
ICU simulation scenario 

Title: Displaced Tracheostomy          

Target Audience: Medical and nursing staff 

Location: ICU 

Learning objectives: 

 Tracheostomy Emergency Pathway 

 Difficult airway equipment (location and contents) 

 Situational awareness, decision making, teamwork, calmness under pressure 

Storyboard: 

Long stay patient. The tracheostomy has become displaced after the patient coughed. The proximal end is 

lying in the soft tissue of the neck. The patient is in respiratory distress and is desaturating. The patient’s 

voice can be heard. 

Equipment: 

 Mega Code Kelly / 3G with Sim Man on patient monitor (laptop and LCD screen) 

 NGT, CVC, arterial line, urinary catheter 

 Tracheostomy in situ but displaced (it is paratracheal, simulate with blocked trache or 3G set to 

can’t ventilate) 

 Ventilator attached (set on BIPAP 30/10 x 15, FIO2 06). Alarm sounding (airway obstruction) 

Personnel: 

 3 nurses (1 bedside nurse, 2 called as needed) 

 2 doctors (distant, called when needed) 

Faculty:  

 Facilitator 

 Computer operator 



Progression of scenario: 

 The patient will desaturate at about 10% per minute unless there is rapid intervention 

 Ventilation via the trache will be unsuccessful and Big Brother says “the neck is swelling when you 

squeeze the bag” 

 Bag mask ventilation with airway adjuncts and/or a two person technique results in maintenance 

of ventilation with saturations in the 80s and some ETCO2 as long as the tracheostomy has been 

removed and the stoma covered. 

 If an attempt is made to replace the trache it will fail: there will be no ETCO2 and the saturations 

will continue to fall. If the chest rises Big Brother denies this 

 If no or incorrect action is taken, sats fall, HR increases and BP falls. Bradycardia then ensues 

followed by PEA cardiac arrest. 

 There is resumption of spontaneous circulation after one dose of adrenaline and two cycles of CPR 

(ALS non-shockable rhythm algorithm), providing that airway has been established by BMV with 

adjuncts, LMA or tracheal tube.   

 They may choose to orally intubate the patient, in which case it is successful and ventilation is 

achieved as long as the tracheostomy has been removed and the stoma covered 

Stage Airway Breathing ETCO2 Sats HR BP CNS 

Initial Obstructed No AE Nil 92 ↓by 

10%/min 

110 100/60 Alert 

Ventilation via 

trache 

Obstructed No AE Nil 84 ↓by 

10%/min 

140 140/40 Agitated 

BMV with 

adjuncts, LMA 

or TT 

Partially 

obstructed 

Some AE Partially 

obstructed 

trace   

84-88% 

stable 

120 110/60 Agitated 

Incorrect 

management 

(poor  airway 

management 

or trache left 

in) 

Obstructed No AE Nil Drop to 

70s, 60s, 

50s 

60 Nil 

No 

pulse 

Unconscious 

 



Information for the candidates: 

To nurse looking after patient: “You are looking after an elderly long-stay patient who was admitted 6 

weeks ago with an exacerbation of COPD. You have been away from the bed for a minute to help turn 

another patient. When you come back, the ventilator alarms are sounding and the patient is complaining 

to you of feeling breathless. You find it odd that you can hear the patient’s voice. Please deal with the 

situation as you normally would” 

Information for the faculty: 

Successful resolution of situation involves removal of tracheostomy, applying dressing or manual pressure 

over stoma and good upper airway management with adjuncts and two person technique, LMA or 

tracheal tube  

Escape routes: 

If prolonged arrest and no airway not properly managed make suggestion of placing LMA (which will then 

allow for resumption of circulation with CPR and adrenaline. The patient should not be allowed to die.  

If no adequate airway after prolonged cardiac arrest suggest solution (e.g. if intubated successfully but 

trache still in neck suggest removal of trache) 

Debriefing: (GROW model) 

Goals (what was going on? what was the diagnosis?) 

 Diagnosis: trache displaced into soft tissues. Required removal and good upper airway 

management. 

 Situational awareness: patient talking with a trache with the cuff up is not normal and something 

has to be done immediately 

Realism: (was the scenario realistic? If not did this impact on decision making?) 

Outcome/ options: (what went well? what could be done differently? what were the treatment 

options? what human factors were highlighted?) 

 Decision making: recognising the problem and trying to replace trache vs. taking it out and 

ventilating via upper airway 

 Tracheostomy Emergency Pathway: inner cannula out, try suction catheter, Water’s circuit vs 

Ambu bag. Task management. 

 Communication skills: announcing that trache displaced and the subsequent plan 

 Difficult intubation equipment: location and contents, assisting with bougie use 

 Non-shockable side of ALS algorithm 

 Other human factors issues as highlighted by scenario 

Ways forward: (what were the main learning points? what will you take home from the scenario? 

 

 


