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Introduction 
The scenarios within this pack are divided into the different groups (#1 to #7) that are detailed throughout the PHEC programme.  Each is broadly themed and are designed 
so as to fit in with the overall course objectives.  The PHEC is aimed at those who may have to provide emergency care as part of their wider role (e.g. out of hours care) 
whilst working within event and mass gathering settings.  Within this setting the participants primary focus is delivering clinical care either as a sole provider assisted by a 
bystander where available or within a first aid orientated team.  Some will be working within more skilled multi-disciplinary teams.  
 
As such each scenario seeks: 
• To provide confidence in providing emergency care in the pre-hospital environment, and  
• To provide the basis for onward progression towards a more formal role in prehospital care. 
 
Each scenario is timed and this is fully inclusive of any set up, briefing & debriefing.  Where detailed in the scenario brief the participant is supported by individuals roleplaying 
bystanders’ responders.  Such individuals should work independently where directed at a level appropriate to their role, this includes offering suggestions and providing 
observations of the patient’s condition etc. 
 
Feedback should be focused on the three objectives identified for the scenario group. 
 
Guide to support roles (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW/Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 
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Overall time  Scenario time, including feedback 
40-mins    10-mins/scenario 

 
Purpose 
These scenarios allow participants to rehearse their basic assessment skills in combination with the essential ABC skills.  

 
Objectives 
1. To undertake the patient assessment process within a patient centred scenario that will require review and consideration of interventions. 
2. To provide appropriate ABC interventions in a safe and effective manner to the benefit of the patient. 
3. To use bystanders and others present within their abilities and scope of practice to the benefit of the patient. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

 
Scenarios 

1.1 Airway support following CVA  1.2 Airway & circulatory support following RTC 
1.3 Airway & breathing support found collapsed (OD) 1.4         ABC support post assault 
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Scenario 1.1: Airway support following CVA 
 
Briefing 
A middle-aged/newly retired male/female has been enjoying their day out and has seemingly dozed off on their picnic rug after lunch.  The family have enjoyed poking fun 
as s/he started snoring but have now become worried as s/he is unrousable and drooling.  He doesn’t bother with check ups and hasn’t seen a doctor in years.  Normally fit 
and well (for age).  
You have full medical kit and attend with a first aider who has basic skills (can open and maintain an airway manually) 

 
Scenario progression: 

Initial examination Progression 1 Progression 2 Progression 3 
History as above and remains on his 
back 

After completion of ABCD examination Following clearing airway of vomitus Following NPA 

Snoring heavily, dribbling 
Non-responsive 
Flushed,  
Obvious ‘droop’ to L face 
RR: 22,  
HR: 56 strong pulse,  
BP: 198/112,  
SpO2: 96% on air 
CBG: 5.2 
Pupils: PERL 
AVPU 
Loss of tone in L limbs 
Dx: Dense L Hemiplegia 

Patient vomits 
Airway sounds ‘bubbly’ 
More flushed 
RR: 28,  
HR: 54 strong pulse,  
BP: 208/110,  
SpO2: 94% on air 
CBG: 5.2 
Pupils: PERL 
AVPU 
Loss of tone in L limbs 
Dx: Dense L Hemiplegia 

Whatever position snoring increases & 
the airway is more difficult to maintain 
manually. 
RR: 28,  
HR: 54 strong pulse,  
BP: 208/110,  
SpO2: 94% on air 
CBG: 5.2 
Pupils: Reactive (R) > (L) 
AVPU 
Loss of tone in L limbs 
Dx: Dense L Hemiplegia 

If on back will snore lightly; gentle 
manual airway manoeuvre will clear. 
If in lateral position; airway is silent 
RR: 20,  
HR: 50 strong pulse,  
BP: 192/110,  
SpO2: 96% on air 
CBG: 5.2 
Pupils: (L) reactive (R) fixed & dilated 
Pupils  
AVPU 
Loss of tone in L limbs 
Dx: Dense L Hemipelgia 

Snoring stops with manual airway 
manoeuvre.  
Will only tolerate NPA. 

Lateral roll clears the airway, &/or  
Suction is effective, but snoring continues 

Will only tolerate NPA. Remains stable 
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Scenario 1.2: Airway & circulatory support following RTC 
 
Briefing 
You are responded to support a CFR who has started caring for a cyclist who has collided with the kerb and been thrown.  S/he has been unconscious throughout. The cyclist 
is on the pavement just beyond a low wall.  You have your full medical kit. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2 Progression 3 Progression 4 
History as above and on his 
back 

Following initial ABCDE Noted the patient is now 
more clammy 

After a few minutes If fluid challenge given 

Snoring  
Pale & clammy to touch  
RR: 20,  
HR: 104 normal radial 
pulse 
BP: 108/76,  
SpO2: 97% on air 
CBG: 6.0 
Pupils: PERL 
AVPU 
Grazes to R chin, arms, legs 
and upper L abdomen  

ISQ Airway clear if NPA in situ or 
manual airway manoeuvre.   
Pale & clammy to touch  
RR: 24,  
HR: 112 weak radial pulse,  
BP: 98/85,  
SpO2: 95% on air 
CBG: 6.0 
Pupils: PERL 
AVPU, less vocal 
 

Airway clear if NPA in situ or 
manual airway manoeuvre.   
Pale & clammy to touch  
RR: 30,  
HR: 120 no radial pulse,  
BP: 76/60,  
SpO2: 94% on air 
CBG: 6.0 
Pupils: PERL 
AVPU, no vocalisation 
 

Airway clear if NPA in situ or 
manual airway manoeuvre.   
Pale & clammy to touch  
RR: 26,  
HR: 112 weak radial pulse,  
BP: 96/68,  
SpO2: 95% on air 
CBG: 6.0 
Pupils: PERL 
AVPU, some groaning 
 

Snoring stops with manual 
airway manoeuvre; if a jaw 
thrust is used will groan. 
Will accept NPA. 

If abdomen is examined 
groans and attempts to 
localise to upper (L) 
quadrant  

 If IV 250mL challenge given 
will improve. 
If no fluid given will maintain 
at this point 

Remains stable until 
handover 
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Scenario 1.3: Airway & breathing support, found collapsed (opiate OD) 
 
Briefing 
You are despatched to reports of a young person collapsed in an alley behind a local shopping centre.  On your arrival, they are curled on their side and have slow stertorous 
breathing.  You have a full medical kit with you.  
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
History as above, patient 
curled into a foetal position 

Action outcomes If airway alone is managed  If ventilation provided 

Snoring  
Early cyanosis 
RR: 6  
HR: 114 normal radial pulse 
AVPU 
Pupils are pinpoint 
Arms have multiple needle 
marks 

1. If rolled onto back 
becomes airway 
dependant 

2. If left on side will 
maintain their own 
airway 

Cyanosis more noticeable 
RR: 6, shallow, some gasps 
HR: 126 normal radial 
pulse 
AVPU 
Pupils are pinpoint 

Airway clear, will accept any 
airway manoeuvre &/or 
device.   
Cyanosis deepening 
RR: deteriorates to 
occasional gasps only 
HR: 132 weak radial pulse 
BP: 90/64 
SpO2: low reading on air, 
           90% on O2 

CBG: 4.3 
AVPU  
Pupils are pinpoint 

Airway clear, will accept any 
airway manoeuvre &/or 
device.   
Cyanosis no worse & 
improves 
RR: occasional gasps only  
HR: 118 normal radial pulse,  
BP: 142/84 
SpO2: 94% on air,  
           98% on O2 

CBG: 4.3 
AVPU 
Pupils are pinpoint 

Ambulance control tells you 
that a CFR is 2 minutes away. 

