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[bookmark: _Toc474953263][bookmark: _Toc478321034]Instructions
Julia and Lucy simulations

Week 1: Homework prior to the First Home/Hospice Care Simulation Experience: 
1. Watch the video of the simulated home care admission visit. This video is approximately 30 minutes in length and demonstrates what a home care admission visit might be like from start to finish.  
Video:  
https://mediaspace.mnscu.edu/media/N453+PPIV+Pre-simulation+admission+video/0_lv76oie1

Week 1: Simulation Orientation 
2. Orientation for all students – Debrief the Pre-simulation admission video as a group. 
Julia Morales, age 65, and Lucy Grey, age 73, are partners who have been together for more than 25 years. They are retired and have spent the past several years traveling together. Julia has lung cancer, which has been treated with chemotherapy and radiation, and now she wishes to stop treatment. Lucy is supportive and feels she will be able to care for Julia in their home. Lucy's past medical history includes a knee replacement. Their support system includes Julia's daughter/son Nina/Neil, Lucy's niece Nora, and their neighbor Adele. 
3.  Orientation to Simulations 1, 2, 3, expectations in simulation, and introduction to home care/hospice nursing
____________________________________________________________________________

Week 2: Homework before Simulation 1
4. Students listen to the ACES Julia’s Introductory Monologue and answer the questions below in a discussion board format.   
http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s/unfolding-cases/julia-morales-and-lucy-grey

The introductory monologue takes place in Julia's home prior to the hospice nurse visit. In the monologue, Julia discusses her life, including raising a son/daughter to adulthood, then meeting Lucy. She reviews her history with cancer and relates her understanding of home hospice care and her desire to die at home. She expresses concern about leaving Lucy alone.

Instructions: Listen to Julia’s Introductory Monologue and answer the questions below in a short paragraph. Please submit to the discussion board so that others can read your comments. Read all responses in your section and reply to 1 other student. Due at 11:59 pm the day before your first simulation.
a. What are Julia’s strengths?
b. What are your concerns for this patient?
c. What is the cause of your concern?
d. What information do you need?
e. What are you going to do about it?
f. What is Julia expecting?
These questions were adapted from the following publication: 
Benner, Sutphen, Leonard, Day, & Shulman, 2010
Week 2:  Simulation
The scenarios begin with the home health/hospice nurse evaluating Julia after she has decided to stop treatment for her lung cancer. Her partner Lucy wishes to care for her in their home. Simulation Scenario 1 involves a visit by the home health/hospice nurse. Learners are expected to do a physical and functional assessment of Julia and her nursing care needs, as well as medication reconciliation. Julia likes hospice services, but her son/daughter Neil/Nina urges her to try one more round of chemotherapy. Lucy is supportive of Julia's decision and tries to comfort Neil/Nina. Learners will assess Lucy's caregiver strain, and articulate what hospice care means for the patient and family.

5. Complete first simulation, complete charting/documentation and debrief as a group.
____________________________________________________________________________
Week 3: Simulation 2
In the second scenario, the end of Julia's life is near and she is surrounded by her loved ones and the hospice nurses. Julia dies during this scenario. The learners are introduced to supportive measures for both the patient and the family during this process. Simulation Scenario 2 takes place in the home two months later. Julia is barely responsive and utilizing morphine SL for pain/SOB and lorazepam for restlessness. Nursing care consists primarily of performing an appropriate patient assessment and ensuring patient comfort. Julia dies during this scenario and the learner provides support the family. During debriefing, discussions may include how nurses manage their own emotions and self-care after the death of a patient. 

6. Run second simulation, complete charting/documentation and debrief as a group. 


Week 4: Homework before Simulation 3
7. Students listen to the ACES Lucy’s Monologue and answer the questions below in a discussion board format.   
http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s/unfolding-cases/julia-morales-and-lucy-grey
A second monologue occurs three months after Julia's death. She is grieving and wants to talk about Julia and their life together. She feels very lonely, but has had some contact with her neighbor Adele and her niece, Nora. There have been other instances where she became anxious and dizzy and slightly confused, stating that her heart was pounding and she feels like she "can't walk or do anything." Lucy thinks she has called 911 "about once a month since Julia died".

Listen to Lucy’s monologue and answer the questions below in a short paragraph. Please submit to the discussion board so that others can read your comments. Read all responses in your section and reply to 1 other. Due at 11:59 pm the day before your third simulation.
a. What are Lucy’s strengths?
b. What are your concerns for this patient?
c. What is the cause of your concern?
d. What information do you need?  
e. What are you going to do about it?  
f. What is Lucy experiencing?  
These questions were adapted from the following publication: Benner, Sutphen, Leonard, Day, & Shulman, 2010

Week 4: Simulation 3
The final scenario concentrates on Lucy and the difficulties she has adjusting to her new life after Julia is gone. The objectives focus on the students' assessment of Lucy's grieving process, how well she is coping, and the physical changes that she has experienced over the past few months. 
Simulation Scenario 3 takes place in the home after Lucy called 911 once again after another fall at ho                                                                                                                                                        me. Her blood pressure is slightly elevated. Otherwise, Lucy is found to be in good health. Objectives relate to reviewing her medications, as well as assessing her safety, her fears, the grieving process, and her need for assistance at home. As the home health nurse, various assessment tools may be utilized during this scenario, these include the Hendrich II fall risk model, the Geriatric Depression Scale, Mini-Cog, PHQ-9, and the Generalized Anxiety Disorder 7 (GAD-7). 

8. Run third simulation, complete charting/documentation and debrief as a group.

[bookmark: _Toc478321035]ACES Framework Essential Nursing Actions
	Assess Function 
and Expectations 
	· Assess the older adult’s individual aging pattern and functional status using standardized assessment tools.  
· Use effective communication techniques to recognize, respond to, and respect an older adult’s strengths, wishes, and expectations.  
· Include findings of assessment of older adult’s cognition, mood, physical function, and comfort to fully assess the individual aging pattern.  

	Coordinate and 
Manage Care 
	· [image: ]Manage chronic conditions, including atypical presentations, in daily life and during life transitions to maximize function and maintain independence.  
· Assist older adults and families/caregivers to access knowledge and evaluate resources.  
· Advocate during acute exacerbations of chronic conditions to prevent complications.  

	Use 
Evolving Knowledge 
	· Understand geriatric syndromes and unique presentations of common diseases in older adults.  
· Access and use emerging information and research evidence about the special care needs of older adults and appropriate treatment options.  
· Interpret findings and evaluate clinical situations in order to provide high quality nursing care based on current knowledge and best practices.  

	Make 
Situational Decisions 
	· Analyze risks and benefits of care decisions in collaboration with the interdisciplinary team and the older adult and family/caregivers.  
· Evaluate situations where standard treatment recommendations need to be modified to manage care in the context of the older adult’s needs and life transitions.  
· Consider the older adult’s wishes, expectations, resources, cultural traditions, and strengths when modifying care approaches.  




[bookmark: _Toc474953264]

[bookmark: _Toc478321036]A Debriefing Method: The Good Judgment Approach

	Debriefing Phase
	Description:
“The facilitator will. . .”
	Example Questions/Facilitation Techniques:
“The facilitator will. . .”

	Simulation Phase
	· Take notes during simulation to help in debriefing. 
	·  Work as a team with observer and/or recorder 
· Questions to answer while simulation is running
· What is going well? What is not working that well?
· What are some areas that needs to be addressed in debriefing? (as facilitator is taking notes, asterisk areas in need of discussion)

	Reactions Phase
	· prompt facts and feelings
· allow learners to go from an active environment to a calmer/reflective environment
· prompt learners to express thoughts and feelings most important to them 
· review the facts of the simulated event
· create group discussion on the issues for reflection
	Questions related to initial reaction of the simulated event:
· Prompt all participants to respond and ensure all have opportunity to contribute:
· “How did that feel to watch or participate?”
· “What are your initial thoughts?”
· “What is your initial reaction to the simulation event?”

Questions related to the timeline of and interventions performed in the simulated event:
· “What just occurred?”
· “What nursing interventions were performed and why?”

