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Change Don’t Come Easy! 
As the old song goes, change isn’t easy and very few people enjoy it.  It may be especially 
unpleasant if you’re the one leading a team charged with making changes.  The RHQN January 
Members Conference Call was the first of a series on facilitating change management.  For 
many of us, the idea of having to change anything - be it our personal routine or the way we 
accomplish our work - is challenging.  It becomes scary when we, personally, are asked to 
facilitate a change management process, lead a team, or implement a change strategy.  Can we 
do it, do we want to do it, will we have any credibility, will we look like a fool?  All these 
thoughts race through our heads and sometimes make us sick to our stomach. 
 
This month’s conference call explored aspects of change management facilitation that were both 
personal and corporate.  They sounded like the advertising blurb for a movie.  There were 
gremlins, prisoners, and romance.  Being a good facilitator for change management requires a 
focus in two areas.  The first is content knowledge.  Success as a facilitator certainly requires a 
knowledge of the content or subject matter to be improved or implemented.  The second major 
focus is on managing the process and group dynamics.  This month’s focus was on personal 
and group dynamics. 
 
We learned that fundamental to being a good facilitator is being able to deal with your 
gremlins.  The gremlins are mostly personal.  They are related to feelings of fear about 
competency and people skills.  Once you start to dwell on your gremlins, they’ve got you.  The 
more one thinks about the gremlins, the weaker one becomes.  From our discussions, we 
learned to spend no more than ten minutes thinking about the gremlins.  As the saying went, 
“flick the gremlins off your shoulder.” 
 
We found out that good change facilitators are well organized, good listeners, adept at picking 
up body language, asking questions that promote discussion and involving participants.  Some 
participants on a change management team may only be on the team because they were 
sent/ordered to attend.  They are what we referred to as ‘prisoners’ and can be difficult to deal 
with.  They proved to be difficult team members because they were not personally invested in 
the team’s success.  
 
Good facilitators were identified as innately curious.  Curiosity proved to be a foundational 
characteristic of success.  Curiosity poses questions so that team members have to go looking 
and exploring.  Curiosity encourages and builds relationships.  Curiosity generates exploring, 
exploring creates learning, and learning leads to growth and change.  



Oh, we must not forget the romance of change management facilitation.  If you listened to the 
conference call, you know that this was the ‘teaser.’  The romance in change management 
facilitation was to “love your flipchart.”  Being well organized and making use of all available 
tools contributed greatly to our picture of a successful facilitator.  Use the equipment at your 
disposal and make it work for you.  The romance of change management facilitation also 
focused on having fun as the process moved forward.  There was always a need for celebration 
of successes and motivation to keep moving forward (remember FIDO?). 
 
So, an open invitation to review the materials and listen to the conference call is extended as a 
way to bolster your competence and get the gremlins off your back.  If you have questions 
about change management facilitation or need a consultation about the process, please feel free 
to contact Randy Benson, RHQN Executive Director at randyb@wsha.org or (206) 577-1821. 
 
Subspecialty Peer Review 
We wanted to remind everyone that the RHQN provides subspecialty peer review assistance in 
several areas.  Subspecialty peer review services are available in general surgery, orthopedic 
surgery, radiology, sleep lab, internal medicine, and nephrology.  Please contact Lori Martinez, 
RHQN Administrative Assistant, at lorim@wsha.org or (206) 216-2550 for details. 
 
Proposed Adverse Event Legislation 
The Washington State legislature is considering legislation which would assess penalties for 
failure to report adverse clinical events.  The Adverse Event and RCA class, which the RHQN 
offers, is seen as a tool for rural hospitals to demonstrate competence in recognizing adverse 
events and preparedness for responding to them (completing the root cause analysis).  Action 
plans arising from completion of an RCA are evidence of process and quality improvement.  
The RHQN can offer this class in your facility, free of charge, if you feel a need for it.  Many 
member facilities have already completed the training.  If you have questions or would like to 
schedule the class, please contact Randy Benson, RHQN Executive Director at 
randyb@wsha.org or (206) 577-1821 or Bev McCullough, RHQN QI Manager at bevm@wsha.org 
or (206) 216-2862.   
 
