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INTRODUCTION RESULTS

« 16 trainees completed the pre-induction survey, and 8 trainees completed the
post-induction survey.

« No trainees had received any cardiac-specific simulation training during their

Anaesthetic trainees lack confidence at the start of their Cardiothoracic rotation, training so far.
particularly related to emergencies on the Cardiac Intensive Care Unit (CICU) and in « All trainees rated the Cardiothoracic induction day as either useful or very useful.

the catheterisation laboratory. - “The simulation sessions were very helpful” was a repeating theme in the
gualitative feedback.

Anaesthetic trainees staff the cardiac on-call rota during their Stage 2 Cardiothoracic
Anaesthesia and Critical Care rotation.

Since the introduction of the 2021 Anaesthetics curriculum, trainees now have a single
cardiothoracic rotation and therefore need to maximise learning opportunities from this
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In-situ simulation scenarios: 100%
1. Catheterisation laboratory scenario: a patient that deteriorated and then arrested during primary 90%
percutaneous coronary intervention for an acute myocardial infarction. 80%
— Candidates were expected to follow the Joint British Societies’ Guideline for the management of cardiac o
arrest as per Figure 1 below. 70%
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After 2" cycle: echo & fluoroscopy
After 37 cycle: adrenaline 1mg iv

If shockable: amiodarone 300mg iv
After 4t cycle: prolonged arrest

State reason if known

physiology
Shockable Asystole
VF/Pulseless VT extreme bradycardia
Upto Percussion pacing
3 stacked shocks external pacing
then single shocks temporary wire
If no ROSC start CPR If no ROSC start CPR
30:2 for 2 minutes 30:2 for 2 minutes
Established arrest Prolonged arrest parameters

performed with mechanical CPR.
The whole team should wear lead.

TAVI : Consider ostial occlusion, annulus
disruption, vascular bleed.

if PE considered likely : echo,
thrombolysis, CT thorax, embolectomy

PEA
ensure pacing is off

Immediately perform
CPR 30:2 for 2 minutes

Return of spontaneous circulation

CALL ARREST TEAM

Airway Breathing:
100% oxygen, protect airway.
Consider fluoroscopy for
pneumothorax.
Obtain central venous access.
Take a blood gas
Circulation
Is there a haemothorax,
retroperitoneal haematoma,
pericardial collection,
or aortic dissection?
Consider anaphylaxis
adrenaline 0.5mg IM, or 50mcg IV
Consider extracorporeal CPR

We recommend that teams
consider recording the following
parameters during prolonged
cardiac arrest. Green, amber and
red indicate potential impact of
the physiological parameters
achieved during cardiac arrest on
ROSC and could be used to guide
future research.

Systolic BP 60 70 80
DiastolicBP 25 30 40
ETCO, {kPa} 1.3 2.0 2.7
pH 7.0 7:X: k2
Base Excess -10 7.5 -5

Sa0, % 70 80 90

Adjust CPR device, modify ventilation,
consider inotropes, comrect acidosis, optimize
volume to achieve goals.

ABCDE approach
Keep SpO, 94-98%
Normalise PaCO,
Consider inotropic support

Consider angiogram and
Echo once ROSC established

Consider long term follow up
of patients who arrest in the
catheter lab to identify
neurological and psychological
sequelae

Figure 1. Protocol for resuscitation of patients who suffer

a cardiac arrest in the catheterisation laboratory
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prepare for emergency resternotomy

continue CPR with continue CPR continue CPR

single DC shock until until

every 2 minutes until
resternotomy

resternotomy resternotomy

airway and ventilation

¢ If ventilated turn FiO2 to 100% and switch off PEEP.
» Change to bag/valve with 100% O2, verify ET tube position and cuff inflation
and listen for breath sounds bilaterally to exclude a pneumothorax or hemothorax.
« |f tension pneumothorax suspected, immediately place large bore cannula in the
2nd rib space anterior mid-clavicular line.
DO NOT GIVE EPINEPHRINE unless a senior doctor advises this.
If an IABP is in place change to pressure trigger.
Do not delay basic life support for defibrillation or pacing for more than one minute.

Figure 2: The CALS algorithm for the management of
postoperative cardiac arrest following cardiac surgery
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CONCLUSIONS

« Unfamiliarity with the environment, team, equipment and procedures can lead to
reduced confidence amongst trainees starting their Cardiothoracic rotation.

« This structured cardiac induction day has demonstrated an improvement in
confidence levels amongst trainees.

» |n future, the cardiac induction day will be run every 6 months, including in-situ
simulation as a core component.
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