Focus on timeline and events:
· Utilize observer, recorder and digital recording to help understand/recall events

	Analysis Phase
	· assist the group to understand the performance gaps within the simulated event
· understand the framework for review using the learning objectives for the simulation 
· address the interventions not noted by the learners (an omission may be interpreted by the learners as validation of an inappropriate behavior)
· guide learners to realize the implication (consequences) of their actions
	Four steps:
1. Observe the gap between the desired outcome and actual performance 
2. Provide feedback about the gap
3. Investigate the basis for the performance gap
4. Help to close the gap through discussion/didatics

Example of the above r/t a COPD/CHF simulation:
“I saw assessment of the patient’s respiratory and cardiac status as the first focused assessments completed in the simulation.  In the same time period, I did not see anyone determine the rate of infusion of the IV fluids.  I am curious to know how you interpreted this.”
· Remember to focus on areas where learners performed well
· Deliberately articulate the learning that occurred around each learning objective and make it explicit that this learning transfers to similar situations

	Summary Phase
	· signal the discussion is coming to an end
· prompt learners to reflect upon the discussion
· encourage empowerment; learners can be made accountable 
	Questions that foster empowerment:
· “What went well in the simulation?  Please give a specific example and state how this positive behavior can continue (for this individual/team).”
· “What information do you need to be successful in the next simulation?” “What can you learn from this simulation?”
· “What change do you plan to make in your nursing care based on this simulated event?”
· “What do you plan to carry forward into your nursing care?”


Szyld, D., & Rudolph, J. W. (2013). Debriefing with good judgment. In A. I. Levine, A.  S. Jr. DeMaria, A. D. Schwartz, & A. J. Sim (Eds), The comprehensive textbook of healthcare simulation (pp. 85-93). New York : Springer.







[bookmark: _Toc474953265][bookmark: _Toc478321037]Simulation Observer Evaluation

ACES Framework Essential Nursing Actions 

ACES Website: http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s 

	ACES Competency Related to Simulation Objectives
	Was the Competency Demonstrated?
	If yes, by whom and how? 
Any recommendations for improvement?
	If no, what could have been done differently?

	Assess Function and Expectations as demonstrated by:

1. Assess the older adult’s individual aging pattern and functional status using standardized assessment tools.  

2. Use effective communication techniques to recognize, respond to, and respect an older adult’s strengths, wishes, and expectations.

3. Include findings of assessment of older adult’s cognition, mood, physical function, and comfort to fully assess the individual aging pattern.


	


Yes ________
No _________


Yes ________
No _________



Yes ________
No _________

	
	

	Coordinate and Manage Care as evidenced by:

1. Manage chronic conditions, including atypical presentations, in daily life and during life transitions to maximize function and maintain independence.

2. Assist older adults and families/caregivers to access knowledge and evaluate resources.

3. Advocate during acute exacerbations of chronic conditions to prevent complications.

	


Yes ________
No _________



Yes ________
No _________


Yes ________
No _________

	
	

	Use Evolving Knowledge as evidenced by:

1. Understand geriatric syndromes and unique presentations of common diseases in older adults.

2. Access and use emerging information and research evidence about the special care needs of older adults and appropriate treatment options.

3. Interpret findings and evaluate clinical situations in order to provide high quality nursing care based on current knowledge and best practices.  
	


Yes ________
No _________


Yes ________
No _________



Yes ________
No _________

	
	

	Make Situational Decisions as evidenced by:

1. Analyze risks and benefits of care decisions in collaboration with the interdisciplinary team and the older adult and family/caregivers.  

2. Evaluate situations where standard treatment recommendations need to be modified to manage care in the context of the older adult’s needs and life transitions.

3. Consider the older adult’s wishes, expectations, resources, cultural traditions, and strengths when modifying care approaches.

	

Yes ________
No _________



Yes ________
No _________




Yes ________
No _________

	
	










[bookmark: _Toc474953266][bookmark: _Toc478321038]Julia Morales-Simulation #1

	Date: 
Discipline: Nursing
Expected Simulation Run Time: 30 minutes
Location: Simulation lab room
	File Name: Julia Morales
Student Level: 
Guided Reflection Time:  60 minutes
Location for Reflection: Debriefing



Admission Date:     |    Today’s Date:  

[bookmark: _Toc474950627]Brief Description of Client
	
Name: Julia Morales

Gender: F   Age: 65    Race: Caucasian   Weight: 56 kg   Height: 64 in
Religion: Unitarian  
Major Support: Lucy Grey   Support Phone: 555-1210

Allergies: no known allergies        
Immunizations:  Influenza, last fall. Up to date on all other immunizations including pneumonia, shingles, Hep. A & B, TDAP, etc.   
 
Attending Physician/Team: Dr. Ann Davis

Past Medical History: Heart Failure, Chronic Obstructive Pulmonary Disease, Type II Diabetes Mellitus, Adenocarcinoma of the lung. 
History of Present Illness: 
Julia was seen in her oncologist's office last week and was admitted to home care/hospice yesterday.  Julia, Lucy, Dr. Davis and the nurse practitioner (Laura Johnson) discussed at length Julia's decision to stop chemotherapy, which at this point would have no documented benefit for Julia. Laura, the nurse practitioner, recommended a home health agency referral to assess and support family's needs in their home. 
Social History:  Retired from work in local nursery/garden center. Lives with partner Lucy.  Son/daughter Neil/Nina, age 42, lives 20 miles away. Private insurance and Medicare.
Primary Medical Diagnosis: Adenocarcinoma of the lung, Stage 4, diagnosed 4 years ago, treated with radiation and chemotherapy.
Surgeries/Procedures & Dates: Hysterectomy at age 44 

Nursing Diagnoses: Chronic pain, readiness for enhanced decision making


[bookmark: _Toc474950628]

Psychomotor Skills Required Prior to Simulation 
· Therapeutic communication
· General head-to-toe assessment
· Focused hospice Edmonton Symptom Assessment Scale (ESAS) and Palliative Performance Scale (PPS)
· Medication management and teaching


[bookmark: _Toc474950630]Cognitive Activities Required Prior to Simulation

[bookmark: _Toc474950631][i.e. independent reading (R), video review (V), computer simulations (CS), lecture (L)]

· Basic knowledge of geriatric syndromes and the atypical presentation of older adults. (L, R) 
· Assessment skills and Tools in the How to Try This Series, available at http://consultgerirn.org/resources. (L, R)
· Basic knowledge of home care, hospice and palliative care. (L, R, V)
· SBAR and communication strategies (L, R, V)

Simulation Learning Objectives
	
General Objectives

1. Practice standard precautions throughout the exam.
2. Employ effective strategies to reduce risk of harm to the client.
3. Assume the role of team leader or member.
4. Perform a focused physical assessment noting abnormal findings.
5. Recognize changes in patient symptoms and/or signs of patient compromise.
6. Perform priority nursing actions based on clinical data.
7. Reassess/monitor patient status following nursing interventions.
8. Perform within scope of practice.
9. Demonstrate knowledge of legal and ethical obligations.
10. Communicate with client in a manner that illustrates caring for his/her overall well-being.
11. Communicate appropriately with physician and/or other healthcare team members in a timely, organized, patient-specific manner.
12. Document effectively and efficiently.

Simulation Scenario Objectives

1. [bookmark: _Toc474950632]Provide care for terminally ill older adult and her family in the home setting.
2. [bookmark: _Toc474950633]Complete safety checks of environment.
3. [bookmark: _Toc474950634]Perform physical, mental and functional assessments of older adult.
4. [bookmark: _Toc474950635]Complete supervisory visit with nursing assistant.
5. [bookmark: _Toc474950636]Complete medication validation and teaching.
6. [bookmark: _Toc474950637]Discuss purpose of hospice care and services provided.
7. [bookmark: _Toc474950638]Discuss the POLST and advanced directives.
8. [bookmark: _Toc474950639]Relate the importance of providing individualized care unique to each individual and family.  
9. [bookmark: _Toc474950640]Communicate with patient and her partner in a comforting and supportive manner, maintaining patient dignity and integrity. 

References, Evidence-Based Practice Guidelines, Protocols, or Algorithms Used for This Scenario:

These and other tools in the Try This: ® and How to Try This Series are available on the ConsultGeriRN.org (http://consultgerirn.org/resources), the website of the Hartford Institute for Geriatric Nursing, at New York University’s College of Nursing. The tool, an article about using the tool, and a video illustrating the use of the tool are all available for your use. 
Review Hospice care resource: http://www.cancer.org/ 

American Cancer Society – What is Hospice Care? http://www.cancer.org/acs/groups/cid/documents/webcontent/002868-pdf.pdf  

[bookmark: _Toc474950641]Review Advanced Directive resource. Each state has their own laws and the correct form is available on the following website:
 http://caringinfo.org/i4a/pages/index.cfm?pageid=3289

Review the Essential Nursing Actions in the ACES Framework at: http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s/nln-aces-framework



[bookmark: _Toc474950643]Report Students Will Receive Before Simulation
Time:  2:00 PM (2 days after admission)
Julia is a 65 year- old woman who has Stage 4 lung cancer and wishes to forego further treatment.  You are doing a follow up home visit to assess client needs for comfort, safety, and other support.  She was admitted to hospice 2 days ago. They have additional questions about hospice care, how to use the comfort pack meds (especially how to treat pain and SOB and help with sleep). You will also be going to the home visit with the aide to complete a supervisory assessment as well as to fill Julia’s med minder for the week.



