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	Medical/Surgical Units Simulation Series
Pulmonary Embolus leading to Arrest
	Last updated:
2020.01



	Learning Objectives:
By the end of the debriefing the participants should be able to:

Competencies (Knowledge, Skills, Attitudes, and Judgment):
· Effectively treat a patient in respiratory distress
· Practice effective CPR
· Practice concise and accurate SBAR delivery
Crisis Resource Management:

· Establish role clarity and distribute the workload by determining who will do what
· Communicate effectively using closed-loop communicating, command and request clearly
· Call for help early


	Estimated scenario length: ~10 min


	Required personnel:

· Sim Facilitator
· Confederate, if possible, who will play:

· Physician (unless actual physician taking part)
· CCOT

· Code Blue team

	Who are my learners?
· 3-5 RNs
· Physician, if possible



	Required Equipment (including Manikin & Monitors): 
· Manikin – low tech; ideally qCPR manikin w/ limbs, w/
· 1x 20g PIV in-situ (with drainage bag)
· NP on at 2Lpm
· Extra 20g PIV w/ drainage bag on hand
· Vital signs
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· Patient summary sheet
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· IV pump
· Dynamap
· BLS cart (stocked)
· Access to headwall

	· If BLS cart not retrieved, require access to:

· Face Mask

· NRB mask

· PIV insertion supplies

· 1L NS and tubing


	
	References, Resources, Protocols, Algorithms, or Evidence Informed Practice Guidelines:
· Insert any guidelines, protocols, algorithms, etc. that this session should make use of, 


	Additional notes regarding pre-brief:
· The scenario will be a bit unrealistic – we know you would probably know your patients better than you will for this scenario

· The patient would usually also have a chart, but for the purposes of this simulation all they will have is a “patient summary” sheet

· [hand out “patient summary” sheet to all learners – state that this is in place of the usual unit census or patient report]
· “Usual” low-tech pre-brief

	Case Briefing:

For surgical
The patient you’re working with today is Mr. Robert Anderson, a 28 year old male who was admitted post-MVA w/ post-op ORIF (open reduction and internal fixation) of both femurs. He is one day post-op, and has had no complications. He has in one 20g PIV which is saline locked, and he’s on 2L O2 NP.
He has no previous medical history of note.
The scenario starts at 0715, while you’re looking through the kardex. Mr. Anderson has rung the call bell. There are no care aides working today as staffing has not been able to replace the sick calls. 

For medical

The patient you’re working with today is Mr. Robert Anderson, a 62 year old male admitted post-ICU for sepsis secondary to pneumonia, with a remote history of multiple myeloma. He was a direct admit from the ED to ICU, and was in the ICU for 10 days. He was admitted to Medicine a few hours ago. His admission assessment was: GCS of 15, minimal pain, O2 at 4LPM via NP with sats of 96%, and fine crackles to bases with a non-productive cough. He’s warm, well-perfused, edema +2, afebrile, and has normal heart sounds. His GI/GU are unremarkable. 

You hear the call bell ringing. The scenario starts once you go to answer the call bell.

For cardiac
The patient you’re working with today is Mr. Robert Anderson, a 78 year old male admitted for new onset A.Fib with hemodynamic instability and failure to thrive. He has a history of DMII, HTN, cataracts, vascular disease, and moderate CKD. In the ED he received 2 litres NS and was started on a Heparin infusion. He was admitted to cardiology a couple of hours ago, and at the time his assessment revealed: GCS of 14, with some confusion, no pain, and was on 2LPM NP with sats of 96%, and has decreased a/e to bases. He has a non-specific, non-productive cough. He’s a bit cool to touch, cap refill of ~3 sec, and is afebrile. He has irregular heart sounds but no S3 or S4. His GI/GU are unremarkable. 

You hear the call bell ringing. The scenario starts once you go to answer the call bell.




	Vital Signs / 

Scenario Transitions 
	Patient Status
	Effective Management
	Modifiers / Triggers

	Phase 1: SpO2 deterioration                 

	HR: 136, Sinus Tach
BP: 122/76
RR: 32
SpO2: 86% 

Temp (C): 37.2

	CNS: intact and anxious
RESP: shallow and rapid
CVS: normal
ABDO: normal
GU: normal
SKIN: cool to touch
Patient states…

Having a hard time breathing, can’t catch breath. Scared. Haven’t felt this before

	· Take vital signs

· Call for help
· Increase FiO2
· Minimal change in SpO2 ( apply FM up to Non-rebreather
· Elevate HOB
· Delegation of tasks communicated
· Perform focused respiratory and cardiac assessment
· Call physician; SBAR includes:
· Patient name and diagnosis

· Vital signs

· Highlights change in status: increase in HR, RR, decrease in SpO2, anxiety, shallow breathing

· Call CCOT; SBAR as above
· Report of what Physician and CCOT have said communicated

· More help called for

· Delegation of tasks communicated
· Closed-loop communication occurs
· Explain to patient change in status; next steps
· IV NS hung and initiated