If the airway is not 
maintained the patient will 
have a respiratory arrest as 
CFR arrives. 

IV cannulation with 
difficulty, external jugular 
vein is prominent. 
Narcan is available. 
 

If available IV cannulation 
with difficulty, external 
jugular vein is prominent. 
Narcan is available. 
Maintain until handover 
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Scenario 1.4: Airway & breathing support, assault with HI  
 
Briefing 
You are called to reports of an assault at a local public house.  On your arrival, a person is lying on the pavement, apparently deeply unconscious with an obvious (R) sided 
peri-orbital wound, associated swelling and early bruising.  They are not moving and seemingly not breathing. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
History as above, patient 
lying on their back 

Action outcomes If airway is managed  If ventilation provided 

Early cyanosis 
RR: 0  
HR: 54 strong radial pulse 
AVPU 
Pupils,  L is sluggish R 
responsive  
 

1. If airway opened will 
breathe  

RR: 36, shallow, some 
gasps and yawning 
HR: 46 strong radial pulse 
AVPU 
Pupils unchanged 
2. If airway left will 

become more 
cyanosed 

 

Airway clear, will accept any 
airway manoeuvre &/or 
device.   
RR: deteriorates to rapid 
ineffective gasps only 
HR: 46 strong radial pulse 
BP: 178/102 
SpO2: low reading on air, 
           98% on O2 

CBG: 4.3 
AVPU  
Pupils are unchanged 

Airway clear, will accept any 
airway manoeuvre &/or 
device.   
Cyanosis no worse & slowly 
improves if on O2 

RR: very occasional gasps  
HR: 46 normal radial pulse,  
BP: 188/102 
SpO2: 89% on air,  
           98% on O2 

CBG: 4.3 
AVPU 
Pupils, L Fixed & dilated, R 
responsive 

Ambulance control tells you 
a double technician crew is a 
few minutes away. 

If the airway is not 
maintained the patient will 
have a respiratory arrest. 

BVM required 
If available, IV cannulation  

If available IV cannulation 
Maintain until handover 
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Overall time  Scenario time, including feedback 
60-mins    15-mins/scenario 
 

Purpose 
These scenarios allow participants to build on their assessment and essential ABC skills to deliver resuscitative care due to trauma. 
 

Objectives 
4. To undertake appropriate resuscitation for different traumatic aetiologies. 
5. To provide appropriate ABC interventions in a safe and effective manner to the benefit of the patient (incl. calling for help). 
6. To use bystanders and others present within their abilities and scope of practice to the benefit of the patient. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

 
Scenarios 

2.1  Fluid resuscitation following a kick from a horse 2.2  Peri-arrest due to rapid onset tension pneumothorax 
2.3  RTC Ejection - TCA 2.4  RTC patient that is stabilising 
2.5  Single blow to the head 2.6  Motorcyclist, traumatic leg amputation & peri arrest 
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Scenario 2.1: Fluid resuscitation following a kick from a horse (intra-abdominal 
haemorrhage) 
 
Briefing 
You are responder to a local stable where someone has been kicked in the abdomen by a horse.  A first aider from the stable is already on scene and informs you that the 
casualty ‘is really sick and going in and out of consciousness.  The horse has been secured. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 Progression 4 
History as above, patient on 
their back just about to be 
rolled into the lateral 
position by first aider. 

Lifeless & will remain inert 
until appropriate 
resuscitation undertaken 

After initial 250ml IV bolus 
(as long as v rapid) & CPR, 
first aiders cannot use BVM 

Providing CPR has been 
effective (if not repeat 
progression 2 again) 

If IV fluids stopped then 
allow further ABC check 

Not responding 
Very clammy 
No signs of life 
CBG: 4.8 
AVPU 
Pupils dilated, non-reactive 
8in diameter mark over liver 

Chest decompressions 
without complication. 
Impossible to cannulate 
the peripheral veins.  
IO, good access after flush. 
 

Not responding 
Very clammy 
Not breathing – equal chest 
rise with ventilations 
Feint v rapid central pulse, 
No radial pulse. 
AVPU 
Pupils dilated, non-reactive 

Not responding 
Very clammy 
Not breathing – equal chest 
rise with ventilations 
Feint radial pulse @140bpm 
AVPU 
Pupils dilated, non-reactive 
 

Not responding 
Very clammy 
Some breathing effort – 
equal chest rise with 
ventilations 
Feint radial pulse @132bpm 
AVPU 
Pupils, size 3-4 & reacting to 
light. 

The first aider team will 
need direction as they have 
not recognised the onset of 
cardiac arrest. 

First aid and a bystander 
will need direction 
otherwise they will revert 
to AED as the priority 

A further 250ml IV bolus will 
need to be initiated 

If IV fluids continued -STOP 
scenario to debrief & discuss 
 

Stop to debrief once 
outcome decisions of the 
ABC check is clear. 
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Scenario 2.2: Peri-arrest due to rapid onset tension pneumothorax 
Briefing 
Whilst driving you witness a glider make a crash landing in a field just off the road ahead of you, you stop to assist.  You have your full kit in your vehicle.  Others have also 
stopped. 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 Progression 4 
History as above, the pilot 
has apparently been ejected 
from the glider during the 
landing and is lying on their 
back with their parachute in 
the cockpit apparently not 
strapped to their back 

Patient will be somewhat 
obtunded & moderately 
uncooperative. 
Occasionally tries to sit up 
but cannot, pushes O2 

mask off face 

After a few mins with 
patient in status quo & 
following further period of 
trying to sit up 

On L chest decompression After 1-mins ventilation 

Seemingly incoherent  
RR 18 NAD 
HR 106 Reg at radial pulse 
BP 163/98 
SpO2 94% on air 
AVPU, mumbles and 
attempts to answer direct 
questions 
Laceration to forehead 
Pain+++ R shoulder (#) 

Largely incoherent & 
rambling, attempts to 
answer direct questions. 
RR 18-20 NAD 
HR 112 (Reg) at radial 
pulse 
BP 160/95 
SpO2 94% on air 
          96% on O2 
AVPU 
If examined/asked will 
complain of non-specific 
backpain 

Mumbling becomes rapidly 
inaudible and then ceases 
RR difficult to discern, L 
chest is hyperinflated with 
little movement. 
HR, difficult to discern but 
seems to be very rapid  
SpO2 – low reading 
AVPU 
 
 

Starts to gasp  
Airway requires moderate 
chin lift/jaw thrust. Will 
accept NPA, some gagging at 
OPA or iGel. 
HR 132 (Reg) at radius 
SpO2 90% on air 
          94% on O2 (rising to   
          97% over 30s.) 
AVPU 
 

Airway requires moderate 
chin lift/jaw thrust 
RR 20-22, If a OPA or iGel in-
situ now gagging. Will 
tolerate an NPA. 
HR 112 dropping to 102 at 
radius 
BP 143/88  
AVPU, mumbles and slow 
attempts to answer direct 
questions (largely 
incoherent) 

One bystander is a firefighter 
& CFR, another is a well-
meaning member of the 
public happy to help. 

