in 

accordance with Article 7.4. 

10.3 In the clinical supportive area/physician area (Laboratory, Pharmacy, Radiology, and 

nuclear medicine), the healthcare worker should activate Code Blue through the agreed­

upon and designated public announcement system/process set by the HCF. The healthcare 

worker should initiate high-quality CPR until the Code Blue team arrives. After the 

conclusion of Code Blue, the patient's disposition is to be in accordance with Article 7.4. 

10.3.1 A stocked crash cart should be allocated to the sites mentioned above 

accordingly. 

10.3.2 MRI: If a patient sustains a cardiac arrest while undergoing MRI m the radiology 

department, the first responder, the MRI technologist, is to activate the code 

blue through the agreed and designated public announcement system/process 
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set by the HCF and remove the patient from MRI Scan room using an 1,1P, 

compatible stretcher, relocate the patient to preparation area (loc.:itPrJ aero:;, 

from MRI sc.:in room), initiate high-quality CPR and prepare the crash c;irt for u;~ 

where the code blue team can .:ittend to the patient. 

10.3.3 Nuclear Medicine (NM) Department (Handling cardiac arrest in radioactive 

patient): 

10.3.3.1 Management of medical emergencies remains unchanged in rad1oact1·1e 

patients and follows all medical principles and emergencies. Precc1utions 

may differ depending on the 1nd1cation, dose, and form the patient was 

exposed to. 

10.3.3.2 Diagnostic nuclear medicine procedure: 

10.3.3.2.1.1 General diagnostic NM studies: 

10.3.3.2.1.1.1 If a patient sustains a cardiac arrest while 

undergoing any nuclear medicine study, the NM 

team will be notified to assess the patient and 

activate code blue through the agreed and 

designated public announcement. The 

respective HCF sets the system/process. 

10.3.3.2.1.1.2 The NM team is responsible for ensuring the 

initiation of high-quality CPR until the arrival of 

the code blue team. 

10.3.3.2.1.l.3 The NM department is to ensure the NM site is 

well equipped for patient resuscitation during a 

code (e.g., stocked crash cart availability, trained 

personnel, etc.). 

10.3.3.2.1.1.4 Although the patient may still be radioactive, this 

shall not preclude appropriate clinical 

management of the case, including transfer to 

intensive care or the coronary care unit when 

deemed necessary. 

10.3.3.2.1.1.5 Patients receiving diagnostic NM studies are 

managed as a standard medical emergency. 

10.3.3.2.1.1.6 The NM team may later provide the treating 

MRP, code leader, or recipient site with any 

information or recommendations regarding 

nuclear medicine and the patient upon 

completing the code blue as deemed necessary. 

10.3.3.2.1.1.7 Cardiac stress myocardial perfusion study: 

10.3.3.2.1.1.7.1 If a patient sustains a cardiac arrest 

while undergoing any cardiac stress 

nuclear study, the supervising 

cardiologist or on-site team is to 

initiate resuscitation and activate 

code blue through the agreed and 

designated public announct:ment 
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system/process set by the respect11e 

HCF. 

10.3.3.3 Patients receiving radioactive therapy with unsealed sources (I-Bl not 

exceeding 29.9 MCI), as an outpatient, who sustain cardiac arrest as an 

outpatient should be provided with the same steps and standards set 

above in code blue with the strict adherence to the following instructions; 

10.3.3.3.1 The code blue team is to be informed about the radioactive status 

of the patient. 

10.3.3.3.2 The code blue team shall use disposable gowns and gloves when 

handling the patient. 

10.3.3.3.3 The Nuclear radiation safety officer must be notified immediately 

to oversee, guide, and instruct all involved with the patient. 

10.3.3.3.4 The nuclear radiation safety officer shall examine Items that have 

come into direct contact with the patient (e.g, airways, equipment, 

Masks, etc.) before disposal. 

10.3.3.3.5 All body fluids (e.g., urine, gastric contents, etc.) shall be contained 

as far as possible by means of absorbent pads, and the pads shall 

be placed in a contaminated waste bag for examination and 

subsequent handling by a nuclear radiation safety officer. 

10.3.3.3.6 In the intensive care unit (ICU} / coronary care unit (CCU) / 

operation theatre (OT), principles of radiation protection 

(justification, optimization, dose limit, time, distance, shielding) 

shall be applied at all times to reduce the exposure to all members 

of the public including non-radiation staff. The nuclear rad1at1on 

safety officer shall supervise and advise the relevant staff in the ICU 

/ CCU / OT on issues related to radiation safety. 