[bookmark: _Toc474950644][bookmark: _GoBack]Debriefing/Guided Reflection Questions for Simulation #1
(Remember to identify important concepts or curricular threads that are specific to your program)

1. How did you feel throughout the simulation experience?

2. Describe the objectives you were able to achieve.

3. Which ones were you unable to achieve (if any)?

4. Did you have the knowledge and skills to meet objectives?

5. Were you satisfied with your ability to work through the simulation?

6. To Observer: Could the nurses have handled any aspects of the simulation differently?

7. If you were able to do this again, how could you have handled the situation differently?

8. What did the group do well?

9. What did the team feel was the primary nursing diagnosis?

10. How were physical and mental health aspects interrelated in this case?

11. What were the key assessments and interventions?

12. How were you able to use the ACES Framework with Julia’s situation? (Assess Function and Expectations, Coordinate and Manage Care, Use Evolving Knowledge, Make Situational Decisions)

13. Is there anything else you would like to discuss?

[bookmark: _Toc474953267]

[bookmark: _Toc478321039]Julia Morales-Simulation #2

	Date: 
Discipline: Nursing
Expected Simulation Run Time: 20 minutes
Location: Simulation lab room
	File Name: Julia Morales
Student Level: 
Guided Reflection Time:  20 minutes
Location for Reflection: Debriefing



Admission Date:     |    Today’s Date:  

Brief Description of Client
	
Name: Julia Morales

Gender: F   Age: 65    Race: Caucasian   Weight: 50 kg   Height: 64 in
Religion: Unitarian 
Major Support: Lucy Grey   Support Phone: 555-1210

Allergies: no known allergies        
Immunizations:  Influenza last fall. Up to date on all other immunizations including pneumonia, shingles, Hep. A & B, TDAP, etc.    

Attending Physician/Team: Dr. Ann Davis

Past Medical History: Heart Failure, COPD, Type II DM, Stage 4 adenocarcinoma of the lung
History of Present Illness: 
Julia has been on home hospice care for the past 2 months. Her partner Lucy continues to care for her with the help of a home health aide from the hospice agency. Julia has been bedridden and uncommunicative for the past 4 days.
Social History:  Retired from work in local nursery/garden center. Lives with partner Lucy.  Son Neil, age 42, lives 20 miles away. Private insurance.
Primary Medical Diagnosis: Stage 4 adenocarcinoma of the lung, diagnosed 4 years ago, treated with radiation and chemotherapy. 
Surgeries/Procedures & Dates: Hysterectomy at age 44 

Nursing Diagnoses: Chronic pain, grieving







Psychomotor Skills Required Prior to Simulation 

· Therapeutic communication
· Focused physical assessment
· Management of comfort pack medications
· Care at time of death


Cognitive Activities Required Prior to Simulation

[i.e. independent reading (R), video review (V), computer simulations (CS), lecture (L)]

· SBAR or other standardized communication tool (R) 
· Basic assessment skills (R)
· Readings related to adenocarcinoma of the lung and hospice/palliative care. (R)
· Care at the End of Life (R)



Simulation Learning Objectives
	
General Objectives

1. Practice standard precautions throughout the exam.
2. Employ effective strategies to reduce risk of harm to the client.
3. Assume the role of team leader or member.
4. Perform a focused physical assessment noting abnormal findings.
5. Recognize changes in patient symptoms and/or signs of patient compromise.
6. Perform priority nursing actions based on clinical data.
7. Reassess/monitor patient status following nursing interventions.
8. Perform within scope of practice.
9. Demonstrate knowledge of legal and ethical obligations.
10. Communicate with client in a manner that illustrates caring for his/her overall well-being.
11. Communicate appropriately with physician and/or other healthcare team members in a timely, organized, patient-specific manner.
12. Document effectively and efficiently.





Simulation Scenario Objectives

1. Perform limited physical assessment appropriate for patient who is dying.  
2. Communicate with patient and her partner in a comforting and supportive manner, maintaining patient dignity and integrity. 
3. Follow protocols appropriate at time of death, i.e., support of partner and notification of provider and hospice agency.
4. Use the SBAR to communicate with other health care professionals.

References, Evidence-Based Practice Guidelines, Protocols, or Algorithms Used for This Scenario:

These and other tools in the Try This: ® and How to Try This Series are available on the ConsultGeriRN.org (http://consultgerirn.org/resources), the website of the Hartford Institute for Geriatric Nursing, at New York University’s College of Nursing. The tool, an article about using the tool, and a video illustrating the use of the tool are all available for your use. 
Hospice: A guide to bereavement, mourning and grief:
Retrieved from: http://www.hospicenet.org/html/grief_guide.html

Readings, faculty choice, about end-of-life decision making, the cancer experience, anticipatory grieving: Examples are:
Maude, Pagie, River, Sutphin, Godown. (1997). Phenomenological study of nurses caring for dying patients. Cancer Nursing, 20, 115-119.

Bent & Magilvy. (2006). When a partner dies: Lesbian widows. Issues in Mental Health Nursing, 27, 447-459. 

Wardhere, I. (2014). How do we deal with death of a patient? Journal of Community Nursing, 28(1), 17-20. ISSN: 0263-4465

IOM (Institute of Medicine). 2015. Dying in America: Improving quality and honoring individual preferences near the end of life. Washington, DC: The National Academies Press
  
Review the Essential Nursing Actions in the ACES Framework at: http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s/nln-aces-framework





Report Students Will Receive Before Simulation
Time:  9:00 AM 
Julia is a 65 year- old woman who has Stage 4 lung cancer and stopped treatment a few months ago.  Katie is the home health aide who has been in the home the past week, helping Lucy with Julia's care.  Her pain is controlled with morphine SL, given lorazepam every 2 hours to ensure comfort, and is being repositioned every 2 hours. We are no longer checking her blood pressure, which was painful for her.  Her respirations have been around 8.  She is expected to die very soon and Lucy is aware.  She will probably not make it through your shift.  Dr. Davis wants to be called when she dies.


Debriefing/Guided Reflection Questions for This Simulation
(Remember to identify important concepts or curricular threads that are specific to your program)
Because of the intensity of this end-of-life experience, faculty may want to refrain from using traditional simulation debriefing questions and encourage students to develop an appreciation for the important life transition that occurred, both for Julia, Lucy, and the nursing team.

1. How did you feel throughout the simulation experience?

2. How did you feel when you realized Julia had stopped breathing?

3. How did you support Lucy and her family during this time?

4. How did Lucy prepare herself for this life transition? What help will she need now?

5. What were the key assessments and interventions for Julia?

6. What were the key assessments and interventions for Lucy?

7. What does Lucy need now and going forward? How can you engage in self-care when you, as a nurse, have an emotional experience such as losing a patient? 

8. How were physical and mental health aspects interrelated in this case?

9. How were you able to use the ACES Framework with Julia’s situation? (Assess Function and Expectations, Coordinate and Manage Care, Use Evolving Knowledge, Make Situational Decisions)

10. Is there anything else you would like to discuss? 


[bookmark: _Toc474953268][bookmark: _Toc478321040]Lucy Grey-Simulation #3

	Date: 
Discipline: Nursing
Expected Simulation Run Time: 30 minutes
Location: Simulation lab 
	File Name: Lucy Grey
Student Level: 
Guided Reflection Time:  60 minutes
Location for Reflection: Debriefing room



Admission Date:     |    Today’s Date:  

Brief Description of Client
	
Name: Lucy Grey

Gender: F   Age: 74    Race: Caucasian   Weight: 50 kg   Height: 64 in
Religion: Unitarian  
Major Support: Nora (niece) Support Phone: 555-1111

Allergies: no known allergies       
 Immunizations:  Influenza vaccine, yearly; Up to date on all other immunizations including pneumonia, shingles, Hep. A & B, TDAP, etc.    
 
