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Topic: 			Managing a delirious, combative/violent patient
Scenario title:		Delirium 
Target Audience: 	ICU Fellows
Patient Name:		Michael Patterson
Brief Scenario Descriptions: 
· Michael Patterson is a 48 year-old man with a history of alcohol and methamphetamine use admitted to Trauma-ICU following a motor vehicle crash. He was intubated at the scene for combative behavior with GCS 12 (E4V3M5). His injuries included facial bone fractures, non-displaced skull fracture with small subdural hematoma that required an EVD. He also has left rib fractures to ribs 8,9,10 and a grade 3 splenic injury that has been conservatively managed. He was extubated the day after admission and has been in ICU for 3 days. Pain management included hydromorphone PCA and a ketamine infusion that were discontinued yesterday. He is now receiving oxycodone prn and acetaminophen. He was asleep at handover and the day team reported that he was ‘pleasantly confused’ and slowly improving. His interval CT head at 48 hours was unremarkable.
Duration: Total = 45 min
Scenario:	15 minutes (20 max)
Debrief:	30 min 
Objectives (Critical Care specific) 
1. To formulate a differential diagnosis for delirium, paranoia, agitation in an ICU patient
2. To practice de-escalation and negotiation of difficult situations with patients 
3. Safe approach for sedatives when patient is combative
4. To demonstrate good team leadership for managing a dangerous patient situation and keeping patients and staff safe
Objectives (inter-professional) – if applicable
1. To demonstrate effective teamwork to the ICU team, including:
a. statement of plan
b. role allocation
c. closed loop communication
d. leadership and followership skills
2. Communicate to the primary surgical team: 
a. Critical situation of the patient
b. Immediate management goals
c. Recommendations going forward

3. Establish and confirm situational awareness among team members.

Case Stem: 
For sign-out from day team: As above

For RN actors: Per your report the patient has been getting more confused and is now more agitated; he is having paranoid thoughts, including thinking the members of the medical team are trying to kill him and is refusing most care. 
· If fellow orders Haldol, attempt to give but patient will not allow you to get close
· When EVD becomes disconnected, note to fellow/attending that it looks like CSF is coming out

For patient simulator/actor: You are a patient with a history of drug and alcohol use, and have been without these substances for about 3 days (i.e., you are starting to have alcohol withdrawal symptoms). In addition, you’ve had a head injury and been on multiple pain medications, which all put you at risk for delirium and agitation. For this scenario, we would like you to be difficult for the nurse; refuse vital signs, medications, etc… When the RN calls for the physician (the learner in this scenario), you become really difficult – paranoid, saying that people are trying to kill you; not letting anyone get near you; saying you want to leave the hospital. Keep saying these things no matter what the medical team/learner tell you. Get physically and verbally aggressive. As the situation escalates, make your way out of the bed and take a threatening stance. You’ll have a drain connected to your head dressing, which will become disconnected when you get up out of bed. (We will confirm with the simulation team – maybe you can even throw a few things). 

PMHx:		Alcohol use; methamphetamine use 
Allergies:	NKDA
Current Medications:
· Oxycodone, APAP
· Keppra 1000mg daily
· Bowel regimen
P/E (last physical exam)
VITALS: 	As on the monitor – which will show nothing as patient has taken monitors off
NEURO:	EVD in place; 
CHEST:		CTAB; tender to palpation
CV:		WNL
ABD:		WNL
Extremities:	WWP. Good pulses bilaterally
Labs: 
· All WNL, drawn early this morning 


General Scenario Flow
· This case will have one ICU fellow as “fellow” and one as “attending”
· The ICU RN will contact the fellow to evaluate the patient due to worsening delirium, refusing care
· The learners will need to manage the difficult behavior
· The patient will continue to become more and more aggressive, yell, get out of bed, throw things

Simulation Case Flow: (also, see table below)
1. RN calls for primary learner to assess patient as he is refusing care, won’t take medications, and is saying he wants to leave. 
2. Learner/fellow arrives to assess patient: Initially patient is not aggressive, just lying in bed, and if learner approaches the bed to assess the situation, patient will allow it.  
3. Patient will say things like: I’m tired of being here, I have to go. I don’t know what you all are doing to me. You’re giving me all this stuff, I don’t know what any of it is. I need to get out of here and take care of my dog. 
4. As Fellow/learner attempts to calm patient, it only makes things worse: Patient becomes more verbally aggressive; Demands providers back up from the bed; Patients says he does not trust the providers; Demands to leave. 
5. Whatever is offered by the fellow/attending to placate, patient may initially seem ok with it (i.e. “do you want to talk to your surgeon?”) but then quickly goes back to perseverating on the above and desire to leave
6. Patient gets out of bed and takes aggressive stance. EVD becomes disconnected and is draining. Patient throws (soft) things, threatening safety of staff and self. 
7. Learners call security for extra help