Pt will comply for short 
periods with reassurance 
but soon become restless 

Dx – L sided massive tension 
pneumothorax 

Ventilation required  
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Scenario 2.3: RTC Ejection.  Traumatic cardiac arrest 
 
Briefing 
You have come across an RTC, an ambulance response vehicle is already on scene and you stop to offer assistance.  There is a lone casualty lying some distance from the 
single vehicle involved that is on its side further down the road.  The ambulance responder is with the casualty.  A shocked bystander has stated this individual ‘was thrown 
from the car as it rolled many times and s/he was dragged at first until thrown free’ 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
The paramedic has started 
CPR.  He states an 
ambulance will be here in 
less than 5-mins & asks for 
the AED to be attached.  

Trauma resuscitation 
protocol initiated 

There will be no response 

Unresponsive, R supra-
orbital bruise, a few obvious 
grazes but nil else at first 
glance. 
No signs of life 
If palpated the abdomen is 
firm and shows marking 
across the lower thorax, 
abdomen and pelvis. 

Needle decompression(s) 
R: frank blood oozes out. 
L: On ventilation bloody 
spray expelled. 
Veins are inaccessible; 
IO’s are achievable.  

Abdomen becomes firmer 
and more swollen 
 

The ECSW will accept advice 
to follow the traumatic 
cardiac arrest protocol if 
offered, if not s/he will seek 
advice from the paramedic 

 Patient will die despite 
further IV boluses and any 
other interventions. 
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Scenario 2.4: RTC patient that is stabilising 
 
Briefing 
You are at an amateur race day as part of the medical team.  There was an RTC earlier with the driver evacuated to the medical room and awaiting ambulance transfer to 
hospital with a #R ankle and ?#ribs (R) after crashing off the track and impacting a tree driver side on.  Not KO’d and seen by a colleague who cleared C-Spine.  You are 
passing and pop your head in to see what’s happening, the patient is in the care of a paramedic and first aider. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
Patient on a trolley (use table top) & 
‘asleep’. Has had Morphine IV 7.5mg 
20-mins ago as s/he became 
agitated. Now more settled and 
informed pulse has stabilised. 
Not monitored, if asks HR had risen 
to 138, now 64 (no BP taken). 

If IV bolus given HR will increase 
as below. 
 
If no fluid within 60s. will lose 
palpable pulses and breathing 
will become v irregular, move 
straight to progression 3 

 Becomes silent, 
bradycardic cardiac arrest 
ensues rapidly 

Unrousable 
RR 28, some deep sighing breaths  
HR 56 at the carotid, no radial 
BP unrecordable 
SpO2 86% on air When agitated must 
have taken O2 off. 
AVPU 

If fluids given  
RR 26, deep sighing breaths 
HR 70 at carotid, no radial  
BP 78/46 
SpO2 86% on air 
         96% on O2 
AVPU 

RR 22 occasional sighing 
breaths 
HR 94 feint radial pulse 
BP 92/61 
SpO2 89% on air 
         95% on O2 
AVPU becoming 
increasingly agitated 
towards the end of the 
period  

 

if not assessed & treated rapidly the 
patient will arrest 

After further IV bolus move on After 3-mins move on OR 
as soon as further IV bolus 
commences 

Paramedic ambulance 
arrives 
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Scenario 2.5:  Single blow to the head.  Traumatic brain injury 
 
Briefing 
You are responded to a local pub.  A fight has broken out between two young men.  Door staff and police have one assailant in custody and the other male is unconscious. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male, 17-20-years of age, has 
suffered a single blow to the head, 
he was poleaxed and collapsed 
immediately. 

After a couple of minutes:  

A: Clear 
RR Occasional deep sighing breaths  
HR 32 barely palpable at carotid 
BP unrecordable 
SpO2 unrecordable 
CBG: 4.2 
Pupils: PERL 
AVPU 

A: vomits with bagging unless using an 
iGel 
RR Occasional deep sighing breaths  
HR 32 barely palpable at carotid 
BP unrecordable 
SpO2 unrecordable 
CBG: 4.2 
Pupils: Equal and sluggish 
AVPU 

A: Clear 
RR 0 
HR: absent  
BP unrecordable 
SpO2 unrecordable 
CBG: 4.2 
Pupils: Equal fixed and dilated 
AVPU 

if not assessed & treated rapidly 
the patient will arrest 

After 1-minute or airway cleared, move 
on 

Stop scenario once candidate 
starts   resuscitation 
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Scenario 2.6:  Motorcyclist, traumatic leg amputation & peri arrest 
 
Briefing 
You have witnessed a motorcycle RTC on a duel carriageway, traffic has come to a halt and two HGV drivers are protecting the scene with their vehicles supported by a Police 
Traffic vehicle which was behind them; the scene is safe.  A lone motorcyclist has impacted the central reservation and has suffered a traumatic amputation of his R lower 
leg. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Female, mid-20’s who is on their 
back, being tended to by an off-
duty paramedic who has removed 
her helmet and tells you she is not 
breathing very well. There is heavy 
and ongoing venous blood loss 
from the R lower leg. 

Must apply a tourniquet as first priority 
and then move to a simple airway 
manoeuvre: 

After resuscitation and x2 IV fluid 
boluses: 

<C>: catastrophic haemorrhage 
from R limb. 
A: Obstructed 
RR: 0 
HR 168, barely palpable at carotid 
BP unrecordable 
SpO2 unrecordable 
CBG: 5.6 
AVPU 

<C>: no bleeding 
A: clear with simple manoeuvres. 
RR: ineffective gasps 
HR no pulse 
BP unrecordable 
SpO2 unrecordable 
CBG: 5.6 
AVPU 

<C>: slight oozing noted from leg 
wound. 
A: clear with simple manoeuvres. 
RR: occasional gasps and odd 
bigger yawns 
HR 122, palpable at carotid 
BP 88/? 
SpO2 86% on air, 98% on O2 

CBG: 5.6 
AVPU 

if not assessed & treated very 
rapidly the patient will arrest 

Requires IV fluids  
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Overall timings: 
40-mins – Splintage workshop for use of pelvic splints, KTD (or similar), box splints & SAM splints. 
40-mins  - 20-mins per scenario including with feedback    
 

Purpose 
1. The workshop allows the participants to become familiar with the use of the KTD (or similar), pelvic splints, box splints, vacuum splints and the aluminium 
malleable splints. 
2. The scenarios allow participants to build consolidate their current knowledge & skills within facilitated scenarios. 

