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ABSTRACT 
Background: In-hospital cardiac arrest contributes significantly to inpatient 
mortality. Code Blue systems vary globally, and data from India are limited. Recent 
evidence supports integrating pre-medical emergency team (pre-MET) reduce 
MET call (activated via early warning scores) and Code Blue events. Our hospital 
is among the first in India to implement a pre-MET system. Additionally, we 
developed a digital platform to monitor Code Blue performance that tracks key 
resuscitation step timings. 
 

Aims: To evaluate impact of pre-MET implementation on MET and Code Blue 
incidence, and to assess efficacy of our digital tool in enhancing response team 
performance and patient outcomes.  
 

Methods: This retrospective observational study was conducted between January 
2022 and May 2025 at a tertiary hospital in Mumbai, India. All adult patients 
experiencing Code Blue, MET, and pre-MET calls were included. Data for Code 
Blue events, including chest compression fraction, were collected using the digital 
software. Primary outcome was return of spontaneous circulation (ROSC).  
 

Results: We analyzed 1016 Code Blue and 1332 MET/pre-MET events. Post-
implementation of pre-MET criteria, pre-MET calls significantly increased with 
corresponding decrease in MET calls (χ²=10.98, p=0.012). With digital Code Blue 
monitoring, ROSC rates improved from 37.5% (2022) to 56.5% (2025), with ward-
specific rates rising from 63.2% to 85.7%. Chest compression fraction improved 
over time, indicating enhanced cardiopulmonary resuscitation (CPR) quality.  
 

Conclusion: Implementation of pre-MET tier facilitated early identification of 
clinical deterioration, reducing MET activations. Real-time digital Code Blue 
assessment, particularly of chest compression fraction, enhanced CPR quality. 
Our findings support wider implementation of structured escalation protocols and 
digital Code Blue monitoring to improve patient outcomes in similar healthcare 
settings.   
 

Keywords: Code Blue, pre-MET, in-hospital cardiac arrest, CPR quality, chest 
compression fraction, ROSC, digital monitoring 
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Introduction 
In hospitals, medical emergencies are frequent, 
requiring immediate and coordinated response. To 
facilitate quick and effective in-hospital communication, 
internationally recognized emergency codes,  which 
are color-coded signals, are used to alert relevant 
teams to take immediate action. Code Blue  (CB) 
is the only color code used for the same emergency 
case worldwide.1 Code Blue originated in the 1900s 
in Bethany Medical Center in Kansas to signal cardiac 
arrest. Over the years, the CB system has evolved to 
alert a dedicated emergency response team of in-
hospital cardiac arrest (IHCA), prompting resuscitation 
efforts without disrupting hospital operations. Code 
Blue protocols often involve a wide range of personnel, 
including emergency physicians, intensivists, 
cardiologists, anesthetists, nurses, and support staff. 
The incidence of IHCA varies globally, ranging 1.2-10 
per 1000 admissions.2 Majority of reports are from 
the UK, USA, and European nations, while Indian 
data are limited. Moreover, the immediate success 
rate of return of spontaneous circulation (ROSC) 
varies across the globe.3 

 

Cardiac arrest, although often perceived as a 
spontaneous event, is typically preceded by several 
signs of physiological instability.4,5 Early warning 
systems were introduced to help ward staff determine 
the need for escalation to specialist.6 The Modified 
Early Warning Score (MEWS) was designed to alert 
the hospital staff of clinical deterioration.7 Medical 
emergency teams (METs)/rapid response teams 
were introduced to respond to patients showing 
signs of clinical deterioration to prevent potential 
cardiopulmonary arrest. A MET call is activated when 
pre-defined physiological criteria are fulfilled or 
attending clinicians have concerns about a patient s 
condition.8 Implementation of MET has been 
associated with decreased incidence of cardiac 
arrests outside the intensive care unit (ICU) for both 
adult and pediatric cases.9-11  
 

In recent years, several hospitals across the globe have 
adopted a pre-MET tier of rapid response system, 
which includes criteria that detect signs of clinical 

deterioration earlier than MET criteria.8 Depending 
on the degree of clinical deterioration (which is 
based on key parameters such as respiratory rate, 
oxygen saturation, blood pressure, neurological 
symptoms), medical emergencies can be divided into 
MET calls (red zone) pre-MET calls (yellow zone).12 
Attending clinicians and nurses play a key role in 
identifying signs of pre-MET criteria, potentially 
preventing further decline in patient condition and 
the need for a MET call. While Australia has been 
an early adopter of the three-tier rapid response 
system (CB, MET call, pre-MET call),13 rapid response 
systems vary with institutions and countries. Moreover, 
the design, clinical thresholds, implementation, and 
impact of the pre-MET tier remain poorly characterized 
in published literature, particularly in Indian healthcare 
settings. Our hospital is one of the first few to 
implement the pre-MET tier (yellow zone) of rapid 
response in India. The pre-MET criteria empower 
nurses to escalate care for at-risk patients to primary 
physicians or MET. 
 
