Minnesota Simulation for Healthcare Education Partnerships
(Mn-SHEP)

[bookmark: _GoBack] There are 4 scenarios with actors used as standardized patients.  
All are wellness visits. 
1.  Early 20’s mom with a 1 month infant, a home newborn wellness visit
2. 17 year old high school student: Referral from school nurse because of teacher concerns with you constantly falling asleep in class.
3. 40 year old working adult: home wellness lifestyle visit as part of the health insurance benefits through their job. 
4. Mid 70s adult: Home wellness management visit as part of your clinic program to help older people manage themselves in their homes.
Course:  				Sim: 		
Patient Name:  			              MRN:  
Allergies:  				MD:  
DOB:					Age:  		Gender: 
Time Frame (total): 1 hr, 15 min	Pre-Brief:  5 min, 5 min role brief	
Sim: 	10 min	each role (5min switch)		De-brief:	40 min		
(If using actors:  eliminate role brief, increase sim time to 20 minutes, increase de-brief time to 50 min to allow feedback from actor)
L2D setup with barcode labels on meds
	Medication Name
	Dose/Concentration

	Not applicable
	



Room Set-Up
	Manikin

	Not applicable



	Room Equipment

	General set up:  recliner chair, 2 chair side tables, lamp on table, extension cord, scatter rug, waste basket, table with chair for nurse to sit during interview.

	Parent/Newborn:  baby manikin in blanket, toys (age appropriate and age inappropriate with choking hazards) scattered in room, baby bottle of red Kool-Aid, baby bottle of water.

	Teen:  game boy hand held game, empty pop bottles, empty junk food wrappers, teen magazines.

	Adult:  empty beer cans/bottles, empty junk food containers, empty McDonalds containers/wrappers, money magazines, other adult magazines

	Senior:  plastic bin with many different pill bottles (multiple pharmacies, multiple doctors, Coumadin needs to be one of the meds), frozen food containers, empty wine bottle, AARP magazine, other senior magazines.



Initial State Manikin Set-Up (not applicable for this scenario)
	BP
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	Temp
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	Lungs
	
	Heart
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Pre-Briefing (5 min)
· Welcome back
· Safe learning environment, you can make mistakes
· Confidentiality; both scenario and how you did
· Skill performance/safety, if concerns will have lab Rx
· Major performance/safety concerns will go to team
· Scenario runs for 10 minutes
· Any questions?
Role Briefing (5 min)
· Have student read actor scripting, talk through scenario
· Any questions
Debriefing (40 min)
Noticing
· What did you notice initially?
· What did you notice about the situation as time progressed?
Interpreting
· What did your observations and data interpretation lead you to believe was occurring?
· What type of concepts do you see present?
· Curricular Concepts
· Foci of Care:  Health Promotion
· Lifespan/Growth and Development
· Professional Integrity:
· Clinical decision making
· Communication
· Psychosocial Integrity:
· Family dynamics
· Social support
· Macro-Concepts
· Safety
· Communication
· Diversity and Culture

Responding
· What was your goal(s) for the situation/client?
· What actions could you take to meet those goals?
Reflecting
· How did you feel about the situation and your ability to respond effectively?
· Looking at different components of communication and interviewing talk about:
· Types of questions:  open versus closed
· Focus of attention:  on the person or on the paper/computer
· Your reaction to “startling statements”
· Your body language during the interview
· Adapting questions and language to level of person being interviewed
Other items
· Do you have any specific concerns about what happened?
· Common observations from other times this sim has been done:  asking permission to sit, where and how you are sitting, checklist mentality versus conversation, taking the opportunity to explore issues/concerns when presented (dive deeper into the meaning)

Expected actions and time frame (10 min scenario with role play, 20 min with actor)
	Time frame
	Expected actions
	Cues

	
	· Introduce self and purpose of interview.
· Conduct as much of the interview as possible in the time frame.
	




Actor #1
	Age of Person
	Scene Setting
	Reason for visit
	Role and scene guides

	Early 20’s with a 1 month old infant
	Home – living room area












	Home newborn wellness visit
	· You are a first time parent and are feeling very stressed.
· You want to be a good parent, but don’t know how.
· You were given teaching material at the hospital but don’t really understand what you were given.
· Your child tends to be very fussy, doesn’t sleep well.
· You are very tired because of the interrupted sleep.
· You have been feeding your child regular milk, there are bottle of tap water and Kool-Aid in the room.  You don’t realize that these are inappropriate for a 1-month old infant.
· There are toys in the room, most are age inappropriate.
· You live alone, single parent.  The other parent is not involved at all, no financial support.
· You have minimal to no support from your family.





