CHF Simulation 
72 year old female admitted with Congestive Heart Failure
Anna Stork is a 72 year old white female admitted to your unit late last evening with a diagnosis of Congestive Heart Failure. She was admitted to your medical/surgical unit late last evening after being seen in Heart Clinic. The nurse practitioner has been trying to adjust her medications and felt she needed to be admitted for closer observation.

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: Anna Stork  
Gender: F   Age: 72  Race: Caucasian
Weight: ____kg            Height: ____cm
Religion:                       Major Support: 
                                      Phone: 

Allergies: 
Immunizations: 
Attending Physician/Team: 

PMH: 
· Anterior MI approx. 5 years ago
· Stent implanted
· Atrial fibrillation
· IAD and pacemaker implanted
· CHF

History of Present illness: CHF


Social History:



Primary Diagnosis: CHF
Surgeries/Procedures: stent, IAD, and pacemaker implanted

	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. Perform a focused assessment on a patient with Congestive Heart Failure and/or Pulmonary Edema
2. Discuss the difference between a head-to-toe assessment and a focused assessment.
3. Select appropriate nursing action to meet the patient’s need based on clinical data.
4. Identify strategies to meet the needs of the patient based on clinical findings.
5. Communicate effectively with concerned patient and/or family member(s).

Fidelity
	Setting/Environment
· Med-Surg

Simulator Manikin/s Needed:
· Vital Sim

Props:
Equipment attached to manikin:
· IV tubing with primary line D5 ½ NS fluids running at 100 mL/hr
· IV pump
· 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_________

	Medications and Fluids
· IV Fluids:	D5 ½ NS
		
· Oral Meds: 
Digoxin 0.25 mg every day
Coreg 25 mg twice a day
Lisinapril 10 mg every day
Aspirin 325 mg every day
HCTZ 12.5 mg every day
Lipitor 10 mg every day
Colace 100 mg 1-2 capsules every day PRN  

· IVPB:             

· IV Push:        

· IM or SC: 
Nitro patch 0.2 mg/hr put on at night and remove in am     

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

Documentation Forms 
· Physician Orders               
· 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
Malt-O-Meal in baggies to simulate edema

Recommended Mode for simulation:


	Roles / Guidelines for Roles
· Primary Nurse: nurse assigned to patient
· Secondary Nurse: another floor nurse who is there to assist the Primary nurse as directed
· Family Member #1: can have one or two depending on group size, family member has been with patient most of night and questions all the actions of the nurse
· Family Member #2
· Observer/s: 1 to observe patient data, 1 to observe actions of the nurse

Important information related to roles:


Critical Lab Values:
WBC – 6.2 K/uL [4.0-10.0]
RBC – 4.5 M/uL [4.04-5.30]
HGB – 14.4 g/dL [14.1-17.1]
HCT – 40.5% [36-50]
Creatinine – 1.2 mg/dL [0.6-1.3]
Urea Nitrogen – 18 mg/dL [7.0-18.0]
Sodium – 135 Mmol/L [136-145] Low
Potassium – 6.0 Mmol/L [3.5-5.1] High
Chloride – 96 Mmol/L [98-107] Low
Glucose – 120 Mg/dL[70-99]
Cholesterol – 119 mg/dL [0-200.0]
Triglyceride – 136 mg/dL [30.0-200.0]
HDL Cholesterol – 41 mg/dL [40.0-96.0]
Direct LDL – 113 mg/dL [0-130.0]
Digoxin Level – 1.2 mcg/L [0.8-2.0]


Physician Orders:
Admit to 2W Med/Surg Unit
Up as tolerated
2gm Na Regular diet
Digoxin 0.25 mg oral every day
Coreg 25 mg oral twice a day
Lisinapril 10 mg oral every day
Aspirin 325 mg oral every day
HCTZ 12.5 mg oral every day
Lipitor 10 mg oral every day
Colace 100 mg 1-2 capsules oral every day PRN  
Nitro patch 0.2 mg/hr intradermal. Put on at night and remove in am
Colace 100 mg 1-2 capsules oral every day PRN
O2 2L/min via NC PRN
Call MD for BP >150/90 or < 90/50
Call MD for P >100 or <60
IV D5 ½ NS @ 100 mL/hr
VS every 4 hours
I & O
	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:
· You are assigned to care for Mrs. Anna Stork, a 72 year old female admitted to your unit late last night with Congestive Heart Failure. 
· You will need to complete the physical assessment for this patient and provide nursing interventions for her based on your clinical findings.

