Post – Op Delirium Simulation 
79 year-old who is 2 days post-op from a right hemicolectomy for colon cancer

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: Claire Larson  Gender:  F    Age: 79       
Weight: ____kg            Height: ____cm
Religion:                       Major Support: daughters
                                      Phone: 

Allergies: Penicillin
Immunizations: 
Attending Provider/Team: 

PMH: 


History of Present illness: Right hemicolectomy r/t colon cancer


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)
1. Review in your med/surg or psych text the causes, assessments, and interventions for a client with new onset confusion in an acute care setting.
2. The relationship between acute confusion and delirium is that:
a. Delirium is more likely to be seen among residents in long term care
b. Symptoms of confusion precede the development of delirium
c. Delirium is chronic in nature
d. The terms are used interchangeably to describe the same symptoms.
3. Assessment of the confused client begins with
a. Establishment of a behavioral baseline
b. Evaluation of results of laboratory tests
c. Observation of interactions with family and friends
d. Reduction of unnecessary medication
4. Normal, age-related changes seen in elderly clients may include:
a. Medication effects
b. Most reliable memory for recent events
c. Diminished adaptability of the brain to change
d. Disruptions in life style
5. Physical conditions that are risk factors for the development of delirium include:
a. Fluid and electrolyte imbalances
b. Muscle weakness
c. Osteoporosis
d. All of the above
6. The elderly are more likely to exhibit cognitive impairment from taking medications because:
a. They take too many medications
b. They are less compliant with medication regimens
c. Their body’s ability to handle various drugs changes with age
d. Caregivers are more sensitive to cognitive changes in this age group.
7. Belligerent and uncooperative behavior from confused clients is most likely due to:
a. Resentment toward the staff
b. Communication and attention problems
c. Family conflicts
d. A history of psychiatric illness
8. What variables must be considered when initially assessing confusion?
a. Age and sex
b. Culture
c. Race
d. All of the above
9. When the elderly client is restrained, the nursing staff may expect to see:
a. An increase in agitated behavior
b. A reduction in number of medications prescribed
c. An increase in respiratory complications
d. A decreased risk for development of pressure ulcers
10. If a confused client becomes agitated and pulls continuously at his urinary catheter, the staff should consider:
a. Use of a leg bag
b. Hiding the tubing between the legs
c. Removal of the catheter as soon as possible
d. All of the above
11. When providing reality orientation to a confused client, the staff should:
a. Focus on reinforcement of details of recent events
b. Patiently correct misstatements by the client, even if the client gets upset
c. Evaluate the client’s awareness of the time of day, month, or season rather than specific date and time
d. Remove clocks, calendars and other clues to the answers to orientation questions
12. All of the following are appropriate interventions with the elderly confused client except:
a. Providing simple instructions and explanations for all treatments and procedures
b. Encouraging the client to complete one task before starting another
c. Paying attention to all complaints, even if they seem unreasonable
d. Persisting with the client’s care, even when the client has become resistive and angry



Simulation Learning Objectives:
1. Demonstrate an assessment of a client with new onset confusion.
2. Prioritize and implement interventions in caring for a client with new onset confusion.
3. Delineate possible causes of new onset confusion.
4. Identify signs and symptoms of delirium.
5. Effectively utilizes SBAR to receive new orders from provider. 










Fidelity
	Setting/Environment
· Med-Surg

Simulator Manikin/s Needed:
Participant to play client

Props:
Equipment attached to manikin:
· IV tubing with primary line NS fluids running at 100 mL/hr
· Colostomy appliance
· ID band: Claire Larson

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: NS @ 100 mL/hr	
		
· Oral Meds:    
Hydrochlorothiazide 50 mg daily 0800
Digoxin 0.125 mg daily 1200 (can be given IV)
Furosemide 20 mg twice a day 0800, 1700
Glipizide 5 mg twice a day 0800, 1630
Acetaminophen 325 mg 1-2 tablets every 4 hours prn pain/fever

· IVPB:             

· IV Push:  
Famotidine 20 mg every 12 hours 0730, 1630
Morphine Sulfate 3-5 mg every 2 hours prn pain
Toradol 15 mg every 6 hours prn pain      

· IM or SC:      
Insulin Lispro 5 units subcutaneous 15 minutes before meals 0730, 1130, 1630

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

Documentation Forms 
· Provider 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:
glasses and hearing aid on bedside table