Our tertiary hospital has developed and implemented 
an in-house digital platform to enhance the 
performance of rapid responders. It provides a 
real-time guidance during CB events and records 
turnaround times (TATs) for rescue steps, including 
initiation of cardiopulmonary resuscitation (CPR; <1 
min), identification of rhythm (<3 min), first dose of 
adrenaline (3-5 min), and chest compression fraction 
(CCF; >80%). High quality chest compressions, with 
minimal pauses (both frequency and duration), are 
integral to successful resuscitation. The American 
Heart Association (AHA) recommends a compression 
rate of 100-200/min, depth of 5-6 cm, and CCF (total 
duration of chest compressions/total duration of 
Code) >80% for adults.14 A key feature of our software 
is CCF tracking during CB event, indicating the 
proportion of time spent performing chest 
compressions. This feature provides real-time CPR 
quality data, allowing rescuers to assess and improve 
performance.  
 
The present study performed a clinical audit of CB, 
MET, and pre-MET calls at a tertiary hospital in 
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India to assess rapid response team performance, 
determine trends, and identify areas of improvement, 
with the goal of improving patient outcomes. 
Further, it evaluated the impact of pre-MET tier 
implementation on the incidence of CB and MET call 
events. Finally, it assessed the efficacy of our digital 
platform in improving response team performance 
and patient outcomes.  
 

Materials and Methods 
 
STUDY DESIGN  
This retrospective observational study was conducted 
in a tertiary healthcare hospital in Mumbai, India 
between January 2022 and May 2025. The primary 
endpoint was sustained ROSC. This study was 
conducted in accordance with the principles of 
Helsinki Declaration and Good Clinical Practice and 
was approved by the Institutional ethics committee 
(HNH/IEC/2024/OCS/CCM/154). The need for 
informed consent was waived considering the 
observational nature of the study.  
 
STUDY DESIGN AND POPULATION 
This study included all adult patients (age > 18 years) 
who experienced a pre-MET call, MET call, or CB 
event during the study duration. End-of-life patients 
were excluded from the study. 
 
COMPOSITION OF MEDICAL EMERGENCY/ 
CODE BLUE TEAM 
The hospital maintains a specialized Code Stroke 
MET Call team that operates continuously, ensuring 
round the clock availability. The team comprises 
three physicians with designated roles, including 
one member who assumes the leadership role during 
emergencies; two nurses who are responsible for 
administering medication, supervising the process, 
and documenting the event; and a patient care 
attendant who provides support by performing 
physical chest compressions when required. All 
physicians are Advanced Cardiac Life Support (ACLS) 
certified, while clinical hospital staff are trained in 
Basic Life Support (BLS) and non-clinical personnel 
are taught by-stander CPR. 

INITIATING PRE-MET (PRE-MEDICAL EMERGENCY 
TEAM) AND MET (MEDICAL EMERGENCY TEAM) 
CALLS 
Yellow-zone criteria to initiate a pre-MET call were 
implemented in our hospital since 2022. The nursing 
staff were trained to recognize signs, differentiate 
between pre-MET and MET calls, and initiate the 
calls when the respective criteria were met (Table 1). 
To ensure patient safety, nursing staff monitor the 
vital signs of all admitted patients at four-five hourly 
intervals throughout the day. Upon detecting 
deviations from expected parameters, the nurse 
either escalates care to primary/attending physician 
or on call team (yellow zone) or activates a MET (red 
zone), which dispatches the ICU team as appropriate. 
Upon activation, the MET promptly responds to 
the situation and performs necessary therapeutic 
interventions. 
 
DATA COLLECTION  
Data for all CB, MET call, and pre-MET call events 
were collected using the in-house digital software. 
All relevant staff were trained in operation of the 
digital software. Key variables collected included 
the clinical indication for the call, patient diagnosis, 
specific interventions administered, the patient s 
disposition, TATs of the response team, including 
CCF, and final patient outcome. The digital platform 
automatically tracks the CCF in real time, enabling 
review of CPR quality and facilitating performance 
feedback. 
 
