
Simulating severe sepsis:
see one, do one, teach one

To the editor: Mortality following se-
vere sepsis and septic shock frequently
exceeds 30% and depends largely on
how quickly evidence-based therapies
are administered.1–3 As such, emer-
gency physicians can improve out-
comes enormously; however, optimal
care requires not only factual knowl-
edge and procedural dexterity, but also
numerous practical strategies—notably
the ability to recognize a disease, to
identify impending crises, to communi-
cate effectively, to run a team, to work
under stress and to simultaneously co-
ordinate multiple tasks. Medical simu-
lation offers a way to practice this 
essential skill set, known as crisis re-
source management,4 without risk to
patients.

These skills are difficult to teach using
didactic methods; therefore, following
lectures on severe sepsis, we trained 20
emergency medicine (EM) residents on
a portable Laerdal Patient Simulator us-
ing pre-programmed sepsis scenarios.
To maximize realism, this was per-
formed in the acute care area of the
emergency department of the University
of Alberta Hospital and included a pre-
briefed respiratory therapist and nurse.
We videotaped resident performance
and provided non-punitive feedback, fo-
cusing on the comprehensiveness of
therapy (e.g., whether broad-spectrum

antibiotics were given) and crisis re-
source management strategies (e.g.,
whether tasks were appropriately allo-
cated). Evaluation using a 5-point Likert
scale demonstrated that participants
found this very useful (4.5/5), that
lessons were complementary and sup-
plementary to those learned from lec-
tures (4.5/5) and that medical simulation
was realistic (4/5). Participants specifi-
cally valued the chance to observe and
practice crisis resource management
skills, which they felt had not been pre-
viously addressed. In addition, despite
prior sepsis lectures, comparison of pre-
and post-tests showed that more EM res-
idents would use low- dose corticos-
teroids within 1h (10/20 pre-test, com-
pared with 13/20 post-test), would
favour norepinephrine as a vasopressor
(8/20 pre-test, compared with 12/20
post-test) and would administer broad-
spectrum antibiotics as soon as possible
following hypotension (14/20 pre-test,
compared with 16/20 post-test). In other
words, simulation appears to be an ef-
fective way to change both behaviours
and knowledge.

The Royal College of Physicians of
Canada expects all trainees to become
not only content experts, but also effec-
tive communicators, collaborators, re-
source managers and advocates. These
laudable goals, summarized as the Can-
Meds objectives,5 are difficult to cap-
ture with traditional lectures but are
comparably easy using medical simula-

tion. We hope others will consider
medical simulation as a complementary
teaching and quality-assurance strategy
and will maximize both knowledge and
practical expertise in the fight against
sepsis.
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Les lettres seront considérées pour publication si elles sont
pertinentes à la médecine d’urgence en milieu urbain,
rural, communautaire ou universitaire. Les lettres en
réponse à des articles du JCMU publiés antérieurement 
devraient parvenir au siège social du JCMU à Vancouver
(voir titre pour plus de détails) moins de six semaines après
la parution de l’article en question. Les lettres ne devraient
pas avoir plus de 400 mots et cinq références. Pour des
raisons d’espace et par souci de concision et de clarté, cer-
taines lettres pourraient être modifiées.

Letters will be considered for publication if they
relate to topics of interest to emergency physi-
cians in urban, rural, community or academic
settings. Letters responding to a previously
published CJEM article should reach CJEM head
office in Vancouver (see masthead for details)
within 6 weeks of the article’s publication. 
Letters should be limited to 400 words and 
5 references. For reasons of space, letters may
be edited for brevity and clarity.
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