10.3.3.3.7 All the details regarding radiation exposure from the radioactive 

patients to the personnel involved must be recorded. 

10.3.3.3.8 Examination of staff involved in resuscitation or handling a 

radioactive patient: Staff who have been directly involved with the 

radioactive patient will need to be assessed for potential radiation 

exposure in accordance with MOH and radiation safety rules and 

standard procedures. 

10.4 In case of Pediatric Cardiac Arrest Cases: Refer to the MOH Code Pink Policy A-LD-003. 

10.5 In cases of cardiac arrest in pregnancy, healthcare facilities with OBGYN in-hospital services are 

to establish a code blue policy in accordance with the standards set in this policy 

and the AHA/ACLS/ALSO guidelines/algorithms (see attachment). 

10.5.1 Healthcare facilities with !:!Q OBGYN in-hospital services are to establish a code blue 

policy in accordance with the standards set in this policy {that includes the 

organization of communication and intervention with the allocated out-of• 

hospital OBGYN services) and the AHA/ACLS/ALSO guidelines and algorithms 

(see attachment). 
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10.6 If a cardiac arrest is witnessed in hospital premises other than inpatient care settings, th~ f rst 

responder should activate the code blue through the aereecJ and de,ien;ited p11bl1c 

announcement system and initiate BLS until the code blue team arrives and assume, contra! 

of the resuscitation. 

10.7 If a cardiac arrest is witnessed outside the hospital facility but within the hospital property 

(e.g., mosque, parking, and garden), the first responder should inform the hosp it.ii securit·1 or 

112, whichever is closer. If the hospital security is notified, he should tell the local ambulance 

and ER accordingly to initiate a transfer of the patient to the ER department. 

References: 

1. Code blue policy adult/ pediatric. Saskatoon city hospital. Saskatoon health region. Acce,sed 

from https ://www. saskatoo n hea Ith region .ca/about/Nu rsingM an u al/1012.pd f. 

2. Prince, C. R., Hines, E. J., Chyou, P.H., &Heegeman, D. J. (2014). Findin~ the key to a better code: 

code team restructure to improve performance and outcomes. Clinical medicine & research, 12(1-

2), 47-57. https://doi.org/10.3121/cmr 2014.1201. 

3. Chamberlain, G., Lobos, A. T., & Gupta, R. (2019). Before the Code Turns Blue: An Analysis of Critical 

Actions Performed by Health Care Providers Prior to Code Team Arrival. 

Attachments: 

1. Adult Code Blue Flow Sheet. 

2. Post-Cardiac Arrest Debriefing Checklist. 

3. ACLS algorithm. 

4. ACLS algorithm for cardiac arrest in pregnancy. 
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Date of event:/ ___J ___ _ ADULT CODE BLUE FLOW SHEET 

Patient name: _________ _ Date of birth: ______ _ Gender: Male/ Female 

C.1.0: ___________ _ File No.: _______ _ Location: _____ _ 

Admission diagnosis: __________________________________ _ 

Code Activation Time: ____ _ Code End Tlme: ______ _ 

Was the event Witnessed: □ Yes □ No 

At the arrival time of Code Blue Team: 

1. Did the patient have a pulse? □ Yes D No 
2. Was the patient breathing normally? □ Yes D No 
3. Was the patient conscious? □ Yes D No 
4. Was the patient under cardiopulmonary monitoring? □ Yes D No 

Circulation 

Was Chest Compression done: □ Yes □ No Starting time: ___ By: AED Applied: D Yes D No ---
Time AED/Defibrillator Applied: Pacemaker required: D Yes D No 
IV/10 Slte: Gauge: Time of IV/10 insertion: 

AirwaylBreathlng: 
Was the patient already on: DETT □ Tracheostomy Was the airway obstructed? □ Yes D No 
Time of first assisted ventilation if required: 

Type of assisted ventilation required: D Bag•Mask ventilation D lntubatmn D Non-invasive ventilation D None Intubation 
Time: Number of attempts: __ Tube Size: By: ETT 
tube position confirmed: D Yes D No Confirmed using: 

Defibrillation 
Comments 

TTme CPR Cycle Rhythm 
(Joules) Medication (Name/Dose) (Vital signs, response to 

interventions) 

Members Presentl Time arrived: _____________________________ _ 

After high•quality resuscitation: D ROSC achieved, Total time: D No ROSC achieved 

Recorder Name & Signature: _________ _ Team Leader Printed Name: __________ _ 

Team Leader Signature: 

Post ROSC Disposition: ICU D Yes D No If No, why .......................................................................................... Signature ................. . 

