New Admission Simulation 
82 year old female with generalized aching, weakness, chills, and a cough for the past three days.

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: Elsie Synder  Gender: F   Age: 82  Race: 
Weight: 110 lbs            Height: 5’4”
Religion:                       Major Support: 
                                      Phone: 

Allergies: 
Immunizations: 
Attending Physician/Team: 

PMH: Congestive Heart Failure, Osteoarthritis, Hypertension

History of Present illness: You are assigned to care for Elsie Synder, an 82 year old female newly admitted to your unit from the physician’s office. Mrs. Synder is complaining of generalized aching, weakness, chills, and a cough for the past three days. She is accompanied by her daughter. Her medical history includes: congestive heart failure, osteoarthritis, and hypertension. She weighs 110 pounds and is 5 feet, 4 inches tall.


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 the steps of the admission process.
2. Complete an admission interview and assessment for an assigned patient.
3. Communicate effectively with concerned patient and/or family members. 



Fidelity
	Setting/Environment
· Med-Surg

Simulator Manikin/s Needed:
Vital Sim

Props:
Equipment attached to manikin:
· IV tubing with primary line Normal saline fluids running at 100 mL/hr
· Secondary IV Line: Cefuroxime 
· IV pump
· Foley catheter ________cc output
· PCA pump running
· IVPB  with ___ running at ___ cc/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_________

	Medications and Fluids
· IV Fluids: Normal Saline at 100mL/hr	
		
· Oral Meds: Accupril 10 mg every day
Lopressor 50 mg twice a day 

· IVPB: Cefuroxime 750mg every 8 hours            

· IV Push:        

· IM or SC: Heparin 5000 units subcutaneous every 12 hours     

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

Recommended Mode for simulation:


	Roles / Guidelines for Roles
· Primary Nurse
· Secondary Nurse
· Family Member #1
· Family Member #2
· Observer/s

Important information related to roles:
· Nurse 1: Assigned nurse to patient
· Nurse 2: Another floor nurse who is there to assist the primary nurse as directed.
· Observer: Can have one to three depending on group size; one can observe the interaction between the nurse and the patient, one can observe the timing and sequencing of nursing actions, and the other can observe the interaction with the family member – observers can assist during the debriefing process.
· Family: Can have one or two depending on group size, family member brings patient to the hospital, is concerned about increasing weakness and cough, has bag of patient’s medications to show the nurse.

Critical Lab Values:

Provider Orders:
2 gm Na diet
CBC, sputum culture and chest x-ray on arrival to unit
Start IV of NS @ 100mL/hr
O2 via NC @ 2L PRN
Accupril 10 mg PO every day
Lopressor 50 mg PO twice a day
Heparin 5000U subcutaneous every 12 hours
Cefuroxime 750mg IVPB every 8 hours


	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 Elsie Synder, an 82 year old female newly admitted to your unit from the physician’s office. Mrs. Synder is complaining of generalized aching, weakness, chills and a cough for the past 3 days. She is accompanied by her daughter. Her medical history includes: congestive heart failure, osteoarthritis, and hypertension. She weighs 110 lbs and is 5 feet, 4 inches tall.

Background
Patient is anxious about admission
Patient c/o being very tired
Family states mother is becoming weaker
Has spent most of the last 3 days in bed
C/O aching in low back and R hip, takes Motrin 600mg twice a day at home for pain
Getting out of bed has been difficult, feels weak and dizzy when first gets up
Reddened area on R heel
BS hypoactive
No BM for 3 days – last one was small amount, formed, harder than usual, abdomen firm
Poor appetite past 3 days – only eats about ½ of meals, no snacks, denies nausea
VS: T 99.8, P 86 Reg, R 24 shallow, BP 132/90, sats 92%
Bibasilar crackles, has occasional productive cough with slightly green sputum, taking over the counter cough medicine
Pain in chest when coughs, rates 5, goes away if stays still
Was smoker until 30 years ago, stopped when diagnosed with hypertension
Pitting edema bilaterally, cap refill >3 seconds, feet cool, pulses present but weak

Family member very anxious
Asks frequent questions of nurse
Wants to answer for the patient


References, Evidence-Based Practice Guidelines, Protocols, or Algorithms used for this scenario: (site source, author, year, and page)

Simulation Development
Simulation developed by the Metro Alliance Nursing Simulation Task Force
Simulation updated November 2015 
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	Scenario Progression Outline