Recommended Mode for simulation:


	Roles / Guidelines for Roles
· Primary Nurse
· Secondary Nurse
· Client
· Family Member #1
· Observer/s
· Physician / Advanced Practice Nurse

Important information related to roles:
Client: You are 79 years old and are recovering from a right hemicolectomy for colon cancer. You have an IV and colostomy. You just transferred to the surgical unit from the ICU. You are pretty scared about having cancer. Your daughters are available for support. When nurse enters room, you are pulling at your IV and colostomy appliance. You slap at the nurse when she gets near your bed. You are not orientated to time, place, or situation. You do not recognize your daughters. Try and appear like you know what the nurse is asking, but your answers should not be appropriate. 
Daughter: you are distraught that your mom has cancer. You notice that she is trying to pull out her IV, and come get the nurse from report.
Nurses: listen to report from morning shift, and begin cares. Designate that one of you will be the primary nurse, and will delegate to the secondary nurse as you see fit. You may also delegate to the nursing assistant.
Nursing Assistant: You are a resource to the nurses. You may do what they ask you to do. You may give your observations if you want. You may want to offer to sit with the client if the nurses don’t ask you to do this – safety is the first priority for this client.
Physician/APRN: Do not assume anything. The nurses should use SBAR format when calling you. If they do not have a complete database, you should ask them for the missing information. You do not need to be polite if you don’t feel like it.
Observer: Your role is to make observations during the simulation. Follow the observation guide and note when tasks are or are not completed.

Critical Lab Values:
4/14 0800 K+ 4.2mEq/L [3.5-5.0mEq/L]
4/15 0730 K+ 4.8mEq/L [3.5-5.0mEq/L]
4/14 0800 Na+ 140mEq/L [135-150mEq/L]
4/15 0730 Na+ 139mEq/L [135-150mEq/L]
4/15 0730 Hgb 8.5 g/dL [12-15g/dL]
4/14 0800 WBC 15000uL [45-1000uL]
4/15 0730 WBC 28000uL [45-1000uL]
4/15 0800 Creatinine 1.1mg/dL [0.5-1.5mg/dL]
4/14 0730 FBS 201mg/dL [60-100mg/dL]
4/15 0630 FBS 186 mg/dL [60-100mg/dL]

Physician Orders:
Hydrochlorothiazide 50mg PO daily 0800
Famotidine 20mg IV every 12hours 0730, 1930
Digoxin 0.125mg PO/IV daily 1200
Furosemide 20mg PO/IV twice a day 0800, 1700
Glipizide 5mg PO twice a day 0800, 1630
Insulin Lispro 5 units subcutaneous 15 minutes before meals 0730, 1130, 1630
Acetaminophen 325mg 1-2 tablets PO every 4hours PRN fever/pain
Morphine sulfate 3-5mg IV every 2hours PRN pain
Toradol 15mg IV every 6 hours PRN pain
Normal Saline IV @ 100 mL/hr

	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 on the 3-11 shift to care for Claire Larson, a 79 year-old who is 2 days post-op from am right hemicolectomy for colon cancer. She transferred to your med-surg unit from ICU late this morning. Her post-op course has been uneventful.
Room 265, Claire Larson is a 79 year-old on her 2nd post-op day after a right hemicolectomy for colon cancer. She transferred from ICU about 1100 this morning. She was told about the cancer this morning. She has been tearful off and on since her transfer. Her daughters were here over lunch. They reported their mom was not tracking just right. They couldn’t explain what they meant. I haven’t noticed anything unusual, but I haven’t spent much time with her.
Mrs. Larson has been drowsy since the transfer. She had her NG pulled before the transfer. She tolerated 120 mL clear liquid for lunch. Her foley was D/C at 1000 today. She has not voided yet. 1200 VS = T 101.6; HR 98; RR 26; BP 108/70. Temp and HR seem to be elevated from ICU readings. I did not have time to do O2 sats. Mrs. Larson’s abdomen is soft and round with hypoactive bowel sounds. She has a colostomy RLQ. There has been no activity in the colostomy. The stoma is red and intact. From what I see, the skin around the stoma is intact. The dressing over the surgical incision is dry and intact. Lungs are clear. She uses her inspirometer when asked. She sat up for lunch. She needs to ambulate tonight.




