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Perioperative 
Nursing Implications 

Sunnybrook Health Sciences Centre is Canada’s 
largest Trauma Centre and it is critical that the staff 
in the operating room (OR) be prepared to care for 
patients with a variety of medical conditions. 
Recently the staffing turnover rate has risen due to 
the effects of the pandemic. This has resulted in the 
recruitment of more novice nurses. The novice OR 
nurses have limited exposures to code blue events 
and limited orientation regarding the location and 
contents of the cardiac arrest carts. Attending 
cardiac arrest intraoperatively requires a high 
performing team to provide the best resuscitative 
measures for the surgical patients. Cardiac arrest in 
the OR is a stressful high-risk event that involves 
immediate response from the perioperative team. 
Continuous education and training is required to be 
able to respond effectively and efficiently to a code 
blue event.

To educate and prepare the OR team on how to 
effectively manage critical and emergent events  a 
Code Blue Simulation in the Operating Room was 
carried out in collaboration with Sunnybrook 
Canadian Simulation Centre. It was participated by 
the perioperative team members (OR nurses, 
anesthesia, anesthesia assistants, residents and 
fellow). 

Objectives:

1. To be able to aid in the continuous education and
training of the OR staff in recognizing and  
resuscitating surgical patients during a cardiac  
arrest.

2. To be able to orient all OR staff to the location, 
use and be able to achieve a 100% compliance 
rate in checking the crash cart equipment and 
contents.

3. To improve interprofessional collaboration and 
teamwork among OR staff during code blue  
situation in the OR.

Conclusion
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Continuous education and training is needed to be 
able to respond effectively and efficiently during the 
code blue event. A code blue simulation has been 
done in the operating room from February 11 to 
March 25, 2022, every Friday for an hour session. 
There are about 115 perioperative team members 
(OR nurses, anesthesia, anesthesia assistants, 
residents and fellow) that participated in the 
simulation. The interprofessional collaboration 
facilitated by the Sunnybrook Canadian Simulation 
Centre showed positive results and significant 
improvement. The modification of cardiac arrest 
cart and the daily checking of the cart by the OR 
nurses contributed to the quality improvement of 
patient care. It also helps in the onboarding of 
novice nurses to be knowledgeable and 
comfortable in attending cardiac arrest situation in 
the operating room. There are no safety reports 
filed about inability to locate and operate cardiac 
arrest cart in 6 months after the implementation of 
practice change. The Code blue simulation in the 
OR is a now a great addition to the mandatory 
learning modules for all OR nurses.

Background Methods

• The interprofessional code blue simulation 
clearly defined the roles and responsibilities 
of each team members during the emergency 
situations in the OR. It improves team 
communication and teamwork.

• The practice change on daily crash cart check 
helps in the familiarity of contents and ease of 
use of the equipment especially the AED and 
internal defibrillator.

• The “Code Blue in the Operating Room” 
mandatory learning module for new and existing 
OR nurses every year empowers the staff with 
the knowledge and skills needed to be in a high 
performing team.

• Participants were asked to provide feedback by 
answering the survey questions. A QR code 
was provided by the Sunnybrook Canadian 
Simulation Centre to facilitate distribution of 
questions.  There is a 100% response rate for 
about 80 participants who  responded in the 
survey.

PHASE I. ASSESSMENT

• Identifying the gaps and the needs in
attending code blue in the operating room
based on the:

A. Collaboration with 
Sunnybrook Canadian 

Simulation Centre

• Creation of Code 
blue in the OR E-
learning module

• Simulation Video

B. Interprofessional 
Code Blue Committee 

in the OR

• Anesthesia lead
• Anesthesia assistant 

lead
• Director of OR and 

Related Services
• Patient Care 

Managers
• Advanced Practice 

Nurse
• Sunnybrook 

Canadian Simulation 
Centre Team

C. PRACTICE 
CHANGE

• Modification of the 
cardiac arrest carts 
contents and 
checklist

• Daily checking of the 
cardiac arrest carts 
by all OR nurses

• Once a month 
opening of the arrest 
carts if not in use to 
check expiration of 
contents

PHASE II. PLANNING

PHASE III. IMPLEMENTATION
A. INSERVICE 
EDUCATION

• Code blue in the 
OR education 
session 

B. SIMULATION 
PROPER

• Every Friday for an 
hour (3 simulation 
sessions)

• Interprofessional 
OR staff attendance

• Utilization of 2-3 
rooms with 
maximum of 10 
participants in each 
room

C. SUSTAINABILITY 
REVIEW

• After 6 months 
another code blue 
simulation was 
done in 
collaboration with 
Sunnybrook 
Canadian 
Simulation Centre 
to assess the 
effectiveness of the 
practice change

A. To evaluate the effectiveness of the Code blue
simulation in the OR, a survey was done with the
perioperative team members who attended the
simulation.