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

	Admission        




	Patient in bed, in hospital gown, coughs often, weak, expresses concern about being away from home and not getting cooking and housekeeping chores finished.
Patient is anxious about admission
Patient c/o being very tired
Family states mother is becoming weaker

C/O aching in low back and R hip, 
Reddened area on R heel
BS hypoactive
abdomen firm
VS: T 99.8, P 86 Reg, R 24 shallow, BP 132/90, sats 92%
Bibasilar crackles, has occasional productive cough with slightly green sputum,
Pain in chest when coughs, rates 5, goes away if stays still
Pitting edema bilaterally, cap refill >3 seconds, feet cool, pulses present but weak


	Participants should assess following areas of concern:
Mobility
Circulation
Nutrition
GI – constipation
Safety – fall risk
Respiratory Alterations
Anxiety of patient and family
Pain
Skin      


Participant should implement nursing interventions:
Implement Falls precautions
Have patient cough and deep breathe
Offer Incentive spirometer
Position to ease breathing- HOB to Fowlers
Get heel off of bed

Participant should prioritize and implement provider orders 
	Role member providing cue:   family

Cue: Can you do anything to help her breathing? Can she get up and go to the bathroom? 

	
        





	





	
	Role member providing cue: 

Cue: 
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	Role member providing cue:  

Cue



	







	



	
	Role member providing cue: 

Cue: 

	






	



	 
	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 Participants what they were thinking as they progressed through the assessment. Ask observers for the positives they observed.
2. Make sure all parts of the admission assessment were covered and add any pieces missed.
3. Discuss any problems Participants had in collecting the data and problem solve though better ways to collect them in the future.
4. Discuss how organized Participants were in approaching the assessment
5. Discuss what to anticipate should happen next (i.e., 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. Did you have sufficient knowledge/skills to manage this situation?
10. What were your primary nursing diagnoses in this scenario? What nursing interventions did you use, what outcomes (NOC) did you measure? Where is your patient in terms of these outcomes now?
11. What did you do well in this scenario?
12. 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
New Admission

Participant Copy

LEARNING OBJECTIVES

1. Prioritize the steps of the admission process.
2. Complete an admission interview and assessment for an assigned patient
3. Communicate effectively with concerned patient and/or family members

SUPPLIES NEEDED


PATIENT DATA
You are assigned to care for Elsie Synder, an 82 year old female newly admitted to your unit from the physician’s office. Mrs. Synder is complaining of generalized aching, weakness, chills, and a cough for the past three days. She is accompanied by her daughter. Her medical history includes: congestive heart failure, osteoarthritis, and hypertension. She weighs 110 pounds and is 5 feet, 4 inches tall. You will be given an admission data collection form and will need to complete the admission assessment for this patient. You should review the medical diagnoses and medications to anticipate pertinent data you will want to collect about this patient on admission.
Physician orders:
· 2 gm Na diet
· CBC, sputum culture and chest x-ray on arrival to unit
· Start IV of NS @ 100 ml/hr
· O2 via NC @ 2L prn
· Accupril 10 mg PO qd
· Lopressor 50 mg po BID
· Heparin 5000 units sc every 12 hours
· Cefuroxime 750 mg IVPB every 8 hours
Background:
· Pt anxious about admission
· Pt c/o being very tired
· Family state mother is becoming weaker
· Has spent most of last 3 days in bed
· c/o aching in low back and R hip, takes Motrin 600 mg BID at home for pain
· Getting OOB has been difficult, feels weak and dizzy when first gets up
· Reddened area on R heel
· BS hypoactive, no BM for 3 days – last one was small amount, formed, harder than usual, abdomen firm
· Poor appetite for last 3 days – only eats about ½ of meals, no snacks, denies nausea
· VS: T 99.8, P 86 Reg, R 24 Shallow, BP 132/90
· Bibasilar crackles, has occasional productive cough with slightly green sputum, taking over the counter cough medicine
· Pain in chest when coughs, rates 5, goes away if stays still
· Was smoker until 30 years ago, stopped when diagnosed with hypertension
· Pitting edema bilaterally, cap refill > 3 sec, feet cool, pulses present but weak
· Family member is very anxious and asks frequent questions of nurse
· Wants to answer for the patient
· Has baggie with medicine bottles from home that includes Lopressor, Accupril, Ibuprofen, Lasix, Digoxin


Simulation Development
Simulation developed by the Metro Alliance Nursing Simulation Task Force
[bookmark: _GoBack]Simulation updated November 2015 by Rose Raleigh, MS, RN

