Acute Pain Simulation
Mrs. Dorothy Johnson is a 66 year old female admitted to the hospital for left total knee replacement. She was admitted to the floor yesterday following surgery. She has a history of hypertension, mild CHF, and IDDM. She has NKDA. Admission weight is 70.5 kg. 
Married with four grown children. Husband (or child) at bedside.

Date: 						    File Name: 
Discipline:  						    Participant Level:	     
Expected Simulation Run Time: 		    Debrief /Guided Reflection Time: 
Location:                                                            Location for Reflection: 

	Admission Date:      Today’s Date: 
Brief Description of Patient:
Name: Dorothy Johnson
Gender: F     Age: 66             Race: 
Weight: 70.5 kg            Height: ____cm
Religion:                       Major Support: 
                                      Phone: 

Allergies: NKDA
Immunizations: 
Attending Physician/Team: 

PMH: Hypertension, Mild CHF, IDDM


History of Present illness: 


Social History:



Primary Diagnosis: 
Surgeries/Procedures:

	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)












Simulation Learning Objectives:
1. Prioritize care for patient experiencing acute pain
2. Accurately perform assessment of a patient, gather relevant data and interpret findings in order to plan, implement and evaluate appropriate nursing care
3. Interact with patient, family, physician, other nursing staff, and nursing assistant
4. Safely performs nursing care while maintaining dignity of the client
5. Use critical thinking and sound nursing judgment throughout experience


Fidelity
	Setting/Environment
· Med-Surg

Simulator Manikin/s Needed:
· VitalSim

Props:
Equipment attached to manikin:
· IV tubing in left forearm with primary line of Normal Saline fluids running at 75 ml/hr
· 4x4 dressing to left knee
· IV pump
· Foley catheter ________cc output
· PCA pump running
· IVPB  with antibiotic running at ___ mL/hr
· 02  _______
· Monitor attached
· ID band _______

Equipment available in room
· Bedpan/Urinal	
· Foley kit	
· Straight Catheter Kit
· Incentive Spirometer
· Fluids
· IV start kit				
· IV tubing
· IVPB Tubing
· IV Pump
· Feeding Pump		
· Pressure Bag			
· 02 delivery devices type       
· Crash cart with airway devices and emergency medications		         
· Defibrillator/Pacer
· Suction 
· Other_________

At Medication Cart:
500 mL bag NS
50 mL bag labeled Cephazolin Sodium 500 mg
Syringes – various sizes
Needles – various gauges
2 mL prefilled syringes labeled Morphine 4mg/mL
Insulin vials
Toradol vials
Acetaminophen 325 mg tabs
Toprol-XL 25 mg 
	Medications and Fluids
· IV Fluids: Normal Saline @ 75 mL/hr	
		
· Oral Meds: 
Toprol-XL 25 mg oral every day
Acetaminophen 325-650 mg oral every 6 hours prn Temp > 101.5   

· IVPB: Cephazolin Sodium 500 mg IVPB every 6 hours for  48 hours       

· IV Push:  Morphine 2 mg IV every 4 hours prn pain    
Toradol 15 mg IV every 6 hours prn pain
  

· IM or SC: 
Lantus 15 units subcut every night at bedtime 

Humalog 8 units subcut per sliding scale three times a day (with meals)
<150              0 units
151-200         2 units
201-250         4 units
251-300         6 units
301-350         8 units
>351              call MD

Diagnostics Available
· Labs
· X-rays (Images)
· 12-Lead EKG
· Other

Documentation Forms 
· Physician Orders
· Nursing Documentation sheet
· VS records               
· Admit Orders	         
· Flow sheet
· Medication Administration Record
· Kardex
· Graphic Record		
· Shift Assessment
· Triage Forms
· Code Record
· Anesthesia / PACU Record
· Standing (Protocol) Orders
· Transfer Orders

Other Props
Insulin syringes, Humalog and Lantus vials
Transcript of report
Stethoscopes
Pen lights
4x4 gauze and tape
Sterile saline
Telephone
Drug book
Lab book

Recommended Mode for simulation:


	Roles / Guidelines for Roles
· Primary Nurse
· Charge or Resource Nurse
· Nurse to give report
· Family Member #1
· Physician / Advanced Practice Nurse
· Unlicensed Assistive Personnel 

Important information related to roles:
Charge or Resource RN: person is additional help to assigned RN, who has available to them resources such as drug book, lab book, and Med/Surg textbook. This person can share the information only when asked. Instructor may need to suggest that this participant can step in and offer help if needed, in order to move things along. 

NAR: Vital signs and delegated tasks
Family Member: Very protective, concerned, may prompt RN as needed
Physician: faculty member who is on call via beeper or phone.
Patient: Participant who will vocalize for the patient using a wireless microphone.