Attending Physician/Team: Dr. Barbara Green

Past Medical History: osteoarthritis; right knee replacement at age 65
History of Present Illness: 
History of falls, once a month since the death of her partner. Had comprehensive neurological work-up with no physiological abnormalities noted.
Social History: Single, lives alone, partner Julia Morales died 3 months ago.  Retired teacher.
Primary Medical Diagnosis: Fall at home
Surgeries/Procedures & Dates: Right total knee replacement at age 65 

Nursing Diagnoses: Anxiety, grieving, risk for falls, risk for injury, ineffective coping, risk for loneliness



Psychomotor Skills Required Prior to Simulation 

· General assessment skills 
· Medication reconciliation
· Grief support


Cognitive Activities Required Prior to Simulation

[i.e. independent reading (R), video review (V), computer simulations (CS), lecture (L)]

· SBAR or other standardized tool to communication tool. (R)
· Basic knowledge of geriatric syndromes and the atypical presentation of older adults. (L, R) 
· Tools in the Try This: ® Series, available at http://consultgerirn.org/resources. Specific tools recommended for this scenario are the Hendrich II Fall Risk Model, the Geriatric Depression Scale, and the Mini-Cog. (R)
· The Generalized Anxiety Disorder 7 (GAD-7). (R)
· Readings related to grieving and to the care of the older adult. (R)


Simulation Learning Objectives
	
General Objectives

1. Practice standard precautions throughout the exam.
1. Employ effective strategies to reduce risk of harm to the client.
1. Assume the role of team leader or member.
1. Perform a focused physical assessment noting abnormal findings.
1. Recognize changes in patient symptoms and/or signs of patient compromise.
1. Perform priority nursing actions based on clinical data.
1. Reassess/monitor patient status following nursing interventions.
1. Perform within scope of practice.
1. Demonstrate knowledge of legal and ethical obligations.
1. Communicate with client in a manner that illustrates caring for his/her overall well-being.
1. Communicate appropriately with physician and/or other healthcare team members in a timely, organized, patient-specific manner.  
1. Document effectively and efficiently.


Simulation Scenario Objectives
1. Perform physical and other assessments as necessary of an older adult.
2. Identify client’s concerns of loneliness and grieving.
3. Assess and inform physician of normal exam except for abrasion on right forearm. 
4. Use therapeutic communication techniques and help client identify her concerns.
5. Assist client and family member to identify plan for frequent visits and “checking in” with client to decrease her anxiety and fears.
6. Use the SBAR or another standardized tool to communicate with other health care professionals.

References, Evidence-Based Practice Guidelines, Protocols, or Algorithms Used for This Scenario:
These and other tools in the Try This: ® and How to Try This Series are available on the ConsultGeriRN.org (http://consultgerirn.org/resources), the website of the Hartford Institute for Geriatric Nursing, at New York University’s College of Nursing. The tool, an article about using the tool, and a video illustrating the use of the tool are all available for your use. 
The Geriatric Depression Scale:
     Tool: http://consultgerirn.org/uploads/File/trythis/try_this_4.pdf
      Video: http://consultgerirn.org/resources/media/?vid_id=4200933#player_container

The Fall Risk Assessment:
      Tool: http://consultgerirn.org/uploads/File/trythis/try_this_8.pdf
       Video: http://consultgerirn.org/resources/media/?vid_id=4200978#player_container 

ACT on Alzheimer’s
Provider resources/video resources/Mini-Cog administration and scoring: actonalz.org  

Readings related to grieving after loss of a family member:  Example: 
Article: Bent & Magilvy. (2006). When a partner dies: Lesbian widows. Issues in Mental Health Nursing, 27, 447-459.

Explore resources in the community available to older adults with identified needs.

A Brief Measure for Assessing Generalized Anxiety Disorder:
Spitzer, R.L., Kroenke, K., Williams, J.B., Lowe, B. (2006) A brief measure for assessing generalized anxiety disorder: The GAD-7. Archives of Internal Medicine, 166, !092-1097. Retrieved from: http://archinte.ama-assn.org/cgi/content/full/166/10/1092/IOI60000F1.

Review the Essential Nursing Actions in the ACES Framework at: http://www.nln.org/professional-development-programs/teaching-resources/aging/ace-s/nln-aces-framework

Report Students Will Receive Before Simulation
Time:  12:30 PM 
Patient called 911 after having a dizzy spell and near fall in her home. When paramedics arrived, she was sitting on her couch in her living room. Her blood pressure is 160/88, heart rate is 102, respirations are 20, and her oxygen saturation is in the 90s. She is on 2 liters of oxygen per nasal cannula. She was alert and coherent and apologetic for calling us. Denies taking any medications today, states she had tea and oatmeal for breakfast. No complaints of pain, she has good mobility, a little slow due to ‘stiff knees.’ There is a scrape on her arm; we just taped a gauze pad on it. 

Debriefing/Guided Reflection Questions for This Simulation
1. How did you feel throughout the simulation experience?

2. Describe the objectives you were able to achieve. What were Lucy’s objectives? Why do you think she called 911?

3. Were you satisfied with your ability to work through the simulation?

4. To Observer: Could the nurses have handled any aspects of the simulation differently?

5. If you were able to do this again, how could you have handled the situation differently?

6. What did the group do well?

7. What did the team believe was the primary nursing diagnosis? Is this the same as Lucy’s primary concern?

8. What were the key assessments and interventions?

9. How were you able to use the ACES Framework with Julia’s situation? (Assess Function and Expectations, Coordinate and Manage Care, Use Evolving Knowledge, Make Situational Decisions)

10. How were physical and mental health aspects interrelated in this case?

11. Is there anything else you would like to discuss?

[bookmark: _Toc474953269][bookmark: _Toc478321041]PATIENT CHART for Simulation #1 & #2 Julia Morales

STUDENT NAME: _______________________________

PATIENT INITALS: ___J.M._______________________

CLINICAL DATE(S): _____________________________

INSTRUCTOR: ____________________________



Physician’s Orders
	
Patient Name:  Julia Morales
Room: 
DOB: 8/20
Age: 65
Allergies: NKA

	
MRN: 123-456-78
Doctor Name: Dr. Ann Davis
Date Admitted:

	Date/Time:
	

	
	Home Health/Hospice Agency Visit

	
	Diet as tolerated

	
	Oxygen per nasal cannula at 2 L as needed for comfort

	
	Medications: 
Multivitamin 1 tab orally once daily
Metoprolol 25mg twice daily orally for hypertension/heart failure
Furosemide 40 mg every morning for heart failure
Advair Diskus 1 inhalation twice daily
Tylenol 325-650 mg orally four times daily as needed for pain/fever
Morphine 5 mg every 15 minutes sublingual (SL) for pain, SOB
Lorazepam 0.5 mg every 20 minutes (not to exceed 4 doses in 4 hours) SL for restlessness, agitation, SOB, nausea.
Hyoscyamine 0.5 mg every 20 minutes SL for excess secretions
Senna 1-4 tablets twice a day as needed for constipation

	
	                                                                                Dr. Ann Davis                                           




Nursing Notes
	Date/Time:
	

	
	Patient is a 65-year-old female with a four-year history of adenocarcinoma of the lung. She has been treated with chemotherapy and radiation. Was seen in the oncologist’s office yesterday when she decided to stop treatment. Referred to home health services and hospice evaluation. She will be evaluated for safety, pain management and other needed services.       ---------------------------------------------------------------------------- M. Reyes, RN                        

	Initial
	Nurse Signature
	Initial
	Nurse Signature

	MR
	Maria Reyes, RN
	
	

	
	
	
	




Medication Administration Record
	Date of Order:
	Medication:
	Dosage:
	Route:
	Frequency:
	Last given:

	
	Multivitamin
	1 tab
	po 
	Once daily
	

	
	Furosemide
	40 mg
	po
	Once daily in morning
	

	
	Advair Diskus
	1
	Inhaled 
	Twice daily
	

	
	Tylenol
	325-650 mg
	po 
	Four times a day as needed for pain
	

	
	Metoprolol
	25 mg
	po 
	Twice daily for hypertension
	

	
	Morphine
	5 mg
	SL
	Every 15 mins as needed for pain/SOB
	

	
	Lorazepam
	0.5 mg
	SL
	Every 20 mins (not to exceed 4 doses in 4 hours) for restlessness SOB, nausea
	

	
	Hyoscyamine
	0.5 mg
	SL
	Every 20 mins as needed for excess secretions
	

	
	Senna
	1-4 tabs
	po
	Twice daily as needed for constipation
	



Vital Signs Record
	
	Date/time
	Date/time
	Date/Time
	Date/time
	Date/time
	Date/time

	Vital Sign
	EXAMPLE
11/28/16 at 1300
	
	
	
	
	

	Pain
	“5”, dull ache, generalized
	
	
	
	
	

	Temperature
	97.6
	
	
	
	
	

	Blood Pressure
	133/78
	
	
	
	
	

	Pulse
	89
	
	
	
	
	

	Respirations
	22
	
	
	
	
	

	Pulse Oximetry
	94%
	
	
	
	
	







Edmonton Symptom Assessment System (ESAS) measures
Please circle the number that best describes:
	No pain
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible pain

	Not fatigued
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible fatigue

	Not drowsy
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible drowsiness

	No SOB
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible SOB

	Not nauseated
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible nausea

	Best appetite
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible appetite

	Not depressed
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible depression

	Not anxious
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst possible anxiety

