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ABSTRACT

Study Objective: The purpose of this study is to make available information regarding standardized professionals, as used by the Southern Illinois University School of Medicine Internal Medicine Residency Program during the Objective Structured Systems-Interaction Examination (OSSIE).  The 15 scenarios and their affiliated materials may be used by others working at institutions using standardized performance- and systems-based examinations.

Project Design:  Previous publications indicate the use of the OSSIE allows faculty to assess, provide constructive feedback, and tailor training opportunities to improve resident competence in performance of systems-based practice.  Additionally, analysis validates that the OSSIE is a feasible and reliable method of assessment in the systems-based practice competency.   Faculty developed a 12-station examination, the OSSIE, patterned after the Objective Structured Clinical Examinations (OSCE) to evaluate residents’ ability to effectively work within the complex medical care system.  The scenarios include multiple situations:  informed consent, medical errors disclosure, chronic illness, patient hand-offs, consultations, complicated discharges, communication during a code blue, and family meetings regarding end of life care, where residents interact with simulated professionals, simulated patients, and simulated family members to demonstrate their systems-based skills.
Resident Feedback:   A faculty member, as well as the standardized professionals, provide the residents with immediate feedback and complete an evaluation form designed specifically to assess systems-based practice. The scenarios and feedback-collection forms for both faculty and standardized professionals are provided here for the use of others wishing to evaluate the systems-based practice competency of their residents.   

Discussion: The OSSIE is unique in that it uses standardized professionals, involves scenarios in a variety of settings, and incorporates current technology, including an electronic health record and a state-of-the-art simulation laboratory, into the performance- and system-based examinations of residents. 
Conclusion: By using the OSSIE, faculty are able to observe, assess, provide immediate constructive feedback, and tailor training opportunities to improve resident competence in systems-based practice. The 15 scenarios (13 settings) presented here, provide a forum for residents to demonstrate their communication and system-based skills in a number of key settings that they will experience throughout their medical careers.

BACKGROUND

The definition of a competent physician is evolving from ‘‘the doctor who possesses the right attributes’’ to ‘‘the doctor who does the right thing.’’ The public is concerned about the delivery of competent care, which can be assessed by concrete measures such as quality, safety, and cost. Competent care is provided through collaboration with the other members of the health care team and is proven by good outcomes.1 In light of this new definition of competence, the Accreditation Council for Graduate Medical Education (ACGME) has identified systems-based practice as one of the six core competencies needed by residents to practice effectively in today’s health care milieu. To be competent in systems-based practice, ‘‘residents must demonstrate an awareness of and responsiveness to the larger context and system of health care, as well as the ability to call effectively on other resources in the system to provide optimal health care.’’2
The ACGME has proposed the use of simulations, Objective Structured Clinical Examinations (OSCEs), and standardized patients (SPs) for assessing resident performance and for providing formative evaluations. These approaches place residents in circumstances that simulate real-life situations.  OSCEs standardize the evaluation by controlling the variance that is inherent in real-life situations.3, 4

In contrast to the OSCE, where most standardized-patient encounters are set in the simulated clinic office, the Objective Structured System-Interaction Examination (OSSIE) cases use a variety of simulated settings. OSSIE cases are situated in simulated hospital rooms, physician offices, nurses’ stations, conference rooms, and resident lounges. These settings require using desks and other furniture instead of exam tables. In addition, charts, x-rays, and other props have to be prepared for accurate simulation. Some charts need to replicate hospital records and thus need simulated history and physicals, progress notes, lab reports, radiology reports, etc.  Much time is devoted to ensure that these documents look as authentic as possible. 

Previous publications have described the creation of the OSSIE as a performance-based examination and its feasibility as a measure of systems-based practice.5, 6
THE SCENARIOS
From 2008 through 2011, Southern Illinois University School of Medicine (SIU SOM) faculty and staff created 15 cases that have been used in the OSSIEs.  These include 15 scenarios constructed to simulate 13 circumstances.  These are listed in Table 1, which provides the name, the skill being tested, the setting, and a description of each scenario.  Table 2 presents the tool used to capture information for formative feedback for each resident.  It is a criterion-based tool designed so that a score of 1, indicates that the resident has no competence in the particular system being tested, the resident was unable to fulfill any of the benchmarks indicated.  A score of 2 means the resident completed one of the three benchmarks.  A score of 3 indicates successful completion of two of the benchmarks, and a score of 4 indicates satisfactory completion of all three benchmarks.

In the following sections, we present information on each of the scenarios.  Standard professional training notes, case histories, lab reports, letters, etc, for each case are found in appendices 1-13.  This information is used to prepare standardized professionals, the rooms in which the scenario is to occur, and provide information needed by the resident to complete the tasks required by each scenario.

Scenario 1:  Cost-Effective Diagnostics
Scenario
The patient is a 35-to-49-year-old woman with a history of hypertension who presents to the clinic following a back injury she received while she was putting away Christmas ornaments in the attic.  The pain initially was severe, radiating to her posterior thighs, but is not associated with any leg weakness, bladder, or bowel changes.  There was no direct trauma to the back. She has had occasional backaches before, but no radiation and the discomfort usually resolved itself within 24 hours.  She is gradually improving, but is interested in whether there is any further evaluation required, or testing to be conducted.  She is also interested in updating her preventive health care (as well as her husband’s who is the same age).  She takes Hydrochlorothiazide, 25 mgs a day. She has no allergies. She does not smoke; take recreational drugs; or consume alcohol.  The social history, family history, and review of systems are unremarkable

The physical examination demonstrates that strength, sensation, reflexes are all normal.  No spine tenderness or deformity.  Maybe mild discomfort to the paraspinous muscles of the lower back.

