[image: image1.jpg]ﬁ"; MUSKOKA ALGONQUIN
& )

HEALTHCARE








Resuscitation Record (Code Blue)





Appendix A




	Date: ______ Time Event Recognized: ______  Location: ______________ Age:__________ Weight:___________
	                              Patient Label 

	Witnessed: ( Yes  ( No                       Rapid Response Team activated prior to code   ( Yes   ( No
	

	Patient Conscious at Onset: ( Yes  ( No   EMS arrived at the scene while the patient still had a pulse  ( Yes  ( No   
	

	Did the patient with a pulse become pulseless? ( Yes  ( No
	

	Pre-hospital Interventions: _______________________________
	

	Airway/Ventilation
	Circulation
	Outcome

	At Onset: Spontaneous ( Apnea ( Agonal ( Assisted (
	First Documented  Rhythm ___________________
	Resuscitation

	Types of Ventilation: 
	Time Chest Compressions were started _________
	Event Ended @ ______ Status: ( Alive ( Deceased

	( BVM ( ETT/EVAC ( Tracheotomy  Other:_________
	First Documented Pulseless Rhythm______________
	Reason Resuscitation Ended:

	Time of First Assisted Ventilation ____________________
	Patient Defibrillated ( Yes  ( No
	( Return of circulation (> 20 min.) ( Efforts terminated

	ETT Intubation: Time: ______ Size: ______
	    If yes, Time of first Shock ___________________
	( Medical Futility

	       By Whom: _________________________________
	Pacemaker on: ( Yes  ( No
	( Advance Directives (no CPR)

	Secondary Confirmation: ( Auscultation ( Ex CO2
	
	( TGLN # ________________

	Other: ___________________________________________
	
	

	
	
	

	        Assessment                                             Bolus Medication  (chart dosage)      Infusions (chart dosage per minute & mLs/hr)

	Time
	Resp
	Pulse
	BP
	Rhythm
	D= Defibrillation
C= Cardioversion
P=  Paced
	Amiodarone

Dose/IV or IO
	Atropine

Dose/Route
	Epinephrine

Dose/Route
	
	
	Amiodarone


	Epinephrine
	Norepinephrine
	Dopamine
	
	Comments

eg CPR: PIV, CVAD, IO; SpO2; Chest tube; response to Interventions

	
	Spontaneous

Assisted
	Spontaneous

Compressions
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Physician’s Signature:                                                       Recorder’s Signature:                                                                     ( Refer to progress notes

	Medication RN:                                                   ICU RN:                                              ED RN:                                       RRT:


Forms must be photocopied: copy to ICU Manager (
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