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Recommendation—Updated 2019

1. ECPR may be considered for pediatric patients with cardiac diagnoses who have IHCA in settings with
existing ECMO protocols, expertise, and equipment (C/ass 2b; Level of Evidence C-LD).

2010 ILCOR and AHA guidelines for the first-time recommended consideration of ECPR for
in-hospital cardiac arrest (IHCA) in centers with existing protocols and expertise. 2019
guidelines strengthened that recommendation

There has been expanding use of ECPR for IHCA in pediatric patients with known cardiac
diagnoses (and attempts to expand to other populations)

While outcomes with ECPR are worse than non-CPR ECMO, both mortality and neurologic
outcomes are better than conventional CPR

There is currently insufficient evidence to recommend for or against the use of ECPR for
pediatric out-of-hospital arrest or arrest in the setting of noncardiac disease



ECPR Background
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* Brunetti et al looked at 449 hospitalizations that included at least 1 ECMO run over a 2-

year period in the PC4 registry

— 32% of surgical and 42% of medical ECMO runs were initiated in a CPR setting

— There were 642 cardiac arrests during that period

* ECPR was activated in 24% of surgical cardiac arrests and 16% of medical cardiac arrests
* Median CPR duration in the ECPR setting was 38min for surgical and 49min for medical arrests
— Mortality rate after ECPR was 50% in surgical and 83% in medical hospitalizations
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The Lurie ECPR Experience

e Study in 2018 of our ECMO outcomes

* Looked at 35 consecutive RR-ECMO or ECPR
cannulations over a 5 year period

Timing of ECPR Activation

12

— 49 ECPR activations 10
— 33 patients ultimately cannulated (2 had 8
more than 1 ECPR episode) 6
e Of the 33 patients cannulated, 70% survived to 4
decannulation and 46% survived to hospital 5 I l I
discharge .
* ECPR activation most often occurred outside of Monday  Tuesday Wednesday Thursday  Friday  Weekend

“normal business hours” mDay N Night
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Why so many errors...?
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The realities

* ECPR is a low-volume, high-risk procedure that is often used as a last resort
* Stakes are high
* Providers and trainees have limited opportunities to learn and practice

— (Fortunately) it doesn’t happen THAT often
— That critical situation is not necessarily when you want novice participants trying to expand their skills

* Historically, training has focused on didactic education and “wet labs” that don’t
necessarily involve real world scenarios — overemphasize cognitive skills, underemphasize
technical and behavioral skills

* High fidelity simulation training is increasingly utilized as an educational tool for a variety
of scenarios

CAN THE REGULAR USE OF SIMULATION IMPROVE OUR ECPR PERFORMANCE?
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Goals of ECMO/ECPR Education

ECMO education needs to address 3 Domains:
* Cognitive Domain
— Knowledge acquisition
— Knowledge transfer to the real world
* Psychomotor Domain
— Technical skills
— Performance/behaviors
 Affective Domain
— Attitudes

— Values
— Interests

Majority of studies (and didactic teaching) focus primarily on the cognitive domain. Simulation, designed

correctly, can address all 3 domains
11



Goals of ECMO/ECPR Education

To test and retest a new workflow or process to

identify and troubleshoot previously

unrecognized holes in the proposed workflow

N

~—

Understand why
events have

Investigating incidents or
near miss events involving
complex systems and
teams

Identify causes of incidents.
Reduce bias, challenge
assumptions and avoid
overreliance on written notes
and testimonies. Support the
progression from a blame
culture to a learning culture.
Consider whole systems:
organisational, procedural and
contextual influences on
clinical reasoning and actions.
Enable participants and
observers to ask questions,
raise concerns, challenge
practices and clarify actions
while taking context and
complexity into account.

Complexity science
Systems thinking

Design and
testing
Designing and testing new
equipment, spaces,
pathways, systems and
procedures

* Design equipment, processes

and spaces.