She is carrying a card (and a copy for the resident if s/he asks for it) that has some questions about her preventive health-care needs.

After the examination is completed, the patient asks the resident if an x-ray of the spine is appropriate and/or an MRI of the lower spine and why, or why not? 
The patient then begins to pursue health maintenance questions, asking the resident why or why not:

1. Immunizations including shingles and cervical cancer vaccines.
2. Papanicalou (Pap) test/pelvic examine (patient will be seeing her gynecologist next week; she has experienced heavy bleeding).
3. Mammogram (has an order from her gynecologist and will schedule an appointment.  The resident should request a copy for his records.)  The patient’s mother had breast cancer at age 55.

4. Colonoscopy/fecal occult blood test (FOBT)
5. “Blood tests” (cholesterol screening was done two years ago and was “normal”).
6. Husband’s questions about a prostate-specific antigen (PSA) test—the prostate test.
7. She likes to use the internet to look up health information.  She would like to lose a few pounds, so she purchased an herbal weight-loss pill from an internet site.

These questions will test the resident’s knowledge of the appropriate cost-effective evaluation of a common medical problem (back pain) and his/her knowledge of appropriate cost-effective health maintenance/promotion screening in an individual less than 50 years of age.
The following information is for the resident to read prior to the encounter.  
Presenting Situation
This is a clinic visit with your patient who has come to see you regarding back pain and to discuss some health-maintenance issues. You will have 30 minutes for the session. Review the information in the chart on the door. There will be a knock when you have three minutes left. There will be a second knock when the session is over. You will receive 10 minutes of immediate feedback and then you will move on to your next exercise. In this session, you will not need to document anything on the chart.
For further information regarding training notes, the standardized-patient checklist, or the language to be placed on the above-referenced card, please turn to Appendix 1.

Scenario 2: The End-of-Life Care and Family Meeting
Setting
A family meeting with the interdisciplinary team has been called to discuss the care of the patient. The group is seated around a table. The resident will lead the meeting.  Participants will include the resident physician (to lead discussion), the ethicist, the nurse, the wife, and the daughter.

Scenario

The patient is a critically ill, 89-year-old man, who has advanced dementia, probably Alzheimer’s Disease. Prior to admission, he was living in a nursing home. Until a year ago, he was able to ambulate and wandered about the facility, although his gait was ataxic. He was described as being “pleasantly confused.” He smiled much of the time, seemed to be happy, and participated in activities in the nursing home, even though he was disoriented. Over the past year, he progressively declined to the point where he is now wheel-chair bound, dependent for all ADLs and must be fed. He has begun to lose weight even though he consumes an adequate number of calories. He no longer speaks understandably – just makes unintelligible sounds. 
One week ago, the patient was brought into the emergency room with fever and decreased responsiveness. He was admitted with pneumonia, sepsis, and multi‑organ dysfunction, including ARDS and renal failure. He has been in the ICU for one week on a ventilator with no progress. He has been sustained with IV fluids and is becoming nutritionally compromised. A decision must be made as to whether to continue the ventilator, and if so, he will need nutritional support through tube feedings.

His wife is very passive and is having difficulty making any decisions. Their 40-year-old daughter, is aggressive, controlling, and wants everything done for her father.  Three attending physicians have agreed that the patient is not likely to improve and that the care being provided is futile. 
The following information is give to the resident prior to the encounter.

Presenting Situation
 The setting is a conference room.  You have been authorized to act on behalf of the attending physician to lead a meeting with family and members of the interdisciplinary team to discuss the plan for care of the patient, who is a critically ill, 89-year-old man.

· He has advanced dementia; diagnosed with probable Alzheimer’s Disease.

· Prior to admission, he was living in a nursing home.

· Prior to admission, he was dependent on the nursing staff for all activities of daily living (ADLs).

· One week ago, the patient was brought into the emergency room with fever and decreased responsiveness.

· He was admitted with pneumonia, sepsis, and multi-organ dysfunction, including acute respiratory distress syndrome (ARDS) and renal failure. 

· He has been in the intensive care unit (ICU) for one week on a ventilator with no progress. He has been sustained with intravenous (IV) fluids and is becoming nutritionally compromised. 

· The family members are having difficulty recognizing the futility of the patient’s situation.

Decisions can be made without additional input from the attending physician.  You have five minutes to review the chart.  You then have 25 minutes to lead the discussion. The family is waiting inside the conference room. The nurse and medical ethicist involved in the case are also in the conference room.  There will be a knock when you have three minutes left.  There will be a second knock when the session is over.  You will receive 10 minutes of immediate feedback and then move on to your next exercise.
The End-of-Life Care and Family Meeting Case 
Testing Situation.  The resident will be given a patient chart to review in advance of the test date.  This chart will contain the pertinent progress notes from the attending physicians’ documentation of opinions of futility as well as pertinent labs. The resident will have five minutes to review the labs.  The resident will have 20 minutes to conduct the session. 
Appendix 2 contains the medical history, lab results, progress notes, training notes, and the Standardized Professional Checklist.
Scenario 3: Patient Sign-out and Hand-off
Scenario

The patient came to Springfield three days ago to visit family and see the Lincoln Museum. She is from Texas. She became ill last night, and was evaluated in the Emergency Department (ED). She was admitted to the hospital with a diagnosis of Community Acquired Pneumonia, and Levofloxacin was begun. 

