[bookmark: _Toc258316617][bookmark: _Toc258316680][bookmark: Story_Board]Simulation Center UND SE Campus
Scenario Template

	Section
	Description

	Patient Case Overview
	Please complete the general overview of the Simulation requested

	Learning Objectives
	Objectives are statements describing the behavior the learner is expected to exhibit at the end of the learning activity. They should communicate the intent and direction of the learning. Outcomes are a measurable description of what learners will know or be able to do as a result of the learning activity.

	Story Board
	Tool is used to ensure full scenario development.

	Mannequin
	Select a mannequin type from available options

	Supplies
	Supplies and moulage necessary to make your simulation successful.  Moulage is the art of applying mock injuries for use in simulated training.  It can be as simple as diaper rash and as complex as a bleeding wound.

	Medications and Fluids
	Complete the meds, rates and routes for medications and fluids to be given during simulation

	Forms
	Forms for inclusion in your simulated patient’s chart.  The creator of the simulation is responsible for providing the completed forms to the simulation center staff.

	Props
	Items to be included in the room or on the mannequin such as wig, flowers, blanket, etc.

	Roles
	Required and/or optional roles including description of each role. For example, Nurse: 1 required. Description: Primary nurse caring for patient.

	Report
	Information the learners will receive prior to the simulation

	Simulation Design Template
	

	History of Present Illness
	New section asked to be added.  What information to add here?

	Snap Shot
	New section asked to be added.  What information to add here?

	Past Medical History
	

	Social History
	New section asked to be added.  What information to add here?

	Family History
	New section asked to be added.  What information to add here?

	Review of Systems
	

	Primary Medical Diagnosis
	New section asked to be added.  What information to add here?

	Secondary Medical Diagnosis
	New section asked to be added.  What information to add here?

	Initial Physician/Provider Orders
	

	Scenario Progression 
	Tool used to develop scenario including initial presentation, transitional periods 1 and 2, and conclusion.  Information from this tool will be used to complete the final script

	Final Script
	Script that will be programmed into the simulator/computer for the simulated scenario.

	Observation Checklist
	Tool for observers to utilize in document completion of objectives








	[bookmark: _Toc258316615][bookmark: _Toc258316678][bookmark: Pt_Case]
Patient Case Overview

	Scenario Name:
	     

	Date Developed:
	     
	Estimated scenario time:
	     

	Scenario Setting:
	[bookmark: Dropdown8]
	Estimated simulation reflection time:
	     

	Target Audience:
	[bookmark: Check33][bookmark: Check34][bookmark: Check35]|_|  UND UME  |_|  UND GME  |_|  Sanford  |_|  Other

	Brief Summary
	     



	[bookmark: _Toc258316616][bookmark: _Toc258316679][bookmark: Learning_Object]Learning Objectives

	General:
	

	1.
	 

	2.
	

	3.
	  

	Case specific:
	

	1.
	[bookmark: Text12]      

	2.
	     

	3.
	     

	4.
	     

	Outcomes:
	

	1.
	     

	2.
	     

	3.
	     





Story BoardInitial Presentation of Patient






Patient Condition
Patient Condition
Expected Medical Interventions
Inappropriate or lack of interventions
Appropriate Action Taken
Patient Condition
Expected Medical Interventions



Patient Condition
Inappropriate or lack of interventions


	[bookmark: _Toc258316618][bookmark: _Toc258316681][bookmark: Mannequin]Mannequin

	Mannequin 1:
	

	Mannequin 2:
	

	Mannequin 3:
	

	Standardized Patient:
	     

	Other:
	      



	[bookmark: _Toc258316619][bookmark: _Toc258316682][bookmark: Supplies]Supplies

	Code Supplies:
	 

	Medication Equipment:
		|_| IV Pump 
[bookmark: Text130]	# of Channels      
	|_| PIV with location of:
|_| Right Arm
[bookmark: Text165]|_| Other:       
	[bookmark: Check38]|_| IV tubing

	|_| PCA pump
	|_| Central Line
	|_| Extra IV Tubing

	|_| Syringe Pump
	|_| Arterial Line
	|_| IVPB Tubing

	|_| CareMobile
	|_| Saline Lock
	|_| Syringe Pump Tubing

	|_| Pressure Bag
	|_| IV Start Supplies 
	|_| Medication dispense unit

	|_| Umbilical line
	|_| Intraosseous Access
	[bookmark: Text131]|_| Other:       