Upcoming Member Conference Calls 
Bev McCullough, RHQN QI Manager, and I have split the Members Conference Call topic list 
for 2010.  We will be doing calls every month.  If you have topic suggestions, please call or e-
mail Randy Benson, RHQN Executive Director, at randyb@wsha.org or at (206) 577-1821. 

 February 9, 10:30 a.m. - Clinical Best Practices and Lessons Learned, facilitated by Bev 
McCullough, RHQN Quality Improvement Manager 

 March 9, 10:30 a.m. - “Applying Excellence: A Primer on Facilitating Change - Part II” 
presented by Randy Benson, RHQN Executive Director 

 April 13, 10:30 a.m. - Clinical Best Practices and Lessons Learned, facilitated by Bev 
McCullough, RHQN Quality Improvement Manager 

 May 11, 10:30 a.m. - “DOH Survey Update: What's New In the Environment of Care” 
presented by Randy Benson, RHQN Executive Director 

 

 
If you have ideas, comments, questions, need additional resources or a consultation, contact 

Randy Benson, RHQN Executive Director, at (206) 577-1821 or randyb@wsha.org 

mailto:randyb@wsha.org
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“Checklists” 
That’s the word for January. 
 

People are abuzz about Boston physician Atul Gawande’s new 
book “The Checklist Manifesto.” Gawande speaks of the 
complexity of life and the limitations of the brain. He says 
humans are set up to fail unless we use checklists to help us. But 
checklists, especially the Surgical Checklist, can bring pushback 
because they represent change. In large and small hospitals, 
some surgeons think using a checklist is an insult to their 
competency. "You take something as complex as surgery, and 
you think there isn't a lot that can be done to make it better," 
said Gawande. "A checklist seems like a no-brainer, but the size 
of the benefit is dramatic. According to a year-long, eight-nation 
project done in rural and urban hospitals with diverse 
populations, the checklist reduced deaths and complications by 
one-third.” 
 

After talking to many of you about implementing the Surgical 
Checklist in our RHQN hospitals, I am not surprised that the 
original study found the major barrier to widespread adoption is 
physician attitudes. 
 

"If you ask surgeons, they'll say, 'Oh, we do this stuff,'" 
Gawande said. He himself was skeptical that the checklist 
would affect the eight to ten operations he performs each week. 
But Gawande says many of the improvements come from the 
intangible benefits of having doctors and nurses work as a team, 
communicating every step of the way. "You can't really measure 
the benefit of having the surgeon and anesthesiologist talking to 
each other and coordinating care." 
 

Several nations and at least five states, including Washington 
state, have launched programs to promote widespread use of a 
checklist. As David Flum, MD, MPH from the University of 
Washington Surgery Department put it: "When I have an 
operation, please use a checklist on me." (Washington Post, 
January 15, 2009) 
 

A speaker at a recent Safe Table Web call said “We tell our 
surgeons and staff that if they don’t like the Checklist, try going 
anywhere else in the country. Everyone is using it. It is the 
Standard of Care.”  
 

Implementing the Checklist: Living a PDSA  
Change isn’t easy. You’ve all been living in the land of 
multiple PDSAs as you implement the Surgical Checklist.  
Plan-Do-Study-Act: Planning how to use the Checklist,  
Doing the Checklist, Studying the results, and Acting by either 
adopting what worked, making slight adaptations to your 
approach in additional PDSAs, or abandoning the first approach 
and starting all over.  

  
Where is your hospital on the Change Continuum?
Ideally, the surgeon leads the use of the Surgical Checklist. 
While many RHQN members report new surgeons accept and 
champion their use, others are finding it difficult to find a 
physician champion at all. However, even Gawande recognizes 
that the surgical staff is often the best option to instill use of the 
Checklist.  
 