CCU □ Yes □ No If No, why ..................................................... ,. ................................... Signature ................. . 

Others -·· ...................................... _ .......... _ .......................... _,.,._ ···-·· ............ _ ............... Signature ................. . 
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POST Resuscitation DEBRIEF CHECKLIST 

Patient Name: ________ _ Date of Birth: _____ _ CID No : _______ _ 

File No.: __________ _ Location of the event: ________________ _ 

Admission Diagnosis: ________________________________ _ 

Date of Event; _____ _ Time of Activation: Time of Code Blue team arrival: __ _ ----

SN Items to be checked Yes No N/A Remark 

A. Environment 

1. Was the space in the scene big enough to handle each 
member in his appropriate position? 

2. Were all required equipment/medications available? 

3. Were all required equipment/medications placed in 
easy/nearby access locations? 

4. Did all the equipment function properly? 

B. Teamwork 

5. Was the team leader clearly identified to the members? 

6. Did each member have a clear designated role? 

7. 
Was the assignment of members done appropriately 

[Knowing each member's limitations]? 

C. Communication 

8. Was code blue announced clearly in the overhead? 

9. Was the initial assessment completed? 

10. 
Were ACLS/PALS guidelines followed in terms of 
compressions rotation? 

11. Were the orders by the team leader clear? 

12. Was the treating team available during the code? 

E. Documentation 

13. Was the Code Blue Flow Sheet documentation completed? 

F. Ethics 

14. 
Were efforts taken to maintain the patient's privacy during 

the code without affecting the quality of resuscitation? 

15. What went well? _______________________________ _ 

16. What could be improved? ____________________________ _ 

Completed by Team leader: ................................................... . Signature & stamp: ............................................ . 

Completed by CCU/PICU: .................................................. . Signature: ............................................................. . 
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6 

3, ACLS Algorithm 

t StartCPR ) 
voo~ygen I 
tach mon,tor/dcl,br 11~ 

l 
Vos ( 

0 r 
1/F/pl/T 

• 
01. Shock 

CPR? min 
• 11//10 occcss 

i Vos 

No 

©, Shock 

- '-~ CPR2min 
Eplnophrlno OVQry 3-5 n1 n 
Consider advanced a rway. 
capnography 

01. Shock 

1----

C PR 2min 
• Amlodarono or lldocalnc 

Treat rcvers,ble causes 

No 

No Rhythm 
shockablo7) l 

Asystolc/PEA 

• ~ Epinephrine 
~ ASAP 

10 
CPR2min 

• 11//ltJ access 
• Eplnophrlne every 3-5 m n 
• Consider advanced a~Wd'J, 

capnography 

Rhythm 
shockablo? 

No 

CPR 2min 
• Treat rcvcrsibll' causes 

• If no signs of return of 
spontaneous c rcuiatton 
(ROSC). go to 10 or 11 

• IIROSC,yoto 
Post-C,m:hJC Arrest CJ re 

• Cons,der approp·,atcncss 
of cont nued rcsusc,tatoon 

Vos 

Vos 

Goto5 or 7 

• Pu~li l't..yd {111: ~,1,t '1 ric,-~-. 
15 cmll•t>d I•~! 1100-120/'r>~t 
~~ • .,1ow,:on,p''!t~ c~~• rf!~,y. 

• V1r-,rr •IP. ,.,t~rruptYlf"', n 
COfT'IJ)(,.."'i,,ori, 

• .AY0"1C•C(ll_.,•11l',f(tV(nt lr,t on 

• Chan91> comp,M~?• ,...,.,Y 
') ,,._n 1Tf'~ r,, "°°Of)' 1f f~IK)tl"'1 

• rf no .adv .. 1nc<1d ,, rw:r1. 30':1 
COf1'1P,('~'S•Qn· 11"1-l"lt l,.Jt,c,n r,r.>0 

• OuJntit.1t,ve WiWl'fu,m 

~prx,gr 8pfly 
- rfP!.TC01 1510wor<1~tO~'"Q 

r~a~Vl<S CPR q,,..aily 

• e,pn,slc Y.tn ,t1ctl1,..r 

rt-Co,.,""'"1ddt-0n (11q, ,n r.,-.f 
Ool,cof 120 JOOJt;funknG'W'l 
o~ m.111..n,um ~ •••~N.-
St-f'or,.d ,,nd ,_,,h-.~ .. ,,.,-.r tlov~ 
should be c~uvolc,nt and hqh<,• 
00'-c~ rnJ/ t,c cc.n'>tGercd 