It is 11:00 AM, the morning after the admission, and the resident is examining the patient. This is the resident’s first time to see her.  Dr. Smith, the resident who admitted her, has gone home because of personal illness.  The patient is afebrile with a minimal non-productive cough.  The chest x-ray is negative and the patient’s main complaint is right-sided chest pain and shortness of breath.  These symptoms have not improved since admission, and the patient is in moderate respiratory distress, despite oxygen therapy.  An arterial blood gas (ABG) test drawn on admission showed significant hypoxia and an elevated A-a gradient. The resident evaluates the patient and writes orders on the chart to further investigate the right-sided chest pain and shortness of breath. 

Soon, the resident will need to leave the hospital to attend afternoon clinic, so s/he will need to sign-out to Dr. White, a co-intern, who will assume care of the patient.
Presenting Situation
This information is presented to the resident before entering the room.
Setting:  Part 1 takes place in the hospital room for the patient examination.  Part 2 occurs in the residents’ lounge, where the transfer of patient care is conducted.
· Dr. Smith admitted the patient last evening with a diagnosis of Community Acquired Pneumonia. 

· Dr. Smith subsequently became ill and went home. 

· You need to assume care of the patient and evaluate her now. However, you will need to be in the clinic later today, so you will need to transfer care to a co-intern, Dr. White, before you go to clinic.
You will have 25 minutes for this entire session.  You may take five minutes to review the Patient Tracking Card (PTC) and the patient’s chart. Next, go into the hospital room and evaluate the patient (10 min).  After evaluating the patient, you may spend five minutes writing new orders on the chart and information on the Patient Tracking Card (PTC) (The PTC is a card that is exchanged from one doctor to the next when care is transferred; the card contains information about the patient.)  Leave the chart in the exam room, then go into the next room and sign the patient out to Dr. White (5-8 minutes).  (Note:  Please wait approximately 30 seconds between leaving one room and entering the next.)

There will be a knock when you have three minutes left.  There will be a second knock when the session is over.  You will receive five minutes of immediate feedback and then move on to your next exercise.

Testing Situation.  Before the patient encounter, the resident is given the PTC.  The resident is told that s/he must assume care because the admitting resident, Dr. Smith went home sick. There is also a patient chart available with admitting orders and a history and physical on it.  The resident may write new orders on the chart and information on the PTC after examining the patient.  The resident is told that because s/he has clinic this afternoon, s/he will have to sign out this patient to Dr. White, a (co-intern).  Dr. White is in the residents’ lounge.

The resident taking the OSSIE will evaluate the patient, examine her, and write orders.  Then, the resident will go to another room to sign out care to Dr. White, who is busy reading an article in a medical journal. 
The training notes, medical chart, lab, radiology reports, and standardized-patient checklist may be found in Appendix 3.
Scenario 4: Resources to Assist the Caregiver
Scenario  

The resident is in the clinic office and the phone rings. It is Hospital Y’s X-ray Department calling to inform you that your patient was brought to the ED yesterday after a fall in her home. Initially, no injury was identified and she was sent home. Later, when the x-ray was read by the radiologist, a non-displaced pubic inferior ramis fracture (left) was noted. The resident pulls up her last office note that describes the visit used for the OSSIE session. The last paragraph of the note states that this is likely a case of passive neglect because of an overwhelmed caregiver who is in need of some social services. After that previous appointment, the Department of Aging was called to report possible passive neglect. The Senior Services Case Coordination Unit has been providing homemaker services for the patient.
The resident needs to call to check on the patient.   When the resident calls, the patient’s her daughter/caregiver will answer the phone.   She is very upset—she says she is overwhelmed, hasn’t gotten any sleep, and won’t be able to go to work. Her mom cannot walk.  She is only able to stand for a second. During the night the daughter scooted her mom in a chair as close as she could to the bathroom. She couldn’t get her mother up the steps, so the patient had to sleep on the couch. She slept poorly and kept calling for her daughter because she was so uncomfortable. As a result, the daughter did not get any rest. The homemaker from the Senior Services Case Coordination Unit was there when the patient fell. It appeared that she fell because the toe of her shoe caught on a piece of tile that was coming up in the kitchen. The daughter again is quite overwhelmed. She pours out her troubles to the resident, including that she is now also raising a grandchild.
The resident will need to develop various ways of utilizing the health-care system to support the patient and her daughter, and discuss those with the daughter.
Presenting Situation
 This information is given to the resident prior to the encounter.

Setting.  You are in the clinic office catching up on work.  You will receive a telephone call from a radiology technician regarding your patient.  You will need to pull up her last general internal medicine office visit note in the Electronic Health Record (EHR) and review her record. If you are not able to access the note in the EHR, there is also a paper chart available.
You are quite familiar with the patient who lives with and is cared for by her daughter, who is also the Power of Attorney for health care.  The patient has granted permission for you to discuss any information about her health care with her daughter.  You will need to call the daughter and manage the patient’s care over the phone.

