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	Coastal Simulation Program
Scenario Name: 
ICU ARDS/ Pneumothorax 
	


	Learning Objectives:
By the end of the debriefing the participants should be able to:
Knowledge & Skills: 
· Rapidly recognize deterioration in patient status
· Assist physician with insertion of chest tube – equipment, dressing, pleurevac set-up
· Recognize PEA and follow PEA ACLS algorithm

Attitudes and Judgement:

· Demonstrate role clarity, delegation of roles and responsibilities early in scenario
· Demonstrate effective communication during the scenario: constructing clear messages, closed loop communication, sharing mental model
· Exhibit elements of good teamwork
· Demonstrate effective resource utilization
· Exhibit situational awareness/ global awareness – recognizing limitations, avoiding fixation error


	Patient Description:
Name:
Age: 77
Weight: 130kg
Hx of current condition:
Pt has 1 week history of cough/fever, seen in ED yesterday and intubated this morning for worsening SOB and hypoxia. Remains difficult to oxygenate. Hypotensive and on pressure support. Pt taken to CT scan then directly to ICU. More difficult to bag en-route to ICU. 
Social Hx: smoker x 40 years, social drinker
Diagnosis: Sepsis, ARDS, ?Influenza

	Skills required prior to simulation/learner assessment:
Psychomotor: stabilize vital signs/airway, insert needle decompression and definitive chest tube.
Cognitive: Assessment of deteriorating resp states, call for help, identification of PEA and initiation of algorithm. 
Identify and treat cause of PEA – Tension Pneumothorax
Teamwork: support pt vital signs while organizing effective team and role responsibilities.
Who are my learners? ICU RNs, RTs, ICU Physician


	Monitors: 
ECG, SpO2, BP cuff, ART line

	Physical Props/Equipment: 
ECG monitor, mock code drug tray, code cart, chest tube, pleur-evac set up, mock ICU intubation bin, sim ambu bag, ventilator, IV pumps

	References, Resources, Protocols, Algorithms, or Evidence Informed Practice Guidelines:
Chest Tube policy


	Equipment available in room: code cart, personal protective gear


	Room set up: 

ICU bed
Ventilator
IV pump

Personal protective gear
	Medications & Fluids:

Normal Saline
Levophed infusion Propofol infusion

	Diagnostics:


	Documentation forms:
Code Blue record

	Confederates


	Mannequin:

High fidelity adult – intubated, central line to RIJ


	Personnel:

RN, RT, Physician


	Scenario Transitions / Patient Parameters
	Effective Management
	Consequences of Ineffective Management
	Notes

	phase 1                  Setting:



	Pt recently brought to ICU from ER/CT.
Bedside RN in room to do initial assessment.
Pt intubated and on ventilator, Levophed infusing at 15mcg/min
Propofol infusing at 40mcg/kg/min

Initial VS:

BP 91/47

HR 110, NSR

Temp: 39.5

O2 sats: 90%

Ventilator settings:

A/C: rate 15, vol 500, FiO2 80%, PEEP: 20(cannot use PEEP on manikin – apply sticker to monitor to indicate PEEP)

	Begin Initial Assessment
	Pt deteriorates
	

	phase 2 



	Pt O2 sat decreasing to 82%- 75%
Pt develops decreased breath sounds to left lung – no air entry
Pt BP drops to 76/40, HR 120

	Increase O2 on ventilator. Increase Levophed infusion. Listen to lungs. Needs a chest tube.
	Pt deteriorates if no chest tube inserted.
	

	phase 3



	Pt develops tension pneumothorax
Trach deviation to right 
Pt deteriorates to PEA arrest –HR 150 with no pulse

	Identifies PEA – starts CPR. Initiates PEA algorithm – gives epi.  Identifies H’s and T’s – Tension Pneumothorax – Needle decompression, definitive Chest Tube. 
	Patient improves
	 

	phase 4


	Air release from needle decompression or chest tube.
ROSC – HR 109, BP 86/60


	CXR for chest tube placement.
BW- Rapid critical care panel


	
	 

	Possible debrief points:

· Role allocation, teamwork, closed loop communication. 

· Needle Decompression – equipment, landmarking placement.

· Policy/procedure for chest tube – equipment, dressing, pleurevac – dry seal

	Debrief notes
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