	Cardiac Equipment:
		|_| EKG Machine
	|_| Pacemaker
	|_| Telemetry




	Respiratory Equipment:
		|_| BiPap/CPAP
	|_| Trach-Adult
	|_| Suction-Peds

	|_| Non-rebreather-Adult
	|_| Trach-Peds
	|_| Trach Collar-Adult

	|_| Non-rebreather-Peds
	|_| IS-Peds
	|_| Trach Collar-Peds

	|_| Nasal Cannula-Adult
	|_| IS-Adult
	|_| Ventilator-Adult

	|_| Nasal Cannula-Peds
	|_| Suction-Adult
	|_| Ventilator-Peds

	|_| Oscillator
	|_| Jet
	[bookmark: Text132]|_| Other:       




	GI Equipment:
		|_| Feeding Pump
	|_| NG
	|_| GT

	|_| Feeding Bag
	|_| Dining Tray
	




	GU Equipment:
		|_| Foley Catheter
	|_| Condom Catheter
	|_| SP catheter

	[bookmark: Text133]|_| Other:       
	
	




	Accessories:
		|_| Falls Blanket/Footies
	|_| SCD
	|_| ID Band

	|_| Dressing
	|_| Ted Hose
	|_| Allergy Band




	Moulage:
	[bookmark: Text134]       



	[bookmark: _Toc258316620][bookmark: _Toc258316683][bookmark: Meds_Fluids]Medications and fluids

	IV Fluids #1:
	  
	Infusion Rate:
	     

	IV Fluids #2:
	[bookmark: Dropdown10] 
	Infusion Rate:
	     

	IV Fluids #3:
	 
	Infusion Rate:
	     

	Specific Medication:
	     
	Route of Med Delivery
	     

	Specific Medication:
	     
	Route of Med Delivery
	     

	Specific Medication:
	     
	Route of Med Delivery
	     



	[bookmark: _Toc258316621][bookmark: _Toc258316684][bookmark: forms]Forms

	Forms:
		|_| Provider Orders 
	|_| Code Documentation        Sheet
	|_| Bedside Code Sheet

	|_| Anesthesia/PACU Record
	|_| Labs
	|_| X-Ray Report

	|_| History and Physical
	|_| Progress Notes
	






	[bookmark: _Toc258316622][bookmark: _Toc258316685][bookmark: props]Props

	Props Needed:
	     


 
	Roles

	Required
	Optional
	# Needed
	Role
	Role Description

	|_|
	|_|
	     
	Nurse 
	     

	|_|
	|_|
	     
	Student Nurse 
	     

	|_|
	|_|
	     
	Family Member
	     

	|_|
	|_|
	     
	Physician 
	     

	|_|
	|_|
	     
	Respiratory Therapist
	     

	|_|
	|_|
	     
	Advanced Practice Nurse
	     

	|_|
	|_|
	     
	Pharmacy 
	     

	|_|
	|_|
	     
	Lab 
	     

	|_|
	|_|
	     
	Dietary
	     

	|_|
	|_|
	     
	Environmental Services
	     

	|_|
	|_|
	     
	Radiology 
	     

	|_|
	|_|
	     
	Social Services
	     

	|_|
	|_|
	     
	Clergy
	     

	|_|
	|_|
	     
	Certified Patient Care Assistant
	     

	|_|
	|_|
	     
	Visitor
	     

	|_|
	|_|
	     
	Security
	     

	|_|
	|_|
	     
	Actor
	     

	|_|
	|_|
	     
	[bookmark: Text135]Other:       
	     



	[bookmark: _Toc258316624][bookmark: _Toc258316687][bookmark: Report_Learners]Report Learners Will Receive Prior to Simulation

	     



	[bookmark: _Toc258316625][bookmark: _Toc258316688][bookmark: Sim_Design_Template]Simulation Design Template

	Admit Date:
	      
	Hospital Day:
	      

	Name:
	[bookmark: Text87]      
	Gender:
	[bookmark: Dropdown13] 

	Age: 
	[bookmark: Text88]      
	Race:
	[bookmark: Dropdown15] 

	Weight:
	[bookmark: Text90]       kg
	Height:
	       cm

	Religion: 
	[bookmark: Text166]      
	Major Support:
	[bookmark: Text93]      

	Attending Physician:
	[bookmark: Text94]      
	Phone:
	[bookmark: Text95]      

	MRN:
	[bookmark: Text96]      
	
	




	[bookmark: HPI]History of Present Illness (HPI)