Objectives 
1. To continue rehearsing the foundational assessment skills. 
2. To recognise actual and evolving pathology within their patient with reference to mechanism and physical findings. 
3. To apply relevant treatments and interventions utilising all resources at their disposal within their current boundaries of knowledge. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW/Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 

 
Scenarios 

3.1  Fall from ladder, unconscious with #tib & fib 
 
 

4.2  Skateboarder, fall at speed down steps, #mid-shaft femur 
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Scenario 3.1: Fall from ladder, unconscious with #tib & fib 
 
Briefing 
You are providing medical cover at an arena for a pop concert.  Prior to the event starting, you are called to a contractor who has slipped whilst coming down a ladder and 
is reported to be unconscious.  A first aid team (Adv first aiders x2) arrive at the same time as you with splints amongst their equipment. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
Pt slumped on side snoring. Airway cleared Splint applied Following application of 

the splint 
Snoring  
RR: 16,  
HR: 96 radial pulse 
BP: 152/86,  
SpO2: 95% on air 
CBG: 4.0 
Pupils: PERL 
AVPU 
Small cut within hair line but 
no underlying #.  
# R lower leg (mid shaft).  

Airway clear whilst NPA in 
position or with manual 
airway manoeuvre, 
otherwise snores. 
RR: 14,  
HR: 88 radial pulse 
BP: 142/90,  
SpO2: 97% on air 
CBG: 4.0 
Pupils: Perl 
AVPU 
Small cut within hair line but 
no underlying #. 
# R lower leg (mid shaft). 

Airway clear whilst NPA in 
position or with manual 
airway manoeuvre, 
otherwise snores. 
RR: 20,  
HR: 100 radial pulse 
BP: 160/96,  
SpO2: 97% on air 
CBG: 4.0 
Pupils: PERL 
AVPU 
 

Airway clear whilst NPA in 
position or with manual 
airway manoeuvre, 
otherwise snores. 
RR: 14,  
HR: 100 radial pulse 
BP: 142/90,  
SpO2: 99% on air 
CBG: 4.0 
Pupils: PERL 
AVPU – rousable and in 
some discomfort if no 
analgesia 
 

Snoring stops with manual 
airway manoeuvre; if a jaw 
thrust is used will groan. 
Will accept NPA, not OPA. 
Groans when R lower leg 
examined 

Groans when R lower leg 
examined 

Groans  +++ whilst R lower 
leg handled if appropriate 
analgesia not in place, 
reduces when movement 
stops 

Analgesia plan requires 
vocalising if not already 
underway 
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Scenario 3.2: Skateboarder, fall at speed down steps, #mid-shaft femur 
 
Briefing 
You are responded to a local park where a skateboarder has been practicing some acrobatics and in attempting to slid down a wall bordering some steps they have fallen 
and landed on the steps coming to rest at the bottom.  S/he is holding their L thigh at right angle to the ground screaming in pain. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
Conscious and fully orientated in 
severe pain from an obvious #L 
mid-shaft femur which they are 
supporting manually with the thigh 
at a near-right angle to the ground. 

ABC Check Reduction, preferably into KTD Pain reduced  

RR fast, difficult to count due to 
shouting and swearing 
HR 116, strong radial pulse 
BP 153/86 
SpO298% on air 
AVPU 
CBG: 5.2 
Obvious mid shaft # L femur being 
supported by patient who is 
cooperative but unwilling to let go 
of his leg! 

HR 116, strong radial pulse 
BP 153/86 
SpO298% on air 
No other injuries  
PMH Asthma as a child 
No allergies 
No drug or alcohol use today 
Cooperative, if leg moved/moves 
pain+++ 

Shouts & swears +++ 
HR 128, strong radial pulse 
BP 168/89 
SpO298% on air 
AVPU 
 

Chatting and grateful 
RR 18-22 reducing 
HR 86, strong radial pulse 
BP 126/84 
SpO298% on air 
AVPU 

Paramedic & ECSW team also on 
scene (as is a CFR if further help 
required) 

Will agree to plan to reduce # & 
splint 

Pain reduces noticeably as soon 
as manual traction applied and 
will tolerate application of splint 
as long as it is maintained. 
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Overall time  Scenario time, including feedback 
80-mins  - scenarios  15-mins/scenario 
 

Purpose 
1. The scenarios allow participants to build consolidate their current knowledge & skills within facilitated scenarios. 

Objectives 
1. To continue rehearsing the foundational assessment skills and to recognise the need to review the ABC assessment as the care continues. 
2. To recognise actual and evolving pathology within their patient with reference to mechanism and physical findings. 
3. To apply relevant treatments and interventions utilising all resources at their disposal within their current boundaries of knowledge. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW?Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 

 
Scenarios 

4.1  Fall from the south stand upper tier 
4.3  Fall & extrication 
4.5  RTC, Unconscious and in extremis  

4.2  Slide in the snow/ice 
4.4  Evolving abdominal injury 
4.6  Fall down stairs, scared of needles 
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Scenario 4.1: Fall from south stand, multiple injuries (Right sided haemothorax) 
 
Briefing 
A visiting fan has fallen from the upper tier of the south stand, a first aid team are on scene and have radioed for immediate assistance noting a middle-aged casualty, badly 
injured who has broken their leg and is barely conscious. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Face down across first row of seating 
behind the walkway (space in front). 
Unconscious. 
First aider and Adv First aider 
present. 

Pt will accept NP in situ, gags at OPA & iGel if 
attempted. 
When moved will groan and whimper. Requires to 
be moved onto a flat surface (FA team with 
longboard arrive as being considered). 
If not moved go to progression 2 

If left in situ the patient will deteriorate & 
suspend their breathing with their pulse being 
very difficult to ascertain. When moved continue 
as below. 

A: Clear  
RR: difficult to assess but rapid & 
shallow 
SpO293% on air 
HR: 124, rapid weak pulse 
Obvious R #lower leg, R arm folded 
under the patient (mid humeral #), 
bleeding from 6cm scalp wound 
above R eye brow. 
CBG: 3.8 
Pupils: PERL 
AVPU 

If on back 
Requires gentle airway support 
RR: 24 
SpO290% on air 
SpO296% on O2 

R sided chest: marking & crepitus mid axillary line, 
reduced sounds & dull percussion at base 
HR: 126, thin thready pulse 
CBG: 3.8  
Pupils: PERL 
AVPU 
 

Requires gentle airway support 
RR: 28 
SpO288% on air 
SpO296% on O2 

R sided chest: Reduced expansion with marking & 
crepitus in mid axillary line, reduced sounds & 
dull percussion up to nipple level. 
Pupils: PERL 
AVPU, groaning ++ 
HR: 134, thin thready pulse 
BP: 106/? 

Stewards have cleared an area 
around the casualty and other FA 
team members ate on their way. 

FA team can manage the transfer of the patient to 
the ground efficiently. 

IV access on second try, if IV fluid bolus is given 
the patient will collapse and exsanguinate  
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Scenario 4.2: Slide in the snow/ice, ruptured hamstring 
 
Briefing 
You respond to a 74-year-old woman getting off a coach, it has been snowing/raining hard and the area is very slippy.  As she steps off the bus her leading (R) leg slides away 
from her causing her to do the splits with her L leg still on the coach’s’ lower step, landing with her perineum grounded and screaming in pain.  Whilst help is on the way she 
has rolled, still screaming onto her left side & is clutching the back of her R upper thigh.  A CFR arrives on scene at the same time as you. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
The lady is in extreme pain. She cannot rise 
or move herself any further. She continues 
to clutch the back of her R upper thigh 
saying she heard it snap. 