* Identify hazards and system

weaknesses prior to opening
new facilities or introducing
new ways of working.

*  Test work structures within

complex, dynamic settings.
Prepare and orientate staff for
transition.

* Challenge new designs, test

resilience for unexpected, rare
or stressful events,

*  Try out different possibilities

and receive feedback on the
consequences.

Human Factors & Ergonomics
Systems engineering
Resilient systems
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Baxendale et al. BMC Medical Education (2022) 22:479
https://doi.org/10.1186/512909-022-03490-9

Evans et al. BMC Medical Education (2022} 22:537
https://doi.org/10.1186/512909-022-03401-y

To provide participants the opportunity to
improve their comfort, confidence, teamwork,
and ultimately performance by serial repetition
in a safe space

VS.

Practice: Developing Assess, evaluate and
capability and resilience improve performance

Developing skills and
competency, identifying
hazards and improving

processes

Developing and assessing
competency in complex
dynamic settings

*  Assess clinical performance and
non-technical skills in
individuals and teams.

* Enable participants to operate
and be assessed in familiar
work environments.

* Provide structured, consistent
scenarios to assess defined
standards of practice.

*  Embed multiple events into a
scenario to enable participants
to exhibit competencies and
measure performance.

*  Assess formatively to support
mastery of learning theory.

* Prepare, rehearse and practice in
real settings.

* Learn through repetition and
feedback, develop problem solving
skills, challenge assumptions.

* Develop a shared understanding of
team roles and processes.

Detect environmental and system
deficiencies.

Provide a concrete learning
experience, encourage reflection
and experimentation.

* Facilitate knowledge transition
from simulation to actual clinical
practice.

* Develop situational awareness.

Clinical competency
Knowledge transfer 12

Deliberate practice
Complex adaptive systems



Phase O (prior to event)

Codesin the time

Phase 1 (Initial Resuscitation)

Phases ¢

of COVID

Kiona Allen, MD

Interim Medical Director of the Regenstein CCU

April 20, 2020

Phase 2 (ECPR Activation)

Inside the PT room
with PPE

The Facts

* Codes happenin the CICU
* COVID (or COVID rule outs) happen in the CICU

* If codes happen in the CICU and COVID happens in the CICU, Phase 2 (ECPR
eventually these things will overlap... Activation)
* Goals

-Proactively identify patients at risk for decompensation
-Take aggressive measures to avoid need for staff assist/code
-1If acute decompensation requiring emergent intervention, there are 3 major take home
points:
1.  NOBODY ENTERS THE ROOM WITHOUT PPE

2. Crowd controlis critical
3. Closed loop communication is more important (and more challenging) than ever

Qutside the PT room Charge B
without PPE




Prase l

Phase 2 (ECPR Activation)
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Does simulation improve ECPR outcomes?

* Based on 2017 survey, majority
of ELSO centers incorporate
simulation into their ECMO
education

e Simulation education is not
explicitly recommended as part
of ELSO’s guidelines for ECMO
specialist training

* There is no good data about the
optimal set-up for simulation
training (in-situ vs. lab, high vs.
low fidelity, debriefing
methods) in the literature

0 Ann & Robert H. Lurie
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MERSQJ Outcomes Domain Examples

Patient./he;alrt‘h careﬁ Actual effects on real ECMO

outcome: 3

Organizational
Performance

. Level 3: Actions with real ECMO patients in
| Behaviors: 2 Behavioral Change a clinical context

/ ECMO knowledge or skills
Knowledge, skills: 1.5 Level 2: 'displayed in a test setting (exam or
/ Learning | simulation-based activity)
/ A% :
Satisfaction, attitudes, Level 1: | Participant demographics, level of
perceptions, opinions, Reactions ' confidence or satisfaction with
general facts: 1 ECMO educational intervention

Scurges: Kirkpatrick, 1995 and Coor and Reed, 2015

Figure 2. MERSQI oulcome s domain reflective of Kirkpakick's levels of learning evaluation. Numbers in the
left column represent the poink for each oulcomes domain, with lugher scores implying more robust
oulcomes. ECMO = extracorporeal membrane oxygenation; MERSQI = Medical Education Research Study
Qualily Instrument.
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Does simulation improve ECPR outcomes?

