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BACKGROUND
Real-time, accurate documentation of patient events and interventions is 
critical to guide resuscitative efforts as well as post-resuscitation care and 
quality improvement work. Resuscitation documentation carries significant 
cognitive load for nursing staff in a high-pressure and emotionally-charged 
environment. 

• 82.5% (66/80) of NICU paper resuscitation records missing key elements 
during a 12-month period

PURPOSE
• Improve NICU resuscitation documentation quality by eliminating paper 

forms & implementing a real-time electronic health record (EHR) 
documentation tool

• Incorporate monitor integration into EHR documentation

METHODS
Collaboration among ICU clinical nurse specialists, simulation specialists, and 
digital technology services

Developed a multimodal toolkit for implementation, including:
• Asynchronous, web-based module
• Facilitator guide for in-person class
• Infant case scenario applicable for any pediatric ICU

o 360°video-recorded simulated resuscitation
oSimulated patient charts in EHR training environment

• In-person real-time documentation simulation 
• Access to self-guided practice in EHR training environment
• Post-training evaluation 

RESULTS

DISCUSSION 

IMPLICATIONS FOR FUTURE PRACTICE

This multimodal toolkit will be used for training NICU staff.  

Anticipated Toolkit Outcomes:
• Train 100 NICU charge nurses
• 100% completion of assigned module by trainees
• Learning curve with initial rollout & increased confidence over time

Anticipated Implementation Outcomes:
• Improved completion of key elements of code with electronic documentation
• Increased frequency of vital sign documentation with device integration

Resuscitation Simulation In-Person training session

Above: Online learning module
Left: User tip sheets
Right: QR Code to view clip of simulated code video

Toolkit ensures consistency in the training of all team members
EHR documentation allows for: 
• Auto-populated vital sign integration every 3 minutes
• Auto-routing to attending physician to review event
• Streamlined data access for quality improvement & research

Barriers to implementation: 
• One documentation tool available for wide range of ages
• Limited ability to modify the documentation tool
• Culture and practice change of a nursing staff of 540 nurses
• Learning curve with change in workflow
• Scheduling challenges of trainers, trainees, and classroom space

• Sustained education for onboarding of new staff
• Expand toolkit to other units throughout organization
• Improved familiarity with EHR documentation tools
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