2010:1 SCE Rehash

SCE1

Domains
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Medical Expertise (40%)
Prioitisation and Decision Making (40%)
Professionalism (20%)

This is a standardised case based discussion. You will be discussing an evolving case with the examiner. 
Be specific when answering including dosages and equipment sizes. It is important to explain your rationale for decisions made.
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Outline the assessment of this patient
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SCE 2

Medical Expertise (40%)
Prioitisation and Decision Making (40%)
Health Advocacy (20%)


This is a standardised case based discussion. You will be discussing an evolving case with the examiner. 
Be specific when answering including dosages and equipment sizes. It is important to explain your rationale for decisions made.
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Outline your preparation for the arrival of this patient



Communication Station 3

Communication (50%)
Prioritisation and Decision Making (30%)
Health Advocacy (20%)
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SCE 4

Domains
Medical Expertise (40%)
Prioitisation and Decision Making (40%)
Professionalism (20%)

This is a standardised case based discussion. You will be discussing an evolving case with the examiner. 
Be specific when answering including dosages and equipment sizes. It is important to explain your rationale for decisions made.
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SCE 5

Domains
Medical Expertise (40%)
Prioitisation and Decision Making (40%)
Professionalism (20%)

This is a standardised case based discussion. You will be discussing an evolving case with the examiner. 
Be specific when answering including dosages and equipment sizes. It is important to explain your rationale for decisions made.
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Outline your differential diagnosis in this patient



SCE 6

Domains
Medical Expertise (50%)
Prioritisation and Decision Making (50%)

This is a standardised case based discussion. You will be discussing an evolving case with the examiner. 
Be specific when answering including dosages and equipment sizes. It is important to explain your rationale for decisions made.

[image: ]
Interpret the XRay
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[bookmark: _GoBack]SCE Rehash SIMs (Feb 3)

SIM 1
The is a 7 minute simulation station

Domains
Medical Expertise (30%)
Prioritisation and Decision Making (40%)
Teamwork and Collaboration (30%)

[image: ]

She has deteriorated and has been moved to the resus room. The registrar has asked you to come and assist. You are the team leader and as such should instruct the team from the end of the bed. You have a competent registrar and nurse assisting you who can perform all reasonable tasks that you ask of them.



ECG Provided with stem
[image: ]

pH		7.51
pCO2		47
HCO3		38
BE		+9

K		1.4
Na		131
Gluc		3.0
Cl		81

Lact		3.4

Creat		150


(VBG provided during SIM)




SIM 1 Instructions

Handover of food restriction Hx and that patient appeared to have an episode of reduced LOC before she was on the monitor but has recovered. Exam findings reveal a thin and dehydrated girl with lanugo hair. Poor teeth and some grazes on knuckles

ECG – Long QT, U waves, ST/T changes, broad p waves

Directed to assessment of patient – VBG, Other bloods specifically electrolytes

2 Mins into SIM has a 20 second episode of torsades (conscious)

VBG shows K 1.4

Recurrent episodes of torsades requiring Mg, K replacement, IV fluids, isoprenaline, atropine, pacing if persistent
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Prolonged episode of torsdes degenerates to VF? If time

ALTERNATIVE SIMs
- Enters the room as patient in Torsades and rapidly degenerates to VF
- Requires full ALS with shocks etc



SIM 2

The is a 7 minute simulation station

Domains
Medical Expertise (30%)
Prioritisation and Decision Making (40%)
Teamwork and Collaboration (30%)


You are working in a regional centre and have been called out of a meeting to assist the registrar. A 4 year old boy (est weight 20kg)  has been brought in by ambulance after a near drowning in a swimming pool. CPR is in progress. He has had an LMA placed en route and has adequate IV access.

You are the team leader and as such should instruct the team from the end of the bed. You have a competent registrar and nurse assisting you who can perform all reasonable tasks that you ask of them.



pH		7.1
pCO2		80
HCO3		12

K		3.4
Na		143
Cl		110

Gluc		5.4

Lact		9.0



SIM Instructions

Handover from registrar
- Found in pool, last seen 5 mins before playing on the deck
- Face down, parental CPR
- Down time 15 mins
- No shocks, Adrenaline x4 with ambos – nil here yet
- LMA – but poor seal and very noisy chest
- Team doing 30:2 incorrectly
- Pupils equal but fixed
- 200mls saline given 

Obs 
PEA
Sats unrecordable

Priorities
- Oxygenation, intubation – size 5 ETT, no drugs
- Tube to 14cm
- Suction 
- FIO2 1.0
- Neuroprotective strategies
- Adrenaline 2mls 1:10000 or 200mcg every 3-5mins
- Instruct team to do 15:2 till intubated then continuous resps 8-10, 
- CPR rate 100/min
- Look for signs of trauma
- Retrieval if get ROSC
- Parents/SW

Progress
ROSC after intubated 
Post ROSC management
- check tube
- vent settings (FIO2 1.0, Vt 120, PEEP 10, RR 25-30)
- Sedate, analgese and paralyse
- Neuroprotective considerations
- CXR/CO2/check position
- A-D assessment
- ICD/NG/Temp/other supportive care
- ICU



SIM 3

The is a 7 minute simulation station

Domains
Medical Expertise (30%)
Prioritisation and Decision Making (40%)
Teamwork and Collaboration (30%)

A 65 year old female who lives alone has presented after a fall at home, she was found confused and unable to give any Hx by the cleaner. She had a GCS of 11 on arrival and has just returned from CT with the registrar. (See CT prop)

She had a brief self terminating seizure en route back from CT.