STATISTICAL ANALYSIS 
Descriptive statistics were used to summarize patient 
demographics, clinical outcomes, and other variables. 
Numerical data are presented as mean ± standard 
deviation (SD) or frequency and percentage. 
Normality of continuous data was assessed using 
the Shapiro Wilk test. For non-normally distributed 
data such as chest compression fraction (CCF), 
Comparison of variables across years were performed 
using the Chi-square test or Kruskal s test. Odds 
ratios (OR) with 95% confidence intervals (CI) were 
calculated to compare survival between sub-groups. 
P-value < 0.05 was considered statistically significant. 
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All analyses were performed using the SPSS statistical 
software (version 29.0, IBM Corp. NY, USA). 
 

Table 1. Criteria for MET/pre-MET call activation. 
 

Criteria 
Tempera

ture 

RR 
(breaths/

min) 
OS (%) 

SBP 
(mmHg) 

Heart 
rate 

(bpm) 
Neurology 

Blood 
glucose 
(mg/dL) 

Additional criteria 
(if applicable) 

Yellow 
Zone 

 
 

<35 ºC 
or 

95 ºF 

6-10 
or 

25-30 

<95% 
on 

room air 
 

<92% 
on 

4 L O2 

90-100 
or 

180-200 

40-50  
or 

120-
140 

Responds 
to voice 

only 

<70 
or 

>250 with 
no 

decrease in 
consciousn

ess 

▪Increased O2 need 
▪New confusion 
▪Excess blood loss 
▪U/O <0.5 mL/kg/h for 
2 h 
▪Greater than expected 
fluid loss from a drain 
▪New acute pain, 
including chest pain 

Red 
Zone 

 
 

 
or 

101.3 ºF 

<6 
or 

>30 

<90% 
on 

room air 
 

<92% 
on 

5 L O2 

<90 
or 

>200 

<40 or 
>140 

Responds 
to pain 

only 

<60 
or 

>300 
with 

decrease in 
consciousn

ess 

▪Airway obstruction 
▪Decrease in GCS >2 
points from baseline 
▪Seizures 
▪U/O <0.5 mL/kg/h for 
8 h 

 

Adapted from the MEWS [12]. MET, medical emergency team; RR, respiratory rate; OS, oxygen saturation; SBP, systolic 
blood pressure; GCS, Glasgow Coma Scale; U/O, urine output. Pre-MET or MET call is initiated if any one of the criteria 
in yellow zone or red zone, respectively, are met. 
 
Results 
 

PATIENT DEMOGRAPHICS 
The study included at a total of 1016 CB, 855 MET, 
and 477 pre-MET call events. The mean age of the 
CB cohort was 63.9±15.4 years (minimum age, 18 
years; maximum age, 99 years). Approximately 64% 
of the CB cohort comprised males. The age and sex 
trends remained the same for patients experiencing 
CB and MET/pre-MET call events (Table 2). Most of 
the patients suffering a cardiorespiratory event were 
medical admissions (80.51%), while 14.74% were 
surgical patients and only 4.82% were emergency 
admissions (Figure 1). Code Blue was activated in the 
ICU (60.13%), emergency department (ED; 20.18%), 
wards (7.09%), and periphery (locations other than 
ward, ICU, ED, operating theatre; 12.6%). MET/pre-
MET calls were activated only in the wards.  

INITIAL RHYTHM 
Of the 1016 patients in CB cohort, initial rhythm was 
accessible in 992 patients. This may be attributed 
to missing data owing to human error during the 
initial phase post-introduction of the software. Of 
these, initial rhythm was non-shockable in majority of 
the cases (91.33%). Further, asystole and pulseless 
electrical activity (PEA) was detected in 423 (42.64%) 
and 483 (48.69%) patients, respectively. The shockable 
rhythms ventricular fibrillation (VF) and ventricular 
tachycardia (VT) were detected in 53 (5.34%) and 33 
(3.33%) patients, respectively (Figure 2). 
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Table 2. Patient demographics 
 

Demographic Code Blue 
N=1016 

MET/pre-MET call 
N=1332 

 Mean ± SD /  
Frequency (%) 

Mean ± SD /  
Frequency (%) 

Age (years) 63.94 ± 15.38 62.38 ± 15.01 

Sex 

Male 649 (63.88%) 787 (59.08%) 

Female 367 (36.12%) 545 (40.92%) 
 

MET, medical emergency team; SD, standard deviation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1. Distribution of cases according to type of admission. 