	Positive wellbeing
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Negative wellbeing



Palliative Performance Scale

[image: ]




Nursing Assessment Flowsheet
	GENERAL APPEARANCE:
[bookmark: Check1][bookmark: Check2]|_| male                   |_| female   

DOB: _____________ 
AGE: _________
ETHNICITY: ______________
OCCUPATION: _________________ 
RELIGION: _______________

	[bookmark: Check3]|_| awake  
	|_| hopeless
	|_|withdrawn

	[bookmark: Check4]|_| cheerful   
	[bookmark: Check8]|_| lethargic
	[bookmark: Check11]|_|anxious  

	[bookmark: Check5]|_| crying  
	[bookmark: Check9]|_| calm   
	[bookmark: Check12]|_|combative  

	[bookmark: Check6]|_| fearful
	[bookmark: Check7]|_| sleeping
	[bookmark: Check10]|_|agitated  



	[bookmark: Check40]RESPIRATORY:  |_| see nursing notes

RESPIRATIONS: 
RATE: ______ 
O2: _________ 
SPO2: ______%

	[bookmark: Check41]|_| regular 
	[bookmark: Check44]|_| labored 

	[bookmark: Check42]|_| even
	[bookmark: Check45]|_| uses accessory muscles 

	[bookmark: Check43]|_| irregular  
	[bookmark: Check46]|_| cough


       
BREATH SOUNDS:  
	LEFT:  
[bookmark: Check47]|_| clear  
	RIGHT:  
[bookmark: Check52]|_| clear  

	[bookmark: Check48]|_| crackles  
	[bookmark: Check53]|_| crackles  

	[bookmark: Check49]|_| wheezes
	[bookmark: Check54]|_| wheezes

	[bookmark: Check50]|_| decreased  
	[bookmark: Check55]|_| decreased  

	[bookmark: Check51]|_| absent
	[bookmark: Check56]|_| absent


  
THORAX:  
[bookmark: Check57]|_| even expansion 
[bookmark: Check58]|_| uneven expansion

SMOKING: 
[bookmark: Check59]|_| cigarettes pk/day ____________ 
[bookmark: Check60]|_| cigars 
[bookmark: Check61]|_| marijuana 
[bookmark: Check62]|_| cocaine

	[bookmark: Check13][bookmark: Check14]SKIN:  |_| see wound care sheet  |_|see nursing notes
|_| Skin Intact

[bookmark: Check15]BRADEN SCALE SCORE:          |_|risk skin breakdown           

	COLOR: 
[bookmark: Check17]|_| acyanotic              
	TURGOR: 
[bookmark: Check21]|_| <3 sec

	[bookmark: Check16]|_| pale
	[bookmark: Check22]|_| >3 sec

	[bookmark: Check18]|_| ruddy
	

	[bookmark: Check19]|_| jaundiced   
	

	[bookmark: Check20]|_| cyanotic
	



	TEMP:   
[bookmark: Check23]|_| warm/dry 
	 HAIR: 
[bookmark: Check28]|_| shiny

	[bookmark: Check24]|_| hot
	[bookmark: Check29]|_| dry/flaking

	[bookmark: Check25]|_| cool 
	[bookmark: Check30]|_| balding

	[bookmark: Check26]|_| cold/clammy
	[bookmark: Check31]|_| lesions

	[bookmark: Check27]|_| diaphoretic
	[bookmark: Check32]|_| lice


               
	

	[bookmark: Check33]NEUROLOGICAL:  |_|see nursing notes

ORIENTATION: 
	[bookmark: Check34]|_| person  
	[bookmark: Check37]|_| disoriented   

	[bookmark: Check35]|_| place  
	[bookmark: Check38]|_| confused   

	[bookmark: Check36]|_| time
	[bookmark: Check39]|_| impaired memory



 RESPONDS TO:
	[bookmark: Check69]|_| name 
	[bookmark: Check71]|_| non-responsive

	[bookmark: Check70]|_| stimuli
	


 SPEECH:  
	[bookmark: Check72]|_| clear  
	[bookmark: Check75]|_| aphasic

	[bookmark: Check73]|_| garbled  
	[bookmark: Check76]|_| inappropriate  

	[bookmark: Check74]|_| slurred  
	[bookmark: Check77]|_| cannot follow conversation



AFFECT:
|_| Appropriate        |_| Flat        |_| Inappropriate

FACE: 
	[bookmark: Check78]|_| symmetrical 
	[bookmark: Check80]|_| drooling

	[bookmark: Check79]|_| drooping   
	



	EYES:  
[bookmark: Check81]|_| PERRLA 
	SIGHT:
[bookmark: Check84]  |_| no correction  

	[bookmark: Check82]|_| unequal  
	[bookmark: Check85]  |_| glasses  

	[bookmark: Check83]|_| drooping lid
	[bookmark: Check86]  |_| contacts  

	
	[bookmark: Check87]  |_| blind 


HEARING:  
	[bookmark: Check88]|_| WNL   
	[bookmark: Check90]|_| hearing aid

	[bookmark: Check89]|_| HOH   
	



	HX:  
[bookmark: Check267]|_| seizures 
	
[bookmark: Check270] |_| spinal injury

	[bookmark: Check268]|_| CVA
	[bookmark: Check271] |_| other

	[bookmark: Check269]|_| brain injury
	



	[bookmark: Check63]GASTROINTESTINAL/NUTRITION:  |_| see nursing notes

APPEARANCE: 
	[bookmark: Check64]|_| flat  
	[bookmark: Check67]|_| soft

	[bookmark: Check65]|_| round  
	[bookmark: Check68]|_| gravid

	[bookmark: Check66]|_| obese
	



BOWEL SOUNDS: 
	[bookmark: Check91]|_| active  
	[bookmark: Check93]|_| hyperactive  

	[bookmark: Check92]|_| hypoactive  
	[bookmark: Check94]|_| absent


PALPATION:
	[bookmark: Check95]|_| non-tender 
	[bookmark: Check97]|_| mass (location) _______

	[bookmark: Check96]|_| tender (location)______
	



LAST BM: __________

	[bookmark: Check98]|_| incontinent
	[bookmark: Check101]|_| diarrhea

	[bookmark: Check99]|_| stoma: _______
	[bookmark: Check102]|_| mucous

	[bookmark: Check100]|_| constipation
|_| other:____________
	[bookmark: Check103]|_| blood



DIET: ______________ 

[bookmark: Check104] |_| impaired swallowing 
[bookmark: Check105] |_| choking
[bookmark: Check106] |_| NG tube  
             color drainage: ______________
[bookmark: Check107] |_|feeding tube
[bookmark: Check108] |_| tube feeding  
              type: ______________ rate: _________

	[bookmark: Check109]MUSCULOSKELETAL:  |_| see nursing notes

GAIT:
	[bookmark: Check110]|_| steady
	[bookmark: Check111]|_| unsteady
	[bookmark: Check112]|_| non-ambulatory



	ACTIVITY:  
[bookmark: Check113]|_| up ad lib
	ASSIST: 
[bookmark: Check118] |_| x1

	[bookmark: Check114]|_| walker 
	[bookmark: Check119] |_| x2 

	[bookmark: Check115]|_| cane  
	[bookmark: Check120] |_| lift 

	[bookmark: Check116]|_| crutches 
	[bookmark: Check121] |_| bed bound

	[bookmark: Check117]|_| wheelchair
	



HAND GRIPS:    
[bookmark: Check122][bookmark: Check123]AMPUTATION: |_| left     |_| right               
LOCATION: ____________

	LEFT: 
[bookmark: Check124]|_| strong  
	RIGHT: 
[bookmark: Check128]|_| strong  

	[bookmark: Check125]|_| weak  
	[bookmark: Check129]|_| weak  

	[bookmark: Check126]|_| flaccid  
	[bookmark: Check130]|_| flaccid  

	[bookmark: Check127]|_| contractures
	[bookmark: Check131]|_| contractures


ROM: 
	ARMS:  
[bookmark: Check154]|_| full  
	LEGS: 
[bookmark: Check158]|_| full  

	[bookmark: Check155]|_| weak  
	[bookmark: Check159]|_| weak

	[bookmark: Check156]|_| flaccid  
	[bookmark: Check160]|_| flaccid  

	[bookmark: Check157]|_| contractures
	[bookmark: Check161]|_| contractures

	
	[bookmark: Check162]|_| TED hose



	AMPUTATION:  
[bookmark: Check163]|_| right   
	            
[bookmark: Check165]|_| BKA  

	[bookmark: Check164]|_| left  
	[bookmark: Check166]|_| AKA  

	
	[bookmark: Check167]|_| other



SPINE:  
	[bookmark: Check168]|_| kyphosis 
	[bookmark: Check170]|_| osteoporosis 

