
 

 

 

 Scenario Development Template 

 

Case Summary: Mr. Thompson is a 61 year old gentleman who presents with septic arthritis. He had been taking naproxen and staying in 
bed for four days because of worsening right knee pain, but the knee continued to get worse, and his wife noted that he was newly 
confused today, and she’s not sure he’s had much urine output. There is no history of prior trauma to the knee, and his review of systems 
is otherwise benign. He is hypotensive, in rapid atrial fibrillation, confused, and has an acute kidney injury. He will require fluid 
resuscitation, empiric antiobiotics, investigations including cultures and joint aspiration. The learner should recognize that he is in rapid 
afib because he is sick, and to treat the underlying cause, rather than cardioverting him acutely. Further, he should not be acutely 
anticoagulated for his atrial fibrillation, as it is provoked, and he will also need an arthrocentesis and likely a washout.  
 
The resident will initially just be asked to see the patient by a nurse because he “just got put in a room and doesn’t look well”. The learner 
will need to elicit additional history. The spouse will arrive from having parked her car and will be able to provide additional history. Too 
often in simulation, learners get focused on the acute management and crisis resource management skills, and we do not elicit a full 
history from the patient or collateral historian. In this case, the diagnosis is fairly obvious once an appropriate history is elicited. This 
patient has no risk factors for gonococcal arthritis, and he is immunocompetent.  
 

Chief complaint: wife made me come in (patient), knee pain, 
decreased urine output and confusion (spouse). 
 

Past medical history:  
Medication: rosuvastatin 10 mg po daily 
Allergies: NKDA 

Scenario Title: Septic arthritis Learning Objectives: 

 2.1.6.3. Acute renal failure and oliguria 

 2.1.8.2. Delirium 

 2.1.10.1 Acute monoarthritis 

 2.1.10.8 Septic arthritis 

 2.1.13.6. Bone and joint infections 

Author: Iain Arseneau 

Last edit: April 24th, 2018 

Set up: Emergency department 

Confederates: RN, patient spouse, voice for patient 

Duration (min): 30 min 

 Scenario: 15 min 

 Debriefing: 15 min 

Learners:  

 Level/type 

 Number of learners 

CanMeds Core 
Competencies 

Health advocate Medical Expert Collaborator 

Communicator Professionalism Manager 



 

 

 

 

Patient information 

Age: 61 Gender: M Name: James 
Thompson 

Weight: 
100kg 

BMI: 30   Manikin:  

Physical 
Exam 
Findings: 

General: anxious, restless, warm extremities 
CNS: confused, nil focal, no meningismus 
CVS: tachycardic, irregularly irregular, auscultation 
unremarkable, examines as dry.  
Resp: Air entry to both bases, no adventitia, tachypneic, but 
not distressed. 
GI: normal 
GU: no Foley in situ 
MSK/Derm: right knee is warm, erythematous, and has an 
obvious effusion. Tender. Limited ROM. If the learner 
attempts passive extension, patient will scream.  

Moulage:  

 

Aids Lab: No labs will return within 
the timeframe of this 
scenario.  

Imaging: see attached 
 

ECG:  see attached Pictures: physical exam 
will be described if 
asked.  

Equipment          

         

 
Scenario detailed Flow: 

Phase Time  
(min) 

Expected Actions and Interventions 
 

Skills demonstrated 

Phase 1:  

 General appearance: Unwell 

 T 39.1, HR 130, RR 24, Sat 96% on room 
air, BP 90/50    

 Remainder of exam as above.   

 Patient says his wife made him come in. 

0 min  Recognizes hypotension, tachycardia 
and confusion as shock. 

 With above, and fever, suspects sepsis 
as etiology of shock. 

 Performs an appropriate initial 
assessment 

Initial assessment of a patient in 
shock. 
Recognition of sepsis. 
Appropriate initial management 
of sepsis.  



 

 

 

 Feels off, no specific complaints.   Establishes IV access 

 Orders initial investigations and Foley 
to monitor urine output (20-30 cc of 
concentrated urine out with Foley 
insertion). 

 Begins resuscitation with balanced 
crystalloid 

 Empiric antibiotics: should include 
Staphylococcal and streptococcal 
coverage (vancomycin). Reasonable to 
omit Gram negative coverage 
(ceftriaxone) given lack of gonococcal 
risk factors.  

 Acetaminophen for fever 

Phase 2: Improvement/deterioration: 
If an appropriate resuscitation has been 
started (eg: asks for initial bolus of at least 1-2L 
by gravity or pressure bag), and empiric 
antibiotics given, will see improvement.  

 General appearance: less anxious 

 T  38.6, HR 115, RR  24, Sat %  96% on 
room air, BP  97/60 

 Remainder of exam unchanged. 

 
5 min 

 Obtains collateral history from wife. 

 More focused history reveals knee as 
source. 

 Continued fluid resuscitation. 

Ongoing management of sepsis. 
No labs will return within the 
timeframe of this scenario.  
 
If the patient was inadequately 
fluid resuscitated initially (eg: 
“500 cc over an hour”), or no 
antibiotics are given, the patient 
will become progressively more 
hypotensive (drop MAP by 
~10/minute and increase HR by 
~10/min), and eventually 
require pressors/ICU.  

Phase 3: Resolution: 10 min  Recognizes clinical improvement and 
that this patient does not require ICU 
(ok for stepdown).  

 Consults orthopedics for 

Appropriate discussion with 
consultant. 



 

 

 

arthrocentesis and washout, or 
performs arthrocentesis and consults 
for washout.  

 Orthopedics will ask if any 
investigations are back, which 
prompts resident to have to justify 
their diagnosis over the phone based 
on solely their clinical assessment.  

 

Debriefing points 
 

1. Definition of sepsis and appropriate initial investigations and 
management. 

3. Review usual pathogens in septic arthritis.  

2. Review differential for inflammatory monoarthritis and 
arthrocentesis findings in septic versus inflammatory 
versus non-inflammatory arthritis.  

4. Importance of taking a history. In this case, the 
diagnosis is obvious if an appropriate history is taken. In 
this case, the patient is initially not a very helpful 
historian, and if the resident does not elicit an appropriate 
history from the wife when she arrives, they may miss an 
obvious diagnosis which requires timely intervention for 
diagnostic confirmation, source control, and joint 
preservation.  

 

References:  New IDSA guidelines are currently in development with anticipated publication in Fall 2018.  
UpToDate article “Septic arthritis in adults” provides an overview of diagnosis and management.  
ECG source: https://lifeinthefastlane.com/ecg-library/atrial-fibrillation/ 
CXR source: https://www.radiologymasterclass.co.uk/ 

 

https://lifeinthefastlane.com/ecg-library/atrial-fibrillation/

