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EDITORIAL

Building a Culture of Champions: The 
Importance of Leadership in Resuscitation
Amanda O’Halloran, MD; Lindsay Nadkarni Shepard , MD; Vinay M. Nadkarni, MD

An effective response to in-hospital cardiac ar-
rest (IHCA) is necessary to optimize outcomes. 
The American Heart Association (AHA) first con-

ceptualized and published a cardiac arrest Chain of 
Survival in the 1991 Cardiopulmonary Resuscitation 
and Emergency Cardiovascular Care guidelines, mostly 
focused on out-of-hospital cardiac arrest response.1 In 
2015, the AHA added a “Systems of Care” section to 
the guidelines, increasing the emphasis on creating 
synergistic resuscitation systems that work toward 
continuous feedback and improvement,2 and high-
lighted differences between specific links in the Chain 
of Survival that were empirically unique to in-hospital 
versus out-of-hospital systems of care. The 2020 up-
dated adult IHCA Chain of Survival currently includes 
6 key components, early recognition and prevention, 
activation of emergency response, high-quality cardio-
pulmonary resuscitation, defibrillation, post–cardiac 
arrest care, and recovery, that illustrate the complex 
coordination required of a resuscitation effort.3 Several 
hospitals have demonstrated that a multidimensional 
cardiopulmonary resuscitation quality improvement 
bundle paired with intensive debriefing can both im-
prove resuscitation process of care, as well as survival 
outcomes, while simultaneously identifying opportuni-
ties for further improvement.4,5 These successful pro-
grams were instituted by champions, but (until now) the 
impact of leadership, and characteristics of champions 
that lead to successful program implementation and 

improved survival outcomes, has not been system
atically explored.

The AHA’S Get With The Guidelines–Resuscitation 
(GWTG-R) registry provides robust IHCA data from 
hundreds of hospitals in the United States. Important 
insights have been gained from studies of the registry, 
including the knowledge that survival rates after IHCA 
vary considerably between hospitals.6 Dr Paul Chan 
and his colleagues have previously published pioneer-
ing work that identifies hospital resuscitation practices 
that likely account for these differences and contribute 
to our understanding of what defines the most suc-
cessful resuscitation systems of care. In a national sur-
vey of Resuscitation Committee leaders at GWTG-R 
participating hospitals, practices associated with the 
best survival to hospital discharge were (1) tracking 
interruptions in chest compressions, (2) reviewing 
cardiac arrest cases monthly or quarterly, and (3) en-
suring adequate resuscitation training.7 Hospital staff 
focus groups at a subset of these GWTG-R partici-
pating hospitals identified several characteristics more 
likely to be present at “top-performing” hospitals: ade-
quate resuscitation education, better communication, 
and designated resuscitation teams with clear roles.8 
In these qualitative interviews, resuscitation champions 
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were often cited as contributors to the positive attri-
butes of a resuscitation system.

In this issue of the Journal of the American Heart 
Association (JAHA), the AHA’s GWTG-R investigators 
aimed to validate and expand the knowledge base on 
best practices for successful resuscitation systems: the 
study investigated the association between a hospital’s 
survival outcomes and resuscitation “champion” status.9 
A rigorous previously validated method was used to cal-
culate hospital risk-standardized survival to discharge 
rates, and hospitals were divided into top, middle, and 
bottom quintiles. They defined a champion as a dynamic 
and charismatic individual who is an active leader in im-
plementing programs to improve resuscitation response 
and quality at his/her hospital. The authors first surveyed 
Resuscitation Committee directors on hospital practices 
with a focus on identifying if there was a resuscitation 
champion present at the hospital and, if so, character-
izing him/her into categories based on discipline (physi-
cian or nonphysician) and engagement level (very active, 
somewhat active, or not active); the survey had an ex-
cellent 89% response rate. A logistic regression model 
that adjusted for resuscitation practices with a bivariate 
association across champion groups was used to eval-
uate the association between hospital champion char-
acteristics and quintile of risk-standardized survival rate.