	[bookmark: Check169]|_| scoliosis  
	



OTHER: 
[bookmark: Check171] |_| CAST LOCATION: ___________  
[bookmark: Check172] |_| TRACTION: _____________

	[bookmark: Check132]GENITOURINARY:  |_| see nursing notes
	
[bookmark: Check133]|_| voids  
	
[bookmark: Check134]|_| catheter  
	
[bookmark: Check135]|_| stoma



APPEARANCE OF URINE:
	[bookmark: Check136]|_| clear  
	[bookmark: Check140]|_| cloudy  

	[bookmark: Check137]|_| light yellow  
	[bookmark: Check141]|_| sediment  

	[bookmark: Check138]|_| amber  
	[bookmark: Check142]|_| red/wine  

	[bookmark: Check139]|_| brown
	[bookmark: Check143]|_| clots


  

BLADDER:  
	[bookmark: Check144]|_| soft  
	[bookmark: Check145]|_| firm/distended
	[bookmark: Check146]|_| incontinent



FEMALES:  LMP: _________ 

	[bookmark: Check147]|_| WNL 
	[bookmark: Check148]|_| dysmenorrheal




	BIRTH CONTROL:  
[bookmark: Check149]|_| yes
	      
[bookmark: Check151]|_| BSE monthly

	[bookmark: Check150]|_| no  
	[bookmark: Check152]|_| menopause  

	                                 
	[bookmark: Check153]|_| taking estrogen


SEXUALITY:  
	
	
	


MED HX: 
[bookmark: Check175]|_| urinary retention  
[bookmark: Check176]|_| BPH 
[bookmark: Check177]|_| Frequent UTI

	[bookmark: Check178]CARDIOVASCULAR:  |_| see nursing notes

HEART SOUNDS: 
	[bookmark: Check179]|_| normal S1-S2  
	[bookmark: Check180]|_| abnormal S3-S4  
	[bookmark: Check181]|_| murmur



PULSE:  
	APICAL: 
[bookmark: Check182]|_|  regular  
	RADIAL: 
[bookmark: Check186]|_| regular 
	PEDALIS: 
[bookmark: Check191]|_| regular

	[bookmark: Check183]|_| irregular
	[bookmark: Check187]|_| irregular
	[bookmark: Check192]|_| irregular 

	[bookmark: Check184]|_| strong  
	[bookmark: Check188]|_| strong  
	[bookmark: Check193]|_| strong  

	[bookmark: Check185]|_| faint
	[bookmark: Check189]|_| faint 
	[bookmark: Check194]|_| faint  

	
	[bookmark: Check190]|_| nonpalpable
	[bookmark: Check195]|_| nonpalpable







SLEEP:
|_| WNL
|_| Wakes frequently
|_| Insomnia
|_| Feels rested after sleep
|_| Naps frequently

EDEMA:  
	[bookmark: Check202]|_| none
	[bookmark: Check203]|_| generalized (anasarca)



	SITE #1: ____________
	SITE #2: ____________


	pitting  
	pitting  

	[bookmark: Check204]|_| 1+
	[bookmark: Check209]|_| 1+

	[bookmark: Check205]|_| 2+
	[bookmark: Check210]|_| 2+

	[bookmark: Check206]|_| 3+
	[bookmark: Check211]|_| 3+

	[bookmark: Check207]|_| 4+
	[bookmark: Check212]|_| 4+

	[bookmark: Check208]|_| non-pitting


	[bookmark: Check213]|_| non-pitting




CAPILLARY REFILL: 
	FINGERS:  
[bookmark: Check226]|_| brisk
	TOES: 
[bookmark: Check228]|_| brisk

	[bookmark: Check227]|_| slow
	[bookmark: Check229]|_| slow



	HX: 
[bookmark: Check230]|_| Pacemaker
	
[bookmark: Check233]|_| CHF

	[bookmark: Check231]|_| HTN  
	[bookmark: Check234]|_| PVD 

	[bookmark: Check232]|_| CAD
	[bookmark: Check235]|_| Other: _________




	[bookmark: Check214]PAIN ASSESSMENT:  |_| see nursing notes 
[bookmark: Check215]                                      |_| see MAR
LOCATION: _________________________________

QUALITY: _______________________________________

SEVERITY (0-10):
	NOW: _____ 

GOAL: _____
	AT WORST: ______
	AT BEST: _______



TIMING: _________________________________________

Nonverbal symptoms: __________________________________

	
	[bookmark: Check217][bookmark: Check216]SAFETY: |_| fall risk          |_| see nursing notes             
 
	PRECAUTIONS:  
[bookmark: Check218]|_| side rails x_______ 
	
[bookmark: Check222]|_| restraints 

	[bookmark: Check219]|_| bed down 
	[bookmark: Check223]|_| wrist

	[bookmark: Check220]|_| call light
	[bookmark: Check224]|_| vest




	
	[bookmark: Check225]TEACHING:   |_| see nursing notes

NEEDS:_________________________________________________________________________________________________________________________________________________________________________________________

TYPE OF LEARNER: 
[bookmark: Check236]|_| visual  
[bookmark: Check237]|_| auditory   
[bookmark: Check238]|_| kinesthetic

EDUCATIONAL LEVEL: _____________

FAMILY PRESENT:  
[bookmark: Check239]|_| yes 
[bookmark: Check240]|_| no

	
[bookmark: Check241]FLUID BALANCE:    |_| see nursing notes

INTAKE: 
	[bookmark: Check242]|_| PO  
	[bookmark: Check243]|_| IV



SOLUTION: ____________   RATE: _______ ml/hr

SITE LOCATION: _____________ 

	[bookmark: Check244]|_| clean   
	[bookmark: Check247]|_| swelling  
	[bookmark: Check250]|_| pain

	[bookmark: Check245]|_| patent
	[bookmark: Check248]|_| cool  
	[bookmark: Check251]|_| tubing change  

	[bookmark: Check246]|_| redness  
	[bookmark: Check249]|_| hot  
	[bookmark: Check252]|_| dressing change


 

MUCOUS MEMBRANES: 
	[bookmark: Check253]|_| moist  
	[bookmark: Check255]|_| sticky
	[bookmark: Check257]|_| dry

	[bookmark: Check254]|_| pink  
	[bookmark: Check256]|_| coated
	



	TODAY’S WT: _____
	YESTERDAY’S WT: _______



	
NURSE SIGNATURE: ________________________

TIME COMPLETED: _________________________


	
	REASSESSMENT:   

TIME: ________ 

	[bookmark: Check258]|_| no change  
	[bookmark: Check259]|_| see nurse’s notes
	[bookmark: Check260]|_| initials_______



TIME: ________ 

	[bookmark: Check261]|_| no change  
	[bookmark: Check262]|_| see nurse’s notes
	[bookmark: Check263]|_| initials_______



TIME: ________ 

	[bookmark: Check264]|_| no change  
	[bookmark: Check265]|_| see nurse’s notes
	[bookmark: Check266]|_| initials_______






HHA Supervisory Assessment

Supervisory Visit Type:     |_| Initial	    |_| Routine 

Was the aide present during the supervisory visit?	|_| Yes		|_| No

Was the patient/family treated with respect?    |_| Yes	|_| No		|_| Did not observe

Was the plan of care followed?     |_| Yes	|_| No	     |_| Did not observe

HHA Supervisory evaluation of care:
	|_| Bath				|_| Vital Signs			|_| Meal Assist
	|_| Mouth care		             |_| Nail care			|_| Transfer assist
	|_| Shave				|_| Hair care			|_| ROM/Exercise
	|_| Ambulation			|_| Housekeeping		|_| Other: 

Response to care:
	|_| Satisfied with care
	|_| Not satisfied with care
	Specify area of concern:

Cooperative with care provided?     |_| Yes		|_| No

Aide communicated effectively with patient and caregiver?	   |_| Yes 	|_| No

Continue aide services?      |_| Yes		|_| No

Plan of Care reviewed with: 	|_| Patient		|_| Caregiver		|_| Health Aide	|_| Other: 



Supporting documentation:

	DAP note

	D:



A:

P:

                                                        Nurse signature: 





Death Visit
	Assessment of Vital Signs:
|_| absence of pulse                  
|_| absence of respiration 

Date/Time of Death: _________________
Funeral Home: ___________________

Physician Notified: 
	|_| Message sent to Primary physician 

	|_| Telephone call to Primary physician



Narcotics Disposal:
	|_| Family given written and verbal instructions on how to destroy medications 

	|_| Medication disposal by facility staff per facility policy

	|_| Disposal by flushing

Primary Care Team Members Notified:
Hospice team notified including Medical Director, volunteers, and other interdisciplinary staff
|_| Yes
|_| No

Pharmacy notified
|_| Yes
|_| No

DME notified
|_| Yes
|_| No

Patient Summary Note:

















[bookmark: _Toc474953270][bookmark: _Toc478321042]PATIENT CHART for Simulation #3 Lucy Grey

STUDENT NAME: _______________________________

PATIENT INITALS: __________________________

CLINICAL DATE(S): _____________________________

INSTRUCTOR: ____________________________



Physician’s Orders
	Patient Name:  Lucy Grey
Room: 
DOB: 1937
Age: 74
No Known Allergies
	

MRN: 
Doctor Name: Dr. Barbara Green 
Date Admitted: 

	Date/Time:
	

	
	Arrived in Emergency Department, now being discharged to home with home health care services.