Actor #2  
	Age of Person
	Scene Setting
	Reason for visit
	Role and scene guides

	17-18 year old high school student
	Home – living room area
	Referral from school nurse because of teacher concerns with you constantly falling asleep in class.
	· You work every day after school until 11 pm, and often work on weekends
· You drink a lot of energy drinks while at work.
· You are working because of the things you want to buy, not to support your family.
· When you come home, you try to study until about 2 or 3 am then nap before going to school at 7am.
· You find it difficult to study, and often spend time playing electronic games.
· You fall asleep frequently during class which was the trigger for your teachers asking the school nurse to see you.
· You have a very poor diet; lots of diet pop and junk food, wrappers will be present in the room





Actor #3: 
	Age of Person
	Scene Setting
	Reason for visit
	Role and scene guides

	Late 30’s- early 40’s working adult.
	Home – living room area
	Home wellness lifestyle visit as part of the health insurance benefits through your job.
	· It is during your annual health benefit sign-up at work.  The health insurance you selected requires you to have a wellness visit by a nurse.
· You have a very stressful job and a hard time trying to deal with the stress.
· You do not take your own lunch to work.  You buy lunch every day, usually a burger with fries.
· Your diet is poor, there will be empty beer cans and junk food containers in the room.  It’s been much easier for you to pick up fast food than to actually cook.
· You get very little exercise.  You do have a health club membership as part of your job, but don’t go very often (maybe once every 3-4 months)
· You feel tired quite often and would like to feel better but don’t know how to start.














Actor #4:  
	Age of Person
	Scene Setting
	Reason for visit
	Role and scene guides

	Mid 70’s adult
	Home – living room area
	Home wellness management visit as part of your clinic program to help older people manage themselves in their homes.
	· Routine home visit from your clinic’s wellness program for seniors
· You are living alone in your own apartment.
· Your medical problems:  get an irregular heartbeat at time times and something about your blood pressure, but you don’t really know for sure.
· You are slightly hard of hearing, so you don’t always hear correctly when someone speaks softly.
· You do not drive anywhere on your own, but occasionally use some type of senior transportation service or get a ride from someone.
· You use several different doctors/clinics/pharmacies, depends on your ability to get transportation.
· You are starting to get a little confused about your medications.  When asked about your meds, you hand them a bag with pill bottles from different pharmacies.
· Normally you have no problem taking your meds.  On days when your mind is a little fuzzy, you take one from each bottle “just to be safe”.
· When asked about diet; something about one of the pills and something you shouldn’t eat but don’t remember for sure.
· For your diet, you like some wine every day to help your appetite (empty bottle in scene).  You get most of your food from a home delivery service, and it is mostly frozen food (the food is generally high in sodium and fat).  You miss getting fresh fruit and vegetable like you did when you were younger.
· If you need to get out of your recliner chair, you tend to leave the foot rest up and try to get up around the foot rest.




Wellness Assessment Tool

Health Promotion



Demographics

Gender
Male  	Female  	Other 

Age ______ years/months/weeks/days

Source of information
Client: __________
Other (name and relationship to client): _______________________________________

Allergies
	Name
	Type of Reaction

	
	

	
	

	
	




Medications/OTC/Herbal
	Name of Medication
	Dosage
	Frequency
	Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Do you use any type of illicit drugs?  Yes   No 
If yes, what and how much, when last used _____________________________________
________________________________________________________________________
 
Immunizations
· Infants/Children/Teens
Are they following the recommendations for immunizations?  Yes   No 
Any concerns? ___________________________________________________________



· Adults
Are you current on your:  Influenza ______	Diphtheria/Tetanus _________		Pneumonia _______ 
Any concerns? ___________________________________________________________

History review/family health

How do you feel about your current health? ____________________________________
________________________________________________________________________
________________________________________________________________________

Have you had any health problems in the past?  _________________________________
________________________________________________________________________
________________________________________________________________________

Does any immediate family member have any health problems (grandparents, parents, siblings, children)?  (Note those who are deceased, age and cause of death) ________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Are there any additional questions that should be asked in this area? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physiological Integrity



Mobility
· Adults/Children/Teens

Do you have any difficulty with walking, climbing stairs, getting out of bed/chair?

Yes    No 

Do you use any type of assistance for the above activity?  Yes    No 

Have you fallen within the past month?  Yes    No 

Describe if any are yes_____________________________________________________
________________________________________________________________________

What type of physical activity/exercise do you routinely do (type/frequency/duration) ___
________________________________________________________________________

· Infant

Do they seem to be moving like you would expect them at this age?  Yes    No 
Describe   _______________________________________________________________
________________________________________________________________________

Tissue Integrity
Do you have any type of changes that you have seen in your skin (dryness, itchiness, rashes, sores, etc)?  Yes    No  
Describe   _______________________________________________________________
________________________________________________________________________

Do you have any difficulty with wounds or sores healing?  Yes   No 
Describe   _______________________________________________________________
________________________________________________________________________

