Endocrine Simulation

Jack is a 78-year-old male patient admitted to the hospital for a non-healing ulcer on the left third toe.  He states that he noticed the open area on his left toe getting bigger and he thought he should get it “looked at by a doctor”. 

Date: 						    
File Name: 
Discipline:  	Nursing				    
Participant Level: Undergraduate	     
Expected Simulation Run Time: 15-20 minutes 
Debrief /Guided Reflection Time: 15 minutes
Location:                                                            
Location for Reflection: 

	Admission Date:      Today’s Date: 
Brief Description of Patient:
Name: Jack Glick  Gender: M  Age: 78  
Race:  Caucasian 
Weight: 174 lbs            Height: 6’1”
Religion: Methodist    Major Support:  Wife

Allergies: Oxycodone
Immunizations: Influenza and Pneumococcal this year.
Attending Physician/Team: 

PMH: Hypertension (HTN), diabetes mellitus, type 2, lower extremity venous insufficiency

History of Present illness: Jack is a 78 year-old male patient admitted to the hospital for a non-healing ulcer on the left third toe.  He states that he noticed the open area on his left toe getting bigger and he thought he should get it “looked at by a doctor”.  Jack’s wife is at the bedside and is concerned the open area on the toe is infected.  Jack is anxious about being in the hospital.



Social History:  Smokes 1 pack of cigarettes every week and drinks occasionally on the weekends.



Primary Diagnosis: Venous stasis ulcer on left third toe.
Surgeries/Procedures: None

	Psychomotor Skills Required prior to simulation:








Cognitive Skills Required prior to Simulation: i.e. independent reading (R), video review (V), computer simulations (CS), lecture(L)
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Simulation Learning Objectives:
1. Identify and manage a hypoglycemic episode.
2. Communicate effectively with anxious patient.
3. Communicate effectively with family members.
4. Communicate with healthcare provider.


Fidelity
	Setting/Environment
· Medical-Surgical Unit

Simulator Manikin/s Needed:
Adult simulator manikin

Props:
Equipment attached to manikin:
· IV tubing with primary line Normal saline fluids running at 75 mL/hr
· IV pump
· 02  at 2 L/min
· Monitor attached on telemetry
· ID band with:  Jack Glick, DOB:______, MRN 01234, Room_____

Equipment available in room
· Fluids
· Glucometer			
· IV tubing
· IV Pump			
· 02 delivery devices type       
· Suction 
	Medications and Fluids
· IV Fluids: Normal Saline at 75 ml/hr	
		
· Oral Meds: Norvasc 5 mg every day

· Protonix 20 mg every morning 

· IVPB: Ceftriaxone 1 g every 12 hours            

· IV Push:  Dextrose 50% Injection 25 grams in 50 mls      

· SC: Heparin 5,000 units subcutaneous every 12 hours     

· Regular insulin sliding scale AC and HS subcutaneous:

Less than 60 mg/dL=NO INSULIN
61-100 mg/dL=4 units
101-150 mg/dL =6 units
151-200 mg/dL =8 units
201-250 mg/dL =10 units
Greater than 251 mg/dL = Notify provider for additional orders


Diagnostics Available
· Labs

Documentation Forms 
· Physician Orders                        
· Flow sheet
· Medication Administration Record
· Shift Assessment form
· Observation checklist form


Other Props

Recommended Mode for simulation:
Create simulated open wound on left 3rd toe approximately 2x2 centimeters.

	Roles / Guidelines for Roles
· Nurse #1
· Nurse #2
· Family Member (Wife)
· Observer/s

Important information related to roles:
· Nurse #1: Assigned nurse to patient
· Nurse #2: Floor nurse to assist if needed
· Observer: To utilize observation checklist form during the simulation.  The observer(s) will participate in the debriefing session.
· Family: Wife is present at the bedside with the patient.  She is concerned about the open wound on the toe.

Critical Lab Values:

Provider Orders:
Diet: 1.5 g ADA
Labs: CBC and BMP daily, wound culture of open area on left third toe
Imaging: X-ray of left foot
Leave left toe wound open to air.
Vital signs every 8 hours
Medications: 
IV of Normal Saline at 75 ml/hr	
O2 via NC @ 2L
Heparin 5,000 units subcutaneous every 12 hours
Cetriaxone 1 g every 12 hours            
Norvasc 5 mg every day
Protonix 20 mg every morning 


	Participant Information Needed Prior to Scenario:
· Simulation orientation
· Understands guidelines /expectations for scenario
· Understands assigned roles
· Has been given patient report

Report Participants will receive before simulation:
You are assigned to care for Jack Glick, a 78 year old male admitted in the early morning hours to your unit from the emergency department. He states that he noticed the open area on his left toe getting bigger and he thought he should get it “looked at by a doctor”.  Jack’s wife is at the bedside and is concerned the open area on the toe is infected.  Jack is anxious about getting admitted to the hospital.  He has a medical history of Hypertension (HTN), diabetes mellitus, type 2, lower extremity venous insufficiency.  He weighs 174 lbs and is 6 feet, 1 inch tall.