 
 



Impact of implementing pre-Medical Emergency Team tier and digital Code Blue monitoring on cardiac arrest outcomes 

© 2025 European Society of Medicine 6 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PEA, pulseless electrical activity; VF, ventricular fibrillation; VT, ventricular tachycardia 
 

Figure 2. Initial rhythm in study cohort. 
 

IMPROVEMENT IN CHEST COMPRESSION 
FRACTION (CCF) 
Over the study period, we observed a steady 
improvement in the CCF, with values increasing 
from 83±17% in 2022 to 87±13% in 2024 (Figure 3). 

This improvement corresponded with increased 
ROSC rates and reflects enhanced CPR quality over 
time. However, the difference was not statistically 
significant (Kruskal-  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 3. Trends in chest compression fraction (CCF) over study period. 
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OUTCOMES 
We observed an overall survival rate of 44.59% 
(453/1016) in our cohort. The survival rate was 58.02% 
(235/405) when cases from ICU were excluded and 
74% (148/200) when ICU and ER cases were excluded. 
Considering that ICU and ER admit severe cases and 
that the survival in these locations may be skewed 
owing to other factors, we calculated ROSC rates for 
all locations reporting CB events. The distribution 
of ROSC rates over the study period is given in 
Figure 4. The overall ROSC rate improved from 
37.5% in 2022 to 56.53% in 2025. When considering 

only ward cases, ROSC rates increased from 63.16% 
in 2022 to 75% in 2023, 78.26% in 2024, and 85.71% 
in 2025. Moreover, there was a statistically significant 
difference in survival rates across the years from 
2022 to 2025 (χ2=14.68, p-0.002). We observed a 
high ROSC rate for CB events in the periphery, which 
includes outpatient department (OPD) and remote 
unmonitored locations such as radiology, oncology/ 
nuclear medicine. Any emergencies in these locations 
are escalated as CB as per hospital policy to avoid 
untoward incidence, and may therefore not represent 
true CB events. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ED, emergency department; ICU, intensive care unit. Periphery comprised in-hospital areas other than ward, ICU, 
ER, and operating theatre. 

 

Figure 4. Trends in return of spontaneous circulation (ROSC) rates. 
 
Because most of our cohort comprised medical 
admissions, we performed subgroup analysis for 
medical and surgical admissions. However, we did 
not observe a major difference in the overall survival 
rate between medical subgroup (45.6%) and surgical 
subgroup (40.14%). A comparison of survival outcomes 

using odds ratio analysis did not reveal a significant 
difference (OR=1.25, 95% CI: 0.88-1.79). 
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TRENDS IN MET (MEDICAL EMERGENCY TEAM) 
AND PRE-MET (PRE- MEDICAL EMERGENCY TEAM) 
CALL TRENDS 
Post-implementation of Yellow-zone criteria, we 
observed a steady decrease in MET calls and a 
corresponding increase in pre-MET calls (Figure 5). 
The trend in the distribution of MET and pre-MET 

calls over the years showed a statistically significant 
shift (χ2=10.98, p=0.012). Interestingly, the survival 
to discharge in wards showed an increasing trend, 
with 69.23% in 2022, 76.72% in 2023, 85.55% in 
2024, and 89.01% in 2025. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MET, medical emergency team 
 

Figure 5. Incidence of MET (Red zone) and pre-MET (Yellow zone) call events since 
implementation of pre-MET call system.  

 
Discussion 
 

In-hospital cardiac arrest (IHCA) is a major contributor 
to inpatient mortality worldwide. The incidence of 
IHCA varies among institutions and countries, ranging 
from 1.6 to 10 per 1000 admissions.2 Data on ICHA 
incidence in India is limited, and the incidence rate 
may be underreported due to lack of standardized 
reporting systems. A systematic review and meta-
analysis of studies on IHCA, predominantly conducted 
in North America and Western Europe, found a 
pooled survival-at-discharge and 1-year survival 
rates of 17.6% and 13.4%, respectively.16 Although 
information on the long-term prognosis of IHCA 
survivors is limited, available literature suggests a 
poor overall prognosis with higher mortality rate, 
physical or neurological impairment, and poor quality 
of life.33 Therefore, management of IHCA is crucial, 
and healthcare institutions across the globe have 

implemented CB systems to rescue such patients. 
However, recent evidence underscores the 
importance of early recognition and intervention to 
prevent cardiac arrest.18 Such a proactive approach 
through implementation of pre-MET systems rather 
than a reactive approach (CB activations) can reduce 
the incidence of CB events, eventually improving 
hospital mortality and morbidity.  
 