· PIV initiated

· Bring BLS cart to bedside
Physician Confederate notes

· Ask what the patient’s temperature is
· State that you’re in the OR and will be up as soon as possible
· Order 1L IV NS bolus 
· Ask how many IVs patient has; ask for another IV to be inserted
· Ask to call CCOT
CCOT Confederate notes

· State: 
· You think it might be a PE, but that you’re currently with a patient who is massively bleeding on BTHA

· CCOT RT will be there as soon as possible 
· If patient’s SpO2 does not improve or continues to deteriorate, call a code

	Modifiers

· If FiO2 (, SpO2 only increases to 87%
Triggers

· Move to Phase 2 after report of what physician and CCOT have said shared with people in room

	Phase 2: Patient arrest                 

	HR: 144 ↑ to 186 SVT PEA over 40 sec
BP: 88/64 ( to 0 with PEA 
RR: 22 ( 12 over 20 sec; to none with PEA
SpO2: ( to unreadable with PEA 

Temp (C): unchanged

	CNS: LOC decreasing, eyes closed; patient tiring
RESP: breathing slowing down
CVS: heart racing
ABDO: unchanged
GU: unchanged
SKIN: unchanged

	· If not yet done:

· More help called for

· Delegation of tasks communicated
· Closed-loop communication occurs
· Explain to patient change in status; next steps
· IV NS hung and initiated

· PIV initiated

· Bring BLS cart to bedside
· Code called
· CPR started, including:
· Decreasing HOB

· Backboard inserted

· Effective compressions

· Oral airway insertion

· Effective BVM (seal, positioning, ventilation)

· Charting initiated

· Rotating people for CPR 

· SBAR given to Code Blue team

Code Blue team to show up 5 min after code called
	Triggers
· Scenario ends when Code Blue team arrives and SBAR report given
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Patient Summary

Name: Robert Anderson
Age: 28
MRN: 164985756
Gender: Male

Diagnosis: MVA w/ post-op ORIF of both femurs
PMH: none
Allergies: NKA

HPI: Sustained bilateral compound femur fractures following a MVA in which he rolled his truck. Underwent ORIF of both femurs 1 day ago. Surgery uneventful, received 2 units PRBC intra-op.

Last assessment findings:

· Neuro: intact, pain under control 

· Resp: on 2L NP to keep SpO2 >92%. Crackles to bases, otherwise clear.

· CVS: both feel cool to touch but cap refill <3 sec t/o, otherwise normal

· GI/GU: unremarkable

· Skin: dressings to thighs dry and intact

Last V/S at 0400:

· HR: 88

· BP: 128/87

· SpO2: 97% on 2L NP

· RR: 18

· Temp: 36.8 PO








_1641110216.doc
Patient Summary - Medicine

Name: Robert Anderson
Age: 62
MRN: 164985756
Gender: Male

Diagnosis: Sepsis secondary to Pneumonia
PMH: Multiple Myeloma 15 years ago
Allergies: NKA

HPI: Direct admit to ICU from ED for sepsis secondary to pneumonia. ICU stay: 10 days. Intubated for 8 days; has been extubated for 2 days. Received IV antibiotics and required respiratory and blood pressure support while in the ICU.

Last assessment findings:


· Neuro: intact, minimal pain 


· Resp: on 4L NP to keep SpO2 >92%. Fine crackles to bases, otherwise clear.


· CVS: warm, well-perfused, edema +2, afebrile, normal heart sounds

· GI/GU: unremarkable


· Skin: dressings to thighs dry and intact


Last V/S:


· HR: 88


· BP: 128/87


· SpO2: 96% on 4L NP


· RR: 20

· Temp: 36.8 PO
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Patient Summary - Cardiac

Name: Robert Anderson
Age: 78
MRN: 164985756
Gender: Male

Diagnosis: New onset A.fib
PMH: DM II, HTN, cataracts, vascular disease, moderate CKD
Allergies: NKA

HPI: Presented to ED with dizziness, hypotension, and ?new onset A.Fib. Given 2L NS and started on Heparin infusion; blood pressure improved. Admitted to Cardiology ~2 hours ago.

Last assessment findings:


· Neuro: GCS 14 - confused at times, no c/o pain

· Resp: on 2L NP to keep SpO2 >92%. Decreased to bases, otherwise clear. Non-specific, non-productive cough

· CVS: a bit cool to touch, cap refill of ~3 sec, and is afebrile. Irregular heart sounds but no S3 or S4

· GI/GU: unremarkable


· Skin: thin; intact

Last V/S:


· HR: 96, A.Fib

· BP: 108/56

· SpO2: 96% on 2L NP


· RR: 20

· Temp: 37.1 PO



HR: 136

BP: 122/76

SpO2: 86% 



SpO2: 80% 

SpO2: 76% 

HR: 144

BP: 88/64



SpO2: 70% 

SpO2: --



HR: --
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