Background
Patient anxious
Patient’s wife states that he tries to take care of his feet and inspects them weekly, but he still smokes and she always tries to get him to stop.
C/O 3/10 pain in left foot 
BS active in all 4 quadrants
Last BM was yesterday and was formed, no blood observed 
Poor appetite past week– has been eating 
Vital Signs: Temp: 99.1, P: 75, R: 20 easy/unlabored, BP: 145/85, SpO2: 94%
Lungs clear, has occasional productive cough with a scant amount of clear sputum
No chest pain
No edema bilaterally, cap refill less than 3 seconds, bilat. feet cool, pulses present but weak



Lewis, S. Bucher, L. Heitkemper, M. Harding, M. Medical-Surgical Nursing. Edition: 10. Publisher: Elsevier. 2017. 

Lilley et. al. Pharmacology and the Nursing Process. Edition: 8th. Publisher: Mosby. 2017. 
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	Scenario Progression Outline

	Timing
(approximate)
	Manikin Actions
	Expected Interventions
	May use the following Cues:

	First 5-10 minutes

Start of the shift (7am)




	Patient in bed, in hospital gown.
Patient is anxious about being in the hospital.
Patient’s wife is very concerned about the wound on his left foot.

C/O 3/10 pain in the left foot. 

BS active in all 4 quadrants

Vital Signs: Temp: 99.1, P: 75, R: 20 easy/unlabored, BP: 145/85, SpO2: 94%

Lungs clear, has occasional productive cough with a scant amount of clear sputum

No chest pains.

No edema bilaterally, cap refill less than 3 seconds, bilateral feet cool, pulses present but weak

	Nurse #1 should perform a focused peripheral vascular assessment, pain level.

Nurse #1 should prioritize and implement provider orders 
	Role member providing cue: wife is anxious and asking questions about the wound on the left foot.

Cue: “Do you think the wound is infected?”

“Is he on antibiotics?” 

“He hasn’t eaten his breakfast yet and they gave him insulin earlier”

	10-20 minutes
        





	Patient remains in bed.

Patient is profusely sweating and states is lethargic.

Skin is cool and clammy.
Vital Signs: Temp: 99.1, P: 95, R: 26 easy/unlabored, BP: 110/55, SpO2: 93%









	Nurse #1 should review the medication administration record and vital signs.

Nurse #1 should obtain or delegate the collection of a bedside blood glucose reading.  (When obtained, facilitator to give the results: 42 mg/dL).

Nurse #1 should follow the standing orders “Hypoglycemic protocol” by administer IV dextrose and notifying the healthcare provider.

Nurse #1 should reassess patients’ blood glucose reading.


	Role member providing cue: wife is becoming upset and anxious.

Cue: “What’s going on, I can get him to answer me?”

*If a glucose reading is obtained, “Can I give him a piece of candy?”

“What are you going to do?”




Debriefing / Guided Reflection Questions for this Simulation
Link to Participant Outcomes and Professional Standards 
(i.e. QSEN, NLN {Nursing}, National EMS Standards {EMS}, etc.) 

1. What did you think went well during the scenario?  (Have observers review observation checklist)

2.  What could have been done better during the simulation? (Have observers review observation checklist)

3.  Ask the students to share how they feel after completing the simulation.

4.  What was the patient’s priority nursing diagnosis at the beginning of the simulation.  

5.  What are 3 nursing interventions you completed during the simulation?  

6.  What outcome measurements did you use?

7.   What would you do differently if you could complete the simulation again?



Complexity – Simple to Complex
Suggestions for changing the complexity of this scenario to adapt to different levels of learners:

N/A










SIMULATION SCENARIO
Endocrine Simulation

Participant Copy

LEARNING OBJECTIVES

1. Identify and manage a hypoglycemic episode.
2. Communicate effectively with anxious patient.
3. Communicate effectively with family members.
4. Communicate with healthcare provider.


PATIENT DATA
You are assigned to care for Jack Glick, a 78-year-old male admitted in the early morning hours to your unit from the emergency department. He states that he noticed the open area on his left toe getting bigger and he thought he should get it “looked at by a doctor”.  Jack’s wife is at the bedside and is concerned the open area on the toe is infected.  Jack is anxious about getting admitted to the hospital.  He has a medical history of Hypertension (HTN), diabetes mellitus, type 2, lower extremity venous insufficiency.  He weighs 174 lbs and is 6 feet, 1 inch tall.

Physician orders:
Diet: 1.5 g ADA
Labs: CBC and BMP daily, wound culture of open area on left third toe
Imaging: X-ray of left foot
Medications: 
IV of Normal Saline at 75 ml/hr	
O2 via NC @ 2L
Heparin 5,000 units subcutaneous every 12 hours
Cetriaxone 1 g every 12 hours            
Norvasc 5 mg every day
Protonix 20 mg every morning
 
Background:
Patient anxious
Patient’s wife states that he tries to take care of his feet and inspects them weekly, but he still smokes and she always tries to get him to stop.
C/O 3/10 pain in left foot 
BS active in all 4 quadrants
Last BM was yesterday and was formed, no blood observed 
Poor appetite over the past 3 days 
Vital Signs: Temp: 99.1, P: 75, R: 20 easy/unlabored, BP: 145/85, SpO2: 94%
Lungs clear, has occasional productive cough with a scant amount of clear sputum
No chest pain
No edema bilaterally, cap refill less than 3 seconds, bilat. feet cool, pulses present but weak

Simulation Development

Simulation developed by:

Matthew J. Fox, MSN, RN-BC, Assistant Professor of Nursing, Ohio University-Zanesville

Simulation updated October 2017 


