SP Case Template


[image: image1.jpg]AN OSF HEALTHCARE
r r \ AND UNIVERSITY OF ILLINOIS
J u p ‘ SIMULATION COLLEGE OF MEDICINE PEORIA

COLLABORATION




Standardized Patient Case Template
CONFIDENTIAL - Not to be duplicated without written permission of the author and the Director of the Jump Trading Simulation and Education Center.

	CASE CHIEF COMPLAINT:


	Fever

	CASE NAME:
	AHRQ Sepsis In-Situ

	CASE NUMBER: (if available, assigned by Jump)
	

	PRESENTING SITUATION:

(write a few sentences about the patients’ presenting problem)
	 Pt is a nursing home resident due to T12 paraplegia following a fall from a roof 5 years ago. 

	DIFFERENTIAL DIAGNOSIS: (list competing diagnostic possibilities)


	Sources of fever:
Pneumonia, Intra-abdominal process (occult due to lack of pain), Cellulitis/abscess (sacral decubitus ulcer), UTI, bacteremia

	ACTUAL DIAGNOSIS:
	Sepsis due to UTI

	DESIGNED FOR: (list what level of student this examination is designed for, i.e. 2nd year medical student; residents; staff RN, 2nd yr. nursing student, etc.) 


	Interprofessional emergency department team


	ACTIVITIES & TIME REQUIRED: (determine how much time is needed for each encounter and how much time will be given for the post-encounter exercise.  


	Scenario duration about 30 minutes
Debriefing about 15 minutes

	ASPECT OF PERFORMANCE TO BE ATTENDED TO & METHOD FOR OBSERVING PERFORMANCE: (list instruments, and attach data collection checklist, professional behavior rating scale, or the post-encounter questionnaire).)


	Perception of teleheath integration




	SUMMARY OF CASE

	PROVIDE A SUMMARY OF THE CASE INCLUDING PRESENTING PROBLEM, LOCATION OF ENCOUNTER, STUDENT’S TASK:


	See session snapshot page 2 

	STANDARDIZED PATIENT  RECRUITMENT REQUIREMENTS

(Please indicate n/a if specific demographics do not matter to the case)


	Gender:

Male (preferable)

Age:

Over 30

Race:

n/a

Height:

n/a

Weight:

n/a

Other: (e.g. language)
n/a



	INCOMPATIBLE PATIENT CHARACTERISTICS: (i.e., someone with abdominal scars, hysterectomy scar, heart problems, etc.)

	None


STANDARDIZED PATIENT TRAINING MATERIALS
	OVERVIEW
	NAME : can use own name

	Objective
	Portray a patient with an (initially) undiagnosed infection that will worsen over the ED stay.   


	Patient Description 


	Gender:

Male
Age:

Adult 30+
Race:

Any
Height:

Any
Weight and/or BMI:

Any
Socioeconomic:

Nursing home resident – on disability
Orientation:

n/a (heterosexual)
Marital Status:

Single
Children:

None
Grandchildren:

None
Address:

Nursing Home
Own or rent:

n/a
Occupation:

Disabled
   Duties at work:

n/a
Spouse’s occupation:

n/a
Hobbies/Interests:

Watches TV (pick any show)
Military History:

None
Self Presentation/Appearance:

Generally tidy
                   

	Patient affect
	Normal affect – feels ‘fine’ initially.  

	Opening Statement
	Respond to team introductions in usual manner

	Any information that must be provided, even if not elicited? When? (e.g., by 5 minutes into encounter) 
	Fever to 102 at NH this AM 

“Doc, what do you think is causing this fever?” if no workup started within 3 minutes.  

	Information to be volunteered in response to an open question, vs. Elicited information: 

	Provide all historical details as asked.

	Any questions that patient should ask of team?  When?
	See above.
“What’s that screen for?”  if team does not explain what it is as it is brought into the room.


	Any patient statements/actions that provide opportunities for empathic reflection by the student?
	None

	Should patient respond differently to different types of students?
	No


	Other encounter guidelines:
	


	HISTORY OF THE PRESENT ILLNESS

	 PHYSICAL SYMPTOMS

	Chief Complaint/Reason for Visit or Admission:
	Fever noted this AM – you felt warm, nurse took your temp by mouth and it was 101.  

	Onset:
	About 30 minutes after awakening


	Duration:
	Ongoing


	Location:
	n/a


	Character:


	n/a

	Radiation:


	n/a

	Intensity: (scale of 1-10)

	n/a

	Aggravating Factors:


	n/a

	Alleviating Factors:


	n/a

	Pattern:


	n/a

	Course: (getting better or worse?)
	They gave you tylenol before sending you to ED – you don’t feel as warm now.

	Context: (what was the setting/context of onset?)
	You have an indwelling catheter since your injury.  You do not self-cath.  You have had urinary tract infections before – but the last one was last year.
You are not very active at the NH – you prefer to watch (choose your favorite here) on TV as the way to pass the time

	Associated Symptoms:


	Felt chilled last night.  No pain anywhere.
Foley bag output has been about the same.  

	Response to Symptoms: (what has the patient done about the symptoms other than seeking health care?)
	Was given an ‘extra strength’ Tylenol before transfer

	 Consequences: (what to the symptoms interfere with?)
	Feels less warm.

	Meaning of the illness: (patient’s ideas, feelings, fears about the causes/implications)
	Worried about catheter again – had to be in the hospital last year for a UTI. (only if asked about prior urine infections).