* Based on 2017 survey, majority
of ELSO centers incorporate
simulation into their ECMO Patient/health care
education outcome: 3

MERSQJ Outcomes Domain Examples

Actual effects on real ECMO
patients and programs

Qrganizational
Performance

* Simulation education is not T / Level 3: \ edfbamiiatndais
. . ehaviors: Py . ical context
explicitly recommended as part e L B e
’ . . / ECMO knowledge or skills
of EL.SC,) > gUI,de_ImeS for ECMO Knowledge, skills: 1.5 """"'"2: 'displayed in a test setting (exam or
speC|aI|st training / Learning | simulation-based activity)
. / T |
* Thereis no good data about the Satisfaction, attitudes, Level 1 | Participant demographics, level of
perceptions, opinions, Reactions ' confidence or satisfaction with

optimal set-up for simulation
training (in-situ vs. lab, high vs.

general facts: 1 ECMO educational intervention

Scurges: Kirkpatrick, 1995 and Coor and Reed, 2015

low fidelity, debriefing
methods) in the literature

* There is no good data about
efficacy in the clinical setting

Figure 2. MERSQI outcome s domain reflective of Kirkpakick's levels of learning evaluation. Numbers in the
left column represent the poink for each oulcomes domain, with hugher scores implying more robust
oulcomes. ECMO = extracorporeal membrane oxygenation; MERSQI = Medical Education Research Study
Qualily Instrument.
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Simulating Extracorporeal Membrane Oxygenation
Emergencies to Improve Human Performance. Part I:
Methodologic and Technologic Innovations

JoDee M. Anderson, MD; Kristine B. Boyle, RNC, MS, NNP; Allison A. Murphy, MD;

Kim A. Yaeger, RN; Judyv LeFlore, PhD, RNC, NNP, CPNP-PC&AC; and Louis P. Halamek, MD

* Rolled out an ECMO simulation program to 25
physicians and nurses who take care of ECMO
patients in the NICU

* Combined traditional didactic teaching with
high fidelity simulation

* Rated a more effective learning strategy by
participants re: relevance to practice and
transferability of skillset to real world

TABLE 4. Mean Rating (+ SD) of ECMO Sim and Traditional ECMO Training as Scored on a 5-point Likert Scale (1 = Poor
to 5 = Excellent)

Question ECMO Sim Traditional ECMO Training P Value*
Relevance to my practice in the hospatal 50+ 00 31+ 06

Ability to engage my mtellect 50+ 00 16+ 07

Ability to develop my behavioral skills 49 +04 26+ 07

Ability to transfer lcarned behavioral skills to the real environment 49+ 05 25+ 08

Ability to develop my technical skills 48 + 05 26+ 07

Ability to transfer learned technical skills to the real environment 49+ 04 24+ 05

Ability to develop my critical thinking skills 50+ 00 10+ 09

Ability to transfer learned entical thinking skills to the real environment 50+ 00 29+ 07

Builds my confidence m handling ECMO emergencics 49+ 04 29+ 0.6

Total score 444405 256+ 0.7 <0.001

(4.93 + 007) (2.84 = 0.37)
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* Substantially more time spent in active learning

TABLE 5. Percentage of Total Course Time Spent in
Different Activities in ECMO Sim and Traditional ECMO

Training
Traditional
ECMO ECMO
Activity Sim Training P Value*
Active leaming (eg, hands-on) 78% 14% <0.001
Passive learning (eg, lecture) 22% 86% <0.001

*P value determined using a Student’s ¢ test.