You will have 30 minutes for the session.  There will be a knock at the door when you have three minutes left.  There will be a second knock when the session is over.  You will receive 10 minutes of immediate feedback and then move on to your next exercise.    You do not need to document anything during this exercise.
Set-up for the Scenario.  This scenario requires a room with a desk, speaker telephone, and a computer with wireless access to the test-mode of the HER, to which the patient’s information has been added.   If an EHR is not available, a paper chart should be present.  The scenario requires standardized patients portraying a radiology technician and the daughter, both of whom will be seated in another office with a telephone. The resident will be told to use the speaker feature of the phone when the call comes from the x-ray technician. The resident will have access to the phone number for the daughter, which will actually be the phone number for the office where the Standardized Patient portraying the daughter will be located.  The speaker function on the telephone allows faculty to observe and hear the complete conversation.
For information on the chart notes, the radiologist’s letter, training notes, and Standardized Patient Checklist, please refer to Appendix 4.
Scenario 5:  Cost-Effective Disease Prevention & Health Promotion
Scenario
The patient is a healthy-appearing, well-dressed and groomed woman of about 78 years old.  This is the patient’s second visit with this doctor. At the first visit, a complete history and physical exam were performed, with the exception of a pelvic examination. She is in good health with just a history of hypertension, hyperlipidemia, osteoarthritis in back and knees.  The purpose of this visit is for counseling regarding preventive care.  She has not had regular primary care since she retired, but now she is able to afford such care because of the sale of her and her husband’s house in Chicago.  Because she has seen a doctor so infrequently since retirement, and at the urging of her daughter, she wants to review her preventive health-care status with the doctor. She also brings in a note from her daughter, an LPN at Clinic Z, listing some specific preventive-care questions.  The resident will interview this patient with no insurance and then will be asked to select the most appropriate screenings and health promotion interventions for a person of the patient’s age.  The rest of the patient’s history is contained in the presentation of the case located in Appendix 5.
Presenting Situation

This is your second visit with the patient, who should be a healthy-appearing, well-dressed and groomed woman or man of about 78 years old. The sole purpose of this visit is to counsel and advise her about any preventive care that may be indicated. (No history-taking or exam is required.  This visit is for preventive-care counseling only.) 
Scenario 6: Cost of Medication
The patient is a 72-year-old woman, who calls the Internal Medicine Clinic.  She states that the medication you, the resident, prescribed yesterday is not covered by her insurance.  She saw you yesterday for a follow-up visit.  She has a four-month history of gastroesophageal reflux disease (GERD), symptoms, and has been tried on Ranitidine and Omeprazole in the past.  She lost 12 pounds in the last three months, has been eating smaller meals, and been sleeping with the head of her bed elevated, which has had only limited success in helping her symptoms; the Ranitidine did not help her symptoms.  She had an esophagogastroduodenoscopy (EGD) performed during a hospitalization for abdominal pain approximately eight weeks ago.   The EGD showed some erosions, but no evidence of an acute bleed.   Omeprazole 20 mg a day was started and it reduced her symptoms minimally, so her dose was increased to 40 mg a day at her last visit one month ago.   
At her visit yesterday, she told you that after starting the Omeprazole 40 mg, she began developing diarrhea.  She took the higher dose for about one week, but the diarrhea was severe, so she stopped it.  About two days after she stopped, the diarrhea subsided.   After about a week off of the Omeprazole, she again attempted to take it, but after two doses the diarrhea started again, so she stopped taking it again.  She has not been taking any mediation for her GERD for the past week.

At yesterday’s visit, you prescribed Prevacid (Iansoprazole) 30 mg, twice daily.  She took the prescription to her pharmacy, but learned that Prevacid is not covered by her insurance; she has Public Aid/Medicaid as her insurance.  You call the pharmacy and find out that Prevacid is not on the formulary.  Omeprazole is the only proton pump inhibitor (PPI) that is covered under Medicaid.  To pay out-of-pocket, the Prevacid would cost the patient nearly $300 per month, which she cannot afford.  The resident will need to complete papers and communicate with the pharmacist.
For the training notes affiliated with this case, please refer to Appendix 6.

Presenting Situation

Setting.  The clinic room:
· The patient is a 72-year-old woman who came to the receptionist’s desk a short time ago. She was very upset about her medication. You had a break in your schedule, so the receptionist brought her to the exam room so that she could speak privately with you.

· You saw her yesterday. She has a four-month history of GERD symptoms, and has been tried on Ranitidine and Omeprazole in the past. She lost 12 pounds in the last three months, has been eating smaller meals, and has been sleeping with the head of her bed elevated. All of these interventions together have not helped her symptoms; the Ranitidine did not help her symptoms. She had an EGD performed during a hospitalization for abdominal pain approximately eight weeks ago. The EGD showed some erosion, but no evidence of an acute bleed. Omeprazole 20 mg daily was started. Symptoms were reduced minimally, so her dose was increased to 40 mg daily at her last visit one month ago. Yesterday, she told you that after starting the Omeprazole 40, she developed diarrhea.  She took the higher dose for one week. The diarrhea was severe, so she stopped taking it and two days later the diarrhea subsided. After about a week off of the Omeprazole, she again attempted to take the Omeprazole 40 mg daily; however, after two doses the diarrhea started again, so she stopped taking the medicine.  She has not been taking any mediation for her GERD for a week.

· At yesterdays’ visit, you prescribed Prevacid (Lansoprazole) 30 mg BID.  

There are some references regarding payment for drugs for you to use in the clinic room.  After interviewing her, use the references and complete the Medicaid form.  You will have 25 minutes for this session.  There will be a knock when you have three minutes left.  There will be a second knock when the session is over.   You will receive five minutes of feedback and then move on to your next exercise. 

Scenario 7: Cardiac Arrest, Code Blue Situation
Scenario
The patient is an 85-year-old man who had a large anterior myocardial infarction four months ago. Since then, he has had two hospital admissions for congestive heart failure, including this one. He had an ejection fraction of 18 % on an echocardiogram performed two weeks ago, and he really hasn’t felt at all well since his myocardial infarction.  He has a past medical history of hypertension for 20 years and type II diabetes mellitus for 15 years.  He also has a history of prostate cancer treated with radiation five years ago.  A “code” has been called because the patient has been found unresponsive and pulseless. The resident is to lead the code. 
Presenting Situation
This information will be given to the resident prior to the encounter.
Setting.  You are in the hospital.

The patient is an 85-year-old man who is hospitalized on the cardiac floor.  A “code” has been called because he was found unresponsive and pulseless.  The nurse, the respiratory therapist, and the junior resident have already arrived.  The patient is on a monitor and has an IV running.