	
	Medications:
Aspirin 81 mg orally once daily
Duloxetine 60 mg orally once daily
Colace 2 tabs twice daily
Famotidine 10 mg once daily

	
	Dr. Barbara Green                                        



Nursing Notes
	Date/Time:
	

	
	Patient was brought to ER by ambulance after a fall at home. She is alert, oriented and in no acute distress. Has a scrape on left arm and a saline lock in right forearm. States she has been seen over the past few months in this emergency room for falls.                                    
M. Hayes, RN                    

	Initial
	Nurse Signature
	Initial
	Nurse Signature

	MH
	Mary Hayes RN
	
	

	
	
	
	



Medication Administration Record
	Date of Order:
	Medication:
	Dosage:
	Route:
	Frequency:
	Last given:

	
	Aspirin 
	81 mg
	po
	Every day
	

	
	Duloxetine
	60 mg
	po
	Every day
	

	
	Colace
	2 tabs
	po
	Twice a day
	

	
	Famotidine
	10 mg
	po
	Every day
	







Vital Signs Record
	
	Date/time
	Date/time
	Date/Time
	Date/time
	Date/time
	Date/time

	Vital Sign
	EXAMPLE
11/28/16 at 1300
	
	
	
	
	

	Pain
	“5”, dull ache, generalized
	
	
	
	
	

	Temperature
	97.6
	
	
	
	
	

	Blood Pressure
	133/78
	
	
	
	
	

	Pulse
	89
	
	
	
	
	

	Respirations
	22
	
	
	
	
	

	Pulse Oximetry
	94%
	
	
	
	
	







Nursing Assessment Flowsheet
	GENERAL APPEARANCE:
|_| male                   |_| female   

DOB: _____________ 
AGE: _________
ETHNICITY: ______________
OCCUPATION: _________________ 
RELIGION: _______________

	|_| awake  
	|_| hopeless
	|_|withdrawn

	|_| cheerful   
	|_| lethargic
	|_|anxious  

	|_| crying  
	|_| calm   
	|_|combative  

	|_| fearful
	|_| sleeping
	|_|agitated  



	RESPIRATORY:  |_| see nursing notes

RESPIRATIONS: 
RATE: ______ 
O2: _________ 
SPO2: ______%

	|_| regular 
	|_| labored 

	|_| even
	|_| uses accessory muscles 

	|_| irregular  
	|_| cough


       
BREATH SOUNDS:  
	LEFT:  
|_| clear  
	RIGHT:  
|_| clear  

	|_| crackles  
	|_| crackles  

	|_| wheezes
	|_| wheezes

	|_| decreased  
	|_| decreased  

	|_| absent
	|_| absent


  
THORAX:  
|_| even expansion 
|_| uneven expansion

SMOKING: 
|_| cigarettes pk/day ____________ 
|_| cigars 
|_| marijuana 
|_| cocaine

	SKIN:  |_| see wound care sheet  |_|see nursing notes
|_| Skin Intact

BRADEN SCALE SCORE:          |_|risk skin breakdown           

	COLOR: 
|_| acyanotic              
	TURGOR: 
|_| <3 sec

	|_| pale
	|_| >3 sec

	|_| ruddy
	

	|_| jaundiced   
	

	|_| cyanotic
	



	TEMP:   
|_| warm/dry 
	 HAIR: 
|_| shiny

	|_| hot
	|_| dry/flaking

	|_| cool 
	|_| balding

	|_| cold/clammy
	|_| lesions

	|_| diaphoretic
	|_| lice


               
	

	NEUROLOGICAL:  |_|see nursing notes

ORIENTATION: 
	|_| person  
	|_| disoriented   

	|_| place  
	|_| confused   

	|_| time
	|_| impaired memory



 RESPONDS TO:
	|_| name 
	|_| non-responsive

	|_| stimuli
	


 SPEECH:  
	|_| clear  
	|_| aphasic

	|_| garbled  
	|_| inappropriate  

	|_| slurred  
	|_| cannot follow conversation



AFFECT:
|_| Appropriate        |_| Flat        |_| Inappropriate

FACE: 
	|_| symmetrical 
	|_| drooling

	|_| drooping   
	



	EYES:  
|_| PERRLA 
	SIGHT:
  |_| no correction  

	|_| unequal  
	  |_| glasses  

	|_| drooping lid
	  |_| contacts  

	
	  |_| blind 


HEARING:  
	|_| WNL   
	|_| hearing aid

	|_| HOH   
	



	HX:  
|_| seizures 
	
 |_| spinal injury

	|_| CVA
	 |_| other

	|_| brain injury
	



	GASTROINTESTINAL/NUTRITION:  |_| see nursing notes

APPEARANCE: 
	|_| flat  
	|_| soft

	|_| round  
	|_| gravid

	|_| obese
	



BOWEL SOUNDS: 
	|_| active  
	|_| hyperactive  

	|_| hypoactive  
	|_| absent


PALPATION:
	|_| non-tender 
	|_| mass (location) _______

	|_| tender (location)______
	



LAST BM: __________

	|_| incontinent
	|_| diarrhea

	|_| stoma: _______
	|_| mucous

	|_| constipation
|_| other:____________
	|_| blood



DIET: ______________ 

 |_| impaired swallowing 
 |_| choking
 |_| NG tube  
             color drainage: ______________
 |_|feeding tube
 |_| tube feeding  
              type: ______________ rate: _________

	MUSCULOSKELETAL:  |_| see nursing notes

GAIT:
	|_| steady
	|_| unsteady
	|_| non-ambulatory



	ACTIVITY:  
|_| up ad lib
	ASSIST: 
 |_| x1

	|_| walker 
	 |_| x2 

	|_| cane  
	 |_| lift 

	|_| crutches 
	 |_| bed bound

	|_| wheelchair
	



HAND GRIPS:    
AMPUTATION: |_| left     |_| right               
LOCATION: ____________

	LEFT: 
|_| strong  
	RIGHT: 
|_| strong  

	|_| weak  
	|_| weak  

	|_| flaccid  
	|_| flaccid  

	|_| contractures
	|_| contractures


ROM: 
	ARMS:  
|_| full  
	LEGS: 
|_| full  

	|_| weak  
	|_| weak

	|_| flaccid  
	|_| flaccid  

	|_| contractures
	|_| contractures

	
	|_| TED hose



	AMPUTATION:  
|_| right   
	            
|_| BKA  

	|_| left  
	|_| AKA  

	
	|_| other



SPINE:  
	|_| kyphosis 
	|_| osteoporosis 

	|_| scoliosis  
	



OTHER: 
 |_| CAST LOCATION: ___________  
 |_| TRACTION: _____________

	GENITOURINARY:  |_| see nursing notes
	
|_| voids  
	
|_| catheter  
	
|_| stoma



APPEARANCE OF URINE:
	|_| clear  
	|_| cloudy  

	|_| light yellow  
	|_| sediment  

	|_| amber  
	|_| red/wine  

	|_| brown
	|_| clots


  

BLADDER:  
	|_| soft  
	|_| firm/distended
	|_| incontinent



FEMALES:  LMP: _________ 

	|_| WNL 
	|_| dysmenorrheal




	BIRTH CONTROL:  
|_| yes
	      
|_| BSE monthly

	|_| no  
	|_| menopause  

	                                 
	|_| taking estrogen


SEXUALITY:  
	
	
	


MED HX: 
|_| urinary retention  
|_| BPH 
|_| Frequent UTI

	CARDIOVASCULAR:  |_| see nursing notes

HEART SOUNDS: 
	|_| normal S1-S2  
	|_| abnormal S3-S4  
	|_| murmur



PULSE:  
	APICAL: 
|_|  regular  
	RADIAL: 
|_| regular 
	PEDALIS: 
|_| regular

	|_| irregular
	|_| irregular
	|_| irregular 

	|_| strong  
	|_| strong  
	|_| strong  

	|_| faint
	|_| faint 
	|_| faint  

	
	|_| nonpalpable
	|_| nonpalpable







SLEEP:
|_| WNL
|_| Wakes frequently
|_| Insomnia
|_| Feels rested after sleep
|_| Naps frequently