Oxygenation and Perfusion
Do you smoke or use tobacco products (including e-cigarettes)?  Yes   No 
How much and for how long ________________________________________________

Are you exposed to second hand smoke?  Yes   No 

Do you have any breathing difficulty (short of breath, wheezing, etc.)     Yes       No  
Describe if any present _____________________________________________________
________________________________________________________________________

Are you having a cough?  Yes     No 
Describe if any present _____________________________________________________
________________________________________________________________________

Have you ever experienced chest pain?  Yes   No 
Describe how you are treating any chest pain ___________________________________
________________________________________________________________________

Are your hands and/or feet normally:  Warm   or Cold 

Have you seen a health care professional if they are normally cold?  Yes   No 

Metabolism
Are you on any special type of diet?  Yes   No     Describe _____________________

How much alcohol do you consume on a daily basis? ____________________________

Have you had any unplanned sudden weight loss or gain?   Yes   No  
Describe ________________________________________________________________

Do you have any difficulty eating or swallowing? Yes   No 
Describe ________________________________________________________________

Neuro-cognition
· Adults/Teens/Children
Do you have any difficulty remembering things?  Yes   No 
Describe ________________________________________________________________

Do you have any difficulty concentrating/focusing on what you are doing?  Yes   No 
Describe ________________________________________________________________

Do you have any difficulty hearing?  Yes   No 
Describe ________________________________________________________________

· Infants
Does the child seem to react to the sounds?  Yes   No 
Describe any concerns _____________________________________________________

Does the child seem to follow people or movement with their eyes?  Yes   No 
Describe any concerns _____________________________________________________

What type of sounds or vocalizations is the child making? _________________________
________________________________________________________________________

Regulatory
Do you have any difficulty with urination?  Yes   No 
Please describe ___________________________________________________________

Do you have any difficulty with bowel movements?  Yes   No 
If you have difficulty, please describe what you do to help the situation ______________
_______________________________________________________________________

Comfort/pain
Have you been experiencing any type of pain lately?  Yes   No 
Please describe the pain you have been experiencing _____________________________
________________________________________________________________________

· Adults/Teens/Children
How much sleep do you usually get at night? ___________________________________

Do you have any difficulty falling asleep or staying asleep?  Yes   No 
Please describe ___________________________________________________________
________________________________________________________________________

· Infants
How many hours at a time are they sleeping at night? ____________________________

How many times do they wake up at night? ____________________________________

How often do they take naps during the day and for how long? _____________________

Are there any additional questions that should be asked in this area? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Psychosocial Integrity



Family dynamics
Who lives with you in your household? _______________________________________
_______________________________________________________________________

Who is the primary decision maker in your household? ___________________________

Who is the primary decision maker for your health? ______________________________

Do you feel safe in your environment?  Yes       No 

Social support
Describe the people or groups outside of your household that you would consider to be friends or a support network. ________________________________________________
________________________________________________________________________
________________________________________________________________________

Grief and loss
Have you had any sudden or unexpected loss, changes, or deaths recently?  Yes   No 

Describe   _______________________________________________________________
________________________________________________________________________

Spirituality
Are there any religious, cultural, or ethnic practices that you follow to help you maintain or improve your health?      	Yes  		No  

Describe ________________________________________________________________
________________________________________________________________________
________________________________________________________________________________________________________________________________________________


Are there any additional questions that should be asked in this area? _______________________
____________________________________________________________________________________________________________________________________________________________


Lifespan/Growth and Development



Sexuality
· Seniors/Adults/Teens
Are you sexually active?  Yes  	No 

How many sexual partners do you have? ______________________________________

Do you use any method of protection during sexual activity?  Yes     	  No  

What type of protection is used?  _____________________________________________

Have you ever had a STD?  Yes    	No  

Describe ________________________________________________________________


· Women only
Age at menarche _________________________________________________________

Do you have any menstrual difficulties?  Yes   	No  

Describe ________________________________________________________________

Number of pregnancies _____________	Number of live births __________________

Age at onset of menopause _________________________________________________

Any difficulties during or after menopause, describe _____________________________
________________________________________________________________________
________________________________________________________________________

Are there any additional questions that should be asked in this area?  ______________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________






Simulation  Journal

1. Part of this assignment was to identify a teaching need to help the client maintain a healthy lifestyle.  What teaching need did you identify for your client?  Provide support for the teaching need.



2. What are some things you noticed about your performance in this simulation?  Identify at least two positive and two less than positive aspects.





3. What type of actions do you think you can take to help improve the areas where you feel weaker?




4. The assessment tool was structure according to the MANE Concepts.  Thinking about the structure and flow of the tool, what type of modification could you take to make it easier for you to have conducted the interview?





1         Simulation developed by Jon Moe, MS, RN, CNE from Normandale Community College, jon.moe@normandale.edu