Examination is unremarkable until 
reaching the R thigh. It remains 
extremely painful & O/E there is a 
palpable step at the back of the 
upper leg, with very reduced (and 
reluctant range of movement).   

Planning for movement is required 
with appropriate analgesic cover. 

RR: difficult to assess to the rate due to the 
physical distress the patient is in. 
SpO298% on air 
HR: 116, irregularly irregular pulse 
BP: 172/98 (has hypertension, on meds). 
When any one tries to assist her by holding 
her L hand she winces – if examined a colles 
# is suspected. 

Unchanged, as analgesia is 
obtained the patient becomes 
more concerned about being on 
the ground, and the swelling to her 
L wrist & hand. Any movement of 
her leg causes extreme discomfort.  

 

The CFR is reliable, but somewhat excitable 
on noting the irregular pulse thinking the 
lady may have had a MI causing the fall. 
There has been no history suggestive of ACS, 
she admits to mild AF that the GP is keeping 
an eye on as she’s not very keen to take 
more tablets. 

An IV can be sited. 
The patient does not cooperate for 
any form of inhalational analgesia. 
IV analgesia is required but must 
be titrated to effect. 

When analgised & not being moved 
she will be more attendant to advice 
and seek to use inhalational analgesia 
if offered for periods of movement. 
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Scenario 4.3: Fall with extrication required 
 
Briefing 
You are assisting the ambulance service and are on scene at a fall where the non-paramedic crew are asking for analgesic assistance in the extrication phase. 
 

Scenario progression: 
Initial examination Progression 1 
59-year-old casualty who has fallen from >6-feet (off ladder, from 
wall etc). He has a mid-shaft # L femur. There were some initial 
concerns re an anterior chest injury, but there was nothing to find 
when examined by the by the technician. 

Crew keen to apply KTD but unhappy with level of analgesia.  ? further morphine or 
other appropriate analgesia. 

In severe pain from leg. 
RR: 26  
SpO2 98% on air 
HR 52 
BP 92/74 
CBG: 3.5 T2 diabetic. 
AVPU 
Morphine 5mg IV given 10-mins ago with moderate effect on 
femoral pain. 

 

If asked, cannot really remember the fall, thinks they may have 
been dizzy for a short period just before falling. Thought they had 
hurt their ribs as there was an ache in the centre of their chest 
until after the initial morphine given. 
Normally fine, last reviewed by diabetic nurse 2 months ago. Mild 
hypertension (RX Loratadine). 

Must consider ACS with 1st degree heart block on ECG (No ST elevation if 12-lead ECG 
undertaken). 
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Scenario 4.4: Evolving abdominal injury 
 
Briefing 
At a county show the medieval tournament degenerated into a planned melee, one of the performers has attended accompanied by his friend.  Both young they had 
ambitiously set about each other and you are asked to see one of them who is feeling ‘a bit sick and faint’.  He is worried for his friend who as a result of his enthusiasm has 
a #nose and split lip! 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
22-year-old who says he’s okay and doesn’t 
want to be seen, he’s feeling embarrassed 
by the whole situation and very worried 
about his friend ‘his mother will kill me!’ Will 
admit to feeling sick and faint, but as he says 
he got as good as he gave and deserves it. 

With appropriate questioning, admits 
to having been clouted about the 
upper left arm and across belly with a 
broadsword – he was wearing chain 
mail but only over a T shirt. Obviously 
‘shocked’ as he is pale and weak at the 
knees! 

Tender abdomen in upper L quadrant 
with skin marking in the same area. 
Noting that guarding is apparent. 

Looks pale, refusing observations. Happy to sit down as feeling quite 
sick! Occasional yawning. Still refuses 
and observations. Will only 
(reluctantly) comply with requests if 
things are well explained to him. 

RR: 22, air hunger apparent 
SpO2: 95% on air 
HR: 106  
BP: 110/94 
AVPU, moving towards AVPU 
CBG: 4.6 

First aider says he has seen him rubbing his 
tummy. 

After 5-0mins, if no progress will 
collapse; pale, clammy and slow to 
respond. 

IV access for analgesia 
Does not want to go to hospital whilst 
able to answer coherently 
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Scenario 4.5: Unconscious, in extremis 
 
Briefing 
You are despatched to reports of a male having fallen/jumped from the 3rd level of a multi-story car park in the town centre.  There is a police officer on scene on your arrival. 
 

Scenario progression: 
Initial examination Progression 1 
The casualty is mid 40’s. First impressions; 
face down, occasional hand and leg 
movement (?fitting), occasional heavy 
snoring. Blood from nose and mouth, 
disrupted arms, L femur shortened & 
rotated, R ankle obviously fractured. 

Has to be brought onto back. 
Police officer and a helpful bystander are available 
to assist. 

A: obstructed. 
RR: agonal 
HR: very feint almost indiscernible v rapid 
pulse at carotid. 
CBG: 3.0 
Pupils: Dilated non-reactive 
AVPU 

Traumatic cardiac arrest 
 

Know alcoholic, recently came out as 
transgender female. 

No response to treatment. 
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Scenario 4.6: Lower leg injury, scared of needles 
 
Briefing 
Called to a home, woman has rung having fallen down stairs and broken her leg. She did this nearly an hour ago and is alone in the house, had to crawl to a telephone.  Now 
sat up against wall/chair with (R) leg crossed over her (L) leg.  She is manually supporting the (R) Leg, in a lot of pain that has a distal open # of tib & fib. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
34-year-old mum of two (at school), in a lot 
of pain but will refuse any needles and 
struggles with inhalational analgesia (bad 
experience during child birth). 

The only options for analgesia are 
inhalational and/or IN. 
It is impossible to take control of the 
injured leg as she will not allow 
anyone to touch it. 

Will co-operate with IN analgesia, has to 
be coaxed to control sobbing to sniff 
adequately for the IN to be 
administered.  
When analgised becomes more relaxed 
and allows leg to be handled. 

RR: 22, sobbing but talking 
SpO2: 99% on air 
HR: 102, regular 
BP: 148/88 
AVPU 
CBG: refuses! 

RR: 28, sobbing but talking to refuse 
SpO2: 99% on air 
HR: 110, regular 
BP: 156/94 
AVPU 
CBG: refuses! 

RR: 20, sobbing but talking to refuse 
SpO2: 99% on air 
HR: 98, regular 
BP: 112/94 
AVPU 
CBG: refuses! 

Epileptic, very occasional fits (last one 3-
months ago). 

If can be persuaded to try inhalational 
analgesia she struggles with the 
mouthpiece and refuses to persevere. 

In her analgised state will cooperate 
with inhaled analgesia if offered and 
this is now successful, continues to 
refuse all needles! 
Consider issues of safeguarding the 
children, currently at school. 
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Overall time  Scenario time, including feedback 
80-mins  - scenarios  12-mins/scenario 
 

Purpose 
2. The scenarios allow participants to build consolidate their current knowledge & skills within facilitated scenarios. 