* Did not assess objective performance improvement

FIGURE 1. The ECMO Sim physical environment at the
Center for Advanced Pediatric Education.

cavity, prior to suturing.

FIGURE 2. ECMO cannula entering the manikin’s thoracic g
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Simulation-based training delivered directly to the pediatric cardiac

intensive care unit engenders preparedness, comfort, and decreased MD Anxiety Levels
anxiety among multidisciplinary resuscitation teams P D b uo P
NS
50

Catherine K. Allan, MD,*” Ravi R. Thiagarajan, MBBS, MPH,*” Dorothy Beke, RN, MS, PNP*
Annette Imprescia, RN, CCRN.® Liana J. Kappus, Med,* Alexander Garden, MBChB, PhD.,"* 40
Gavin Hayes, BS5# Peter C. Laussen. MBBS.**" Emile Bacha, MD.” and
Peter H. Weinstock, MD, PhD"<

Percant
[

N

o

* Course rolled out to 182 multidisciplinary providers (MD, RN, RT,
APN, etc) in the CICU

Pediatric CICU scenarios were enacted in-situ on the unit
(including ECMO activation) using high fidelity simulation

P00
50

|

Somewhat
Anxious Anxious Anxious

[ ]
>
=
g
3

RN Anxiety Levels

7

Participants replicated the composition of a clinical team

40

-

* All participants felt program and scenarios were useful
* Improvement in participants’ perceived ability to function as a - / I
2 - - (=718 11 1}
team member, ability to speak up, and self-confidence during a | 2| 2| 71\
code scenario B e, v
. IRE 4. Nurses' sxd physicians’ asessment of ther anxaety reé garding

Did not objectively measure improvement in team performance e s tus cobopimon o acbeion .o

er particapaton m pClICUSCRM trammg program. pCiCU, Pediatne ca

diac mtemsive care wnit CRM, Crisis Resource Management,
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EMPIRICAL INVESTIGATIONS

An Extracorporeal Membrane Oxygenation Cannulation
Curriculum Featuring a Novel Integrated Skills Trainer Leads

to Improved Performance Among Pediatric Cardiac Surgery S||'|'|U|[]1'|0n |n He(]h'hcure

0 Ann & Robert H. Lurie
Children’s Hospital of Chicagor

skills trainer. A, A simulated
trainer with the look, feel, and
anatomy of the actual tissue is
embedded in the mannequin
within the high-fidelity
environment at the point of
clinical care. B and C, Cannulation
is performed with authentic
“blood"” flow rates in “vessels,” as
well as risks of “oozing” and
bleeding from the operative site
(D).

Trainees Journal of the Society for Simulation in Healthcare®
Allan, Catherine K. MD; Pigula, Frank MD; Bacha, Emile A. MD; Emani, Sitaram MD; Fynn-Thompson, Francis MD; Thiagarajan,
Ravi R. MBBS, MPH; Imprescia, Annette RN; Hayes, Gavin BS; Weinstock, Peter MD, PhD FIGURE 2
* 10 cardiac surgical trainees participated in Embedded high-hdelity ECMO

high-fidelity simulation using a surgical neck
cannulation trainer

* CICU team collaborated to run the preceding
code event

* Performance rated by attending CV surgeons

* Trainer was rated as authentic and sessions
as useful by the trainees

* Median time to cannulation decreased over
serial exposures and was sustained at 3
Simulation in Healthcare8(4):221-
months R Ao S

 Participants ranked the 1:1 performance evaluation from the attending surgeon as the
most helpful element of the program

Source

An Extracorporeal Membrane
Oxygenation Cannulation
Curriculum Featuring a Novel
Integrated Skills Trainer Leads to
Improved Performance Among
Pediatric Cardiac Surgery Trainees

20



Impacts of a Pediatric Extracorporeal AADEC ERMIRG
Cardiopulmonary Resuscitation (ECPR) Simulation ¥ -
Training Program