Enter the room and assume the role of Code Team Leader.  You will have 20 minutes to participate.  There will be a knock when you have three minutes left.  There will be a second knock when the session is over.  You will receive 10 minutes of immediate feedback and then move on to your next exercise.  


Appendix 7 contains the patient’s chart, needs for the scenario, training notes, Standardized Patient Checklist, and advanced cardiac life support (Advanced Cardiac Life Support)8 protocol for ventricular fibrillation (V-fib) arrest.
Scenario 8:  Memory Loss and Informed Consent
Scenario

The patient is a 75-year-old man who requires an arthrocentesis of the right knee.  The patient’s wife also is in the room. The patient has mild to moderate dementia. The resident is to obtain informed consent for the procedure. 
Presenting Situation

Setting.  Outpatient Clinic Exam Room

Task.  The resident is to obtain informed consent for an arthrocentesis of the right knee.  Any documents needed by the resident are located in the exam room. 
· The resident has already seen and examined the patient today; the resident is not to perform a history and physical exam again.
· The resident has already reviewed the case with his/her attending physician and seen the patient with the attending.
· It was decided by the resident and the attending physician that an arthrocentesis is indicated.

· The attending physician will supervise the arthrocentesis.
· The patient has a history of high blood pressure, high cholesterol, and mild to moderate dementia.
· He lives at home with his wife.
Residents have 30 minutes for this case.  The resident is to review the case information.  The patient in is in need of a procedure and the resident must obtain informed consent from a patient where there are complicating issues such as cognitive problems, foreign language, or low health literacy.  There will be a knock when there are three minutes left.  There will be a second knock when the session is over.  The resident will receive five minutes of immediate feedback and then move on to the next exercise.

For information related to patient notes, please refer to Appendix 8.

Scenario 9:  Coordinating Care through Cardiac Consultation
Scenario

The patient (DOB:  07-04-1936) is a 75-year-old woman who presented to the hospital early this morning with atypical chest pain. The resident is to speak with the cardiologist to obtain a consultation. 
Presenting Situation
This information is presented to the resident before entering the room.
Setting.  The setting is the nurses’ station.
The patient was initially seen in the emergency department and admitted to the floor. The first-year resident on the other team completed the history and physical exam, including the dictation, writing the initial orders, seeing the patient this morning with the attending hospitalist, and signing out the patient to your team. However, it is now the weekend, and the admitting team’s residents and the hospitalist-attending physician are off duty.  It is late at night and you are the senior resident on call, paged by the floor to see the patient because of a recurrence of chest pain.  A cardiology consultation was written for, but there is no documentation that the cardiologist received the call and no documentation that cardiology has seen the patient.  You have examined the patient; you believe her condition to be unstable and must now contact the cardiologist on-call to expedite the consultation before writing your note. A repeat electrocardiogram (ECG) and cardiac-enzymes-test are pending. You have the chart available to contact the cardiologist on-call, who is Dr. Hart, and you have his pager number.

· Review the chart

· Call Dr. Hart’s pager  

You will have 25 minutes for this entire session.  Review the patient’s chart and utilize the information.  You are called to see an unstable patient and will need to have a consultation with a cardiologist.  You need to speak with the cardiologist’s nurse and then page the cardiologist.  There will be a knock when you have three minutes left.  There will be a second knock when the session is over.  You will receive five minutes of immediate feedback and then move on to your next exercise.
For additional information about this particular scenario, please see Appendix 9.

Scenario 10: Patient Discharge from Hospital Using Electronic Health Records
Scenario

 The resident is to complete a hospital discharge on a 75-year-old male patient whom the resident has been following.  The patient was admitted for palpitations and was discovered to have new onset atrial fibrillation.  The patient has a past medical history of endoscopic polypectomy for benign colon polyps; long-standing, poorly controlled hypertension; and mild chronic obstructive pulmonary disease (COPD).  

On admission.  At the time of admission, he was on Lisinopril 10 mg, aspirin 81 mg, and Combivent inhaler as needed.
Currently in the hospital.  At this time, he is on Lisinopril 20 mg; aspirin 81 mg; Combivent inhaler bid, twice daily; Coumadin 5 mg a day (begun two days ago); and Cardizem, short-acting, 60 mg thrice a day.  The resident will complete the appropriate discharge documents, write prescriptions, request educational materials, phone the anticoagulant clinic, and flag the primary care physician using the electronic record.
Presenting Situation

This information is given to the resident before entering the room.
Setting:  Nurses’ Station

You are preparing to discharge the patient, age 75, whom you have been following throughout his hospitalization.

· Review the documents in the hospital record.
· Complete the discharge document.
· Make arrangements for follow-up with the anti-coagulation clinic – call xxx-xxxx.
· Complete prescriptions for the patient.
· Write an order for any patient-education materials that you would like the patient to have.

· From your desk-top in the EHR, write a flag to the primary care physician (Dr. X) in the EHR, but do not send it. Faculty will review it from the computer screen.

Using the training institution’s EHR system, have the resident use a test model, that s/he will become familiar with both the discharge procedure and use of the institution’s technology.
You will have 25 minutes for this entire session.  Review the patient’s chart and utilize the information.   There will be a knock when you have 3 minutes left.  There will be a second knock when the session is over.  You will receive 5 minutes of immediate feedback and then move onto your next exercise.