• Monophaslc J60 J 

• Eplnephr,ne IV/10 dose 
, mq,,. <¥l·"',.. 1r• ·c 

• Am,odaron• IV/JO ctosr 
F t .t cou..-"),(}() O""J t O I 

Sl.'Cond d(y,e ' ;() I 
c,, 

IJcloc.ajne IV/10 -•: 
F,rs1 aow t-1 S mqlkq 
St.'Con<ldo-,~ 0,5•0 75 nQ/''-1 

• Endo tr Xh<',ll ll"ltJt>ation 0< ~u­
Pf' d;llott,c .1dY;in:cd .1 "'lt1.S'J 

• 'WJ•,c'o•1n c Jpno9•~1otr, <H S:,tp 
nomctry to co'"lf ,m <lf"'d .-.o~,10, 
ET tuh<- pl--.ct•mt nt 

• Oner ~c1v.::ml"'t-X: ..-11w,1)1' n pl \t"f .. 
~VO t bt~.ltf'I ('VN)' 6 ~1•COt'1d~ 
(10 btO.Jt~Jm,f") Wt!fl cont-r,u­
OU!»Cnl""S,t comptP\SJOns 

• Pu•~:vidbloodrr~~,..,, ... 
• Abrupt 5u-;.t,l red mcrc.1sc"' 

Perea, ,typ,cat!y .:·10rrn,Hg) 
• Spont~nc..:x..~ JrtcnJI prc)!>Ufe 

.... a,~ w1tri P"ltra-a,tcri.JI 
mo'l1toon1 

Hypo. olcm1 1 

• Hy'-'o".; 
• Hydr0<1•)n , n 1.tc.11.1o ... i, 

• H)PO·lt"),-;h:•'k.J t''l , 

• HtPO?ndrl'u 
• T-..r.., JO P'tci..n· ... t~,J.._ 
• T1mror ... 1,• c.lrdi.ac 
• To•1n .. 
• Ttuombo:,1.., pufmonJr, 
• Triro,,.,00~1._, co,on.lry 
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Initial 
Stabilization 

PhHe 

Continued 
Management 

and Additional 
Emergent 
Activities 

( ROSC obta,ned 

Resusc,t<1tion ,s 01190,rg d•Jr,ng !ne 
-- - pos!·ROSC phase and ll'ldflY or these 

Manago airway 
Early placement or c11dotrachcal tuoo 

t 
Manago respiratory paramct~ors 

StJrt 10 brc;iths/m n 
SpO, 92%-98% 

PaC01 J5·45rnmHg 

+ Mariage hemodynamlc _parametel\5 
SyS(Oi+C blood PICSSIJIO >90 mm Hg 
Mc;in artcnal pressure >65 mm Hg 

Obtain 12-lcad ECG 

t 
Consider for emergent card,ac intorvont'ton Jf 

• STEMI present 
• Unstab 1c card1ogcn1c shock 
• Moch.ln1cal c,rculatory support rcqu1r,otl 

Follows commands? 
No 

Comatoso 
• TTM 
• Obtain brain CT 
• EEG monitoring 
• Other critical care 

management 

J..,wa'lle 
Other critltJI caro 

man,,gcmcnt 

Evaluate and treat rapidly rovers1blo etiolog1cs 
Involve expert consultation for continued management 

aetrv1t1cs can occur concurrently. 
However. 11 poon:01.-it1on ,s 
ncccss.ary, fol'ow these s:cps 
• Airway mar~,gPment: 

W.svcfOlm c.ipnoqr,1phy or 
c,1pnomNry 10 Cl'.>t1f,1rr, ,md mon,tOf 
endolrac ""'11 tub<> pl,10"-rP~t 

• I.AaNgc ,e~r,rnto,v o.ir.im<>t"'~ 
T,tr,lh" F10, for SpO 'l1°'b•'l8%· start 
11! 10b!eath!Jm,n,l~r~tetoPaco of 
35•45m,nH9 

• I.Aar,age hemodyn<1m1c pa•a'T'eters· 
Adm1n1ster cryst<1R01d a"d/or 
vasopressor or 1notrapc for goal 
systol,c Olood ores~re >90 mm Hg 
or mciln artcnal prl'S!.Urc >65 rrm Hg 

1 Thee;o ovaluat,ons sh01Jlc:I be clone 
concurrently so that dcc•s•ons on 
torgetod temperature manilgomcnt 
(TTMJ rcco1vo high priority as 
cardiilc 1ntorvcnt1ons. 
• Emergent cardiac in!Nvl'nt,on 

e.-,rry ev.ilu;,t10n of 12•1e.-id 
electroc,ird10gr,1m fECGl: cons!Cler 
hemodynam,cs for dec,s,on on 
cardiac 1ntervent100 