The authors found that of the 192 hospitals sur-
veyed, 15.1% had a very active physician champion, 
33.3% had a very active nonphysician champion, and, 
notably, 51.6% had either no resuscitation champion 
or resuscitation champions that were not “very ac-
tive.” Hospitals with a very active physician champion 
were more likely to report that code team members 
always communicate well (P=0.005), monitor diastolic 
blood pressures during code events (P=0.046), have 
staff members assigned to perform chest compres-
sions (P=0.04), have a code leader use a lanyard or 
hat (P=0.002), and have code debriefings immediately 
after an event (P=0.03). Of note, resuscitation process 
of care quality metrics reported to GWTG-R, including 
rates of defibrillation within 2 minutes for a shockable 
rhythm (74%–75%) and rates of epinephrine adminis-
tration within 5 minutes (92%–93%), did not differ be-
tween champion groups, and thus did not reflect the 
improved communication and code team behavior dif-
ferences. Risk-standardized survival to discharge rates 
varied across champion groups: hospitals with a very 
active physician champion had a 29.5±4.3% median 
survival rate to discharge compared with 26.7±5.3% 
and 26.3±5.2% in those hospitals with very active non-
physician champions and those without very active 
champions. Even after accounting for GWTG-R hos-
pital resuscitation practice differences, those hospitals 
with a very active physician champion remained nearly 
4 times more likely to be in the top quintile of survival 
to hospital discharge compared with those without a 

very active champion (odds ratio [OR], 3.90; P=0.01), 
whereas those with a very active nonphysician cham-
pion were not statistically more likely to be in the top 
quintile for survival to discharge than those without a 
very active physician champion (OR, 1.28; P=0.51).

The authors should be commended for their contribu-
tion to our knowledge on the components of successful 
resuscitation systems of care, and specifically beginning 
to recognize the impact of “champions” and “sponsors.” 
In particular, their combination of qualitative survey data 
on hospital resuscitation practices with the robust quan-
titative GWTG-R risk-adjusted survival data provides 
additional perspective relevant to the AHA’s emphasis 
on optimizing systems of care and the IHCA Chain of 
Survival. Their findings that (1) hospitals with very active 
physician resuscitation champions have a higher median 
rate of risk-adjusted survival to hospital discharge than 
those with no very active resuscitation champion and 
that (2) there is a lack of very active resuscitation cham-
pions (neither physician nor nonphysician) in >50% of the 
surveyed hospitals suggest an opportunity for improve-
ment in national IHCA care and outcomes.

Surprisingly, the authors note that only those hospi-
tals with a very active physician resuscitation champion 
have a statistically significant higher chance of being 
in the top quintile of hospital survival. Particularly with 
the proven benefit of nonphysician (nurse) champions 
in other areas of health care,10 one would not expect 
that the benefits of very active resuscitation champions 
would be unique to physicians. Is it possible that there 
is unintended classification bias? Note that the study 
authors categorized all hospitals that had both a physi-
cian and a nonphysician resuscitation champion in the 
physician champion group, which precluded a direct 
comparison of hospitals with only physician resusci-
tation champions with those with only nonphysician 
resuscitation champions. In fact, one would expect 
that those hospitals with multiple and multidisciplinary 
(physician and nonphysician) resuscitation champions 
would likely have the most champion benefit effect. 
Unfortunately, the investigators are not able to tease 
out the contribution of the physician/nonphysician 
champion dyad in this study. This distinction, and the 
importance of the role of nonphysician champions, 
warrants additional future characterization and study.

In addition, the association between resuscitation 
champion status and risk-adjusted survival outcomes is 
not explained by improved measured resuscitation pro-
cess of care practices that were captured by GWTG-R 
in this study. There is need for further work to explain the 
association and possible benefit conferred by engaged 
resuscitation champions. This idea of a resuscitation 
champion also fits within the larger discussion of cham-
pions in health care. In an integrative review, Miech et al 
point out that the number of articles citing a “champion” 
construct has increased considerably in recent years.11 
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But what defines a champion or distinguishes this role 
from “coaches,” “mentors,” or “sponsors”? Although we 
lack a consensus and standardized definition of a health-
care champion, the authors’ description and those in 
previously published studies include attributes such as 
the ability to motivate a team around a common goal, 
having the drive and influence to advocate effectively on 
behalf of an issue, providing visible enthusiasm for an 
effort, and having personal investment in the success of 
a program. Building a successful resuscitation system of 
care may in fact rely on building a culture around such 
champions. We should continue to attempt to further 
characterize engaged and effective champions and their 
impact in an effort to strengthen the Chain of Survival. 
The ultimate goal is to convert a team of individual 
“champions” into a “championship team”!

ARTICLE INFORMATION

Affiliation
From the Children’s Hospital of Philadelphia, Philadelphia, PA.

Disclosures
None.

REFERENCES
	 1.	 Cummins RO, Ornato JP, Thies WH, Pepe PE. Improving survival from 

sudden cardiac arrest: the “Chain of Survival” concept. Circulation. 
1991;83:1832–1847.