Observations
P 	100
BP 	170/70
Sats	96% RA
RR	20
T	37


You are the team leader and as such should instruct the team from the end of the bed. You have a competent registrar and nurse assisting you who can perform all reasonable tasks that you ask of them.






SIM Instructions

Reg to provide Hx
- GCS 10 in CT
- Seizure 1min en route back from CT
- GCS initially 3 but rapidly returned to 10
- Family member has just arrived and given the Hx that the patient is on warfarin for AF. No other comorbidities or meds
- INR pending
- VBG normal
- ECG normal
- No advanced care directive

Reassess A-D plus 

Appropriate reversal of warfarin
- 10mg vit K
- Prothrombinex 4 factor (or 3 factor plus 15mls/kg FFP)

Urgent neuroSx contact

Patient has a further seizure
- Midazolam
- Intubate and ventilate
- Neuroprotective strategies



SIM 4

The is a 7 minute simulation station

Domains
Medical Expertise (30%)
Prioritisation and Decision Making (40%)
Teamwork and Collaboration (30%)

You are the team leader and as such should instruct the team from the end of the bed. You have a competent registrar and nurse assisting you who can perform all reasonable tasks that you ask of them.

A 58 year old man has presented to ED with abdominal pain and a collapse. He has a history of AAA and is wait listed for an endovascular graft. He has hypertension and AF. 

Observations
BP	60/40
P	130
Sats	97% RA
RR	26
T	36.2

VBG
pH	7.1
pCO2	30
HCO3	14
Lact	6
K	3.4
Cr	150



SIM instructions

Hx from Reg
- Sudden abdo pain and collapse
- Hypotensive and confused
- Had 1L saline
- No mention of meds unless specifically asked – non anticoagulated if asked but on aspirin
- Only 1 access in left hand 22G

Priorities
Surgeons
Access with IO/RICC
Bloods/VBG and CM/Esp Ca
Volume replacement/MTP with end points/TXA/fluid warmer
Keep warm
Discuss with family/wishes

Progress
Patient arrests in PEA
ALS per protocol
ETT/LMA/BVM 
Ongoing products ++++
Expedite surgeon in case of ROSC

After 2 units get ROSC
Standard post ROSC care plus ongoing MTP





SIM 5


The is a 7 minute simulation station

Domains
Medical Expertise (30%)
Prioritisation and Decision Making (40%)
Teamwork and Collaboration (30%)

You are the team leader and as such should instruct the team from the end of the bed. You have a competent registrar and nurse assisting you who can perform all reasonable tasks that you ask of them.

A 70 year old lady presents with a 2 day Hx of apparent confusion and agitation. She appears dehydrated and is severely bradycardic.  She has a history of angina, hypertension and osteoarthritis.  She takes verapamil, aspirin, panadol osteo and perindopril. She recently had a psychogeriatric admission for severe depression with suicidal ideation 1 month ago. 

Observations
P	30
BP	60/40
Sats	91% RA
RR	18
T	37

GCS	10
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SIM Instructions

Registrar Handover
- Found confused and collapsed by son
- He is on way but told ambos that worried she has taken an overdose
- All pills are missing, not sure of quantities
- Perindopril, verapamil, aspirin 100mg, panadol osteo
- No Hx from patient
- Hypotensive and bradycardic, GCS 10, wont speak
- Had 1L saline
- VBG shows an uncompensated high AG metabolic acidosis with lactate of 5 and renal impairment
	- No evidence of triple base defecit of salicylates if asked

- BSL normal if asked for – don’t state unless asked

ECG interp
High grade AV Block

Priorities
- Send panadol and salicylate levels
- Manage CCB overdose
	- Discuss WBI with tox – if suggested state that
	- Calcium 30mls 10% gluconate – can repeat
	- Inotropes – Nad/Ad
	- Fluids
	- HIET – 1unit/kg
	- Consider Intralipid

HR drops to 20
- Pacing/atropine
	
- Likely to need intubation but not immediate
- Start NAc as timings and doses unclear and panadol level unavailable

- Discussion with Son
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ACEM FELLOWSHIP EXAM 2010.1 SCE 2

SCENARIO

You are working in a regional hospital ED. You receive a call
from ambulance that a 4 year-old boy is en route after an
apparent near-drowning accident in a family swimming pool.
CPR is in progress. Estimated time of arrival is 10 mins.
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SCENARIO

It is 2000hrs in your tertiary level ED in Sydney.

You are managing Mrs Margaret Lee, a 65 year-old woman who has just been diagnosed with a massive intra-
cerebral haemorrhage.