	Chief Complaint:
	     

	Location:
	     

	Quality:
	     

	Severity:
	     

	1st occurrence:
	     

	Onset:
	     

	Modifying factors:
	     

	Associated factors:
	     



	[bookmark: Snap_Shot]Snap Shot

	Allergies:
	     

	Current Meds (prescription and over the counter):
	     

	Dietary Restrictions:
	     

	Immunizations:
	     



	[bookmark: Past_Med_Hx]Past Medical History

	Past Medical History:
	[bookmark: Text102]      

	Surgical /Procedures History:
	[bookmark: Text103]      

	Previous Injuries: 
	[bookmark: Text105]      

	Diet Requirements:
	[bookmark: Text106]      

	OB/GYN History: 
	[bookmark: Text107][bookmark: Text144][bookmark: Text145]        PARA:         GRAVIDA:      



	[bookmark: Social_Hx]Social History

	
		|_| ETOH 
	|_| Smoking
	|_| Drugs

	|_| IV Drug Use
	
	








	[bookmark: Family_Hx]Family History

	Family History: 
	[bookmark: Text109]        



	[bookmark: Review_Systems]Review of Systems:

	Vital Signs:
	      

	HEENT:
		[bookmark: Text146]|_| Head       
	[bookmark: Text147]|_| Eyes      
	[bookmark: Text148]|_| Ears      

	[bookmark: Text149]|_| Throat      
	
	




	Neck:
	[bookmark: Text110]      

	Chest:
	      

	Cardiac:
	[bookmark: Text111]      

	Back:
	[bookmark: Text112]      

	Breast:
	[bookmark: Text120]      

	Abdomen:
	      

	Genital/Urinary:
	[bookmark: Text113]      

	Rectal:
	[bookmark: Text114]      

	Musculoskeletal:
	[bookmark: Text115]      

	Vascular:
	[bookmark: Text116]      

	Neurologic:
	[bookmark: Text117]      

	Integument:
	[bookmark: Text118]      



	[bookmark: Primary_Med_Diag]Primary Medical Diagnosis:

	Primary Medical Diagnosis: 
	[bookmark: Text119]      



	[bookmark: Second_Med_Diag]Secondary Medical Diagnosis:

	Secondary Medical Diagnosis: 
	[bookmark: Text121]      





	[bookmark: Initial_MD_Orders]Initial Physician/Provider Orders:

	Admit:
	      

	Allergies:
	      

	Diagnosis:
	      

	Condition:
	      

	Code Status:
	      

	Vital Signs:
	      

	Activity:
	[bookmark: Dropdown16][bookmark: Text150]   Other:      

	Nursing Orders
(I/O’s, etc)
	[bookmark: Text123]      

	Diet:
	[bookmark: Dropdown17][bookmark: Text151]   Other:      

	Intravenous Fluids:
	[bookmark: Text125]      

	Medications:
	[bookmark: Text126]      

	Services:
(xray, respiratory, etc)
	[bookmark: Text127]      

	Laboratory:
	[bookmark: Text128]      

	Call Orders:
		 |_| HR       
	|_| RR      
	|_| BP      

	|_| Oxygen Saturation <      
	|_| Other:      
	






[bookmark: Scenario_Progression]Scenario Progression Tools:
	Initial

	Vital Signs/Monitor Readings:
		BP:       
	HR:      
	RR:      

	SpO2      
	[bookmark: Text158]Other:      
	




	Assessment Findings

	CNS:
	     

	Cardio:
	     

	Respiratory:
	     

	GI:
	     

	GU:
	     

	Integumentary:
	     

	Expected Interventions:
	     

	Patient response with appropriate interventions:
	     

	Patient response with inappropriate or lack of interventions:
	     

	Cue/Prompt
	     

	Telephone/STAT orders:
	     



	Transitional Period 1

	Vital Signs/Monitor Readings:
		BP:       
	HR:      
	RR:      

	SpO2      
	Other:      
	




	Assessment Findings

	CNS:
	     

	Cardio:
	     

	Respiratory:
	     

	GI:
	     

	GU:
	     

	Integumentary:
	     

	Expected Interventions:
	      

	Patient response with appropriate interventions:
	     

	Patient response with inappropriate or lack of interventions:
	     

	Cue/Prompt
	     

	Telephone/STAT orders:
	     



	Transitional Period 2

	Vital Signs/Monitor Readings:
		BP:       
	HR:      
	RR:      

	SpO2      
	Other:      
	