A. SAFETY 
REPORTS

• Need to review OR 
staff with ACLS 
algorithm

• Need to orient OR 
staff the location 
and proper 
utilization of crash 
cart contents and 
equipment

B. CARDIAC 
ARREST CARTS 

AUDITS

• Frequency of 
checking by OR 
nurses

• Contents and 
expiration
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CRASH CART DAILY CHECK 
REPORT 2022

• There was a significant improvement 
in the compliance rate of the staff in 
checking the crash cart daily from 
67% to 98%.
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SURVEY RESPONSE

RESPONSE

B. To evaluate the practice change of daily
crash cart checking, the advanced practice
nurse audited the checklist form every month.

C. The sustainability review after 6 months 
showed improvement in team 
communication and performance in 
attending the case scenario.
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After today's simulation session I have an 
increased confidence to perform the skills 

learned today on real patients

January, 2023

Unit:   M2-OR                    CARDIAC ARREST CART CHECKS Q DAILY – FEBRUARY, 2023

Date
yyyy/mm/dd

Defibrillator 
plugged in
(A/C light 

Green)

Battery 
indicator 

illuminated 
Green or 
Amber

Pads 
connect
ed and 
expiry 
date 

checked

Self-test 
passed 

indicated 
by Green 

check 
mark  √

CPR 
board in 
front & 

cart 
locked
(record 

lock 
number)

Top of 
cart 

contents 
checked

Crash 
Cart
Med 
Tray 

Expiratio
n Date:

_______
__

Med
Trays

In
Pharma

cy
Room
(x3)

Items 
restocked 
according 

to 
contents 

list*

MH 
CART/

KIT

Conten
ts
And 
Expirat
ion
(every 
month)

IOS 
KIT /

ENT 
AIR

WAY 
CART

Name/ 
Signature

SAMPLE √ √ √ √ 123456
7

√ √ √ N/A or √ √ √
√

√ BSmith

2023/02/01
2023/02/02
2023/02/03
2023/02/04
2023/02/05
2023/02/06
2023/02/07
2023/02/08
2023/02/09
2023/02/10
2023/02/11
2023/02/12
2023/02/13
2023/02/14
2023/02/15
2023/02/16

*Cart to be opened and expiry date of medication tray and contents checked on the 1st of each month and after every use including MH cart / MH KIT

Completed sheets are kept in the back of the binder and discarded after 3 months
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EMERGENCY CRASH CART

TOP CART

1. Clip board with 
Resuscitation 
forms/BLUE 
BINDER

2. Red Number locks
3. Defibrillator pads
4. Infusion pump
5. Defibrillator 

machine
6. Halo Vest 

Wrench
 

RECESSED TOP 
STORAGE

1. Non Sterile 
Gloves

2. Defibrillator 
Pads

3. Zoll Monitor 
Recording 
Paper

4. Pacemaker 
Magnet 
(Cardiac 
Shelf)

SECOND DRAWER

1. Vacutainers
2. Vacutainer Adaptors
3. 0.2 micron in-line filter
4. Primary IV set for Infusion Pump
5. Sterile NS ‘ Flush’ 10 ml syringes

THIRD DRAWER

1. Lipid Emulsion Kit
2. Multi-Lumen Central Venous 

Catheter Kit
3. Percutaneous Sheath 

Introducer Kit
4. Arterial Line Monitoring Kit
5. Pressure Bag for IV 

fluids/Central Line
6. Individual multi-lumen 

venous catheter
7. Individual single lumen 

infusion catheter
8. K Basin
9. 60 ml Catheter Tip Syringe

FOURTH DRAWER

1. In – line suction catheters
2. Lidocaine Spray & Nozzle
3. Intubation tray
4. Internal Paddles
5. Crycothyrotomy Kit

TOP LEFT-SIDE BUCKET (D5W)

1. D5W 100 ML
2. D5W 250 ML

SECOND AND THIRD LEFT SIDE BUCKET

1. NS 250 ML
2. NS 1000 ML

BOTTOM RIGHT-SIDE 
SHELF

1. PORTABLE 
SUCTION

FRONT OF CART

1. PATIENT 
BACKBOARD

Data courtesy of the Sunnybrook Canadian 
Simulation Centre

Data courtesy of the Sunnybrook 
Canadian Simulation Centre