Objectives 
4. To continue rehearsing the foundational assessment skills and to recognise the need to review the ABC assessment as the care continues. 
5. To recognise actual and evolving pathology within their patient with reference to mechanism and physical findings. 
6. To apply relevant treatments and interventions utilising all resources at their disposal within their current boundaries of knowledge. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW/Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 
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Scenario 5.1: - VF arrest 
 

Briefing 
You are called to a 32-year old competitor at the start of the local half-marathon has been warming up and noted to have stopped, seemed to be quite breathless before 
collapsing to the ground. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Moderately obese 
Cyanosed 

2 shocks and ROSC with return of 
effective breathing 

Dull retrosternal chest pain but slowly 
increasing as he becomes cold and 
clammy 

A: clear 
Agonal breathing 
HR: 0 
AVPU 
ECG: VF 

A: clear 
RR: 16 
SpO2: 94% 
HR: 114 
ECG: Sinus tachycardia 
CBG: 6.2 
AVPU 
 

A: clear 
RR: 18 
SpO2: 92% 
HR: 126 
BP: 96/64 
ECG: Sinus tachycardia 
CBG: 6.2 
AVPU 
 

Bystanders x2 are AED trained first aiders  Requires addressing. SpO2 92% 
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Scenario 5.2: - VF arrest 
 

Briefing 
A 72-year-old male in the [GP, event first aid post etc] clinic waiting room for a painful (? Sprained) ankle following a tumble earlier.  He had mentioned in the triage interview 
that he has experienced an increase in his angina over the ‘last week or two’, but has not had an attack so far today.  You respond to a cry for help from the reception area. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
Collapsed, mildly cyanosed 
gentleman 

2 shocks and ROSC with return of 
inadequate breathing 
Quickly reverts to VT arrest 
 

1 shock reverts to VF arrest 1 shock and ROSC with ineffective 
respiratory effort 

A: clear 
Agonal breathing 
HR: 0 
AVPU 
ECG: VF 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: VT - pulseless 
CBG: 3.2 
AVPU 
 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: VF 
AVPU 
 

A: clear 
RR: 5 
SpO2: 86% 
HR: 92 
ECG: NSR 
AVPU 
 

Staff performing CPR   Requires continued ventilatory 
support 
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Scenario 5.3: - Asystolic arrest 
 

Briefing 
You are responded to reports of a hanging at a house.  On your arrival the victim has been cut down and two police officers are delivering CPR.  An AED is attached and they 
report it has stated ‘no shock required’. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male in his 40s. 
Ligature marks around the 
neck. 
 

Paramedic & tech crew and paramedic RRV 
arrive on scene 
CPR ongoing. 
 

Continues in asystole. 

A: clear 
RR: 0 
HR: 0 
AVPU 
ECG: Asystole 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: Asystole 
CBG: 4.7 
AVPU 
 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: Asystole 
AVPU 
 

Police officer delivering 
CPR 

Full ALS initiated Despite 20 minutes full ALS remains asystolic. 
Considerations around stopping resuscitation attempt. 
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Scenario 5.4: - Fine VF arrest 
 

Briefing 
You are responded to a local nursing home where an 86-year-old woman was seen to collapse in the sitting room.  Staff have started CPR but are struggling to open and use 
the AED.  She is one of their fitter residents who enjoys a good quality of life and is regarded as the life and soul of the place.  An epileptic following a small CVA a few years 
ago she takes Epilim and last had a seizure 3-months ago.  Known AF taking warfarin and last INR was earlier this week at 3.7.  Had been a bit breathless earlier and was on 
the list to be seen by the GP when she makes her visits tomorrow. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Frail looking elderly lady 
 

After 2 shocks develops fast AF with no output. 
 

AF slows over 3 minutes to an agonal rhythm 
maintained by adrenaline. 

A: clear 
RR: 0 
HR: 0 
AVPU 
ECG: Fine VF 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: Fast AF 
CBG: 4.1 
AVPU 
 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: Agonal rhythm 
AVPU 
 

CPR in progress  Considerations around DNAR orders and 
stopping resuscitation attempt. 
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Scenario 5.5: - PEA arrest 
 

Briefing 
At an event, a middle aged, somewhat breathless chap wanders into the medical tent before it opens (he is one of the staff), he’s been told to walk up to the tent from the 
bottom of the site (which he admits was a struggle because it made his indigestion worse), by his first aid at work trained colleague after ‘being caught short by indigestion 
or something . . . I thought that a bit strange ‘cos I haven’t stopped for anything to eat for my whole shift, it was right here in the middle of my . . .’ as he drifts off and falls 
from the chair to the floor.  First aiders in plentiful supply plus an ECSW all available to assist. 
 

Scenario progression: 
Initial examination Progression 1 
Slightly obese middle-aged male  
Unresponsive 
 

If CBG addressed will gain ROSC after 
effective glucose administration 
 

A: clear 
RR: Agonal breathing 
HR: 0 
AVPU 
CBG: 2.8 
ECG: PEA 

A: clear 
RR:7 
SpO2: 87% 
HR: 52 
ECG: NSR 
AVPU 
 

CPR by first aiders Continues to require respiratory support. 
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Scenario 5.6: - PEA traumatic arrest 
 

Briefing 
You are called to an RTC.  A witness says that the car drifted off the road into a tree, ‘it was as if the driver was asleep’. Another passer-by (an off-duty CFR) has also stopped 
and is already pulling the driver from the car and she is laid onto the road as you arrive.  The casualty is a woman in her late 40’s and you note that the front airbags have 
deployed. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  Progression 3 
Female late 40s. 
Seat belt bruising is 
evident on the chest. 

Ventilation becomes increasingly difficult 
after initially being manageable. 
If asked once this has been noticed the (R) 
side of the chest seems hyperinflated. 
 

PEA maintains for 1-cycle after the tension is 
decompressed.  

If tension pneumothorax not addressed 
PEA maintained until the 6th cycle when 
asystole occurs and is non reversible 

A: clear 
RR: 0 
HR: 0 
AVPU 
ECG: Sinus tachycardia 

A: clear 
RR: 0 
SpO2: Unrecordable 
HR: 0 
ECG: Sinus tachycardia 
CBG: 4.8 
AVPU 
 

A: clear 
RR:13 
SpO2: 94% 
HR: 112 
ECG: Sinus tachycardia 
AVPU 
 

 

CPR in progress by CFR Chest decompression required Consider other appropriate traumatic 
cardiac arrest interventions 
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Overall time  Scenario time, including feedback 
80-mins  - scenarios  18-mins/scenario 
 

Purpose 
1. The scenarios allow participants to build consolidate their current knowledge & skills within facilitated scenarios.  
2. Allow assessment of participants for competency statement 7. 

Objectives 
1. To continue rehearsing the foundational assessment skills and to recognise the need to review the ABC assessment as the care continues. 
2. To recognise actual and evolving pathology within their patient with reference to mechanism and physical findings. 
3. To apply relevant treatments and interventions utilising all resources at their disposal within their current boundaries of knowledge. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW/Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 

 
6.1   Motorcyclist, peri-arrest & Le Fort 3 #.      6.2.   Fall down stairs, VF arrest with HI  
6.3   House fire.  Bilateral tib & fib #s, closed head injury, smoke inhalation.  6.4    Horse-rider, Unconscious, #femur, ?#pelvis 
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Scenario 6.1: Motorcyclist, peri-arrest & Le Fort 3 #. 
 
