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Background Implementation

Unexpected events can lead to cardiopulmonary arrest in a The Clinical Learning Specialist teamed with one of the Life r

free-standing ambulatory surgery center (ASC). These events Support Coordinators within the larger organization to implement E

typically happen on an infrequent basis. Hospital-based rapid mock code drills. A Laerdal QCPR manikin with SimPad® was A H
response teams and code teams do not exist in an ASC setting. used for the drills. The "Rules of Engagement” for participating D Epinephrine |

The responsibility for managing cardiopulmonary arrest in the In @ mock code were communicated to staff. The mock code S, Host
ASC relies on available staff with advanced life support and drills occurred in various locations around the ASC, including the A”eswoard Document | aka remily Haisen
basic life support training. preoperative room, operating room, phase | recovery, phase Il T %M

recovery, and procedure room. The drills were recorded to

. . enhance the discussion and learning after each exercise. Badge System
Objectives
« Engage staff in mock code drills addressing Outcome Im plications

cardiopulmonary arrest situations unique to the different

patient care areas In the ambulatory surgery center. Mock code drills have continued on a monthly basis. The drills Perianesthesia nurses have advanced life support training and
» Develop action plans based on evaluations of the mock alerted staff to clearly define team roles. A unique badge play a critical role when responding to a cardiopulmonary arrest
code drills with the bedside staff. process was implemented to distinguish who was performing event. Monthly mock code drills in a setting where

cardiopulmonary arrest happen infrequently Is paramount to

chest compression, airway management, defibrillation, team
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g g g . led for c‘.fstusr_oF‘VISfP kidneytransplant 4 weeks2g0) . cious. WTach was cenart PACU
Scenario: 25 v/a schedule ttaching the manitors the patient became unconscious. ain. 10 minutes in PACU received 150 mcgfentanyl. Then nurse 2mg Di
the OR tsble. While the CRNA was 3 NETE: ats 98% on 4| NC, HR 52, BP 120,/72,RR6-8. Patient became slow to use an
I O - D I an the monitor.
. Initial Sequence of Events:
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e I O rta e Of I O S e d = I O O O u I at I O aS b e e Overall Feedback: le who (Espundedfmm\rarious\'D‘ES was awesome! We had 2 805 X 0:06 - Code button pushed
+ The numberof peo;;e.\' ffffffff :18 — Initial respondersin room, , bedside nurse gave clear report s0me
AcLsand non-ACLS ,ra\‘nk‘ : 0:26— Responder identified no pulse and began chest compressions star
[ n [ n n n » The codeh ccccccc ; Dq;lcm\r. nication. . 0:34—More respondersarrived and bedside nurse repeated clear reportw/ code cart co
s Overalitherswas N i § taking turns/switching out. 0:48 — Defib pads placed and CPR board placed under patient
hose doing chestcompressions did a greatjob ofta . ¢ | to make it easier forthe a pacs place ) P P eaway:
» Thes d job of lowering the bed and getting a stool 10 1:04 — Team leader arrives, , bedside nurse repeated clear report firm Ia
o The team dida good job @ . 1:25- AED turned
compressar. 4 from the code cart snd placed an the patient’s urned on feed
The defibrillator was unplugzed and remove £oe and the defibrillator was overall Fecdback
- = i 5 the defibrilla -
bed @ (This means e " * The team did an awesome job responding tothe code! The HOB was immediately lowered
sy to see for those responding.]
easy members came in and started chest compressions.
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Takeaways. .
Lessans Learned and Kf\f oo 2% ]tisrecognizedthl?pat‘e”t is pulseless. » # The code cart came quickly. g o
« Start compressionsas N on as possible before and after shocking. & Overallthere was good communication.
ing “back on chest’ as 50 i mpres: of taking turns/switching out.
o Use the mon fire alarm speakersin the 5 dto
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head not easily heard in the O
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* Use the monitor to get feedback on how well chest compressions are given.
, o Depth of compressions should not exceed 2.4 inches. The monitor will tell you how
“ ’ nl ’ ol l ” you found the scenario useful. deepyou are. The team lead or person running the machine may need to coach the
V rn mm nl I n I r I —— re O St compressors (compressors may not be able to see monitor). Or compressors can ask
"l the team lead or whoever is looking at the monitor to give them feedback on how well
the compressions are.
v If ual mode, there is a delay if you decide youwant to go back
“ L L to AED mode. (You need to turn off the device and wait 5-10 seconds.)
m r In r m n r n In W s Ifyou leave it in AED mode so the machine can analyze, this will increase “time off chest”.
* Manual mode allows you to shock as soon as you see a shockable rhythm (decreases “time off
chest").
s Discussed using the ResQPod while performing chest compressions.
" " " " ” *»  Would be helpfulto have clocksin the pre/postrooms to referto during a code.
‘ E I I I a OI l , , Onl OI u‘ , C IonS. EEEE N 2D N LN /N e pverall ,the team responding to this simulation did a great job!ll @ Thank you for participating — 1 hope
you found the scenario useful .

“| appreciated the opportunity to become familiar with the
AED/manual mode on the defibrillator.” -- Anesthesiologist
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