0 Ann & Robert H. Lurie
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Taylor Sawyer, DO, MEd; Christopher Burke, MD; D. Michael McMullan, MD;
Titus Chan, MD; Hector Valdivia, BN; Larissa Yalon, RN; Joan Roberts, MD

 2-hour high-fidelity in-situ ECPR simulations were held
monthly in the CICU, PICU, and NICU

— 30 minute introduction

— 30 minute simulation
— 60 minute postevent debriefing

* Each simulation included an average of 11 healthcare
professionals (RN, MD, RT, perfusionists, etc)

 Utilized specially developed “neck patch” with simulated skin,
tissue, and vessels.

— Vessels within the patch were connected to a bladder system that provided
realistic circulation of artificial blood within the ECMO circuit

— Surgical team could perform a lifelike cannulation during CPR




Impacts of a Pediatric Extracorporeal AADEC ERMIRG
Cardiopulmonary Resuscitation (ECPR) Simulation &
Training Program

Taylor Sawyer, DO, MEd; Christopher Burke, MD, D. Michael McMullan, MD;
Titus Chan, MD; Hector Valdivia, BN; Larissa Yalon, RN; Joan Roberts, MD
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* Predetermined learning objectives included:

1.
2.
3.
4.

Accurately identify ECPR candidates

Activate the ECPR system in accordance with hospital policy
Provide effective CPR

Demonstrate good teamwork and communication

Table 1. Outcome Measures of ECPR Simulation Training

Kirkpatrick Level Outcome Metric How Measured
1. Reactions Self-perceived value of the simulations training Surveys of participants
2. Learning Self-perceived knowledge gains Surveys of participants
3. Behaviors CPR coordination Facilitator observation
Dawning sterile attire for chest compressions Semi-structured interviews
4. Results Appropriate ECPR activation Analysis of hospital “code blue” and ELSO data

Time to ECPR cannulation
Duration of cannulation procedure

Survival outcomes 5
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Impacts of a Pediatric Extracorporeal AADEC ERMIRG
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Cardiopulmonary Resuscitation (ECPR) Simulation
Training Program

Taylor Sawyer, DO, MEd; Christopher Burke, MD; D. Michael McMullan, MD;
Titus Chan, MD; Hector Valdivia, BN; Larissa Yalon, RN; Joan Roberts, MD

* Applied cognitive task analysis demonstrated issues with CPR coordination with surgical
cannulation and performing sterile compressions that were targeted for further training

Table 2. Cognitive Demands Table Developed Using ACTA From Observations Made During ECPR Simulations

Difficult Cognitive Element Why Difficult? Common Errors Strategies Developed Through ACTA
How to coordinate chest Unclear who coordinates the Long pauses in compressions Surgeon instructs compressor to
compressions during sur- pauses in compressions Frequent interruptions of com- pause compressions based on sur-
gical procedure Lack of clinical experience pressions gical needs.
Poor-quality CPR Instruct compressor to count seconds
out loud in 15-second intervals from
the stop of compressions.

Surgeon instructs compressor to
restart compressions with goal of
<1-minute pause in compressions

How to put on sterile gown Multiple steps Delays in start of sterile com- All ICU nurses received education on
for chest compressions Lack of nurse fraining in don- pressions donning sterile attire during nursing
during ECPR ning sterile attire OR techs tasked to help skill days

nurses don sterile attire Area established in room for sterile
Violations of sterile compressors to stand to avoid
precautions contamination

ACTA indicates applied cognitive task analysis; ECPR, exiracorporeal cardiopulmonary resuscitation; CPR, cardiopulmonary resuscita-
tion; OR, operating room; and ICU, intensive care unit.
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Current State of ECMO Education

Based on 2017 survey, majority
of ELSO centers incorporate
simulation into their ECMO
education

Simulation education is not
explicitly recommended as part
of ELSO’s guidelines for ECMO
specialist training