She presented via ambulance after being found unconscious at her home, where she lives alone. Her presenting
GCS was 3 and she was intubated after arrival. CT brain revealed a large intra-cerebral haemorrhage. With
consultation by Neurosurgery and ICU, her condition is deemed unsuitable for surgery and organ donation; it
portends a grim prognosis. She is not sedated or paralysed in the ED, her GCS remains 3. She is being ventilated
but is haemodynamically stable.

Mrs Lee’s daughter, Jenny Santos, has just arrived. She does not know the outcome of your assessment, and
waits for you in the relatives’ room. There are no other members of staff available to accompany you.

Jenny, ROLE PLAYED by an actor, is waiting for you in the room for information regarding her mother.
Examiners will NOT be interacting with you or the actor.
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Background Information for Actor
Important Note
The ACEM Fellowship Exam involves examiners and candidates from all Australian states and New Zealand. To optimise
fairness for all candidates, all character and scenario features will NOT have demographic details.

In interactions with candidates, please do NOT refer to demographic specifics. For example, you work in the general
hospital instead of the Royal North Shore Hospital; you live in the inner suburbs instead of Glebe.

The Character

Mrs Jenny Santos is a 45 year-old married mother of 2 healthy children. Her husband John is a 46 year-old engineer. She
is a personal assistant to a finance executive in the CBD. She has no medical knowledge beyond that of an average lay-
person. Her children are Jack (16) and Melanie (12). Jenny and all her family are in good health.

Jenny’s mother Margaret is an independently living elderly lady with a medical history of hypertension (high blood
pressure). She is self-caring and undertakes all activities of daily living herself. She was widowed 4 years ago when her
husband (Jenny’s father) died of lung cancer following a protracted illness.

Jenny sees Margaret weekly; Margaret enjoys a close relationship with Jenny and her immediate family, particularly with
Melanie. Jenny has a 42 year-old sister, Ros, who lives in Melbourne. Ros is single with no children.

The Scene

It is 2000hrs on a Wednesday. Jenny received a telephone call at home from an emergency department (ED) nurse, who
advised that Margaret was brought to hospital by ambulance shortly before. Apparently she was found unconscious at
home, by her visiting neighbour. The nurse indicated she was unwell, and currently subjected to assessment by ED
medical staff. Tests like a CT scan of her brain were planned, but pending.

Obviously very concerned, Jenny immediately drove to the hospital, which is 20 minutes from home. John stayed at home
with the children. Upon arrival, she was ushered by the ED nurse to a visitors’ room. Jenny was only told that the senior
ED doctor will soon come to speak with her.

S/he arrives within 3 minutes.

NB: The “Scenario” in the preceding page is all the information provided to the candidate before s/he interacts with Jenny.
That is, s/he will NOT be aware of Jenny’s own circumstances.
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You are the consultant in charge of an urban district
Emergency Department at 2300hrs.

You overhear the junior medical officer - who recently
commenced night shift - asking nursing staff to arrange the
discharge of a 72 year-old man, diagnosed with renal colic.
Nursing staff express their concerns with you, as they state
that the patient has persistent right sided loin pain.

You have not worked with this junior medical officer before.

Q1. Outline your approach to this situation.
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A 70 year-old lady is referred by her GP with a 2-day
history of apparent confusion, with episodes of
agitation. She complains of a dry mouth and blurred
vision. Her son states she took some over-the-counter
medications from the chemist recently.
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It is 2100hrs in your urban district ED. An 18 y old man
presents with right shoulder pain, sustained in an
accidental fall less than 1 hour ago.

He has no other injuries, but you suspect a shoulder
dislocation.
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atropine 0.5 mg intravenously, repeat after 3 to 5 minutes if necessary, up to a maximum of 3 mg. 6 e

Although evidence is lacking, the following options may be successful in controlling bradycardia or drug-induced torsades de pointes:

1 magnesium sulfate 50% solution 4 mL (2 g) by intravenous infusion, over 10 to 15 minutes followed, if 6 e
required, by 1 to 1.5 mL (0.5 to 0.75 g) per hour by intravenous infusion for 12 to 24 hours
OR

2 isoprenaline 20 micrograms intravenously, repeated according to clinical response, followed by 1 to 4 6 e

micrograms/minute by intravenous infusion [Note 1][Note 2]

OR

3 temporary transvenous pacing; pace at a rate of 90 to 100 per minute

OR

4 lignocaine 75 to 100 mg intravenously, over 1 to 2 minutes followed, if successful, by 4 mg/minute by 6 e
intravenous infusion for 1 hour, then reduce to 1 to 3 mg/minute.
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SCENARIO

You are the consultant in charge of a regional base hospital
ED. A rapid assessment nurse has organised investigations on
a 17 year-old girl who was brought in by her parents with a
6-month history of weight loss. She is complaining of
weakness and intermittent palpitations.

Vital signs at triage are
BP 90/65

Pulse 60/min

SpO; 99% on air

Temp 36°C

A 12-lead ECG was taken on arrival




image2.jpg
LhErinnl

(NS

Tt
i
.V 22!

LI et G ‘
I \'ﬁfv"\e#‘.‘l hein '1! -
! i :

dned T
1

L

i ] R o
B ,_\F i









