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Objectives

• Define resuscitation quality metrics 

• Utilize a data-driven program management strategy

• Transform opportunities for improvement into action items

• Identify and mitigate failure to rescue events



Joint Commission Requirements

https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3-report_resuscitation_hap_final_.pdf



Primary Service Objectives

 

Optimize Resuscitation Outcomes

3 Continents, 4 Countries, 17 US Inpatient Facilities, 300+ 

Outpatient Locations at CCF

ELiMINATE Failure to Rescue Events

Avoidable cardiac arrest  from a medical or surgical condition



• Establish chain of command

• Reporting Structure

• Content Expertise

• Practice Standardization

• Data Leveraging

Why Organize Resuscitation As A System?

 



Leadership Structure

• Centralized Administration

- Resuscitation Advisory Council

• Multispecialty Physicians, Advanced Practice Providers, Nursing, Respiratory 

Therapy, Pharmacy

• Relationship with Quality, Clinical Risk, and Legal

• Policies, metrics, equipment standardization

• Local Ownership

- Daily administration

- Event review

- Quality Metrics

- Team Management



Resuscitation Challenges

 

• Organization

- Vision

- Prioritization

- Funding

• Program

- Leadership

- Oversite

- Expectation ambiguity

- Communication

• Site

- Culture

- Education

- Resources

• Individual

- Engagement

- Knowledge

- Pride

- Fear



Resuscitation Quality

 



• American Heart Association Get with the 
Guidelines for Resuscitation (AHA GWTG – R)

• Return of Spontaneous Circulation (ROSC)

• Survival to Discharge

• Event rates per 1000 patient days

• Failure to Rescue

Defining Resuscitation Quality

 



• Four populations with recognition status

• Publicly available

• Broadly applicable and clearly defined

• Process metric 

- Not outcomes-based

American Heart Association
Get with the Guidelines—Resuscitation



• ROSC National Average ~ 66%

- “50,000-foot view”

- Context needed:
• Co-morbidities

• Admission Diagnosis

• Arrest Etiology

Return of Spontaneous Circulation (ROSC)



• National Average ~ 27%

- Event vs encounter survival

- Impact of hospital transfer

- Neurological condition not included

Survival to Discharge



Outcomes 2019 – 2025
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Event Volumes and Rates

• Unadjusted Event Volume

- Code to Rapid Response Ratio

- Culture dependent

- Coarse measure

- Link to outcomes?

• Events per 1000 patient days

- No set standard

- Quasi-normalization

- Program comparisons

- Interpretations?



CCHS Event Volumes 2020 – 2025
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Enterprise Regular Nursing Floor Event Rates Comparison
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Enterprise Regular Nursing Floor Event Rates Comparison
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Objective Key Result Goal 2024 2025
2026 Apr 

YTD 

2026 

Status

Get With the 

Guidelines

Confirmation of Airway >85% 62% 68% 67% ⚫

Time to defibrillation <= 2 min
>85%

78% 81% 80% ⚫

Time to first epi <= 5 min
>85%

96% 99% 98% ⚫

Event monitored/witnessed
>85%

92% 99% 97% ⚫

Outcome Metrics

Event Survival >66% 69% (133/192) 70% (105/149) 78% (91/116) ⚫

RNF Event Survival >66% 64% (47/73) 59% (22/37) 77% (27/35) ⚫

Survival to Hospital Discharge >25% 29% (47/161) 36% (43/119) 42% (36/86) ⚫

CPA Locations

Proportion of Codes in ICU >66% 53% (81/154) 67% (72/108) 64% (61/96) ⚫

Percentage of CPA events of all 

RNF events
<5% 5.80% (37/638) 3.20% (37/1158) 4.73% (35/739) ⚫

*RNF Event Rate/1000 Days* 0.486
CPA Rate – 0.528

RRT Rate – 6.98

CPA Rate – 0.852

RRT Rate – 9.26

CPA Rate – 0.662

RRT Rate – 12.74 ⚫

Representative Hospital Report Card

 



Make The System Work
 



• Internal and external hospital comparisons 
drive quality improvement and resourcing 

• Data collection and abstraction process

• Metrics
- Volume

- Situational Awareness

- Outcomes 

- Process

Data Analytics
 



Representative Volume Metrics
 



Representative Situational Awareness Metrics
 



Representative CPA Rate Comparisons
 



Representative Outcome Metrics
 



Representative Process Metrics

 



Code Review



Adjudication Standards

• Multidisciplinary review 

- Physician and Nurse components

- Preceding 24+ hours → post-code

• Standardized work products

- Probable Cause

- Opportunities for Improvement (OFIs)

- Action Items 

- Rescue Categorization



Opportunities For Improvement

 

• Identified for every code reviewed

- Required work product

- Develop action items

- Case level vs aggregate 

- Not necessarily based off deficiencies

Documentation=58% of all cases



Standardization Initiatives

• Code Carts
• 1 cart for Enterprise (~900)

• Activation Criteria
• Same at all locations

• Documentation
• Event Notes and Code Sheets



Education
Simulated Critical Events

• System Testing

- Preparedness

- Mock codes + task training

- Equipment, protocols, and procedures

- Latent risks and blind spots

• Individual Learning

- General competency

- Focused learning



Failure to Rescue (FTR)
 



Developed 
from Peer 

Review scoring

Every cardiac 
arrest 

categorized

Developed 
with Clinical 

Risk 
Management

Proscribed 
action plans

Developed by 
multispecialty 

Enterprise 
group

Failure to prevent an 

avoidable cardiac arrest  

or  death from a medical 

or surgical condition

FTR Definition and Background
 



Hypothetical FTR Events

Cat 1 Cat 2 Cat 3 Cat 4

Rescue Categorization
 

• Category 1
- Unavoidable

• Category 2
- Delay in recognition or response with 

minimal clinical impact

• Category 3
- Delay in recognition or response with 

significant clinical impact

• Category 4
- Significant deviation in standard of care



Rescue Categorization Challenges

 
• Failure to identify clinical issues

- Multidisciplinary input

• Disagreement

- Leadership team review

• Unclear action plans

- Standardized reporting and escalation pathways

• Culture of safety

- 3rd party Critical Care leader participation



Adjudication Pathways

Individual counseling

Unit education

Physician and/or nursing Peer Review

Causal analysis

Safety Event Reporting System (SERS)

 Notification to hospital quality, leadership, and clinical 

risk through SERS entry

Individual counseling

 Unit education

  Additional mock codes

 Continuous Improvement project

 Physician and/or nursing Peer Review

 

Immediate notification by CRRC/ROC to hospital 

quality, leadership, and clinical risk  management.

SERS (if not already completed)

Category 1

Category 3

Category 2

Category 4



Role of the Caregiver

 

• Your help is needed!!!

- Leadership

- Committee membership

- Content Expertise

- Direct Patient Care



Future Directions

 
• Processes

- Standardization

- High reliability

• Team 

- ‘Right sizing’

- Expanded competencies

• Technology 

- Remote physician support

- Artificial Intelligence (risk stratification and monitoring)

- Wearables
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