	 2.	 Kronick SL, Kurz MC, Lin S, Edelson DP, Berg RA, Billi JE, Cabanas 
JG, Cone DC, Diercks DB, Foster J, et al. Part 4: systems of care and 

continuous quality improvement: 2015 American Heart Association 
guidelines update for cardiopulmonary resuscitation and emergency 
cardiovascular care. Circulation. 2015;132:S397–S413.DOI: 10.1161/
CIR.00000​00000​000258.

	 3.	 Merchant RM, Topjian AA, Panchal AR, Cheng A, Aziz K, Berg KM, 
Lavonas EJ, Magid DJ. Part 1: executive summary: 2020 American 
Heart Association guidelines for cardiopulmonary resuscitation and 
emergency cardiovascular care. Circulation. 2020;142:S337–S357.DOI: 
10.1161/CIR.00000​00000​000918.

	 4.	 Hunt EA, Jeffers J, McNamara L, Newton H, Ford K, Bernier M, 
Tucker EW, Jones K, O’Brien C, Dodge P, et al. Improved cardiopul-
monary resuscitation performance with CODE ACES2: a resuscitation 
quality bundle. J Am Heart Assoc. 2018;7:e009860. DOI: 10.1161/
JAHA.118.009860.

	 5.	 Wolfe H, Zebuhr C, Topjian AA, Nishisaki A, Niles DE, Meaney PA, 
Boyle L, Giordano RT, Davis D, Priestley M, et al. Interdisciplinary ICU 
cardiac arrest debriefing improves survival outcomes. Crit Care Med. 
2014;42:1688–1695.DOI: 10.1097/CCM.00000​00000​000327.

	 6.	 Merchant RM, Berg RA, Yang L, Becker LB, Groeneveld PW, Chan PS. 
Hospital variation in survival after in-hospital cardiac arrest. J Am Heart 
Assoc. 2014;3:e000400. DOI: 10.1161/JAHA.113.000400.

	 7.	 Chan PS, Krein SL, Tang F, Iwashyna TJ, Harrod M, Kennedy M, Lehrich 
J, Kronick S, Nallamothu BK. Resuscitation practices associated with 
survival after in-hospital cardiac arrest: a nationwide survey. JAMA 
Cardiol. 2016;1:189–197.DOI: 10.1001/jamac​ardio.2016.0073.

	 8.	 Nallamothu BK, Guetterman TC, Harrod M, Kellenberg JE, Lehirch JL, 
Kronick SL, Krein SL, Iwashyna TJ, Saint S, Chan PS. How do resus-
citation teams at top-performing hospitals for in-hospital cardiac ar-
rest succeed? A qualitative study. Circulation. 2018;138:154–163.DOI: 
10.1161/CIRCU​LATIO​NAHA.118.033674.

	 9.	 Chan JL, Lehrich J, Nallamothu BK, Tang Y, Kennedy M, Trumpower 
B, Chan PS. Association between hospital resuscitation cham-
pion and survival for in-hospital cardiac arrest. J Am Heart Assoc. 
2021;10:e017509. DOI: 10.1161/JAHA.120.017509.

	10.	 Wilson M, Chen H, Wood M. Impact of nurse champion on quality 
of care and outcomes in type 2 diabetes patients. Int J Evid Based 
Healthc. 2019;17:3–13.DOI: 10.1097/XEB.00000​00000​000156.

	11.	 Miech EJ, Rattray NA, Flanagan ME, Damschroder L, Schmid AA, 
Damush TM. Inside help: an integrative review of champions in healthcare-
related implementation. SAGE Open Med. 2018;6:2050312118773261. 
DOI: 10.1177/20503​12118​773261.

D
ow

nloaded from
 http://ahajournals.org by on N

ovem
ber 8, 2021

https://doi.org/10.1161/CIR.0000000000000258
https://doi.org/10.1161/CIR.0000000000000258
https://doi.org/10.1161/CIR.0000000000000918
https://doi.org/10.1161/JAHA.118.009860
https://doi.org/10.1161/JAHA.118.009860
https://doi.org/10.1097/CCM.0000000000000327
https://doi.org/10.1161/JAHA.113.000400
https://doi.org/10.1001/jamacardio.2016.0073
https://doi.org/10.1161/CIRCULATIONAHA.118.033674
https://doi.org/10.1161/JAHA.120.017509
https://doi.org/10.1097/XEB.0000000000000156
https://doi.org/10.1177/2050312118773261