Briefing 
You are called to a motorcycle accident on a lonely country lane.  A passing district nurse and their partner, and ACSW are already on scene and are obviously struggling to 
cope.  The motorcyclist is in the road (your car & theirs block the road at both sides of the RTC) on his back; they tell you they found him as seen already with his helmet off 
which you note is of the open face variety & has structural damage running up the forehead.  His bike is ‘embedded’ by its front wheel in heavy bushes with the front wheel 
badly caved in by the tree it has collided with. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male, 20-30’s unconscious and non-
responsive. Facial injuries – misaligned nose, 
heavy marking to this whole face, lower jaw 
has an open # to L side. 

Airway is difficult to manage, if manual techniques or 
BVM are attempted the Le Fort # becomes very 
apparent and remains very difficult. Use of an iGel is 
possible and will open the airway (with suction) or a 
surgical airway resolves., leading to 

L tension pneumothorax with underlying haemothorax. If 
tension is not recognised, progress to cardiac arrest that 
when reversed returns to this point. 
Once the tension is addressed: 

A: partially obstructed, gurgling & blood 
draining 
RR: very fast, >50, chest sounds difficult to 
hear, marking L chest wall. 
SpO2: error reading  
HR: 160 reg carotid, fluttering at radial 
BP: unrecordable 
AVPU 
CBG: 4.5 
Pupils: PERL 
 

A: clear  
RR: very fast, >40, L chest not seen to move. Silent 
across much of L chest, markings remain. 
SpO2: error reading  
HR: 140 v weak carotid - sinus tachycardia 
BP: unrecordable 
AVPU 
CBG: 5.0 
Pupils: PERL 
 

A: clear  
RR: reducing rate, Bilat chest movement. And sounds in 
upper L chest, lower chest and posterior sounds absent, 
markings remain. 
SpO2: rise to 94% on O2  
HR: reduces to 118 
BP: 96/? 
AVPU 
CBG: 5.0 
Pupils: PERL 
 

If examined, front of face is unstable, 
otherwise will become noticeable later in 
scenario 

Once completed ABC checks move to progression 2 Requires consideration of appropriate analgesia. 
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Scenario 6.2: Fall down stairs, VF arrest with HI 
 
Briefing 
You are called to a middle-aged male who has fallen down the complete flight of stairs at home.  A double technician crew are on scene and called for assistance stating 
‘cardiac arrest’. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male, 50’s non-responsive with obvious 
head injury – heavy marking including a 
boggy area within which is a 2in bony 
depression just within his hair line above the 
R eye.  

First shock resolves the VF and a pulseless sinus 
tachycardia of 112 results. ROSC occurs after a further 
short period of CPR leading to: 

With good ventilation it is noted that the patient is fitting 
(peripheral twitching). 

A - clear 
RR: 0 
SpO2: error reading  
HR: absent pulses, VF on screen 
BP: unrecordable 
AVPU 
CBG: 5.2 
Pupils: dilated 
 

RR: variable RR & types (gasps, deep sighing etc) 
SpO2: 98% immediately post arrest & CPR  
HR: rate starts to slow to 64 after 2-mins 
BP: initially 110/98 
AVPU 
CBG: 5.0 
Pupils: PERL 

RR: variable RR & types (gasps, deep sighing etc) 
SpO2: 96% 

HR: with fit rises to 80, then drops to 54 
BP: Rises to 186/108 
AVPU but after fit  
CBG: 3.4 
Pupils: PERL 
 

First aiders have started CPR but their AED is 
non-operational. 

After 2-3 mins progress to 3 Requires consideration of control of fitting, added benefit 
of perhaps making ventilation more manageable. 
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Scenario 6.3: House fire.  Bilateral tib & fib #s, closed head injury, smoke inhalation. 
 

Briefing 
You have been called to a house fire where a teenager has escaped though their bedroom window and jumped into the front garden. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male, 15-yrs on the ground in the garden in 
a collapsed state and has reportedly been 
fitting. 

Large boggy swelling to occiput.  Obvious bilateral 
deformed tib & fib fractures. 

On examination, upper airway is red and swollen with 
some evidence of increasing respiratory difficulty.  

A: obstructed – jaw clamped 
RR: 32, noisy (through teeth) rapid breathing 
SpO2: 84%  
HR: 142 radial pulse 
BP: 120/74 
AVPU 
CBG: unrecordable 
Pupils: PERL 
 

A: As the fitting stops so the airway clears. 
RR: 22 
SpO2: 89% once breathing restarts 
HR: 108 radial pulse 
BP: 160/92  
AVPU 
CBG: unrecordable 
Pupils: Reactive but sluggish 
 

A: partial obstruction due to oedema. 
RR: 14 
SpO2: 92% on air, 98% on O2 

HR: 62 radial pulse 
BP: 175/116  
AVPU 
CBG: 3.8 
Pupils: Reactive but sluggish 
 

There is a CFR on scene and a paramedic 
RRV is arriving imminently. 

Casualty will accept BVM but continues to intermittently 
fit. 
After splintage achieved increasingly noisy airway 
develops with inspiratory stridor. 

Requires appropriate airway management – ETT or FONA 
and management of closed head injury. 
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Scenario 6.4: Horse-rider, Unconscious, #femur ?#pelvis 
 

Briefing 
At an equestrian cross-country event you are called to the lower part of the course where a rider has fallen when their horse slipped coming up a bank.  She is reported to 
be possibly dead by the reporting steward.  You are accompanied by the event ambulance crewed by two ECSW staff. 
 

Scenario progression: 
Initial examination Progression 1 
Female, early 30’s who is lying apparently 
lifeless on their back & is mildly cyanosed. 

Casualty requires initial manual support of her airway bust 
as she starts to rouse this can be abandoned.   

A: obstructed – opens with manual 
techniques.   
RR: When A resolved - 26 
SpO2: low perfusion  
HR: 142 radial pulse 
BP: 168/104 
AVPU 
CBG: 4.2 

A: clear as described above. 
RR: 22, rises with pain and anxiety 
SpO2: 96% on air on spontaneously ventilated, 99% on O2 

HR: 102 once settled, rises with pain and anxiety 
BP: 122/94, rises with pain and anxiety. 
AVPU 
CBG: 4.6 

R mid shaft [closed] mid shaft femoral # 
obvious. 

Requires C Spine care (steward will provide if asked), pelvic 
splint and femoral traction, crew will achieve if asked (this 
fulfils the C criteria of the assessment), must have 
appropriate analgesic cover. 
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Overall time  Scenario time 
80-mins  - scenarios  18-mins/scenario 
 

Purpose 
1. The scenarios allow participants to build consolidate their current knowledge & skills within facilitated scenarios. 
2. Allow assessment of participants for competency statement 7. 

Objectives 
1. To continue rehearsing the foundational assessment skills and to recognise the need to review the ABC assessment as the care continues. 
2. To recognise actual and evolving pathology within their patient with reference to mechanism and physical findings. 
3. To apply relevant treatments and interventions utilising all resources at their disposal within their current boundaries of knowledge. 
 
