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Topic: 			Communication, interpersonal skills, mediating conflict
Scenario Title:		Managing family members with different views
Target Audience: 	ICU Fellows			
Patient Name:		Charlie Howe

Brief Scenario Descriptions:
[bookmark: _GoBack]88 yo man presented with NSTEMI and was admitted to the CVICU. His daughter, who lives in town and sees the patient a few times per week, has been with him since admission. His son, who lives in California and thus doesn’t see him as often, is scheduled to arrive at any time. The patient is delirious and not able to communicate his desires, thus medical decision-making is left to his children. 
The cardiologist recommends a left heart catheterization. The daughter tells the bedside RN that she’s not sure her dad would want any procedures or aggressive care, that maybe she should talk to the doctor again about the DNR status that was brought up last night. 

Learner level:	ICU fellows
Duration: Total = 45 min
Scenario:	15 minutes (20 max)
Debrief:	40 min 
Objectives (Critical Care specific) 
1. Recognize and mediate conflict in a stressful environment
2. Maintain patient-centered care
3. Recognize medical crisis/ call code
4. Navigate family presence when patient needs procedures/ code



Case Stem:
Mr Howe is an 88 yo man who presented this morning with chest pain and SOB, diagnosed in the ED with NSTEMI and was admitted to the CVICU given his age and co-morbidities for closer monitoring overnight. His EKG was negative for acute changes and his chest pain resolved with sublingual nitroglycerin. He received aspirin 81mg and a statin in the ED. His troponin was 0.45. He has had occasional bradycardia to the 40s, but this has been short-lived and resolved on it’s own. He is mildly hypotensive but seems asymptomatic. A bedside TTE showed an EF of 20% (which the daughter thinks may be new and there is no documentation of heart failure in the past) with global hypokinesis and a dilated LV, suggesting a chronic process. 
His respiratory status seems worse than normal, he is on 4L NC O2 and can’t speak in full sentences. He has symptoms of a UTI as well and was started on ceftriaxone in the ED. 
He has a history of COPD with home oxygen (nasal cannula 2L per minute at all times), HTN, HL, DM2 (last HbA1C 8.3%), mild memory impairment, peripheral neuropathy, low back pain, lower extremity claudication, and is wheelchair-bound. He lives at Mirabella, and recently had to be transition from the Independent Living section to the Skilled Nursing Care section due to his declining health status and increase in needed assistance. 
His daughter, who lives in town and sees the patient a few times per week, has been with him since admission. His son, who lives in California, is scheduled to arrive at any time. The patient is delirious and not able to communicate his desires. 
The cardiologist recommends a left heart catheterization. The daughter tells the bedside RN that she’s not sure her dad would want any procedures or aggressive care, that maybe she should talk to the doctor again about the DNR status that was brought up last night.
PMHx:		As in HPI
Allergies:	NKDA
EtOH:		None
Smoking:	Quit 20 yrs ago; 40 pack year history
Medications:
1. ASA 81mg PO daily
2. Atorvastatin 80mg PO daily
3. NTG SL prn for chest pain
4. IV x 2
5. One IV connected to NS or LR – he has received 2 liters in ED
P/E
VITALS:	HR 95	BP 103/65 	RR 20	SpO2 98% 2LO2 NC
AIRWAY:	WNL.
CHEST:		Mild expiratory wheezes.
CV:		No murmurs. Normal rhythm.
ABD:		Non-tender. 
Extremities:	WWP. 
General Scenario Flow
· The daughter (Sarah) is with the patient in the room, and the ICU fellow has just come on for the evening. The cardiologist is recommending a left heart catheterization. 
· The patient is mildly delirious but is pleasant (via mircrophone from control room)
· Sarah tells the RN that maybe the patient should not have any invasive procedures or aggressive care. She states she wants to talk to someone about “code status,” which was asked earlier but she was unsure. Now she’s been thinking about it and thinks he should be DNR/DNI. 
· The ICU fellow will come in to discuss with the patient and daughter
· Soon after starting the conversation, the patient’s son (Doug) arrives from California, is somewhat curt and wants to know what’s going on with the patient. 
· Sarah and Doug will have differing views on how they think they should proceed – 
· Sarah, who lives in town, has witnessed his decline in health in the last year and does not think he’d want aggressive measures
· This doesn’t make sense to Doug, who says his dad always seemed “fine” on the phone, even if he was somewhat confused occasionally
· ICU fellow will have to negotiate with the family members in attempts to tease out the best plan for the patient based on his wishes


If scenario too easy: 
· During the conversation, the patient will become bradycardic and lose consciousness. Code blue will be called
· ICU fellow will have to decide how to manage having family present during the code (they will ask to stay in the room) and how to communicate with them during an acutely stressful time
· The family member should argue enough that the ICU fellow maybe delegates running the code to someone else, and discusses with the family the process, prognosis and negotiating the best plan of action. 


