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TERESA WEISNECK BSN, RN, CCRN-CSC-CMC

School of Nursing DNP Chair Dr. Mary DiGiulio
DNP Co-Chair Dr. Michael Cane

Background & Significance Methodology

* Patient who are post-operative cardiac . Method- development, implementation, - | Results. y f | Limitations
surgery requiring cardiopulmonary and evaluation of a mock code involving .fretwasfno Increase In times 1or any . anall sample.5|ze
resuscitation do not receive the same BLS sternal re-entry in the cardiac surgery unit milestone tor any group. * Time constraints
and ACLS protocols instead they receive a with a debriefing o
form of ASU-ALS which is recommended by acilitating Factors
the Society of Thoracic Surgeons (STS) this . Population- 10 nightshift Surgical ICU * Facilitating factors of my project included the
algorithm includes patients undergo an I —————— willingness of the staff to participate

nurses who tend to immediate post
operative cardiac surgery patients

40.6 273 174. 96.6 77.6 246. 159. 86.33 3143 193. 1206 3100 192. 1173 348.6 219. 129.
667 333 3333 667 667 0000 6667 33 333 6667 667 000 6667 333 667 0000 6667
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Airway and ventilation

* If ventilated, turn Fio, to 100% and switch off PEEP.

* Change to bag/valve with 100% O,, to 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.

Time to get open chest cart 44 40 4 92 60 32 68 22 46

Time to sterile gown 236 92 144 144 110 34 143 88 55
Time to sterile drape 326 216 110 207 126 81 205 137 68
Time to sterile suction 438 236 202 270 179 91 235 166 69

Time to scalpel in hand 443 238 205 251 186 65 236 154 82

Key Points
* DO NOT GIVE ADRENALINE/EPINEPHRINE unless a senior
doctor advises this.
e |f an IABP is in place, change to pressure trigger.
* Do not delay basic life support for defibrillation or pacing
for more than 1 minute.

Time to chest re-entry 482 262 220 307 210 97 257 185 72

Time in seconds

Conclusion
Utilization of simulation-based technology in the
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Evaluation of the debriefing effectiveness
was an anonymous survey which was

Theoretical Framework
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