• TTM: If pilhcnt IS not following 
command~ start TTM as soon as 
possible; bcg,n at 32-36'C for 24 
hours by USlllg 3 cooh11g dCVIC0 w1tll 
feedback IOop 

• Other crot,c.11 c.:ire management 
- Conunuou~ly morn tor core 

temperature (esophageal. 
rcctJI, bl,lddcf) 

- Matntmn norn1oxrJ. uorn1occlp1a -.1. 

cuglyccm•a 
- Provld" contmuous or 1ntprm,11ent 

elcctroenccptrolograrn (EEGJ 
mon,tonng 

- Prov,du 1ung-protect1vc vcn1,ra11on 

Hypovo:ema 
Hypoxid 
Hydrogen on (ac1do~1s) 
Hypo~alc·nidihypcr"(l cm,.i 
Hypotncrm1.i 
Tens,on pneumothorJK 
Tampon.-ide. cardiac 
Tox111s 
Thrombosis. pulmon.:irv 
Thrombosis.coronary 
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4. ACLS Algorithm for cardiac arrest in pregnancy 

Contlnuo BLS/ACLS 
• H1gh•qu0Uty CPR 
• Dcf1brt1lat1on when lfld,cotcd 
• Other ACLS 1ntc~nt10f!S 

leg cpinl'phnnl'J 

Auemblc maternal cardiac arrest team 

~ - { r--<,_ Constdor etiology 
+ of &rrost 

I Perform matornol intorYontlons 
• Pcrformalrwjyrnanagcmcnt 

Porform ob,totrlc 
lntor11enllon1 

• Administer 100% O,. avoid 

•. Place IV above d,Jphr..igm l 
cxcci.svcnltlat,on 

II receiving IV magnesium. stop and 
g,ve c.ilclum chloride or glucoriato 

~ 
r 

Continue BLS/ACLS 
• H1gh•qu.11ity CPR 
• Ocflbrillation when ~1dicoted 
• Other ACLS interventions 

leg. cpineplvinc) 

• Provide continuou~ l,11cr.:il 
uterine d,spl.iccmcnt 

• Detach fet,ll m0MOtS 
• Prepare for pcnmortcm 

cesarean dehvory 

Perform perimortem 
cesarean dollver,y 

• If no ROSC 1n 5 minutes. 
consider Immediate 
pcrimortcm c11sarcan dchwry ' 

\.. Noonatal toam to rocolvo noonato .,, 

• Tl.',lm pLmn,ng r.ho i<I D<' dO0P"' 

I collaoorat,on w,th lhf' oo;•~:,,c. 
n~onatal. ~mf''Qt-t'1<.y. 
lU'W"ll"i,•nr,;1ok>gy ,ntf'no:;,vr c~rr. 
,ind ca,cli.:ic .11rc5t sl'rv,cer, 

• P11or,111:~ for prcqnJPt wornt•l 
•n ct1rd dC orrcst ,shoJld 1ncluC:11 
provts,on of h,gr>-o,n ({y CPR a"ti 
rc~cf or aortocav,:il co'Tlp,c-;s,on w,th 
latcrnt uterine d spt,,c1:mcnt 

• The go.,I of pcrrmort,.m Cf''\arc.ln 
<ll'hvrry ,., to ,mp'ovc matNn~· Md 
fcldl OUICOITICS, 

• ldeJlly. per lo·m pcnmortcm CCSJfN" 
del,vl'ry ,n 5 m nute,, C:"P"nd,119 O'I 
provider resources and S111II !;f'IS. 

AdvanudAJ,wr/ 

• In pr,.qndr1<:y d a,11,cull d1r-11•y 
,s common use the mo~, 
cxpo11onccd provider 

• Provide endot•achcJI ,ntubdt1on or 
5upr.iglott,c .aavancc-d J1rw,1y. 

• Perform w.selorm cttonog,.ip••y o, 
capnometry to confirm ;,nd monttor 
ET tube p1,1ccmen:. 

• Once ;,<l\lanccd JIIWilY ts ,n pl.ice, 
g,ve 1 b<'calh ev1>1y6sccond,; 
11 O breat,,s/mtn) w,th contl'luous 
chest comprt'ssions. 

A Anosthehc comphcat,ons 
B Bleeding 
C Card1ov<1~culdr 
0 Drugs 
E Embol,c 
F Fever 
G Gener.ii no.,obstctrtc cause~ ot 

cardiac""~~, (H'~ and T'!>I 
H Hyperwns1or1 
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