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SIMULATION SCENARIO
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	CASE TITLE:
	Severe Asthma requiring intubation


	TARGET LEARNING GROUP:
	PGY3-5 Emergency Medicine Residents


	LEARNING OBJECTIVES:

	
	

	Knowledge:

1. Treatment of severe asthma pre-intubation
2. Identify need to intubate asthmatic
3. Ventilator strategies and treatment of ventilator complications in severe asthma
	

	Skills:

1. Intubating an asthmatic
2. chest tube decompression
	

	Attitudes/Behaviours:
1. Team skills
	


SCENARIO ENVIRONMENT:
	Location


	· Emergency Department resuscitation room

	Monitors


	· Usual resuscitation bay monitors

	 Props/Equipment


	· BVM, ventilator?, chest tubes, nebulizers, airway stuff

	Make-Up/Moulage


	· Nothing special, need manikin that can be difficult to BVM/ventilate 

	Multi-Media


	· ECG, CXR, CXR PTx, CXR PTx with chest tube, labs

	Personnel


	· RT, RN

	Potential Distractors

	· Has a partner who can provide some history if asked; doesn’t interfere dramatically, but will only give info if asked



INITIAL SIMULATOR SETUP:
	Mannikin Position


	 Patient sitting bold upright, tripoding, RN supporting, wet neb going

	Pupils

Size:

Reactivity:

Blinking:
	5mm bilaterally
yes
yes

	Breathing

Resp Rate:

Resp Pattern:

Chest Rise:

Breath Sounds:

Airway Sounds:

% Cyanosis:

Oxygen Saturation:
	36
shallow, rapid
yes
wheezy bilaterally
normal
no
89% on R/A

	Cardiovascular
Heart Rate:

Cardiac Rhythm:

Blood Pressure:
	140-160/min
sinus
115/85

	Other Setup

	Wet neb of ventolin/atrovent (water fine) running with RN at bedside

Patient has trouble speaking more than 1-2 words at a time

Afebrile



	
	


SCENARIO PROGRESSION:

Case Introduction:  (initial information provided to participants)
	· A 42 yo male/female has just been brought into the emergency department by his/her partner with SOB. He has a history of asthma and triage has brought him directly into a resuscitation bay. 
Expect: 

-Physicians to put patient on monitor, order IV steroids, continuous wet nebs of ventolin/atrovent (or MDI with A/C)
-Physicians to identify patient has severe asthma, and will likely not respond quickly; need to try “fringe” therapies while preparing to intubate (eg. Nebulized epinephrine, Magnesium sulfate, epi/salbutamol drip)

NEXT SETTING: PATIENT GETS WORSE:

Despite: steroids/wet nebs/Magnesium/epi, the patient continues to worsen

-resp rate drops to 20, sats drop to 84%, HR/BP stay similar; patient gets drowsy, wheezing is very quiet in chest. 

Expect: 

-physicians decide to intubate with RSI

-choice: lidocaine 100mg, ketamine 2mg/kg, and succ/roc (propofol would be okay choice too)
-ask RT to bag slowly (rate 8-10), VT 6-8cc/kg, 100% O2, no PEEP; still wheezy
-call ICU for assistance

NEXT SETTING: POST INTUBATION:
-patient is somewhat hard to bag (if possible, gets harder and harder to bag over next 5 minutes)
-Patient stops breathing after paralytic is pushed

-Vitals: sats: 92% on 100% O2, BP 90/50, HR 140/min

-Over next 5 minutes: harder to bag; sats drop to 88%, HR goes to 170, BP drops to 75/50; pneumothorax left chest (no air entry left side chest); still wheezy right.

Expect: 

-physicians should diagnose PTx; do needle decompression and chest tube

-if not identify PTx: patient goes into PEA arrest (tachy @ 170/min)

NEXT SETTING: POST CHEST TUBE PLACEMENT

BP 90/50 

HR 140

sats 94%

easier to bag

A/E both sides of chest, wheezy bilaterally




Available Collateral Information:  (information given if requested)

	· From patient’s partner, but provided only if asked
· Patient is 42yo male/female with history of asthma

· Patient is a smoker

· Has had URTI x 1/52

· Normally triggers are URTIs/dogs/cats

· Uses ventolin inhaler q2/52, no inhaled steroid (can’t afford it)

· Goes on prednisone 1-2x per year; never admitted

· SOB worsening all day…must have used 20-30 puffs ventolin,,,not helping

· Otherwise healthy; no meds/allergies



The Script:  (Scenario flow & management outcomes)

	Scenario Transitions

& Evolution
	Effective Management
	Ineffective Management
	Notes

	1.

Arrival

	-Wet nebs, steroids
-good history/assessment
	
	

	2.  

Pt gets worse

	-fringe interventions

-epinephrine, iv ventolin, MgSO4
-prepare for ETT


	
	

	3.

Post intubation

	-slow bagging, low volumes
-identify PTX and treat
-fluids for low BP


	
	

	4.

Post chest tube

	-appropriate ventilation

-transfer ICU

	
	

	
	
	
	


INSTRUCTIONS FOR PERSONNEL:

	Personnel A

Patient’s partner
	· From patient’s partner, but provided only if asked

· Patient is 42yo male/female with history of asthma

· Patient is a smoker

· Has had URTI x 1/52

· Normally triggers are URTIs/dogs/cats

· Uses ventolin inhaler q2/52, no inhaled steroid (can’t afford it)

· Goes on prednisone 1-2x per year; never admitted

· SOB worsening all day…must have used 20-30 puffs ventolin,,,not helping

· Otherwise healthy; no meds/allergies



	Personnel B

(RT/RN)
	· Wears headset for communication
· If person bagging, will offer “patient is hard to bag” if patient deteriorating and physician not inquiring about PTx



SUGGESTIONS FOR DEBRIEFING:  (Link to Objectives)

	Knowledge:

1. Discuss acute Rx of severe asthma + fringe treatments
2. Discuss intubation of severe asthma
3. Discuss ventilation of severe asthma (including concept of permissive hypercapnia)

	Skills:

1. Intubation/BVM of asthmatic
2. Chest tube insertion


	Attitudes/Behaviours:

1. managing team/family in crashing patient scenario
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LABS:

WBC 15.2


VBG  

Hb 142


pH 7.20

Plt 240


pCO2 55





PO2 45

Na 134


HCO3 28
K 3.2

Cl 98

HCO3 28
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