Appendix 10 contains more information related to this scenario.
Scenario 11:  Chronic-Disease Management
Over the years, SIU SOM faculty and staff created three different scenarios for helping residents work with chronic disease management.  These include (1) a depressed woman addicted to narcotics and anti-depression drugs; (2) a survivor of childhood physical abuse who broke several vertebrae, and currently is a victim of domestic violence and addicted to narcotics for her back pain; and (3) a physician, who also is addicted to narcotics.
Patient 1.  Patient had breast cancer in her mid-30s and had a radical mastectomy.  The cancer has long since gone into remission.  At the time she was being treated for the cancer, she was given narcotics for pain and became addicted to Hydrocodone.  As the doctor tried to wean her off the drugs, she began doctor shopping.  When the internet became available in the 1990s she found she could get both Hydrocodone and Oxycodone from internet doctors for the right price.  In addition, her children were both narcotic users with access to the St. Louis and Chicago drug markets.  Both children also supply her habit and she occasionally uses street drugs such as morphine and heroin.   At this time, she has been seriously addicted for at least 20 years and has hidden it from her over-the-road trucker husband.  She sees a psychiatrist in Springfield who has treated her depression.  He knows nothing of the addiction.  The patient knows she gets dangerously depressed when she stops taking Lexapro, which is prescribed by her psychiatrist.  

Patient comes to the out-patient clinic seeking a prescription for Lexapro.  This is her first visit as a new patient.  She has taken the first available appointment. The resident is to interview the patient and explore the depression, and why she needs Lexapro from this clinic rather than where she usually obtains the drug.  The resident is also to develop a plan of care with the patient and, if you plan to refer the patient, share that information with the patient.  Case notes and training notes for this case may be found in Appendix 11A.
Patient 2.  Patient is in her early 50s, a domestic violence survivor, and the survivor of childhood physical abuse that broke many bones on several occasions, including vertebrae.  During her 30s, she sought help for her back pain, which was aided with Hydrocodone, but that no longer works like it used to.  She has abused both Hydrocodone and Oxycodone purchased through the internet; she also has taken drugs purchased on the streets, such as morphine and heroin.  Her current doctor has retired, so she is in the out-patient clinic seeking help for her back pain, which has gotten progressively worse the last several years.  

The resident should explore the back pain, determine what medications, both over-the-counter and prescription drugs, the patient currently takes, and determine the best course of treatment for her back pain. The resident should uncover the addiction, help the patient establish a care plan, identify resources, and make appropriate referrals.  Appendix 11B contains the associated case notes and other information for this scenario.
Patient 3.  Patient is a physician with a private solo practice in a rural setting about 75 miles away from the clinic he is visiting today.  He has been trying to find a partner for his practice, as he is overwhelmed by the numbers of patients he sees (roughly 50-60 per day).  His blood pressure has been elevated for the past year, he had blood in his stool six months ago and fears he has cancer, he also has had neck pain for the last four months.  He drinks 1-2 quarts of vodka a week, 4-6 cups of coffee a day, and takes 2-3 (20 mg) Oxycontin tablets a day. He has virtually no relationship with his wife of 20 years.  The hospital administrator and chief of staff met with the patient after he “forgot” to see several patients who were in the hospital.  The local pharmacist confirmed that he had called the patient because of several questionable prescriptions over the last three months.  The hospital administration recommended that the patient be seen. 
The resident should explore the reason for the visit, uncover the addiction, help the patient establish a care plan, identify resources, and make referrals.  Additional information for this scenario is located in Appendix 11C.
Scenario 12:  Using the Electronic Health Record for Outpatient Services

 Scenario
The resident is in the resident lounge seated at a computer with EHR access.

The patient is a 68-year-old man whom you have seen in the clinic along with his wife, following hospitalization for a stroke that has affected his speech, gait, and activities of daily living (ADL) function.  You completed the electronic health record (EHR) recording of the history of the present illness and physical exam; have reviewed the appropriate medical history, medications, social history, and review of systems; but have not completed the entire problem list or computerized physician order entry (CPOE) of the EHR with instructions because you had to return to the hospital to take call that night. You now have time to complete the EHR.  During the encounter, the wife notes that though her husband is doing well, she still has problems with understanding his speech, he stumbles on occasion, but has not yet fallen, and she is having problems giving him a bath.  Though he received therapy in the hospital, he was not deemed appropriate for the rehabilitation floor and the wife thought at the time of discharge that she would be able to manage him at home by herself. He was discharged with a walker, a bench seat for the bathtub, and changes in medication, which he has an adequate supply of at home.  Your clinic attending physician gave you some suggestions on what to order, but with your anxiety to pick up the code pager by 5:00 PM you cannot remember them.   You must open up the EHR and complete what you started.
All pertinent training notes and other pieces of information related to this scenario are located in Appendix 12.

Scenario 13:  Medical Error
Scenario
 The resident being tested is notified that one of his/her patients, who was admitted for a knee-replacement surgery scheduled for tomorrow, developed hypoglycemic symptoms after lunch.  The patient complained of feeling shaky and sweaty.  The nurse obtained an Accucheck and it was low at 39.  She activated the hospital's hypoglycemia protocol and the patient received some orange juice and half an amp of D50.  The patient feels fine now and his Accucheck is 150.  The nurse shows the resident the order that his intern wrote for sliding-scale insulin.  Because the intern (Dr. Carter) used an unapproved "u" instead of writing out "units" for the insulin, the "u" was mistaken for a zero, and the patient got a dose of 40 units of Lispro insulin instead of 4 units for an Accucheck of 202.

Objective  
The resident is notified of a medical error stemming from the use of an unapproved abbreviation.  The resident must appropriately disclose the error to the patient, and then give feedback to the intern who wrote the incorrect order.  The competencies of communication and professionalism (truthful disclosure), as well as practice- and systems-based learning (recognition of error and ability to give feedback), are assessed.