Information for Standardized Patient/Family members/Actors
Patient background: 
Mr Howe has lived in Oregon his whole life. He grew up on a farm and took over the family farm and ran that business for more than 50 years. His wife died 15 years ago. He was fiercely independent and raised his kids to be independent, too. He thinks of himself as self-sufficient and worked hard every day of his life. He did not like seeing doctors at any time in his past. At age 73yo, after his wife died, he didn’t seem to manage well on his own (his health deteriorated), and his daughter, Sarah, convinced him to move to Portland to be closer to her. He lived a few blocks away from her and she made sure he was doing ok, but he was fairly independent. He never wanted to be a bother or burden to his family, so he would walk to the grocery store, the bank, and to volunteer activities, of which he had many. He had a dog, Mak, and often said the best parts of his days was walking that dog around the neighborhood to talk to everyone and was friends with everyone. After 10 years, he had to be moved to an assisted living facility. He was never really happy about the move, but knew his daughter and son just wanted the best for him, and has trusted them to make the right decision. He started needed oxygen just to get around and not be short of breath about 3 years ago. Now, due to the pain in his back and legs, and the neuropathy making him prone to falls, he has required a wheelchair for the last 1 year. 

Sarah: You live in Portland and work as an environmental consultant. You go by the nursing home to see your dad a few times a week. You have noticed that he has declined quite a lot, especially in the last year. He used to be very independent, and actually lived alone until age 83. But his issues with mobility and falls at home prompted the move to the Independent Living Facility. (You wanted him to live at home with you, but you have young children and just couldn’t figure out a way to make it work, so you all reluctantly decided on a facility.) You don’t think he’s really been happy at the facility: he complains about the food; he has lost weight; he has some friends there but has told you that they are nothing like the friends he had in his old neighborhood; he misses his dog Mak and all the walks they used to take; he often asks when he is moving back to his old house; he likes seeing his grandkids but just doesn’t have the same look in his eyes anymore. When you’ve talked to him about how things are the facility, and in answering why he can’t move back home, he understands and says things like “I have lived a good life; I couldn’t have asked for anything more in life; I look forward to seeing your mom again, I miss her.”
· You tell the bedside RN that you’re not sure he should have any procedures or aggressive care (like the heart catheterization the cardiologist recommends), and ask the RN if you can speak to the doctor again about the “DNR status” and what exactly that means. 
· The RN will call the fellow who will arrive to answer any questions you have
· Soon after starting this conversation, your brother will arrive (sometime after you mention you’re not sure if your dad would want any invasive procedures)
· Your brother will be somewhat curt and not appear about happy about the situation; you two may not have the best or closest relationship. 
· You know that your brother will disagree with you about the DNR status or not doing invasive measures, and at least initially you should try to bring these things up in a deferential manner when your brother is present (maybe less sure of yourself than when you were talking to the ICU fellow alone, before your brother arrived)
· What happens after this will depend on how the ICU fellow manages the discussion, but in general you should: 
· Be somewhat deferential to your brother (i.e. don’t aggressively disagree with him) but try to tell him a sensitive way that your dad actually has NOT been doing that well for the last year
· You can be subtle in stating that you’re the one in town and see him multiple times per week
· Feel free to mention how your dad was always very independent, hating seeing doctors and avoided it if at all possible, and was very unhappy about moving to the assisted living facility, even if he tried to hide it
· Be open to a Palliative Care consult, if offered by the ICU fellow (your brother will disagree)
· Be gentle but firm that you don’t think your dad would want aggressive measures
· If fellow does a good job at facilitating communication, begin to listen to your brother about his concerns, and you can begin to accept continued work up (like heart catheterization), and brother will begin to agree to avoiding anything too aggressive like CPR
· Possible scenario outcome: ok for LEFT HEART CATHETERIZATION but prefer nothing else aggressive
--------------------------
(If scenario is too easy for learner, we may have the patient have a bradycardiac arrest)
· When the code blue occurs and CPR starts, please get more vocal and more firm on your decision that he would NOT want this to be happening to him
· If the ICU fellow tries to have you leave, SAY YOU WANT TO STAY WITH HIM, but maybe offer to stay out of the way of the other staff
· It’s ok to get really upset, cry, yell at your brother if he says something you disagree with him)
---------------------------