Where is your hospital on the Adoption Scale? 
•   Physician champion adopts •   Circulators adopt 
•   Surgeons adopt •   Noted in/part of the chart 
•   Spread to all invasive procedures 
 

RHQN Hospitals Share Best Practice Ideas: 
Barbie Dailey in Othello shares that their circulating nurses met 
and decided to adopt the Checklist. They agreed to have a paper 
copy in each chart pack with a place for the patient ID sticker at 
the bottom. The circulators lead the use and engage surgeons by 
asking the Checklist questions. The circulator signs the form 
and it is a permanent part of the chart. Barbie reports they like 
the new Surgical Checklist with the “Less than” and “Greater 
than” 1 hour format.  (Click here for a Link to the Surgical 
Checklist.)  When a surgery lasts longer than the projected 1 
hour, they draw an arrow to the 2 hour checklist, note the time, 
and continue using the 2 hour format. Othello also continues to 
use a whiteboard in surgery with the patient name, site, 
allergies, and important information.  
 

Wayne Cantwell at Chelan reports they are also using the 
Checklist, having the seemingly normal…in large hospitals and 
small throughout the state…challenges. The Chelan staff “is 
very proactive with the Surgical Checklist and uses it on all 
procedures, including endoscopy. Checklist posters are on the 
wall in each of the OR rooms. Staff is active in directing the 
Checklist process before the incision is made or a procedure is 
started. Everyone on the team has to acknowledge the Checklist 
process before the incision is made.” (Please note that SCOAP 
reports they are working on checklists for specific outpatient 
procedures at this time.) 
 

Another great idea shared at the January 21st Safe Table Web 
Conference: Modify your check process to accommodate prone 
procedures. Mistakes can easily happen when “what is left is 
now right” and vice-versa. A hospital reported that following 
several near-misses, they do the surgical checklist after the 
prone patient is draped. 
 

Please let me know your Lessons Learned and Helpful Hints for 
adopting the Surgical Checklist so we can spread your ideas to 
other RHQN members.  

 

http://www.wsha.org/page.cfm?ID=0268
http://www.wsha.org/page.cfm?ID=0268
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A Checklist for Perinatal Care 
Heads Up! In the Fall of 2008, the National Quality Forum created 17 consensus standards for perinatal care. Washington State OB 
leaders are now creating OB-COAP which will include measures from this list. It is interesting there is no VBAC measure, and no 
maternal morbidity measure. Many expect the NQF to change that in the future. Please go over this list of 13 Obstetric and Neonatal 
measures with your OB lead: Celebrate if you are collecting this information and/or identify areas for improvement for your patients. 
Check if 
measuring 

Obstetric Measures 
 

Details 

□ **PN-007-07f 
Elective Delivery Prior to 39 Completed Weeks Gestation 

All singletons delivered at term (> or equal to 37 completed weeks gestation) that 
are electively delivered prior to 39 completed weeks gestation 

□ **PN-013-07 
Incidence of Episiotomy 

Number of vaginal deliveries with episiotomy procedures performed 

□ PN-010-07 
Cesarean Rate for Low-Risk First Birth Women 

Proportion of live births born at or beyond 37.0 weeks gestation to women 
having their first delivery, that are singleton (no twins or beyond) and vertex 
presentation (no breech or transverse positions) that had a cesarean birth. 

□ PN-011-07 
Prophylactic Antibiotic in C-Section 

All women undergoing cesarean section without evidence of prior infection or 
already receiving prophylactic antibiotics for other reasons who received 
prophylactic antibiotics within one hour prior to surgical incision or at the time of 
Delivery 

□ **PN-006-07 
Appropriate DVT Prophylaxis in Women Undergoing 
Cesarean Delivery 

Women undergoing cesarean delivery who receive either fractionated or 
unfractionated heparin or pneumatic compression devices prior to surgery. 

□ PN-002/019-07 
Birth Trauma Rate measures 

Number of infants with specific birth traumas 

□ PN-016-07 
Appropriate Use of Antenatal Steroids 

Total number of mothers who delivered preterm infants (24-32 weeks with 
preterm premature rupture of membranes or 24-34 weeks with intact membranes) 
who received antenatal steroids at any time prior to delivery. 