EDEMA:  
	|_| none
	|_| generalized (anasarca)



	SITE #1: ____________
	SITE #2: ____________


	pitting  
	pitting  

	|_| 1+
	|_| 1+

	|_| 2+
	|_| 2+

	|_| 3+
	|_| 3+

	|_| 4+
	|_| 4+

	|_| non-pitting


	|_| non-pitting




CAPILLARY REFILL: 
	FINGERS:  
|_| brisk
	TOES: 
|_| brisk

	|_| slow
	|_| slow



	HX: 
|_| Pacemaker
	
|_| CHF

	|_| HTN  
	|_| PVD 

	|_| CAD
	|_| Other: _________




	PAIN ASSESSMENT:  |_| see nursing notes 
                                      |_| see MAR
LOCATION: _________________________________

QUALITY: _______________________________________

SEVERITY (0-10):
	NOW: _____ 

GOAL: _____
	AT WORST: ______
	AT BEST: _______



TIMING: _________________________________________

Nonverbal symptoms: __________________________________

	
	SAFETY: |_| fall risk          |_| see nursing notes             
 
	PRECAUTIONS:  
|_| side rails x_______ 
	
|_| restraints 

	|_| bed down 
	|_| wrist

	|_| call light
	|_| vest




	
	TEACHING:   |_| see nursing notes

NEEDS:_________________________________________________________________________________________________________________________________________________________________________________________

TYPE OF LEARNER: 
|_| visual  
|_| auditory   
|_| kinesthetic

EDUCATIONAL LEVEL: _____________

FAMILY PRESENT:  
|_| yes 
|_| no

	
FLUID BALANCE:    |_| see nursing notes

INTAKE: 
	|_| PO  
	|_| IV



SOLUTION: ____________   RATE: _______ ml/hr

SITE LOCATION: _____________ 

	|_| clean   
	|_| swelling  
	|_| pain

	|_| patent
	|_| cool  
	|_| tubing change  

	|_| redness  
	|_| hot  
	|_| dressing change


 

MUCOUS MEMBRANES: 
	|_| moist  
	|_| sticky
	|_| dry

	|_| pink  
	|_| coated
	



	TODAY’S WT: _____
	YESTERDAY’S WT: _______



	
NURSE SIGNATURE: ________________________

TIME COMPLETED: _________________________


	
	REASSESSMENT:   

TIME: ________ 

	|_| no change  
	|_| see nurse’s notes
	|_| initials_______



TIME: ________ 

	|_| no change  
	|_| see nurse’s notes
	|_| initials_______



TIME: ________ 

	|_| no change  
	|_| see nurse’s notes
	|_| initials_______













Risk Assessments & Nursing Care
	Generalized Anxiety Disorder 7 (GAD-7)
Over the last 2 weeks, how often have you been bothered by the following problems?

	
	Not at all
	Several days
	More than half of the days
	Nearly every day

	1. Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2. Not being able to stop or control worrying
	0
	1
	2
	3

	3. Worrying too much about different things
	0
	1
	2
	3

	4. Trouble relaxing
	0
	1
	2
	3

	5. Being so restless that it is hard to sit still
	0
	1
	2
	3

	6. Becoming easily annoyed or irritable
	0
	1
	2
	3

	7. Feeling afraid as if something awful might happen
	0
	1
	2
	3



Total Score______ = Add columns ____+____+____
If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?       

|_| Not difficult at all         |_| Somewhat difficult        |_| Very difficult        |_|Extremely difficult




The Mini CogTM

1. Instruct the patient to listen carefully to and remember 3 unrelated words and then repeat the words. The same 3 words may be repeated to the patient up to 3 tried to register all 3 words.
2. Instruct the patient to draw the face of a clock, either on a blank sheet of paper or on a sheet with the clock circle already drawn on the page. After the patient puts the numbers on the clock face, ask him or her to draw the hands of the clock to read a specific time. The time 11:10 has demonstrated increased sensitivity. 
3. Ask the patient to repeat the 3 previously stated words
Scoring: (Out of total of 5 points)
· Give one point for each recalled word after the CDT distractor. Recall is scored 0-3
· The CDT is scored 2 if normal and 0 if abnormal. (Note: the CDT is considered normal if all numbers are present in the correct sequence and position, and the hands readably display the requested time. Length of hands is not considered).
· 0-2: Positive screen for dementia; 3-5: Negative screen for dementia
	Patient Health Questionnaire (PHQ-9)
Over the last 2 weeks, how often have you been bothered by the following problems?
	
	Not at all
	Several days
	More than half of the days
	Nearly every day

	1. Little interest or pleasure in doing things
	0
	1
	2
	3

	2. Feeling down, depressed or hopeless
	0
	1
	2
	3

	3. Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4. Feeling tired or having little energy
	0
	1
	2
	3

	5. Poor appetite or overeating
	0
	1
	2
	3

	6. Feeling bad about yourself- or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7. Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8. Moving or speaking so slowly that other people could have noticed. Or the opposite- being so fidgety or restless that you have been moving around a lot more than usual
	0
	1
	2
	3

	9. Thought that you would be better off dead, or of hurting yourself
	0
	1
	2
	3



Total Score______ = Add columns ____+____+____
If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?       

|_| Not difficult at all         |_| Somewhat difficult        |_| Very difficult        |_|Extremely difficult




Geriatric Depression Scale (GDS)
	 
	Yes
	No

	1. Are you basically satisfied with your life?
	|_|
	|_|

	2. Have you dropped many of your activities and interests?
	|_|
	|_|

	3. Do you feel that your life is empty?
	|_|
	|_|

	4. Do you often get bored?
	|_|
	|_|

	5. Are you in good spirits most of the time?
	|_|
	|_|

	6. Are you afraid that something bad is going to happen to you?
	|_|
	|_|

	7. Do you feel happy most of the time?
	|_|
	|_|

	8. Do you often feel helpless?
	|_|
	|_|

	9. Do you prefer to stay at home, rather than going out and doing new things?
	|_|
	|_|

	10. Do you feel you have more problems with memory than most?
	|_|
	|_|

	11. Do you think it is wonderful to be alive?
	|_|
	|_|

	12. Do you feel pretty worthless the way you are now?
	|_|
	|_|

	13. Do you feel full of energy?
	|_|
	|_|

	14. Do you feel that your situation is hopeless?
	|_|
	|_|

	15. Do you think that most people are better off than you are?
	|_|
	|_|



Scoring: Answers indicating depression are in bold and italicized; score one point for each one selected. A score of 0 to 5 is normal. A score greater than 5 suggests depression. 


	Hendrich II falls Risk Model

	Risk
	Score

	Confusion/Disorientation/Impulsiveness
	4
	

	Depression (Nursing staff assesses patient or patient states “depressed”)
	2
	

	Altered Elimination (leakage of urine or stool, “can’t wait” or gets up 4 or more times/night)
	1
	

	Dizziness/Vertigo (reported by patient)
	1
	

	Gender (Male)
	1
	

	Any antiepileptics Carbamazepine (Tegretol, Carbatrol), divalproex (Depakote), fosphenytoin (Cerebryx injection) gabapentin (Neurontin), lamotrigine (Lamictal), levetiracetam (Keppra), mephobarbital, (Mebaral) oxcarbazepine (Trileptal), Phenobarbital, (phenytoin), (Dilantin), topiramate (Topamax) and valproic acid (Depakene)
	2
	

	Any benzodiazepines: (Alprazolam (Xanax), chlordiazepoxide (Librium, Librax) clonazepam (Klonopin), diazepam (Valium), flurazepam (Dalmane), lorazepam (Ativan), midazolam (Versed), temazepam (Restoril), and triazolam (Halcion)
	1
	

	Get-Up-And-Go Test (Choose One):	Rises in a single movement
	0
	

		Pushes up in one attempt
	1
	

		Multiple Attempts, successful
	3
	

		Unable to rise without assist
	4
	

	ADD TOTAL POINTS (>5 points = High Risk):                                                                            Total Score
	

	Get-Up-And-Go Test:  Instructions: With patient sitting in a chair (preferred location) or on the side of the bed, place hands in lap and ask the patient to stand.  Score of 0: Patient is able to stand and begin stepping in a single movement using only his/her legs.  Score of 1: The patient can rise and begin stepping in a single attempt if utilizes his/her arms or a walker to push up.  Score of 3: Patient requires more than one attempt to stand with or without use of hands, arms and walker.  Score of 4: Patient cannot stand without assistance.




	DAP note

	D:



A:

P:

                                                        Nurse signature: 
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