There is no good data about the
optimal set-up for simulation
training (in-situ vs. lab, high vs.
low fidelity, debriefing
methods) in the literature

MERSQI Outcomes Domain Examples

P ars R f
Patient/health care Actgal effects on real ECMO
patients and programs

putcome: 3

Organizational

Performance
Level 3: Actions with real ECMO patients in

[Behav:ouiz_ / Behavioral Change \ a clinical context

/ 'ECMO knowledge or skills

—

Knowledge, skills: 1.5 Level 2: 'displayed in a test setting (exam or
/ Learning | simulation-based activity)
/ A} _
Satisfaction, attitudes, Level 1: | Participant demographics, level of
perceptions, opinions, Reactions ' confidence or satisfaction with
general facts: 1 ECMO educational intervention
Sources: Kirkpatrick, 1996 and Cook and Reed, 2015

Figure 2. MERSQI outcome s domain reflective of Kirkpakick's levels of learning evaluation. Numbers in the
left column represent the poink for each oulcomes domain, with lugher scores implying more robust
oulcomes. ECMO = extracorporeal membrane oxygenabon; MERSQI = Medical Education Research Study
Qualily Instrument.
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Current State of ECMO Education

Based on 2017 survey, majority
of ELSO centers incorporate
simulation into their ECMO
education

Simulation education is not
explicitly recommended as part
of ELSO’s guidelines for ECMO
specialist training

There is no good data about the
optimal set-up for simulation
training (in-situ vs. lab, high vs.
low fidelity, debriefing
methods) in the literature

/\

MERSQJ Outcomes Domain Examples

rrr— - Level 4: | off "
Patient/health care sk Actpa effects on real ECMO
outcome: 3 Organizational patients and programs
' Performance I
. Level 3: Act?or\s with real ECMO patients in
| Behaviors: 2 Behavioral Change a clinical context
/ | ECMO knowledge or sKills
Knowledge, skills: 1.5 L"""'"Z: 'displayed in a test setting (exam or
/ Learning | simulation-based activity)
/ 1Y :
Satisfaction, attitudes, Level 1: | Participant demographics, level of
perceptions, opinions, Reactions ' confidence or satisfaction with
general facts: 1 ECMO educational intervention
Sources: Kirkpatrick, 1996 and Cook and Reed, 2015

Figure 2. MERSQI oulcome s domain reflective of Kirkpakick's levels of learning evaluation. Numbers in the
left column represent the poink for each oulcomes domain, with lugher scores implying more robust
oulcomes. ECMO = extracorporeal membrane oxygenation; MERSQI = Medical Education Research Study
Qualily Instrument.
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Impacts of a Pediatric Extracorporeal AADEC ERMIRG
Cardiopulmonary Resuscitation (ECPR) Simulation &
Training Program

0 Ann & Robert H. Lurie
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Taylor Sawyer, DO, MEd; Christopher Burke, MD; D. Michael McMullan, MD;
Titus Chan, MD; Hector Valdivia, BN; Larissa Yalon, RN; Joan Roberts, MD

* Adherence to ECPR activation protocol improved from 83% to 95% and ECPR activation time
decreased from 7 min to 2 min (p <0.01)

Table 3. Clinical Outcomes of ECPR Before and After Simulation Training

Before Simulation After Simulation
Demographics and Outcomes (n=11) (n=16) P Value

Age, mo, median (IQR) 7 (325-15.75) 6(1.625-78.5) .83
Weight, kg, median (IQR) 6.3 (4.45-8.1) 6.4 (32-12.25) .88
Female sex, n (%) 4 (36) 7 (43) g2
Location, n (%)

CiCcuU 9 (82) 12(75) .66

PICU 2(18) 3(19)