Critical Lab Values:

Physician Orders:
VS every 4 hours x 24 hours, then every 8 hours
CMS of LE with VS
SaO2 check with VS
NWB to left LE
Ted Hose
Dressing change twice a day
IV site assessment every shift
IV site care everyday
Regular diet as tolerated
Bedside commode or BR with assist x1
PT Consult
OT Consult
Call provider for Temp > 101.5
NS @ 75 mL/hr
Toprol-XL 25 mg oral every day
Toradol 15 mg  IV every 6 hours prn pain
Acetaminophen 325-650 mg oral every 6 hours prn Temp > 101.5   
Cephazolin Sodium 500 mg IVPB every 6 hours for  48 hours       
Morphine 2 mg IV every 4 hours prn pain      
Lantus 15 units subcut every night at bedtime 
Humalog 8 units subcut per sliding scale three times a day (with meals)
<150              0 units
151-200         2 units
201-250         4 units
251-300         6 units
301-350         8 units
>351              call MD



	Participant Information Needed Prior to Scenario:
· Has been oriented to simulator
· Understands guidelines /expectations for scenario
· Has accomplished all pre-simulation requirements
· All participants understand their assigned roles
· Has been given time frame expectations

Report participants will receive before simulation:
Time: 
Mrs. Dorothy Johnson is a 66 year old female admitted to the hospital for left total knee replacement. She was admitted to the floor yesterday following surgery. She has a history of hypertension, mild CHF, and IDDM. She has NKDA. Admission weight is 70.5 kg. Married with four grown children. Husband (or child) at bedside.

Taped Report:
My next patient is Dorothy Johnson. She is a 66 year old female admitted yesterday. She is S/P left total knee replacement. She has a dressing over the incision that is clean, dry, and intact. Her pain is under control with the Toradol. She received that at 0600 after rating her pain at 6/10. At 0630 she was 2/10 and resting. VS have been stable with BP of 132/76, temp 98.2. Her lungs are clear bilaterally and CMS intact. Her blood sugars have been rather high, and we have covered her with sliding scale. The nursing assistant was just going into her room to get it when I came out to do report, so I am not sure what it is. Her husband just got here and is in the room, too.









 References, Evidence-Based Practice Guidelines, Protocols, or Algorithms used for this scenario

American Diabetes Association: http://www.diabetes.org/

Center for Disease Control: http://www.cdc.gov/diabetes/home/index.html

Clinical Practice Recommendations (ADA): http://professional.diabetes.org/ResourcesForProfessionals.aspx?cid=84160&loc=rp-slabnav
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	Scenario Progression Outline

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

	NA comes into room stating, “Mrs. Johnson’s husband (or sister) says she has been having pain and no one has done anything about it. He wants you to come into the room right now and give her something. I did her finger stick and her blood sugar was 228. I am going to go in and get her VS, but I think you should come and see her. She sounds like she needs something right away.
	Manikin in bed, semi-fowler’s position
Dressing to left knee is intact, no drainage.
Patient RR 20
Lungs clear to auscultation
HR 110
BP 100/64
Rates pain 7/10







	Participant should complete physical assessment including orientation, VS, lung sounds, pain level, knee dressing. Additionally, participant should assess what time of pain medication to administer, based upon vital signs and time of last administration, as well as how much insulin to give based upon sliding scale. 
      

	Role member providing cue:  
Family Member
Cue:
If nurses do not ask the patient about her pain, how she describes it, pain scale etc…, but instead look at her incision, focus on her VS or her blood sugar, be insistent that something is wrong and keep asking them to do something to help her. IF they still are not focusing on the pain issue, and seeing that she can’t have another pain medication until they call the doctor, say something like “I don’t know why she is in so much pain. She said she had something earlier but it doesn’t seem to be working. What did she have?”

	After initial assessment        





	






	Participant should place call to MD and make sure to report:
Patient name
Brief history (POD #1, L total knee replacement, hypotension, IDDM)
VS, Lung sounds, orientation, O2 sat
Pain – current assessment and history
Meds given for pain
Description of incision and dressing
Current blood sugar 
	Role member providing cue: 
MD
Cue:
If participant provides all information give following orders:
Change morphine order to 2-4 mg IV every 3 hours
Monitor BP
12 lead EKG for tachycardia
 

	EKG results
	

	Nurse should call MD with results of tests, and give current pain assessment.

. 
	Role member providing cue:  
MD
Cue
Give following orders:
Continue to monitor patients pain and BP
Orders for orthostatic BP three times a day
Continue with Toradol 



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 were your primary concerns in this scenario?

2. Did you miss anything in getting report on this patient?	

3. Did you have sufficient knowledge/skills to manage this situation?

4. What were your primary nursing diagnoses or problems in this scenario? What nursing interventions did you use, what outcomes did you measure? Where is your patient in terms of these outcomes now?

5. What did you do well in this scenario?

6. If you were able to do this again, what would you do differently?


 

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


SIMULATION SCENARIO
Acute Pain

Participant Copy

LEARNING OBJECTIVES

1. Prioritize care for patient experiencing acute pain
2. Accurately perform assessment of a patient, gather relevant data and interpret findings, in order to plan, implement and evaluate appropriate nursing care
3. Interact with patient, family, physician, other nursing staff, and nursing assistant
4. Safely performs nursing care while maintaining dignity of client
5. Use critical thinking and sound nursing judgment throughout experience


SUPPLIES NEEDED

Stethoscope
Pen light
Drug book
Calculator


PATIENT DATA

Mrs. Dorothy Johnson is a 66 year old female admitted to the hospital for left total knee replacement. She was admitted to the floor yesterday following surgery. She has a history of hypertension, mild CHF, and IDDM. She has NKDA. Admission weight is 70.5 kg. Married with four grown children. Husband at bedside.


REFERENCES

American Diabetes Association: http://www.diabetes.org/

Center for Disease Control: http://www.cdc.gov/diabetes/home/index.html

Clinical Practice Recommendations (ADA): http://professional.diabetes.org/ResourcesForProfessionals.aspx?cid=84160&loc=rp-slabnav
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