· Anna Stork is a 72 year old white female admitted to your unit late last evening with a diagnosis of Congestive Heart Failure. 
· She had an anterior MI approximately 5 years ago. At that time she had a stent implanted and had difficulty with atrial fibrillation. Her rate would drop to less than 40 beats per minute so the physician implanted an IAD and pacemaker.
·  She had a relatively uneventful recovery until recently when her blood pressure started to elevate and she complained of “huffing and puffing” more than usual. 
· She was admitted to your medical/surgical unit late last evening after being seen in Heart Clinic. The nurse practitioner has been trying to adjust her medications and felt she needed to be admitted for closer observation.



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

Heart Failure
http://my.americanheart.org/professional/General/Heart-Failure-Guideline-Update_UCM_423930_Article.jsp
Meds
http://my.americanheart.org/professional/General/Heart-Failure-Guideline-Update_UCM_423930_Article.jsp
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	Scenario Progression Outline

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

	Morning report        




	· Edema in ankles
· Manikin is placed in semi-fowlers position
· No O2
· VS
· BP: 90/50
P: 62
· R: 16
	· Assess for s/s of edema
· Assess VS and pulse oximeter
· Progress to focused assessment for CHF
· One nurse should address family member concerns
· Teach patient and family as needed
· Record heart sounds and breath sounds on flow sheets or be able to describe data
· Articulate any difficulty assessing pulse rate and rhythm
· Describe pedal edema appropriately
      
	Role member providing cue:  
Family Member
Cue:
· If family member concerns are addressed family member becomes quieter and asks more questions instead of demanding actions.

· If family member concerns are not addressed family member becomes more agitated and pushy. Demands MD is called, voice gets louder.

	Day 2
· Patient was OOB to the bathroom and helped back to bed by a nursing assistant and placed flat in bed. 
· Patient wanted to rest and didn’t want to bother nursing assistant to help her get more comfortable before leaving the room.
·  Patient becomes SOB. (Concerned family member may be included in finding patient SOB)
	· Edema in ankles
· Manikin is flat in bed
· Atrial fib (set HR as desired)
· Set BP as desired
· Fine crackles in lungs
· Audible SOB
	· Identify problem quickly (observers to note timing)
· Assess SOB and raise head of bed
· Start O2 as ordered
· Assess VS and pulse oximeter
· Progress to rest of focused assessment for CHF
· One nurse should address family member concerns
· Record heart sounds and breath sounds on flow sheets or is able to describe data.
· Articulate any difficulty assessing pulse rates and rhythm
· Describe pedal edema appropriately.

	Role member providing cue: 

Cue:
 



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. Focus on what went well and why. Ask the Participants what they were thinking as they problem solved through the scenario. Ask observers for the positives they observed.

2. Make sure all parts of the focus assessment were covered and add any pieces missed.

3. Discuss any problems Participants had in collecting the data and problem solve through better ways to collect in the future.

4. Discuss how organized Participants were in approaching the assessment.

5. Discuss what to anticipate should happen next (ie, implications for the care plan, types of medications to expect patient would be on and assessment data needed because of the meds, etc.)

6. If family member was used in the simulation, discuss how that person helped or hindered the process and how to remedy this in future situations.

7. What were your primary concerns in this scenario?

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

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

10. What did you do well in this scenario?

11. 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
Congestive Heart Failure

Participant Copy

Learning Objectives:
1. Perform a focused assessment on a patient with Congestive Heart Failure and/or Pulmonary Edema
2. Discuss the difference between a head-to-toe assessment and a focused assessment.
3. Select appropriate nursing action to meet the patient’s need based on clinical data.
4. Identify strategies to meet the needs of the patient based on clinical findings.
5. Communicate effectively with concerned patient and/or family member(s).



SUPPLIES NEEDED
1. Stethoscope
2. Watch with a second hand
3. Textbooks as needed
4. Any course handouts or notes as needed

PATIENT DATA
You are assigned to care for Mrs. Anna Stork, a 72 year old female admitted to your unit this morning with Congestive Heart Failure. You will need to complete the physical assessment for this patient and provide nursing interventions for her based on your clinical findings.
Meds:
Digoxin 0.25 mg oral every day
Coreg 25 mg oral twice a day
Lisinapril 10 mg oral every day
Aspirin 325 mg oral every day
HCTZ 12.5 mg oral every day
Lipitor 10 mg oral every day
Colace 100 mg 1-2 capsules oral every day PRN  
Nitro patch 0.2 mg/hr intradermal. Put on at night and remove in am
Oxygen 2L/min via NC prn

REFERENCES

Heart Failure
http://my.americanheart.org/professional/General/Heart-Failure-Guideline-Update_UCM_423930_Article.jsp

Meds
http://my.americanheart.org/professional/General/Heart-Failure-Guideline-Update_UCM_423930_Article.jsp
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