Doug: You live in Los Angeles where you work as an entertainment lawyer. You moved away from Oregon 30 years ago, but you do stay in touch with your dad and talk to him about once per month (things are very busy in LA); you visit Oregon and see him in person about once per year. When you heard your dad had a heart attack, you got on the next flight to Portland and are just arriving now. You admittedly don’t have the same knowledge of his medical issues as your sister does, but every time you talked to him on the phone, he seemed “fine” and “happy.” 
· You arrive to the hospital at the beginning of a conversation about continuing aggressive care for your dad. Your sister doesn’t think he should get any procedures or aggressive care, but you don’t agree. He has been doing fine as far as you know, and could have many more years left.
· In general, you disagree with your sister that your dad may be at the end of his life. You think there’s no reason why the medical team shouldn’t at least TRY to make him better and in the mean time, do everything possible to keep him alive
· The ICU fellow will likely try to tell you that IF something bad happens like a sudden cardiac event (arrhythmia) or respiratory failure, the likelihood of a “good” outcome will be low (given his age); you can respond with things like: 
· Isn’t it at least worth a try? 
· Can’t we try to do these things (CPR, etc…) but NOT leave him on machines for a long period of time? 
· You can focus on the age part, and ask, “if he was 78 instead of 88 would we be having this same conversation? He’s in good shape for an 88 year old!”
· Your sister will disagree, as his health has declined, which maybe you don’t know about 
· In reality, you feel guilty for not living near him and seeing him as much as your sister is able to, and want more time with him
· You should be very firm, blunt, terse, and even bordering on rude, when discussing your desires for your dad’s care (you can also apologize for this behavior if you feel the need, saying you only want what’s best for your dad and believe he would want to keep fighting. 
· If fellow does a good job at facilitating communication, begin to listen to your sister about what your dad has been like recently, and you can begin to accept NOT doing anything too aggressive like CPR. 
· Possible scenario outcome: you push for LEFT HEART CATHETERIZATION but agree with your sister that nothing else aggressive like CPR should be done
-----------------------
(If scenario is too easy for learner, we may have the patient have a bradycardiac arrest)
· If code blue occurs and the ICU fellow tries to have you leave, SAY YOU WANT TO STAY WITH HIM, but maybe offer to stay out of the way of the other staff
· If you talk with your sister, please try to be loud enough to be heard over the code
· Initially, continue to say that this is the right thing and he would want this
· Your sister will get mad at you, maybe even yell
· We would like the code to last long enough, and have the two of you discussing/arguing enough, that maybe the ICU fellow even delegates leading the code to someone else to discuss with you what’s going on and the prognosis
· Eventually, as you see what is happening to your dad, your attitude/demeanor will change and you can tell you sister that agree with her and that the team should stop the code
RN Actor: 
When the scenario starts, call the Fellow on Vocera and let him/her know that Mr Howe’s daughter is here and had some questions about the plan and that she wants to discuss his DNR status (which had been brought up the night before)

· 
Performance Metrics
Task Checklist
	
	Not Competent
	Borderline
	Competent

	Introduces self
	
	
	

	Addresses person by name and establishes relationship to patient
	
	
	

	Establishes appropriate setting (seated, open body language)
	
	
	

	Asks about person’s perceptions about the problem at hand	
	
	
	

	Informs about prognosis and anticipated outcomes, without jargon
	
	
	

	Confirms person’s understanding of situation and expected outcomes
	
	
	

	Asks if patient has a preexisting personal directive
	
	
	

	Distinguishes levels of care explaining each with respect to expected outcomes: resuscitation, ICU admission, medical care, comfort measures 
	
	
	

	Offers to involve other resources (palliative, spiritual care, social work)
	
	
	

	Demonstrates empathy for the person with recognition and response to person's feelings (eg: verbal expression of understanding the emotions expressed by the person; nonverbal expression:  eye contact, positioning, active listening, gestures)
	
	
	

	Checks for person's understanding of what has been said in the interview 
	
	
	

	Summarizes interview and outcome
	
	
	

	Answers questions when asked
	
	
	