Needs
A simulated nurse, patient, and intern are required for this scenario, as is a copy of the misinterpreted order.  Paper is required for the resident to make a list on after the first encounter:  the original name of the patient and the resident’s name are blocked out; the patient’s and Dr. Carter's names are to be substituted.
Task
The resident is told that he/she is a ward resident, working with the intern Dr. Carter.  One of their patients has diet-controlled diabetes 2 and hypertension.   He is admitted to obtain a knee-replacement surgery tomorrow.  A nurse would like to speak with the resident about a mistake that occurred.  

First encounter.  During the first encounter, the resident will speak with the nurse taking care of the patient.  S/he tells the resident that the patient had an Accucheck of 202 before lunch, and was given 40 units of Lispro insulin according to the sliding scale that Intern Carter had written.  The patient later developed hypoglycemia with shaking, sweating, and an Accucheck of 39.  He improved with some D50 and juice.  However, when the nurse went back to look at the orders, s/he realized that the order actually called for only 4 units of Lispro to be given.  She shows the order to the resident. She tells him/her that the patient is in the next room and doesn't know about the error.  The resident being trained is asked to write a list of actions s/he would take at this point.

Second encounter.   During the second encounter, the resident will speak with the patient.  The patient never had hypoglycemia before, so it was quite an experience.  He felt shaky and broke into a sweat after lunch, so he called his nurse.  It was an awful feeling.  He was very surprised his sugar had gotten that low.  Even though he usually controls his diabetes with diet, he knew that he would be getting occasional insulin in the hospital.  Now he is nervous about getting any more because he had a "bad reaction."  The resident is to explain to the patient what happened to him.

Third encounter.  During the third encounter, the resident speaks with Intern Carter.  Dr. Carter is unaware of what happened. The resident is asked to give her/his feedback about the error that just occurred. When Dr. Carter is told of the error, s/he admits that s/he knew s/he wasn't supposed to write "u" for "unit," but thought her/his handwriting was very legible so it wouldn't be a problem.  The resident in this scenario is being asked to give feedback to the intern about the error.

Expectations
Encounter 1:  
The written list should include the following items:


Ask the nurse to write an incident report.


Rewrite or ask the intern to rewrite the sliding scale without abbreviations.


Email or call the Quality Administrator/Nurse Manager with this safety concern.


Write additional orders to check the patient's glucose.


In addition
The resident’s language/attitude towards the nurse should be non-judgmental.  The resident shouldn't "blame" anyone for the mistake.

Encounter 2:  

Grade 1 Explanation - tells patient that s/he was hypoglycemic, does not explain why nor takes responsibility for what happened.

Grade 2 Explanation - tells patient s/he was hypoglycemic because of a medical error, but does not take responsibility for what happened.

Grade 3 Explanation - tells patient s/he was hypoglycemic because of a medical error, gives details about the error and takes personal responsibility for what happened, includes a plan for avoiding the mistake in the future.

Encounter 3:  
Attributes of good feedback to the intern should include the following:


Resident states the issue in a concrete manner (doesn't "hedge").


Non-judgmental language is used. 


Helps intern make plans to avoid similar mistakes in the future.
Appendix 13 contains the training notes for this scenario.

Conclusions
Although only 11% of residency programs report using simulation for evaluation of residents,7 we hope that the scenarios presented in this paper will prove to be useful for training and evaluating residents at other institutions.
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Table 1 – List and Description of Scenarios Using Standardized Professionals.

	Scenario
	Skill
	Setting
	Description
	Appendix

	Cost-Effective Diagnostics (1)
	Cost awareness and risk/benefit analysis
	Clinic Exam Room
	Patient comes to the clinic complaining of back pain. The resident must decide on cost-effective diagnostics. Patient also has many health maintenance questions and has obtained some incorrect health information from the internet. 
	1

	The End-of-Life Care and Family Meeting (2)
	Advocate for quality care and optimal patient care systems
	Conference Room
	The resident will lead a family meeting with the ethics committee where decisions must be made whether to continue treatment to extend life. Ethicist, nurse, wife, and daughter are present.
	2

	Patient Sign-Out and Hand-Off (3)
	Coordinate patient care within health care delivery setting
	Hospital Room
& Resident Lounge
	Resident will assess newly admitted patient, will need to recognize a potential misdiagnosis, and will sign out the patient to another resident who will be assuming care of this patient.
	3

	Resources to Assist the Caregiver (4)
	Knowledge of practice and delivery systems
	Office
	Resident will receive a call from radiologist to say that an x-ray was misread in ED. A fracture has been detected. Resident must call patient and daughter and decide with them how to manage care of the patient.
	4

	Cost-Effective Disease Prevention and Health Promotion(5)
	Cost awareness and risk/benefit analysis
	Clinic Exam Room
	Resident will interview a new patient with no insurance and then will be asked to select most appropriate screenings and health promotion interventions.
	5

	Cost of Medication (6)
	Advocate for quality care & optimal systems
	Office
	The drug the physician has prescribed is not covered by Medicaid. Resident will need to complete papers and communicate with pharmacist.
	6

	Cardiac Arrest Code Blue Situation (7)
	Advocate for quality care & optimal systems
	Hospital Room
	Resident is in charge of a Code Blue on an elderly patient with multiple medical problems. All are in agreement that code should be ended except for one physician. The resident must work through the conflict with the team.
	7

	Memory Loss and Informed Consent (8)
	Advocate for quality care & optimal systems
	Clinic Exam Room
	Patient in the clinic is in need of a procedure. Resident must obtain informed consent from a patient where there are complicating issues such as foreign language, health literacy or cognitive problems.
	8