	PATIENT’S PAST MEDICAL HISTORY

	Overall Health:
	Mild disease with HTN

	Childhood Illnesses:
	None – was fully immunized

	Adult Illnesses:
	No recent illnesses. (see hospitalizations).

	Immunizations: (e.g. tetanus, DPT, MMR, etc.  Give dates of latest immunizations.)
	 Received flu shot this year as well as pneumonia vaccine (“pneumovax”) last year.

	Hospitalizations:
	Hospitalized last year for UTI – in hospital for 2 days, then sent back to NH with pills for another 7 days.   No antibiotics or hospitalizations since then.

	Surgical Procedures:
	Vertebral fracture repair.
(if female, hysterectomy 10 years ago for fibroids)

	Injuries/Traumas:
	Fall from roof 5 years ago.  Fractured 4 bones in his back with spinal cord compression/damage at T12.

	Transfusions:
	None

	Allergies/Drug Reactions:
	NKDA


	Current Medications:
	Over-the-counter:
	Tylenol as needed for fever/pain (given an “extra-strength” pill prior to ambulance transfer

	
	Prescriptions:
	Lisinopril 20mg daily for HTN

	Psychiatric History:
	None

	Gynecological History:
	(if female SP): Hysterectomy 10 years ago for fibroids.  No other issues.
Never been pregnant

	Disease Detection/Prevention:
	Yes/No

When:

Results:

Visits physician regularly:

Yes – in NH monthly

HTN controlled

All preventive care ok



	Lifestyle/Behavioral Risks:
	Eating Habits:

Per Nursing Home – on general diet
Exercise:

None
Sleeping Habits:

Regular
Stress:

None (no complaints for Nursing home)
Tobacco:

2 ppd x 25 years
Alcohol:

None
Illicit Drugs:

None


	Sexual Habits:
	Current: Inactive secondary to injury
Past: 

History of STDs:

None
Tested for AIDS:

Negative


	FAMILY MEDICAL 
HISTORY
	No medical problems in the family


	PHYSICAL EXAM

 (Please indicate any physical findings you would like the SP to simulate)


	Consists of: (descriptions of specific physical exam related to complaint)

PE maneuver 

PE finding 

Auscultating Lungs
Breathe slightly fast
Abdominal exam
Can’t feel anything below umbilicus
Leg exam
Can’t feel anything below the waist
Leg reflexes 
If knees tapped – kick legs briskly (hyperreflexia)


	Labs: (Attach at end if any)
	In session document 

	SPECIAL INSTRUCTIONS
	

	
	
	


	REVIEW OF SYSTEMS


	· List any medical problems or findings the patient has that are important to the case. 

· Only list those problems or findings that relate to the chief complaint at hand.
· Examples are in italic.  Please delete if blank.


	GENERAL:  
	Chills last night.  Fever this AM.  You feel slightly fatigued/tired.

	SKIN:  
	No rashes you know of.  If asked, you do not know of any wounds. (You can’t feel or see your sacrum)

	URINARY TRACT:
	Foley output the same – seems cloudy (if asked)

	MALE REPRODUCTIVE:
	Insensate

	All other ROS below are negative

	EYES:  
	

	EARS:  
	

	NOSE, THROAT, SINUSES:  
	

	MOUTH OR ORAL CAVITY:
	

	BREASTS: 
	

	RESPIRATORY:
	

	CARDIOVASCULAR:  
	

	PERIPHERAL VASCULAR:
	

	GASTROINTESTINAL:
	

	HEMATOPOIETIC:
	

	FEMALE REPRODUCTIVE:
	

	MUSCULOSKELETAL:
	

	ENDOCRINE:
	

	CENTRAL NERVOUS SYSTEM:
	

	PSYCHIATRIC:
	


CHECKLIST
Please list any specific responses you want the SP to have to specific learner actions.

	
	Student Action
	SP response
	Rating Options

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SP Assessment Tool
	
	Not at All
	Rarely
	Sometimes
	Often
	All the Time
	No opportunity

	
	1
	2
	3
	4
	5
	NA

	1. I liked the way the team worked together
	1
	2
	3
	4
	5
	NA

	2. I thought team members enjoyed working together
	1
	2
	3
	4
	5
	NA

	3. I thought the team coordinated patient care well
	1
	2
	3
	4
	5
	NA

	4. I thought team members kept each other informed
	1
	2
	3
	4
	5
	NA

	5. I felt as if team members talked in front of me as if I wasn’t there
	1
	2
	3
	4
	5
	NA

	6. I felt that team members told me conflicting things
	1
	2
	3
	4
	5
	NA

	7. I thought team members supported each other to get the work done
	1
	2
	3
	4
	5
	NA

	8. I felt team members were considerate of one another
	1
	2
	3
	4
	5
	NA

	9. I saw team members treating each other with a lack of respect
	1
	2
	3
	4
	5
	NA

	10. I heard arguments between team members, inside or outside the room
	1
	2
	3
	4
	5
	NA

	11. I was told the names of the people who worked on the patient care team
	1
	2
	3
	4
	5
	NA

	12. I was told how the team worked as a whole
	1
	2
	3
	4
	5
	NA

	13. People told me what their jobs were on the team
	1
	2
	3
	4
	5
	NA

	14. I knew who was in charge
	1
	2
	3
	4
	5
	NA

	15. I heard team members use each others’ names as they worked together
	1
	2
	3
	4
	5
	NA

	16. 
 I felt there was good communication between team members
	1
	2
	3
	4
	5
	NA
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