NICU 0 (0) 1(6)
ECPR activation time, min, median (IQR) 7 (4-9) 2(1-4) <.01
ECPR response time, min, median (IQR) 18.5 (15-23) 25 (18.5-27.75) .36
ECPR deployment time, min, median (IQR) 37 (30.75-41.25) 46 (39.5-49.75) .52
Nighttime or weekend deployment, min, n (%) 7 (64) 14 (88) .25
Surgical cannulation time, min, median (IQR) 17 (15-21) 22 (14.5-27.5) .65
ECLS 24-h survival, n (%) 5 (45) 9(56) .56
Survival to discharge, n (%) 3 (27) 6 (38) .38

ECPR indicates extracorporeal cardiopulmonary resuscitation; IQR, interquartile range; CICU, cardiac intensive care unit; PICU, pediatric

intensive care unit; NICU, neonatal intensive care unit; and ECLS, extracorporeal life support. 26
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* Adherence to ECPR activation protocol improved from 83% to 95% and ECPR activation time
decreased from 7 min to 2 min (p <0.01)

Table 3. Clinical Outcomes of ECPR Before and After Simulation Training

Before Simulation After Simulation
Demographics and Outcomes (n=11) (n=16) P Value

Age, mo, median (IQR) 7 (325-15.75) 6(1.625-78.5) .83
Weight, kg, median (IQR) 6.3 (4.45-8.1) 6.4 (32-12.25) .88
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ECPR deployment time, min, median (IQR) 37 (30.75-41.25) 46 (39.5-49.75) .52
Nighttime or weekend deployment, min, n (%) 7 (64) 14 (88) .25
Surgical cannulation time, min, median (IQR) 17 (15-21) 22 (14.5-27.5) .65
ECLS 24-h survival, n (%) 5 (45) 9(56) .56
Survival to discharge, n (%) 3 (27) 6 (38) .38

ECPR indicates extracorporeal cardiopulmonary resuscitation; IQR, interguartile range; CICU, cardiac intensive care unit; PICU, pediatric

intensive care unit; NICU, neonatal intensive care unit; and ECLS, extracorporeal life support. 27
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Prior Extracorporeal Membrane Oxygenation . . .
. : p . 50, ) Children’s Hospital of Chicagor
(ECMO) Experience and Performance in High-

Fidelity Simulation Scenarios

Prichard E. Staudt A M, Garca-Choudary T, et al. (September 18, 2022) Prior Extracorporeal Membrane Oxygenation (ECMO) Expernence and
Performance in High-Fidelity Simutation Scenaries. Cureus 14(9): 29301, DOI 10.7759/cureus. 29301

* 51 providers participated in a study comparing animal
model vs. sim-based ECMO education

* Task completion times and performance were measured
using a validated ECMO skills assessment tool

* After the training there was no significant difference in
the performance between those with substantial prior
ECMO experience vs. those considered “novice”

* Potentially highlights the efficacy of “just-in-time”
training to rapidly achieve proficiency even for those
without prior experience
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Conclusion

* ECPRis a high-risk, low-frequency event, which makes it difficult to achieve and maintain
competency

* Simulation has been shown to improve confidence and some aspects of teamwork but
there is not robust data on how it impacts patient clinical outcomes

* Simulation is most helpful when it incorporates the validated principles of adult learning

* |t can be useful both for maintenance of skillset and to help operationalize a new aspect of
the workflow (new personnel, new equipment, new situation)

* Even if you can’t do high-fidelity simulation, it offers an opportunity for more active
learning that may better engage the participants
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Conclusion

* ECPRis a high-risk, low-frequency event, which makes it difficult to achieve and maintain
competency

* Simulation has been shown to improve confidence and some aspects of teamwork but
there is not robust data on how it impacts patient clinical outcomes

* Simulation is most helpful when it incorporates the validated principles of adult learning

* |t can be useful both for maintenance of skillset and to help operationalize a new aspect of
the workflow (new personnel, new equipment, new situation)

* Even if you can’t do high-fidelity simulation, it offers an opportunity for more active
learning that may better engage the participants

And it’s fun!
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