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 by Rose Raleigh MS, RN
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	Scenario Progression Outline

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

	Daughter comes out of room to get nurse because her mom is trying to pull out her IV and remove the colostomy appliance. Client is confused and slightly combative when nurse enters the room. Client is not orientated to time, place, or situation. Does not recognize daughter. Client yells to be left alone, and slaps at nurse when nurse comes close to bedside.
	Client to report these findings during assessment.
VS:
T 101.4; HR 92; RR 26 shallow, slightly labored; BP 110/96
Not orientated to time, place, and situation. Is orientated to person. No other neuro deficits.
Incision intact; slightly red. Hypoactive bowel sounds. Stoma red and intact.
Lungs – scattered wheeze; nonproductive cough
Pain – abdomen rates at 2. Feels sharp. Increased with movement. Requesting morphine
See above for AM Labs and medications







	-Safety: (protect lines, protect from falling, etc.)
-Reorientation
-Correct sensory deficit (be sure glasses on client, hearing aids in, etc.)
-Neuro assessment and VS
-Other assessments to determine etiology of confusion – abd assessment for infection, bladder assessment for distension, pain assessment, lung assessment
-Review lab work – especially CBC, Lytes, UA
-Review meds
-Call provider – SBAR technique
	Role member providing cue:  
 Client/Daughter
Cue:
If the nurse does not assess your neuro status (LOC, strength, etc.) or if the nurse does not assess your abdomen, lungs, bladder, pain, client behavior should become more inappropriate. Daughter can say:
“Does she seem to know where she is?”
“She has been having a lot of pain in the ICU.”
“Her dressing was bloody last night.”
“She really has been coughing today”
“You know, she hasn’t been to the bathroom since they took out that tube.”
Be sure to ask the nurse what he/she thinks is going on with your mom, and what the nurse intends to do about the situation.


	Phone call to physician
        





	






	Nurse should report
· Current VS, including pulse ox
· Neurological status – pt is not orientated to time/place/situation. There are no other neuro deficits
· Abdominal assessment – incision intact – slightly red. Hypoactive bowel sounds.
· Lungs have scattered wheezing – non productive cough
· Pain is at level 2. Last given morphine 1 hour ago. Is receiving 3mg morphine IV every 2h.
· Also report AM lab work.
Nurse should request that someone see this client for further evaluation, as they suspect delirium.
	Role member providing cue: 
Physician
Cue: 
If nurse does not provide all the information, then ask for the missing pieces.
Once all information is given, give the following orders:
· Have house resident see client stat.
· Get chest x-ray
· Order CBC, Lytes, Blood sugar, BUN, creatinine
· Have 1:1 sitter stay with the client.
Nurse should read these orders back to you. If she/he does not, ask the nurse if they understood what you said.




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. Consider the many causes of delirium, and an approach to data collection that is efficient – delirium is considered a medical emergency.
2. Discuss the priority interventions – safety is always first – may mean having a staff member stay with the client
3. Consider how it felt to be a confused client – what approaches felt respectful and what approaches may have been demeaning?
4. Discuss methods to communicate condition to the family – need to realize the gravity of the situation without becoming so alarmed that they are no good to the client.
5. What were your primary concerns in this scenario?
6. Did you miss anything in getting report on this patient?	
7. Did you have sufficient knowledge/skills to manage this situation?
8. What were your primary nursing diagnoses in this scenario? What nursing interventions did you use? Where is your patient in terms of these outcomes now?
9. What did you do well in this scenario?
10. 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:

Could be used for students learning about diabetes and instead of delirium it could be signs of hypoglycemia. 







SIMULATION SCENARIO
Post-op Delirium

Participant Copy

LEARNING OBJECTIVES

1. Demonstrate an assessment of a client with new onset confusion.
2. Prioritize and implement interventions in caring for a client with new onset confusion.
3. Delineate possible causes of new onset confusion.
4. Identify signs and symptoms of delirium.
5. Effectively utilizes SBAR to receive new orders from provider. 


SUPPLIES NEEDED

Stethoscope


PATIENT DATA

You are assigned on the 3-11 shift to care for Claire Larson, a 79 year-old who is 2 days post-op from a right hemicolectomy for colon cancer. She transferred to your med-surg unit from ICU late this morning. Her post-op course has been uneventful.



REFERENCES


Simulation Development
Simulation developed by the Metro Alliance Nursing Simulation Task Force
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