□ PN022-07 
Infants Under 1500g 

The number per 1,000 live births weighing less than 1500g delivered at hospitals 
not appropriate for that size infant. 

□ PN-021-07 
Exclusive Breastfeeding at Hospital Discharge 

Live births not discharged from the NICU who were fed by “breast only” since 
birth. 

 Neonatal Measures:  

□ PN-001-07 
Hepatitis B Vaccine Administration to All Newborns Prior 
to Discharge 

Number of live newborns discharged from the hospital who were administered 
hepatitis B vaccine. 
 

□ **PN-003-07 
Nosocomial Blood Stream Infections in Neonates 

Selected bacterial blood stream infections per 1000 qualifying neonates. 

□ **PN-025-07 
Birth Dose of Hepatitis B Vaccine and Hepatitis Immune 
Globulin for Newborns of Mothers with Chronic Hepatitis B 

Percentage of neonates born to hepatitis B surface antigen-positive mothers who 
receive a birth does of hepatitis B virus vaccine and hepatitis B immune globulin.  

□ PN-024-07  
Obstetrical Anesthesia Complications Rate 

OB Anesthesia Complication Rate 
 

**Recommended for time limited endorsement 
While the 4 NICU measures are not applicable to RHQN hospitals, I am including them for your information:  
PN-029-07a: First Temperature Within One Hour of Admission to NICU;  PN-029-07b: First NICU Temperature within one hour and <36°C PN-030-
07: Retinopathy of Prematurity Screening  PN-031-07: Timely Surfactant Administration to Premature Neonates (Number of infants born at 22 to 29 
weeks gestation who were treated with surfactant at any time who received the surfactant within 2 hours of birth).  
 

Please let me know if you have any questions or need any help in implementing these OB quality measures.  
 

What’s Happening @ RHQN: 
The next RHQN Members Conference call is on February 9th at 10:30 a.m.  Please alert your ED staff so they can attend. We will 
review the new RHQN “Emergency Department Wound Care Management Guidelines” and find out how your “early adopter” peers are 
using this in their EDs. 
 

Musings: Having heard Atul Gawande speak and after reading “The Checklist Manifesto,” I’m ready to make a change and accept the 
limitations of my brain in this complex world. So, I’m off to create a checklist for packing my suitcase to come visit your hospital. I 
look forward to seeing you soon.  

If you have ideas, comments, questions, need additional resources or a consultation, please contact  
Bev McCullough, RHQN Quality Improvement Manager, at (206) 216-2862 or by email at bevm@wsha.org. 

 RHQN – Rural Healthcare Quality Network 
300 Elliott Avenue West, Suite 300   ׀   Seattle, WA  98119   ׀   www.rhqn.org 

mailto:bevm@wsha.org


 
Hospital Peer Review 

 
JANUARY 2010 

 
Hospital Peer Review is a monthly newsletter sponsored by the Rural Healthcare Quality Network to alert Critical 
Access Hospitals regarding findings from the Peer Review Program.  Summarized are a few of the key findings and 
best practices that would be helpful for other critical access hospitals to be knowledgeable about.  This newsletter is 
edited by Myron Bloom, Medical Director and he can be reached at drmbloom@msn.com. 

 
 

Should we adopt CCR instead of CPR for Witnessed Cardiac Arrest? 
The “2005 AHA Guidelines for CPR” emphasize the importance of quality chest compressions 
with adequate rate, depth, chest recoil, and minimal interruptions.  To limit the frequency of 
interruptions, the 2005 Guidelines increased the compression-to-ventilation ratio to 30:2 for adult 
victims with interruptions (including to deliver rescue breaths) limited to 10 seconds or less.  
However, studies have shown that bystanders performing CPR take an average of 16 seconds 
instead of the prescribed 4 seconds.  
 