	Scenario Events Table

		Event Name
	Patient Vitals
	Instructor Cues/
Operator Notes
	Observable Actions/ Critical Action Checklist

	Baseline/ Initial Presentation
0-3 min
	
N/A – monitors off


	
· RN calls for primary learner to assess patient
· Pt refusing care, saying he wants to leave
· Initially, patient not aggressive and allows staff near the bed

	· Requests info from RN
· Reviews patient history, vitals, lab findings
· Initial evaluation of the patient and perform physical exam (if possible)


	3-6 minutes

	
N/A – monitors off

 
	
· Pt does not allow medical teams to get close to him
· Patient becomes more verbally aggressive
· Demands providers back up from the bed
· Patients says he does not trust the providers
· Demands to leave

	
· Fellow attempts to de-escalate 
· Fellow calls attending for assistance
· Attempts to contact neuro- surgery about change in clinical status
· Tone remains calm


	6-9 minutes
	N/A – monitors off
	· Patient continues to be paranoid, aggressive, yelling
· Patient gets out of bed and takes aggressive stance
· EVD becomes disconnected; RN to note CSF coming out

	· Learners continue attempts to de-escalate
· Learners ensure safety of team
· Learners discuss options – 


	9+ minutes
	N/A – monitors off
	· Deterioration continues
· Patient throws things, threatening safety of staff and self
	· Learners call security for assistance
· Order medical management for when patient is retrained
· Decide on course of action for EVD (neuro surg c/s)









OPERATIONS
Location:	ICU setting
Room type(s) required:	
1. ICU room
2. Control room
3. Debrief room
Personnel:
· ICU Fellow (learner)
· Attending (learner)
· ICU RN (confederate)
· Actor – as patient
· Facilitator x 2 for: 
· Security
· Extra help
· Computer operator/simulation technician
Equipment Needs: 
Simulation 
· Laerdal SimMan 3G and Laerdal SimMan 3G monitor
Medical/Set-up
· ICU-type monitor 
· IV x 1, no fluids attached
· IV poles x 1
· ICU bed with linens and pillow
· Patient:
· Hospital gown, socks
· Extraventricular (EVD) drain and dressing (Kerlex)/head wrap
· EVD has tubing from the patient’s head to a pressure tranducer system
· If no EVD kit available, can just have tubing from patient’s head dressing

Other (including AV)
· AV capture system
· Two way radios for operations and confederates
· Revo-Mic for learners
· Phone: to call family, surgeons, pharmacy, etc…
· Computer screen to view TTE images/loops
· 
SETUP:	 (as above)	
· ICUFellow_SimScenario_Tamponade scenario in OHSU Box folder

Instructions 
Faculty: 
· Ensure that the participants understand the case set-up
· One ICU faculty on computer 
Operations:	
· Turnover during debrief, please
· Take items that came from scenario BOX and put back in and flag box to be replenished
· Ensure participants (Fellow and Attending) have Revo mics
Actors/Confederates:
· ICU assistance should be helpful when asked specific tasks
· If the participant speaks into thin air or overburdens a person then that person may elect to become frustrated or not complete the task. Faculty will communicate with you via two-way radio
· Do not overdo it with acting.

Personnel needed:	
Faculty:	ICU faculty x 2
Operations:	1
Actors:		1-2 (ICU RN); simulated patient actor

References: Recommend using local institutional guidelines/polices if available (links below may not work)
1. OHSU policy: Restraint and Seclusion, Use Of
a. https://ohsu.ellucid.com/documents/view/443
2. OHSU policy: Medical Hold for non-Mental Health patients
a. https://ohsu.ellucid.com/documents/view/2023
3. OHSU policy: Clinical violence risk assessment
a. https://ohsu.ellucid.com/documents/view/1560
4. Rossi et al, 2010. The violent or agitated patient
a. http://www.sciencedirect.com.liboff.ohsu.edu/science/article/pii/S0733862709001242
5. Mavandadi 2016. De-escalating aggressive behavior scale 
a. https://www-ncbi-nlm-nih-gov.liboff.ohsu.edu/pubmed/27271938