Code blue is a widely recognized emergency code 
used to signal a cardiorespiratory arrest in hospitals 
and is managed in accordance with international 
guidelines. Adherence to the American Heart 
Association ACLS guidelines improves ROSC rates 
and thereby outcomes.19,20 Although prompt activation 
of CB helps rescue patients suffering from IHCA by 
restoring spontaneous circulation, recent evidence 
highlights the importance of early recognition of 
clinical deterioration and intervention to prevent 
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cardiac arrest. Several healthcare settings recommend 
the use of pre-MET call (yellow zone) criteria that 
empower the bedside ward nurses to escalate care 
for at-risk patients to primary/attending physicians 
or team & activate a pre -MET.8 Timely review and 
effective management of pre-MET cases may avert 
the escalation to a subsequent MET call. Therefore, 
we implemented the pre-MET call criteria in our 
tertiary hospital and conducted a clinical audit of CB 
and MET calls to evaluate its influence. A clinical 
audit of CB and MET calls involves systematically 
evaluating the effectiveness and quality of emergency 
responses in healthcare settings with the aim of 
assessing processes, identifying gaps, and strategizing 
improvements to ensure better patient outcomes 
during critical events.21  
 
We found that implementation of pre-MET call 
criteria led to a corresponding decrease in MET calls, 
indicating earlier identification and intervention for 
likely deteriorating patients. This trend further suggests 
enhanced early warning system performance and 
greater staff responsiveness to pre-MET (yellow zone) 
criteria. Moreover, we observed an increasing trend 
in the survival-to-discharge rate among these patients 
(69.23% in 2022 to 89.01% in 2025). This can be 
attributed to early detection of at-risk patients due to 
vigilance through the pre-MET (yellow zone) criteria. 
 
To enhance the performance of rescue responders 
and improve patient outcomes, our hospital 
developed a digital platform that provides real-time 
aid during CB events and records TATs for the steps 
involved during rescue. The software, operated by 
the scribe nurse during a rescue event, provides 
invaluable assistance by indicating intervention times 
and tracking TATs. Moreover, the unique feature of 
CCF measurement optimizes CPR performance. 
Review of CCF data along with monthly meetings 
with the nursing scribers who are trained CPR 
coaches helped improve team dynamic as well as 
minimized the duration between consequent chest 
compressions. This eventually led to a measurable 
improvement in CCF values over time. To the best 
of our knowledge, this is the first report on the use of 

a digital platform to review key factors/steps during 
MET call/CB events in India. Review of TATs using 
business intelligence (BI) reports generated by the 
software helps assess and improve team performance, 
ultimately improving ROSC rates and patient 
outcomes. Indeed, we observed an increasing trend 
in CCF over the years, suggesting the usefulness of 
the digital platform in improving CPR performance. 
This was supported by an increase in overall ROSC 
rates from 37.5% in 2022 to 56.3% in 2025. The low 
overall ROSC rates can be attributed to events in 
ICU and ED, where the patient condition is severe 
and outcome is poor. In these locations, patient 
condition rather than the performance of the CB 
team is the major factor influencing ROSC. In our 
cohort, the ROSC rates in the wards (excluding CB 
events in these two locations) increased from 63.16% 
in 2022 to 85.71% in 2025. Furthermore, ROSC rates 
vary globally, with low-income countries such as 
Kenya22 and Uganda17 reporting only 29.2% and 
7.4 %, respectively, while middle and high-income 
countries reporting comparatively higher rates. 
The overall ROSC rates in the present study were 
comparable to those reported in urban tertiary 
hospitals in Indonesia (38-46%),23 Turkey (45.5%),24 
UAE (40%),25 as well as a previous study from India 
(44.1%).26 Notably, Thailand27 (67.3%) and USA28 
(61.7%) reported higher ROSC rates.  
 

