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ABSTRACT 

Resuscitation of critically ill patients in intensive care units (ICUs) is a high-stakes 
intervention requiring coordinated efforts from a multidisciplinary team. Physicians, 
nurses, and the anesthesia team each play distinct yet interconnected roles during 
resuscitation, ensuring the effective delivery of advanced life support and optimizing 
patient outcomes. Their responsibilities span pre-resuscitation preparedness, active 
resuscitation efforts, and post-resuscitation care. This review outlines the roles and 
contributions of these professionals, emphasizing the importance of teamwork, 
communication, and adherence to evidence-based protocols in the critical care 
setting. 
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Introduction 

The intensive care unit (ICU) is a dynamic and high-pressure environment where 

critically ill patients require constant monitoring and timely interventions to manage 

life-threatening conditions. Among the myriad challenges faced in ICUs, patient 

resuscitation is one of the most critical and resource-intensive processes. Resuscitation 

involves rapid, multidisciplinary responses to conditions such as cardiac arrest, 

respiratory failure, or hemodynamic instability. In these scenarios, every second 

counts, and the outcomes heavily depend on the coordinated efforts of a well-prepared 

healthcare team, comprising physicians, nurses, and the anesthesia team [1]. 

The complex nature of ICU patients, often suffering from multiple organ dysfunctions, 

places significant demands on the resuscitation team. Each professional group plays a 

distinct but interdependent role, guided by established protocols like Advanced 

Cardiac Life Support (ACLS) or Pediatric Advanced Life Support (PALS). Physicians 

lead the resuscitation efforts, making critical decisions and orchestrating the actions 

of the team. Nurses, as frontline responders, perform essential tasks such as 

monitoring, administering medications, and providing hands-on care. Meanwhile, the 

anesthesia team is integral to airway management and advanced hemodynamic 

support. Together, these roles form a cohesive unit that ensures efficient, evidence-

based, and patient-centered care. 

The need for effective resuscitation is underscored by global statistics. In-hospital 

cardiac arrests (IHCAs), which often occur in ICUs, are associated with high morbidity 

and mortality. Studies indicate that survival rates for IHCAs range between 15% and 

25%, with variability attributed to differences in resuscitation quality, team dynamics, 

and adherence to guidelines [1, 2]. In this context, understanding the specific roles and 

responsibilities of each team member becomes critical for optimizing outcomes and 

reducing preventable deaths. 

This review delves into the distinct and collaborative roles of physicians, nurses, and 

the anesthesia team during resuscitation in ICUs. It explores their responsibilities 

across three key phases: pre-resuscitation preparedness, the resuscitation process 

itself, and post-resuscitation care. Additionally, it examines the importance of 

interdisciplinary communication, simulation-based training, and adherence to 

protocols in improving resuscitation outcomes. By analyzing the contributions of each 

professional group, this review aims to highlight best practices and identify 

opportunities for enhancing the quality of care in ICU resuscitation scenarios. 
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1. Physician’s Role in Resuscitation 

1.1 Leadership in Resuscitation 

Physicians, often as code leaders, are responsible for directing the resuscitation 

process. Studies have emphasized the importance of effective leadership in improving 

outcomes during cardiopulmonary resuscitation (CPR) [1]. Physicians must ensure 

adherence to guidelines such as the Advanced Cardiac Life Support (ACLS) protocols 

provided by the American Heart Association (AHA), which improve survival rates 

when implemented correctly [2]. 

1.2 Decision-Making 

A study by Nolan et al. (2010) highlighted the critical role of physicians in identifying 

reversible causes of cardiac arrest, such as hypovolemia, tension pneumothorax, or 

electrolyte imbalances [3]. The physician’s ability to rapidly integrate patient-specific 

data into resuscitation decisions (e.g., initiating extracorporeal membrane oxygenation 

[ECMO] in refractory cases) directly impacts survival and neurological outcomes. 

1.3 Communication 

Effective communication by the physician leading the team has been shown to 

improve task delegation and minimize errors during resuscitation [4]. Closed-loop 

communication, where the leader verifies the execution of instructions, is widely 

recognized as a best practice for improving team performance. 

2. Nursing Role in Resuscitation 

Nurses are often the first responders to signs of clinical deterioration in ICU patients. 

Literature highlights the significance of early warning systems (e.g., Modified Early 

Warning Score [MEWS]) in alerting nurses to initiate resuscitation efforts [5]. 

Preparation of resuscitation equipment and medications by nursing staff ensures a 

rapid response to emergencies. Studies emphasize the importance of nurses’ 

familiarity with defibrillators, drug dosages, and intubation kits [6]. 