* modified from SPIKES Protocol in 'Breaking Bad News" Baile et al. The Oncologist. 2000.
Global Rating Scores (1 = poor, 7 = excellent):  Rate the extent to which the resident demonstrated:
	An organized approach to relative interview
	1
	2
	3
	4
	5
	6
	7

	A patient centered approach to the encounter 
	1
	2
	3
	4
	5
	6
	7

	Appropriate interpersonal skills (eg: empathy)
	1
	2
	3
	4
	5
	6
	7

	Standardized Patient's Relative Global Rating
	1
	2
	3
	4
	5
	6
	7

	Overall OSCE Station Global Rating Score
	1
	2
	3
	4
	5
	6
	7




OPERATIONS
Location:	ICU setting
Room type(s) required:	
1. ICU room
2. Control room
3. Debrief room
Personnel:
· ICU fellow
· Bedside RN
· Actors x 2 – daughter and son
· Extra personnel for assistance during code: other instructor, other ICU fellow
· Operations/Computer operator
· Patient voice
Equipment Needs: 
Simulation 
· Laerdal SimMan 3G – dressed in OR gown 
· Laerdal SimMan 3G monitor
· Standard monitors: EKG, BP, pulse ox
Medical   
· Code cart 
· Defibrillator
· Intubation equipment
· IV x 1 with LR 
Other (including AV)
· AV capture system
· Two way radios for surgeon, circulator, scrub, and operations.
· Revo-Mic for learner and helper
SETUP:		
Instructions 
Faculty: Monitor progress and give cues to actors as needed
Operations:
Actors:
· ICU personnel should be helpful when asked specific tasks
Personnel needed:	
Faculty:	APOM faculty x 2
Operations:	1 - AV, turnover
Actors:		3 (sibling actor x 2, ICU RN). 
Debriefing guide:	

· This should be a focused debrief and the faculty should take the opportunity to explore participant approach to conflict resolution and maintaining patient-centered care
· What are resources if things are escalating?
· Explore the need to tight communication and help in a case like this with rapid decompensation
· 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: To be given to the learner
Mr Howe is an 88 yo man who presented this morning with chest pain and SOB, diagnosed in the ED with NSTEMI and was admitted to the CVICU given his age and co-morbidities for closer monitoring overnight. His EKG was negative for acute changes and his chest pain resolved with sublingual nitroglycerin. He received aspirin 81mg and a statin in the ED. His troponin was 0.45. He has had occasional bradycardia to the 40s, but this has been short-lived and resolved on its own. He is mildly hypotensive but seems asymptomatic. A bedside TTE showed an EF of 20% (which the daughter thinks may be new and there is no documentation of heart failure in the past) with global hypokinesis and a dilated LV, suggesting a chronic process. 
His respiratory status seems worse than normal, he is on 4L NC O2 and can’t speak in full sentences. He has symptoms of a UTI as well and was started on ceftriaxone in the ED. 
He has a history of COPD with home oxygen (nasal cannula 2L per minute at all times), HTN, HL, DM2 (last HbA1C 8.3%), mild memory impairment, peripheral neuropathy, low back pain, lower extremity claudication, and is wheelchair-bound. He lives at Mirabella, and recently had to be transition from the Independent Living section to the Skilled Nursing Care section due to his declining health status and increase in needed assistance. 
His daughter, who lives in town and sees the patient a few times per week, has been with him since admission. His son, who lives in California, is scheduled to arrive at any time. The patient is delirious and not able to communicate his desires. 
The cardiologist recommends a left heart catheterization. The daughter tells the bedside RN that she’s not sure her dad would want any procedures or aggressive care, that maybe she should talk to the doctor again about the DNR status that was brought up last night.
PMHx:		As in HPI
Allergies:	NKDA		EtOH:	None		Smoking:	Quit 20 yrs ago; 40 pack year history
Medications:
1. ASA 81mg PO daily
2. Atorvastatin 80mg PO daily
3. NTG SL prn for chest pain
4. IV x 2
5. One IV connected to NS or LR – he has received 2 liters in ED
P/E
VITALS:	HR 95	BP 103/65 	RR 20	SpO2 98% 2LO2 NC
AIRWAY:	WNL.
CHEST:		Mild expiratory wheezes.
CV:		No murmurs. Normal rhythm.
ABD:		Non-tender. 
Extremities:	WWP. 

Task:  Update the daughter on his current status and answer any questions she may have. 
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