	Assessment Findings

	CNS:
	     

	Cardio:
	     

	Respiratory:
	     

	GI:
	     

	GU:
	     

	Integumentary:
	     

	Expected Interventions:
	      

	Patient response with appropriate interventions:
	     

	Patient response with inappropriate or lack of interventions:
	     

	Cue/Prompt
	     

	Telephone/STAT orders:
	     



	Conclusion:

	Vital Signs/Monitor Readings:
		BP:       
	HR:      
	RR:      

	SpO2      
	Other:      
	




	Assessment Findings

	CNS:
	     

	Cardio:
	     

	Respiratory:
	     

	GI:
	     

	GU:
	     

	Integumentary:
	     

	Expected Interventions:
	      

	Patient response with appropriate interventions:
	     

	Patient response with inappropriate or lack of interventions:
	     

	Cue/Prompt
	     

	Telephone/STAT orders:
	     



	[bookmark: Final_Script]Final Script:

	Timing
	Manikin Actions
	Expected Interventions
	May Use the Following Cues:

	      Minutes
	[bookmark: Text168]HR:      
[bookmark: Text169]SAO2:      
[bookmark: Text170]BP:      
[bookmark: Text171]RR:      
[bookmark: Text172]Temp:      
	     
	[bookmark: Text174]Role member providing cue:      

[bookmark: Text175]Cue:      

	      Minutes
	HR:      
SAO2:      
BP:      
RR:      
Temp:      
	     
	Role member providing cue:      

Cue:      

	      Minutes
	HR:      
SAO2:      
BP:      
RR:      
Temp:      
	     
	Role member providing cue:      

Cue:      





	Observation Checklist:

	Learning Objectives:
	Behavior:
	Met
	Partially Met
	Not Met

	     
	     
	
	
	

	     
	     
	
	
	

	     
	     
	
	
	

	     
	     
	
	
	

	     
	     
	
	
	

	     
	     
	
	
	

	     
	     
	
	
	




Debriefing/Guided Reflection Questions
(Remember to identify important concepts or curricular threads that are specific to your program) 

The person who was the primary caregiver/decision maker should be allowed to reflect on their good decisions/ and have an opportunity to reveal errors they may have had first before going to the group. The last participants to comment should be the observers if any are used. BOLD Questions most important.
 
1. Can the primary caregiver (Nurse 1) give me a summary of the experience?
2. What was going on with this patient (i.e.-diagnosis, chief complaint)?
3. What were the key assessments findings?
4. What interventions did you perform, how did they go?
5. If you were able to do this again, how could you have handled the situation differently? 
6. Family Member: How did the nurses communicate with you?
7. Family Member: How did this make you feel?
8. What would be your next steps? (examples: this could be if help didn’t arrive, if Narcan didn’t work, if sats got lower)
9. What knowledge or skills would have prepared you better for this simulation?
10. What will you take away from this experience?
11. Great Job!! Or You learned a lot from that one (if not so great)

Faculty: Are there any unmet objectives? Discuss this with group or go over scenario-specific protocols. If there are crucial objectives that were missed, or an unsafe practice was observed, this should be correct prior to participants leaving the room. 





[bookmark: _Hlk209713148]
Faculty Guidelines

Upon arrival: 
1. Review simulation with the simulation technician or coordinator, make necessary adjustments
2. Ensure that chart/forms are in simulation room
3. Ensure notebook/pen are in simulation room 

Upon arrival of learners:
1. Assemble in debrief room; ensure that all participants sign in
2. Explain to participants that this is a learning experience and they will not be judged on their performance.
3. Obtain signatures for permission to videotape if not done previously (these forms only need to be signed once and they cover all simulations at center)
4. Distribute role tags
5. Read objectives if appropriate
6. Distribute observation checklists to observers (face down), move to simulation room with active participants
7. Orient participants to room; encourage them to touch and listen to the mannequin, monitor, etc
8. Explain to participants they may use their cell phone to call physician. Provide number.
9. Explain to participants the patient’s temperature will be displayed on the monitor. There is not a thermometer available. If they wish to take the temperature, they can say that out loud and the temperature will change if indicated.
10. Read patient history, admission history, labs if appropriate.
11. Read report or have participant read report depending upon the scenario.
12. Begin simulated scenario
13. Debrief when simulated scenario is completed

Upon completion of debriefing:
1. Have participants complete evaluation
2. Permission to videotape forms and copy of sign in sheet to simulation center personnel
.
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