Research shows that high-quality chest compressions are critical for survival during 

cardiac arrest. Nurses play a pivotal role in maintaining the recommended depth (5–6 

cm) and rate (100–120 compressions per minute) [7]. 

A study by Meaney et al. (2013) indicated that interruptions in chest compressions 

significantly reduce survival rates, underscoring the need for nurses to prioritize 

uninterrupted CPR delivery [8]. 

Under physician guidance, nurses are responsible for administering life-saving 

medications such as epinephrine and amiodarone during resuscitation. Documentation 

of medication timing and dosages by nurses is essential for post-resuscitation analysis 

and compliance with guidelines [9]. 
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The nursing team provides emotional support to the patient’s family during 

resuscitation, helping them understand the process and outcomes. This role is 

increasingly recognized as integral to family-centered ICU care [10]. 

3. Role of the Anesthesia Team 

The anesthesia team plays a crucial role in securing the airway through endotracheal 

intubation, a life-saving procedure during resuscitation. Studies have shown that 

delayed or failed intubation significantly increases mortality risk [11]. Rapid sequence 

intubation (RSI) protocols, often led by anesthesiologists, optimize airway 

management under difficult conditions, ensuring effective oxygenation [12]. After 

intubation, the anesthesia team adjusts ventilator settings to maintain optimal 

oxygenation and carbon dioxide levels. Research supports the use of end-tidal CO₂ 

monitoring to confirm effective ventilation during resuscitation [13]. 

A systematic review by Lascarrou et al. (2017) highlighted that hyperoxia post-

resuscitation is associated with worse outcomes, emphasizing the role of 

anesthesiologists in titrating oxygen therapy [14]. The anesthesia team contributes to 

advanced hemodynamic monitoring, such as placement of arterial lines or central 

venous catheters, ensuring accurate blood pressure and perfusion assessments during 

and after resuscitation [15]. Use of vasopressors like norepinephrine and inotropes 

under the anesthesia team’s guidance stabilizes patients with refractory shock. 

4. Team Dynamics and Interdisciplinary Coordination 

Effective teamwork among physicians, nurses, and the anesthesia team is consistently 

linked to improved resuscitation outcomes. A study by Andersen et al. (2019) found 

that well-coordinated resuscitation teams reduced response times and enhanced patient 

survival [16]. Simulation-based training has been identified as a valuable tool for 

improving team dynamics and ensuring adherence to evidence-based practices during 

resuscitation [17]. Tools like the “closed-loop communication” model improve task 

execution and reduce errors during high-stress situations. Studies have shown that 

clear communication during resuscitation is associated with better outcomes, 

particularly in chaotic ICU settings [18]. The role of leadership in defining tasks and 

managing team dynamics is crucial. Research underscores that strong leadership 

minimizes confusion and ensures efficient use of resources during emergencies [19]. 

5. Challenges in ICU Resuscitation 

Resuscitation in the ICU often involves managing multiple critical conditions 

simultaneously, adding to the stress of team members. High stress can impair decision-

making and communication [20]. Differences in training levels among ICU staff, 

especially between experienced and less-experienced providers, can affect 

resuscitation quality. This highlights the need for standardized training programs [21]. 
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In resource-constrained settings, the unavailability of advanced equipment or 

sufficient staff poses significant barriers to effective resuscitation [22]. 

6. Future Directions and Research Gaps 

6.1 Simulation Training 

Expanding the use of high-fidelity simulation for resuscitation training improves 

preparedness and interdisciplinary coordination. Future research should evaluate the 

long-term impact of simulation training on resuscitation success rates [23]. 

6.2 Technology Integration 

Real-time feedback devices for CPR quality and advanced monitoring systems are 

promising tools for improving outcomes. Studies are needed to assess the effectiveness 

of these technologies in ICU resuscitation scenarios [24]. 

6.3 Family-Centered Care 

The integration of family presence during resuscitation is a controversial yet growing 

area of research. Further studies are required to explore its psychological impact on 

families and healthcare providers [25]. 

Conclusion 

The resuscitation of critically ill patients in ICUs is a complex, multidisciplinary 

endeavor involving physicians, nurses, and the anesthesia team. Each professional 

group has distinct roles that, when performed in a coordinated manner, significantly 

enhance the chances of survival and recovery. Physicians provide leadership and 

clinical decision-making, nurses ensure hands-on care and continuity, and the 

anesthesia team manages advanced airway and hemodynamic support. 

The effectiveness of resuscitation efforts depends on teamwork, communication, and 

adherence to evidence-based guidelines. Ongoing education, simulation-based 

training, and technological advancements hold the potential to further improve 

outcomes. Future research should focus on optimizing team dynamics, addressing 

resource constraints, and integrating innovative tools into ICU resuscitation protocols. 
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