Debriefing guide:	
· This should be a focused debrief and the faculty should take the opportunity to explore with the participants the approach to:
· Aggression/violence, usually fits into 4 broad categories: 
· Psychiatric diseases
· Organic brain syndromes.
· Drug and alcohol abuse.
· Personality or behavioral disorders
· Risk factors for aggressiveness
· Alcohol or drug abuse
· Male gender
· Night time
· Past history of violence/aggression
· Need to rule out medical cause first? How to do that when patient is aggressive? 
· Options for deescalating a tense situation with a combative patient
· Verbal and non-verbal communication; body language
· Pleasant but firm introduction that includes name and position. 
· Convey empathy to the patient through careful listening skills and positive language that indicates a sense of respect and positive regard. 
· I.e, consolatory tones
· Disruptive behaviors should not be accepted, but respect for the patient should be maintained
· Convey a sense of control and authority. Clear, consistent behavioral expectations and boundaries should be discussed as soon as a potential problem is identified
· Small gestures, such as offering food or drink (if allowed), or acknowledging and responding to their discomfort develops the patient-provider relationship
· In contrast, hostile language, direct arguing, threatening, or ignoring the patient almost always exacerbate violent tendencies in patients.
· Concurrently, the provider must 

· How to keep yourself, staff, and the patient safe
· Triggers for calling security for extra help
[bookmark: _GoBack]
· Review local institutional guidelines/polices 
· Explore learner’s decisions on various aspects of care
· Explore the need for good communication and help/assistance in the combative patient
· Explore the need for situational awareness and how to achieve it
· Explore the roles needed for a case like this to be successful




Case Stem/Baseline information: (to be given to the learners)
· Michael Patterson is a 48 year-old man with a history of alcohol and methamphetamine use admitted to Trauma-ICU following a motor vehicle crash. He was intubated at the scene for combative behavior with GCS 12 (E4V3M5). His injuries included facial bone fractures, non-displaced skull fracture with small subdural hematoma that required an EVD. He also has left rib fractures to ribs 8,9,10 and a grade 3 splenic injury that has been conservatively managed. He was extubated the day after admission and has been in ICU for 3 days. Hydromorphone PCA and a ketamine infusion were discontinued yesterday and now he is receiving oxycodone prn and acetaminophen. He was asleep at handover and the day team reported that he was ‘pleasantly confused’ and slowly improving. His interval CT head at 48 hours was unremarkable.

PMHx:		Alcohol use; methamphetamine use 
Allergies:	NKDA
Current Medications:
· Oxycodone, APAP
· Keppra 1000mg daily
· Bowel regimen
P/E (last physical exam)
VITALS: 	Last vital signs, 1 hour ago: temp 37.8; HR 90; BP 120/70
NEURO:	EVD in place; 
CHEST:		CTAB; tender to palpation
CV:		WNL
ABD:		WNL
Extremities:	WWP. Good pulses bilaterally
Labs: 
· All WNL, drawn early this morning 


For RN actors: 

Per your report the patient has been getting more confused and is now more agitated; he is having paranoid thoughts, including thinking the members of the medical team are trying to kill him and is refusing most care. 
· If fellow orders Haldol, attempt to give but patient will not allow you to get close
· When EVD becomes disconnected, note to fellow/attending that it looks like CSF is coming out


For patient simulator/actor: 

You are a patient with a history of drug and alcohol use, and have been without these substances for about 3 days (i.e., you are starting to have alcohol withdrawal symptoms). In addition, you’ve had a head injury and been on multiple pain medications, which all put you at risk for delirium and agitation. For this scenario, we would like you to be difficult for the nurse; refuse vital signs, medications, etc… When the RN calls for the physician (the learner in this scenario), you become really difficult – paranoid, saying that people are trying to kill you; not letting anyone get near you; saying you want to leave the hospital. Keep saying these things no matter what the medical team/learner tell you. Get physically and verbally aggressive. As the situation escalates, make your way out of the bed and take a threatening stance. You’ll have a drain connected to your head dressing, which will become disconnected when you get up out of bed. (We will confirm with the simulation team – maybe you can even throw a few things). 
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