To increase the likelihood of bystander CPR, the “HANDS –ONLY (COMPRESSION ONLY) 
CARDIOPULMONARY RESUSCITATION: A CALL TO ACTION FOR BYSTANDER 
RESPONSE TO ADULTS WHO EXPERIENCE OUT OF HOSPITAL SUDDEN CARDIAC 
ARREST”(Circulation, 2008;117;2162-2167) updated the 2005 guidelines to allow compression 
only CPR (CO-CPR) – but did it go far enough?  Unfortunately, this “one size fits all” CPR 
protocol has been advocated for two entirely different pathophysiologic conditions: primary 
cardiac arrest and primary respiratory arrest.  Perhaps the approach to two different mechanisms 
of arrest should be different, as the recommendations appropriate for one may not be ideal for the 
other.  And what would best apply for a witnessed arrest in the hospital? 
 
Several observational nonrandomized studies of human bystander CO-CPR were published in 
2007, demonstrating no adverse impact on survival when ventilations were omitted.  Using a 30-
day or 1 year survival with favorable neurological outcome, it was found that survival after 
bystander CO-CPR did not differ from conventional bystander CPR for adult patients with 
witnessed out-of-hospital cardiac arrests for both “cardiac” and “non-cardiac” causes. 

Cardiopulmonary resuscitation by bystanders with chest compression only (SOS-KANTO): an 
observational study. The Lancet. March 17, 2007;369(9565):920–926. 
Iwami T, Kawamura T, Hiraide A, et al. Effectiveness of bystander-initiated cardiac-only resuscitation for 
patients with out-of-hospital cardiac arrest. Circulation. December 2007;116(25):2900–2907.  
Bohm K, Rosenqvist M, Herlitz J, et al. Survival is similar after standard treatment and chest compression 
only in out-of hospital bystander cardiopulmonary resuscitation. Circulation. December 
2007;116(25):2908–2912 

 
A more detailed study of 9,592 out-of-hospital arrests (including 424 that were witnessed arrests) 
was published in 2005.  Bystander CPR was provided in 1,324 cases (31%), and the type of 
bystander CPR was documented in 1,151 cases; while 2,917 cases (69%) did not have bystander 

mailto:drmbloom@msn.com


CPR.  Of those who received CPR, 712 victims (62%) received chest compression plus mouth-
to-mouth ventilation and 439 victims (38%) received only chest compression.  Neurologically, 
normal survival at 30 days was 8.2% in those who did not receive any bystander CPR, and 
11.2% in those who received chest compression plus mouth-to-mouth resuscitation, and 19.4% 
for those who received chest compression without assisted ventilation.  The authors concluded 
that CO-CPR may be the preferred approach to resuscitation for out-of-hospital cardiac arrest in 
adults. 

Nagao K, et al. SOS-KANTO study group. Chest compression alone during bystander 
cardiopulmonary resuscitation. Circulation. 2005;112(suppl II):II-324. 

 
Unlike primary respiratory arrests with hypoxia and hypotension and a secondary cardiac arrest, 
patients with witnessed primary cardiac arrests should theoretically not initially need assisted 
ventilation because their arterial oxygen content should be sufficient for several minutes of CO-
CPR.  And in subjects who gasp, the arterial oxygen content may remain adequate for up to 15 
minutes during CO-CPR.  Because the perfusion of the brain and heart are so marginal during 
resuscitation efforts, interrupting or delaying chest compressions for ventilation or any other 
interventions (intubation), except defibrillation, is therefore deleterious and positive pressure 
ventilation is actually pathophysiologically harmful.  
 
With normal ventilation, breathing results in a negative intra-thoracic pressure enhancing venous 
return to the heart while causing air to enter the lungs.  In contradistinction, positive pressure 
ventilation increases intra-thoracic pressure, decreasing blood return to the chest and decreasing 
blood flow to the brain.  Aufderheide put it this way, “there is an inversely proportional 
relationship between mean intra-thoracic pressure, coronary perfusion pressure, and survival 
from cardiac arrest.”  Positive pressure ventilation inhibits venous return to the thorax and right 
heart and thus results in decreased coronary and cerebral perfusion. 

Aufderheide TP, Sigurdsson G, Pirrallo R, et al. Hyperventilation-induced hypotension during 
cardiopulmonary resuscitation. Circulation. 2004;109:1960–1965.  
Aufderheide TP and Lurie KG. Death by hyperventilation: a common and life threatening problem during 
cardiopulmonary resuscitation. Critical Care Medicine. September 2004;32(9 Suppl):S345–S351. 