	Coordinating Care through Cardiac Consultation (9)
	Coordinate patient care within health-care delivery setting
	Hospital – Nurses’ Station
	Resident will be called to see an unstable patient and will need to have a consultation with a cardiologist.  Resident will need to talk with the cardiologist’s nurse and then page the cardiologist.
	9

	Patient Discharge from Hospital Using Electronic Health Records

 (10)
	Coordinate care across settings
	Nurses’ Station in Hospital 
	Resident will complete appropriate discharge documents, write prescriptions, request educational materials, phone the anticoagulant clinic and flag the primary care physician using the electronic record. 
	10

	 Chronic -Disease  Management (11)
	Knowledge of practice and delivery systems
	Clinic Exam Room
	The resident will interview a patient with drug-seeking behavior. The resident will need to recognize and explore the problem and coordinate appropriate resources.
	11A
11B

11C

	Using the Electronic Health Record for Outpatient Services (12)
	Knowledge of practice and delivery systems
	Office
	The resident saw a stroke patient in clinic who is having problems with ADL function after hospitalization, but had to make hospital rounds before completion of the EHR. The resident now has time to complete the EHR on the computer and make referrals to speech therapy, occupational therapy, or Visiting Nurse Associations. 
	12

	Medical Error (13)
	Communication, professionalism, and advocate for quality care 
	Staff lounge and hospital room
	The resident must tell a patient about a medical error and steps taken to ensure it doesn’t happen again.  Then the resident must speak with the intern who wrote orders using an unaccepted abbreviation that led to the error.
	13


Table 2.  Systems-Based Practice Performance Assessment Instrument.  
All bullets must be satisfied in each domain for a rating of 4.  Two of the three bullets must be satisfied in each domain for a rating of 3.  One bullet must be satisfied in each domain for a rating of 2.  If no bullets are satisfied, the resident earns a rating of 1.

	Health-Care System Coordination and Resources (Scenarios 4, 5, 9, 10, 11, 12)
Residents are expected to work effectively in various health care delivery settings and systems.

  (b) Residents are expected to coordinate patient care with the health care system.‡

	(not at all)

1
	(limited)

2
	(adequate)

3
	(extensive)

4
	· Explained to the patient/family the need for involving other health-care resources* in the patient’s health-care plan

· Recommended specific available resources based on thorough understanding of those agencies/groups

· Wrote referral or called for consultation for resources.

	Cost Awareness  (Scenarios 1, 2, 5, 6, 7, 8)
Residents are expected to incorporate considerations of cost awareness and risk/benefit analysis in patient and/or population-based care as appropriate.‡ 

	(not at all)

1
	(limited)

2
	(adequate)

3
	(extensive)

4
	· Discussed with the patient the cost of care plan such as the risks and benefits of that plan displaying a strong understanding of both 
· Identified local availability of treatments, medications, tests, and other population-based considerations with compassion

· Explained to the patient/family/other health-care provider best practices, as understood from his/her practice’s population, or other reliable population-based care sources.†

	Advocate for Quality Care and Optimal Patient-Care Systems (Scenarios 3, 4)
Residents are expected to advocate for quality patient care and optimal patient care systems.‡

	(not at all)

1
	(limited)

2
	(adequate)

3
	(extensive)

4
	· Reviewed patient history/records then consulted with other health professionals and/or family with informed consent
· Developed a care plan, communicating with health professionals using SBAR, and teach-back at appropriate level with patient and family
· Taught the patient/family self-management & self-advocacy skills

	(continued)
Enhance Patient Safety (Scenario 13)
Residents are expected to participate in identifying systems errors and implementing potential systems solutions.‡

	(not at all)

1
	(limited)

2
	(adequate)

3
	(extensive)

4
	·   Explained patient safety issues to patient and/or

  entered in chart.
· Sought input from other health care teams in different practice types (inter-professional) to enhance patient safety.

· Educated patient/family and other teams about patient’s safety issues

	Identifying System Errors (Scenario 13)
Residents are expected to participate in identifying system errors and implementing potential systems solutions.‡

	(not at all)

1
	(limited)

2
	(adequate)

3
	(extensive)

4
	· Identified a perceived, potential or actual system error by filing a report, entering in patient chart, or reporting to others

· Participated in, or led, discussions about solutions to system errors with patient/family, or other health care professionals/ institution

· Provided closure to patient/family by apologizing for own error or institution’s error


*Other health-care resources include physicians in other practice types or providers in the community.  For example, an Internal Medicine physician in an outpatient clinic refers a patient to a gastroenterologist to have a colonoscopy.  Another example would include a physician referring a patient to a community agency, such as the Diabetes Association; or sending a battered woman to a shelter for safety, counseling, and legal advocacy. Other examples would include social service agencies such as mental health, development disabilities, or self-help groups such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA).  

† Population-based care is the practice of using information from a physician’s own patient population to help the physician make decisions regarding the treatment for an individual patient.  The physician may also use demographics from the region or country they are in to modify his or her usual treatment protocols based on unique information from that region or country.  For example, a physician in downstate Illinois would not recommend the same tests as a doctor in Springfield since some tests are not be available in downstate Illinois.  Another example is a resident at the SIU clinics can use the metrics collected from his or her diabetic patients to make better informed treatment decisions than a doctor in a clinic where that information is not available.  The resident at the SIU clinics would know, for example, those locally diabetic patients are less likely to get regular foot exams when compared to the national average.  The resident, who has finite time, would know to take extra time to stress to his or her patients the importance of foot exams but not stress other diabetes goals on which local patients do well.

‡The wording in the shaded gray area is the exact wording from the ACGME for Internal Medicine in System-Based Practice.
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