Guide to support roles within this scenario group (NB. if these individuals are present allow them to work to their scope of practice): 

 CPR AED BVM OP/NPA iGel/ETT IV ECG CBG: Drugs Splints 
Bystander Maybe          
First aider x x        Box  
Adv First Aider x x x OPA  Prepare  x Entonox Box & vac 

CFR x x x OPA iGel Prepare Record x Entonox 
Adrenaline Box & vac 

EMT/ECSW/Tech x x x x iGel Prepare Record x 

Entonox 
Penthrox 

Adrenaline 
Glucagon 

x 

Paramedic x x x x x x x x x x 

 
7.1   Deliberate Morphine OD (multiple morphine patches)  7.2.   Ketoacidosis secondary to sepsis   
7.3.  Fall from height, #femur & #pelvis, late airway obstruction.      7.4    Anaphylaxis with airway and circulatory compromise 
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Scenario 7.1: Deliberate Morphine OD (multiple morphine patches) 
 

Briefing 
You have been called to a colleague’s consulting room (in GP practice or community hospital with no resuscitation team), where they have been found collapsed and barely 
breathing.  Staff report he was in early and left a note not to be disturbed which they respected until they failed to start their clinic 20-mins ago.  They found the room locked 
and on gaining access using a master key found him and have called for help.  Two nurses and a fellow doctor are available. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2  
Male, 58-years old, collapsed. Mild cyanosis 
with extreme bradypnea and rapid pulse.  

If the chest is exposed a morphine patch will be found.  
If a morphine OD is presumed and Narcan is given the 
following results: 

Until Narcan given, he remains in the initial condition. 
Following Narcan returns to state at progression 1 and 
then as below: 

A: open.  
RR: 4 
SpO2: 88%  
HR: 142 radial pulse 
BP: 178/102 
AVPU 
CBG: 4.6 
Pupils (when checked) pinpoint  

A: open.  
RR: 14 
SpO2: 98%  
HR: 124 radial pulse 
BP: 146/94 
AVPU 
CBG: 4.6 
Pupils (when checked) remain small   

A: clear. 
RR: 16 dropping to 6 every ‘few’ minutes, requiring 
additional Narcan. 
SpO2: 92% on air, 100% on O2 

HR: 108 radial pulse 
BP: 142/96  
AVPU rising to AVPU 
CBG: 4.2 

He is a locum doctor and has been difficult 
to get to know. He has been quite moody 
and withdrawn for the last few days, the 
receptionist says it followed a personal call 
from an oncologist, she’s not sure what it 
was about. 

• Casualty will reject BVM when his RR rises to 10 
• After about 1-min his RR falls and he has become 

more unrousable, it is noted his pupils have become 
pinpoint once again. 

• Returns to the initial state UNTIL  
• A wider examination revels x4 morphine patches on 

his lower legs. When removed move to progression 
2 

After 2 further doses of Narcan, remains rousable and 
becomes distressed.  Requires tactful approach to manage 
the psychological distress. 
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Scenario 7.2: Ketoacidosis secondary to sepsis  
 

Briefing 
You have been called to a reclusive 62-year-old diabetic patient’s home.  They have been unwell over ‘the last few days’ with a UTI and temperature of 37.4. They were last 
seen by a community nurse a couple of days ago and advised to drink plenty and a urine specimen taken.  No follow up has occurred and this morning a carer has found the 
patient unrousable. 
 

Scenario progression: 
Initial examination Progression 1 
62-years old, collapsed. In a soiled bed 
within a generally neglected and unkempt 
property. The patient is an alcoholic and 
there is plenty of evidence to support this. 
Due to staff shortages no carer has called for 
the last 36-hours. The carer also volunteers 
as a CFR 

Requires airway management, will accept an NPA, OPA 
and iGel causes gagging. When sorted: 

A: open, snoring heavily 
RR: 26, deep breaths and ketotic odour to 
breath. 
SpO2: 89%  
HR: 126 no radial pulse 
BP: 98/? 
AVPU 
CBG: 28.4 
Noted to be mottled at extremities. 

A: open.  
RR: 26, deep breaths and ketotic odour to breath. 
SpO2: 89% on air, rises to 96% on O2  
HR: 126 no radial pulse until BP rises. 
BP: rises if x2 fluid boluses given to 106/89 
AVPU, but starts to become rousable and distressed 
CBG: 28.4 
Noted to be mottled at extremities. 

The patient has appalling veins and cannot 
be cannulated, only IO will achieve 
circulatory access 

• Should consider antibiotics 
• Should respond to patients confused & distressed 

state.  
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Scenario 7.3: Fall from height, #femur, #pelvis, late airway obstruction 
 
Briefing 
You are called to a male who has fallen from first floor scaffolding.  He is lying face down on the ground.  There is a FAW first aider on scene. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2 
The casualty is mid 20’s. First impressions; 
he is unconscious, L femur angulated & 
rotated.  

The casualty will rouse and is in a lot 
of pain from his leg.  

Patient is noted to have been 
incontinent of urine. 
Requires analgesic strategy, pelvic 
splint & femoral traction splint. When 
achieved and following analgesia: 

A: clear 
RR: 24, some moaning 
SpO2: 98% 
HR: 120 weak radial pulse 
BP: 108/92 
CBG: 3.5 
Reactive but sluggish 
AVPU 

A: clear 
RR: 24, increased moaning, very vocal 
when L leg moved or touched. 
HR: 126 weak radial pulse 
BP: 100/86 
CBG: 3.5 
Reactive but sluggish 
AVPU 

A: partially obstructed, snoring 
RR: 20 will still rouse when L leg 
moved or touched. 
HR: 108 weak radial pulse 
BP: 100/86 
CBG: 3.5 
Reactive but sluggish 
AVPU 

Strong smell of alcohol from his breath  Requires airway management. 
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Scenario 7.4: Anaphylaxis with airway and circulatory compromise 
 

Briefing 
At the county show the first aid team have seen a patient who is allergic to nuts and has eaten a bacon and avocado sandwich about 25 minutes ago.  S/he is now panicked 
and feeling unwell, you are asked to see them.  When you arrive s/he is trying to find an adrenaline auto-injector in a backpack. 
 

Scenario progression: 
Initial examination Progression 1 Progression 2 
The casualty is mid 30’s. First impressions; 
they are in an agitated state, and are not 
very cooperative. The first aiders are trying 
to restrain them! There is noticeable 
angioedema around their eyes, and lips. 

Following first Adrenaline, patient’s 
stridor rapidly increases as does their 
panic. They rapidly become more 
unresponsive as the face & neck 
angioedema increases. 

Requires surgical airway, IV fluids and 
further adrenaline, once completed: 
Angioedema starts to reduce although 
remains marked around the lower 
face and neck 

A: hint of stridor!  
RR: 24, wheeze on auscultation. 
SpO2: 98% on air 
HR: 112 radial pulse 
BP: 108/92 
CBG: 4.8 
AVPU 

A: Stridor 
RR: 36 and increasing. 
SpO2:  88% on air, 94% on O2 

HR: 136 and increasing, initially feeble 
radial pulse that disappears 
BP: unrecordable 
CBG: 3.5 
AVPU rapidly becoming unresponsive 

A: clear via surgical airway 
RR: 20 , chest sounds clear. 
SpO2: 100% on O2 

HR: 108 weak radial pulse 
BP: 108/86 
CBG: 4.2 
AVPU 

Patient becomes increasingly panicked, but 
will respond to appropriate words and 
initially on being given adrenaline 

  

 