 
If a cardiac arrest is witnessed, the Cardio-Cerebral Resuscitation (CCR) approach is immediate 
defibrillation, as it is in routine CPR.  If the arrest is not witnessed and adequate chest 
compressions have not been administered, then 200 chest compressions are performed before the 
first defibrillation.  When doing CCR, 200 uninterrupted chest compressions (at 100 per minute) 
should be done before each rhythm analysis (& shock), then immediately resume another 200 
chest compressions before repeat rhythm analysis.  The CCR protocol recommends opening the 
airway with an oropharyngeal device and the administration of high-flow oxygen by a non-
rebreather mask.  Assisted ventilation and insertion of an advanced airway are not performed 
until either there is a return of spontaneous circulation or three cycles of chest compressions and 
analysis.  Then, when positive-pressure ventilations are instituted, they should be limited to a 
rate of 6-10 per minute to minimize adverse intra-thoracic effects. 
 
CCR discourages endotracheal intubation during the electrical and circulatory phases of cardiac 
arrest due to ventricular fibrillation.  Defibrillator pad electrodes are applied and the patient is 
given 200 chest compressions and a single defibrillation shock that is immediately followed by 
200 more chest compressions before the rhythm and pulse are analyzed.  The 200 compressions 
at 100/minute for 2 minutes of chest compression before defibrillation is based on the 
publications of Cobb et al. who showed improved survival with 90 seconds of chest 



compressions before shock, and Wik et al. who showed improved survival with 3 minutes of 
chest compression prior to defibrillation.  After each shock, 200 more chest compressions are 
provided before rhythm and pulse analysis.  This is based on a porcine model of out-of-hospital 
cardiac arrest observing that after prolonged ventricular fibrillation, an effective shock almost 
never produces a perfusing rhythm.  

Weisfeldt M and Becker L. Resuscitation after cardiac arrest: a 3-phase time-sensitive model. JAMA. 
2002 Dec 18;288(23):3035–3038. 
Cobb LA, Fahrenbruch CE, Walsh TR, et al. Influence of cardiopulmonary resuscitation prior to 
defibrillation in patients with out-of-hospital ventricular fibrillation. JAMA. 1999 Apr 7;281(13):1182–
1188. 
Wik L, Hansen TB, Fylling F, et al. Delaying defibrillation to give basic cardiopulmonary resuscitation 
to patients with out-of-hospital ventricular fibrillation: a randomized trial. JAMA. 2003 Mar 
19;289(11):1389–1395. 

 
CCR was instituted in Tucson, Arizona, in 2003; in Rock and Walworth Counties of Wisconsin 
in 2004; in metropolitan Phoenix and then throughout Arizona starting in 2005; and in Kansas 
City, Missouri in 2006 and Kansas City, Kansas, in 2007.  In 2008, CCR spread to other areas of 
Wisconsin. 
 
At the American Heart Association's 2006 Scientific Sessions in Chicago, Dr. Ewy presented 
data from the Emergency Medical Services in the Phoenix Metropolitan Area showing that 9% 
of out-of-hospital cardiac arrest victims survived after the implementation of CCR - a three fold 
increase compared to the 3 % survival rate when first responders used guideline CPR.  Another 
study from Arizona, including the Phoenix metropolitan area, showed survival of such patients 
more than tripled, from 5% to 18%.  Emergency Medical Services in the two Wisconsin counties 
were also able to increase the neurologically normal survival rates three-fold (15% to 45%) in 
the first year after they switched from guideline CPR to CCR.  First responders applying the new 
protocol were able to resuscitate the majority (58 percent) of out-of-hospital witnessed cardiac 
arrest victims, provided they had a "shockable" initial heart rhythm.  The third was a three-year 
follow-up of the Rock and Walworth County results, in which survival increased from 15% to 
40%, including one patient who received post-resuscitation hypothermia. 