Beyond the technological innovation, the success 
of such systems depends heavily on team culture, 
training, and workflow integration. A realist review 
of early warning and rapid response systems found 
that desired outcomes are more likely when ward 
staff have appropriate escalation protocols and 
multidisciplinary, competency-based education.29 
In our setting, the integration of a digital platform, 
combined with quarterly mock drills and trained 
scriber-nurses, may have strengthened team 
responsiveness and empowered frontline staff. 
Integrating this digital workflow with the electronic 
health record systems of hospitals could further 
augment scalability, automating escalation triggers 
and providing real-time feedback to relevant teams. 
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Another factor that influences ROSC rates is the 
initial rhythm during cardiac arrest. Several studies 
report a positive association between initial shockable 
rhythm and increased survival compared to an 
initial non-shockable rhythm.30,31 A systemic review 
found the most common initial rhythms in IHCA to 
be asystole and PEA.32 Another study in the USA 
reported that PEA and asystole together account for 
81% of initial rhythms.33 Consistently, the majority of 
our CB cohort had non-shockable rhythm (91.33%). 
We observed asystole in 42.64% of our cohort, 
followed by PEA in 48.69%; shockable rhythms 
were observed in only 8.67% of the cohort.  
 
In addition to clinical outcomes, proactive surveillance 
and escalation systems have economic implications. 
For example, a cost effectiveness study of a rapid 
response system in a tertiary care hospital in 
Barcelona found that implementation of the RRS 
was less costly and more effective compared with 
standard care, resulting in incremental cost saving 
over a period of five years.34 This highlights how 
early intervention strategies (such as pre-MET 
implementation) not only potentially improve patient 
outcomes but may reduce resource utilization by 
averting cardiac arrests, ICU transfers and prolonged 
hospitalization. Given the high costs associated with 
IHCAs (owing to intensive interventions, morbidity, 
and prolonged length of stay), implementing a pre-
MET tier could offer significant resource and cost 
savings, making it a valuable investment for hospitals 
while also alleviating the potential financial burden 
on patients. 
 

Global consensus suggests a higher risk of IHCA 
with age. A recent study in Asian population found 
patients 65 years to be at a higher risk of 
IHCA.35 A study in Indian population reported mean 
age of such patients to be 56 years, while another 
reported a majority of their cohort to be over 60 years 
of age.36,37 Consistent with these trends, our study 
cohort had a mean age of approximately 64 years, 
with the majority being males. There are discrepancies 
in reported literature on the influence of sex on 
IHCA. While several studies report a higher incidence 

in males,35,38 few report a higher incidence in 
females.39 Another study reported female sex to be 
independently associated with approximately two-
fold higher in-hospital mortality rate. However, the 
influence of sex on IHCA remains unclear and 
warrants further investigation. 
 
A major strength of our tertiary care center is that all 
rescue responders are trained in ACLS protocols, 
with refresher courses conducted annually and mock 
drills conducted quarterly. Further, all medical as 
well as non-medical staff are trained in BLS. This 
significantly improves the success rate of resuscitation 
as rescue operations can be commenced immediately 
upon detection of a cardiac event, even before the 
arrival of the MET/CB team.  
 
A limitation of the study is its single-center design, 
which may limit the generalizability of the findings. 
We propose implementation of yellow zone criteria 
in healthcare institutions across the nation. Such 
multi-center studies will help validate our findings. 
Further, although the use of digital software facilitated 
real-time monitoring of CPR quality, reliance on 
manual input may have introduced the risk of human 
error in data entry.  
 
The introduction of a digital platform in our setting 
has proven to be a pivotal step in enhancing 
operational efficiency and patient care. The successful 
integration of this platform reflects not only the 
potential for technological advancement but also 
the importance of seamless workflow adaptation. 
Future directions of this initiative involve the broader 
implementation of this digital platform across various 
hospitals throughout India. Such multi-center 
expansion will provide an opportunity to assess the 
platform's effectiveness in diverse clinical 
environments, enabling a comprehensive evaluation 
of its impact on patient outcomes, workflow efficiency, 
and overall healthcare delivery. Moreover, evaluating 
its scalability, user acceptance, and clinical utility, 
will provide critical insights that will drive further 
refinement of the platform. The goal is to establish 
the digital platform as a standardized tool across 
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hospitals, optimizing both clinical practice and 
patient care.  
 

Conclusion 
The present study revealed that structured escalation 
protocols and staff training improved the performance 
of rescue responders and enhanced patient 
outcomes. The introduction of yellow zone criteria 
facilitated earlier identification of at-risk patients, 
allowing timely intervention and potentially 
preventing the need for CB and MET calls. The 
successful implementation of yellow zone criteria in 
our study underscores the importance of proactive, 
continuous monitoring and prompt response. The 
use of a digital CB platform assists rescue by 
providing real-time guidance, thereby enhancing the 
efficiency and effectiveness of CB and MET responses. 
Moreover, it facilitates accurate documentation of 
events, which can be reviewed through the business 
intelligence report, providing valuable insights for 
continuous improvement. 
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