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OUTLINE

• Responding to Code Blue: Who and Where?

• Pager assignments, locations, shift details

• Resident Roles

• Common Code Blue Scenarios

• Unstable arrhythmias

• Impending respiratory failure / respiratory distress

• Cardiac arrest

• Seizures

• Syncope / Falls

• Overdoses

• "fake codes"



RESPONDING TO CODES: WHO AND WHERE

• Days

• All codes:

• ICU and CCU residents not admitting 
(not holding pagers)

• ICU and CCU interns holding pagers

• Floor Codes

• Above + AR2, AI2, AI3

• Nights

• ICU: Resident and Intern

• CCU: Resident and Intern

• Night Float: AR2, AI2, AI3



RESIDENT ROLES: GROUND RULES

• Do not stand around doing nothing inside 
the patient's room

• Once necessary roles are covered, please 
exit the room to allow for easier 
movement of equipment and patient 
transfer



RESIDENT ROLES: GROUND RULES

• Treat the rapid response 
nurses as YOUR BOSS during 
a code, not the other way 
around



RESIDENT ROLES

• Seniors: take OWNERSHIP for running the code

• First resident in = runs the code

• Your ICU attending will rarely be the first physician on the scene 
on a floor code

• DELEGATE responsibilities to the rest of your team as they arrive

• Assign specific tasks/jobs

• Remember the rapid nurses!



RESIDENT ROLES: INTUBATION

• Prepare for intubation, even if you're not sure the patient will need it

• Mask and gloves on, then immediately make your way towards the 
head of the bed

• Don't expect the RTs to know what you need

• Immediately instruct a nurse or RT to establish suction

• BVM (+/- PEEP valve)

• Tube (instruct RT to test balloon)

• Preferred blade

• CO2 indicator

• If anticipating difficult airway: assign someone else to get 
the glidescope (make sure cart has a stylet and blade cover)



RESIDENT ROLES: INTUBATION -
BVM

• Work with RT to bag the patient

• Given your position at head of the bed, you should ensure 
appropriate patient position (chin lift) and appropriate 
mask seal

• Watch for chest rise and fogging of the mask on exhalation

• If insufficient chest rise, persistent hypoxia, difficulty 
delivering breaths (MO, etc) while bagging: add PEEP valve

• In the vast majority of cases, patients can be bagged efficiently 
throughout the entire code

• However, "credentialing" to perform elective intubations 
does not apply to code blue scenarios

• This is a good time to make sure all the tools/equipment you just 
asked for is ready to go



RESIDENT ROLES: CHEST COMPRESSIONS

• Only one person at a time can do CPR so...

• There need not be 13 people in a line along the back of the 
room, wearing gloves, ready to spring into action

• Rate = 100 BPM

• "staying alive"



CLIP



RESIDENT ROLES: CHART REVIEW 

• Undervalued but super important job

• Once assigned, go straight to a computer

• Why was the patient admitted?

• What are the pertinent comorbidities?

• ESRD, HFrEF, COPD

• Recent procedures or surgeries?

• Review of most recent labs

• Electrolytes, blood gases, CBC

• Review recent diagnostic imaging



RESIDENT ROLES: ANCILLARY ROLES / JOBS

• Discussion with bedside nurse

• Obtain further details of events leading up to the code

• Contact family / next of kin

• Contact admitting physician (or covering physician for admitting doc)

• Supply Runner

• Ideally this should be someone who knows where things are...



COMMON CODE 
SCENARIOS: 
CARDIAC ARREST

• 30:2 if no advanced airway

• Notice placement of intubation in 
the algorithm sequence



CARDIAC ARREST: 
OUTSIDE THE ACLS BOX

• Common things seen in codes not in the ACLS algorithm

• HCO3

• Calcium

• Central venous access

• When are these things useful?

• Calcium in ESRD assuming hyperkalemia

• Otherwise….?

• -Cooper J, et al. Bicarbonate does not improve hemodynamics in 
critically ill patients who have lactic acidosis: A prospective, 
controlled clinical study. Ann Int Med 1990;112:492-8

• Forsythe SM, Schmidy GA. Sodium Bicarbonate for the Treatment 
of Lactic Acidosis. Chest 2000;117;260-267



CARDIAC ARREST WITH SUSPECTED MASSIVE PE







• Highlights importance of using 
thrombolytic early in the code 

• Supports other studies showing high 
NNT (~40) and low NNH ratios 
(twofold risk of bleeding)

• Still lacking sufficient evidence to 
support routine use



• 525 patients compared to 525 placebo



COMMENT: PEA AND ASYSTOLE ARRESTS

• Decision tool for determining when to 
cease resuscitation efforts 

• 100% sensitivity (95% CI) for determining 
patients who will not survive to discharge 
when these three factors present

• Duration of code > 10 min

• Initial rhythm PEA or asystole

• Unwitnessed 



CARDIAC ARREST: 
POST-ROSC

• Assess mental status / responsiveness

• Establish advanced airway (if not already done)

• Assess for immediately reversible causes:

• EKG +/- bedside echo

• Tamponade, RWMA

• ALL the labs

• Remember istat is available for ABG, BMP

• Lactate, troponin, tox screen

• CXR

• Aspiration, tension PTX



COMMON CODE 
SCENARIOS: UNSTABLE 
ARRHYTHMIAS

• Tachycardia with pulse

• If significant hypotension, proceed 
directly to cardioversion

• Medication doses:

• Amiodarone: 150 mg over 10 min

• Adenosine: 6 mg IVP, can follow 
with second dose of 12 mg IVP if 
needed

• CCU fellow should be present 

• EKG tech present if pushing 
adenosine



COMMON CODE 
SCENARIOS: UNSTABLE 
ARRHYTHMIAS

• Bradycardia with pulse

• Atropine

• 0.5 mg bolus

• Repeat every 3-5 min for up to 3 mg

• Dopamine, Epinephrine gtts

• Transcutaneous pacing



SEIZURE VS PSYCHOGENIC PSEUDOSEIZURE



PSYCHOGENIC 
PSEUDOSEIZURE

• Gradual onset

• Pelvic movement

• Resisted eyelid opening



PSYCHOGENIC 
PSEUDOSEIZURE

• "gold standard diagnostic tool" 

• Patient allows hand to drop on their 
face



SYNCOPE / FALLS

• Consult trauma for eval if concern for legitimate injury during fall

• CT head if unwitnessed fall 

• Transfer to telemetry (if not going to ICU)



OVERDOSES

• Narcan

• Initial dose: 2-4 mg IV 

• Will often require repeat dosing 

• If drip is required, must transfer to ICU for monitoring

• Underutilized in in-hospital scenarios 

• Remember: hardly any downside to trying it! 



"FAKE CODES"

• Correlation with location of code

• Outpatient offices in 55/75/95 Arch 

• Dialysis (though this one is often also real)

• Parking lots / parking garages 

• Pre-syncope 

• Hypoglycemia 

• Falls (even minor) 

• Please ensure a resident is available to help transfer the patient to the ED with rapid nurse



QUESTIONS + COMMENTARY 