Kellum MJ, Kennedy KW, and Ewy GA. Cardiocerebral resuscitation improves survival of patients 
with out-of-hospital cardiac arrest. American Journal of Medicine. 2006 Apr;119(4):335–40. 
Bobrow BJ, Clark LL, Ewy GA, et al. Minimally interrupted cardiac resuscitation by emergency 
medical services for out-of-hospital cardiac arrest. JAMA. 2008 Mar 12;229(10):1158–1165. 
Kellum MJ, Kennedy KW, Barney R, et al. Cardiocerebral resuscitation improves neurologically intact 
survival of patients with out-of-hospital cardiac arrest. Annals of Emergency Medicine. 2008 
Sept;52(3)244-252. 

 
More recently, Bobrow BJ et al. retrospectively analyzed data for 1,019 adult patients who 
received minimally interrupted CPR for out-of-hospital VF/VT cardiac arrest in Arizona from 
2005 to 2008.  Rates of neurologically intact survival were compared for the 560 patients who 
received initial positive pressure ventilation (BVM at 8 breaths per minute) and the 459 patients 
who received initial passive ventilation CO-CPR at the paramedic's discretion.  Rates of 
neurologically intact survival were higher in the CO-CPR passive ventilation group than in the 
BVM group among patients with witnessed arrest (38.2% vs. 25.8%; adjusted odds ratio, 2.5); 
but rates were more similar in the two groups of patients with unwitnessed arrest (13.8% and 
7.3%; adjusted OR, 0.5).  Passive ventilation was associated with higher rates of neurologically 
intact survival than those with BVM in patients with witnessed VF/VT cardiac arrest. 



Bobrow BJ, Ewy GA, Clark L, et al. Passive oxygen insufflation is superior to bag-valve-mask 
ventilation for witnessed ventricular fibrillation out-of-hospital cardiac arrest. Annals of Emergency 
Medicine. 2009 Nov;54(5):656-662. 

 
The CCR protocol (Figure 1) seems logical for primary cardiac arrest -i.e., witnessed unexpected 
collapse in or out of the hospital.  In all other situations, AHA guidelines (30:2) ACLS should 
still be used.  
 
Summary: 
CCR is a new advanced cardiac life 
support algorithm that emphasizes 
minimal interruptions of chest 
compressions, deemphasizes positive-
pressure ventilations, delays endotracheal 
intubation, prioritizes defibrillation 
according to the three-phase time-
sensitive model of ventricular fibrillation. 
CCR promotes continuous chest 
compressions (CCC) at a rate of 100 per 
minute for three cycles before assisted 
ventilation. Epinephrine is administered 
via IV or IO ASAP when appropriate. 
Another component of CCR is the 
establishment of cardiac arrest centers 
that can provide optimal care including 
urgent cardiac catheterization, controlled 
mild therapeutic hypothermia, and 
standardized supportive care for patients 
in coma after resuscitation from cardiac 
arrest.  
 

 
 

Additional Resources: 
 Ewy GA. Cardiocerebral resuscitation: The new cardiopulmonary resuscitation. Circulation. 

2005;111:2134–2142. 

 Ewy GA. Cardiac arrest-guideline changes urgently needed. The Lancet. 2007 Mar 
17;369(9565):882–884. 

 More information is also available on the Save Hearts in Arizona Research and Education (SHARE 
program) website, http://www.azshare.gov/index.htm. 

 
 
How effective are the drugs used in CPR?  
A randomized trial of 851 consecutive adult patients with out-of-hospital cardiac arrest in Oslo, 
Norway from 2003 to 2008, comparing ACLS without IV access or ACLS with IV access and 
drug administration found the rate of hospital admission for patients with ROSC was 
significantly higher in the group with IV access than in the group without IV access (32% vs. 
21%).  However, no significant differences were found between the IV-access and no-IV-access 



groups in rates of survival to discharge (10% and 9%), survival with favorable neurological 
outcome (10% and 8%), or survival at 1 year (10% and 8%).  
 
In the group that received ACLS without IV access, IV access was established within 5 minutes 
after return of spontaneous circulation (ROSC).  In both groups, patients with ventricular 
fibrillation received cardiopulmonary resuscitation for 3 minutes before the first shock and 
between unsuccessful series of shocks.  Endotracheal intubation was standard, and post-
resuscitation therapeutic hypothermia was instituted, regardless of initial rhythm or course of 
arrest.  Quality of CPR was determined by transthoracic impedance signals from defibrillators.  
The results are consistent with those from other studies in which epinephrine, atropine, and 
amiodarone improved short-term, but not long-term, outcomes when compared to placebo.  

Olasveengen TM, Sunde K, Brunborg C, et al. Intravenous drug administration during out-of-hospital 
cardiac arrest: A randomized trial. JAMA. 2009 Nov 25;302(20):2222-2229. 



 

Infectious Disease 
Question: Is 5 days of Keflex (500 mg BID) an 
effective alternative to 10 days of penicillin for 
the treatment of group A beta-hemolytic strep 
pharyngitis? 

Answer: Yes.  And, how many patients likely 
complete 10 days of penicillin treatment after 
symptoms have resolved in 2-3 days? 
Source: Pediatrics, April 2004; 113(4):866. 
 
Family Practice/Internal Medicine 
Question: What is the most commonly abused 
OTC medication by teenagers? 

Answer: Dextromethorphan, available in more 
than 140 OTC products.  Dextromethorphan is 
chemically related to codeine and in non thera-
peutic doses, can produce euphoria and disso-
ciation. 
Source: Journal of Child and Adolescent Psy-
chopharmacology, December 2006; 16(6):801. 
 
Medication Management 
Question: IV Phenergan now carries a black 
box warning due to skin/tissue injury. What are 
suggested precautions if IV Phenergan is ad-
ministered? 

Answer: Avoid IV administration in the hand or 
wrist. Dilute the dose with 10 ml of normal 
saline and administer into a running IV line. 
Source: Swedish Medical Center Pharmacy 
Newsletter; Vol. 13, Issue 6. 
 
Urgent/Emergent Care 
Question: Does the early administration of IV 
opiates for non-traumatic abdominal pain inter-
fere with ED evaluation and diagnosis? 
Answer: No. Accuracy of primary, differential, 
and final diagnosis were not affected in 70 

adult patients randomized to morphine versus 
placebo.  In addition, there was no resolution of 
peritoneal signs with morphine. 
Source: Academic Emergency Medicine; 3
(12):1086. 
 

Nursing Focused Care 
Question: What antibiotics are frequently associ-
ated with increase in INR in those patients on 
chronic, stable warfarin regimens? 

Answer: Azythromycin, levofloxin, and TMP-
SMZ may be associated with significant eleva-
tion of INR levels.  TMP-SMZ (Bactrim) was 
noted to increase INR values above therapeutic 
levels in nearly 70% of patients on coumadin. 
Source: Journal of General Internal Medicine, 
July 2005; 20(7):653. 
 
Risk Management  
Question: What is one of the most common “red 
flags” for the diagnosis of SEA (spinal epidural 
abscess)? 

Answer: Back pain associated with fever.  An 
elevated sedimentation rate, greater than 20, may 
be a useful screening tool.  However, if level of 
suspicion for SEA is significant, then an MRI is 
the suggested imaging modality. 
Source: Journal of Emergency Medicine, April 
2004; 26(3)285. 

Medical Literature Review 
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Practice Pearl 
Question: What % of immunocompetent adults presenting with acute sore throat are 
due to GABHS (group A beta-hemolytic strep)? 
Answer: 5 - 15%. Nevertheless, about 75% are treated with antibiotics.  The Centor 
criteria are clinically useful for identifying Group A strep infection. These are: fever, 
tonsillar exudate, tender anterior cervical nodes, and absence of cough. Antibiotics, 
without rapid strep antigen testing or culture is appropriate for patients fulfilling 3 or 
4 criteria. Rapid antigen testing is appropriate for patients with 2 criteria present. 

Source: Annals of Internal Medicine, 2001; 134(6):509. 




