Simulation Scenario Medical Record Guide

Every scenario requires that all of the paperwork, films, ecgs, etc. be available for the participant to evaluate as they take care of the patient(s).  We believe it is very important to make this paperwork as accurate and credible as possible in order to make the experience realistic.  When the paperwork is missing or conflicting it can easily ruin a scenario.

We have found that creating paperwork “on the fly” is stressful and often confusing for the participant.

We have developed a computerized medical record system as a facsimile of a patient chart In order to improve the consistency of scenarios and to make sure that paperwork does not get lost or changed.  This medical record system should contain everything that a chart would include for the particular patient at the specific time of the scenario.  So, if labs were taken every day for the three days that the patient has been in-house, all of the results should be available in the chart.  Similarly, if labs were just sent or are expected to be sent during the scenario, they should not appear in the chart!  A good chart should contain information that is not particularly relevant to the scenario (old labs, radiology reports for other parts of the body, surgeon to internist letters, etc.)

All paperwork for the chart must be prepared in advance.  Documents that do not contain images or pictures can be typed in Microsoft Word and saved in “Rich Text Format”.  They will all have the suffix “.rtf”  Each documents can be prepared from templates (eg. H&Ptemplate.rtf, Chem7template.rtf).  Arial font is preferred throughout.

The demographics for a patient are entered into the computer directly so it is not necessary to type a document contain such information.  The name, dob, medical record number, address, insurance company, referring MD, etc. all fall into this category.

Do not mention the patient’s age in the body of the text of any document.  Refer to the patient as an elderly white female or a middle age black male.  When you enter the patient’s date of birth into the medical record system, the age will be computed.  If the scenario is used for several years, the age will automatically update.

An ongoing procedural record such as an anesthesia record does not get entered into the computer.  It must be prepared as a paper record.  It should be filled out only to the point that the participant would enter the scenario and be expected to continue documenting the procedure.

Any data in the form of an image, picture, strip such as a radiograph, ECG, signed form, or old anesthesia record must be available in a computer image format.  Most of the hospital systems allow for radiographs to be saved to your own computer and this will be sufficient for our system.  The preferred format is jpeg (.jpg).  Almost any medium can be scanned and saved as a jpeg format image.

Every scenario must have a Plot, Debriefing Guide, Set-up Sheet, and References.  These will all be entered into the medical record system, but will not be visible to the participant.

    * The Plot should be a detailed description of what is to happen in the scenario.  Experience has taught us not to guess what the participants will do in any given situation!  So, make sure the plot only instructs the actors, setting, and simulator.

    * The Debriefing Guide must contain the key points the instructor is trying to bring out as they facilitate the discussion.  The debriefer should know in advance what the key behavioral and medical issues that are likely to emerge.  Also, they should be aware of controversial issues in the subject area.  Finally, there should be some guidance as to what constitutes a successful debriefing.  How will the debriefer know if the learning objectives have been met?

    * The Set-up Sheet should be as complete as possible.  A non-clinical person should be able to follow this guide and have the room ready for the scenario without consultation.  If you want LR hanging and it should be half full and connected to the R antecubital IV and running slowly, you need to say so.  Any special props should be described in detail.

    * References should contain recent review articles on the medical subject involved.  Textbook references should be included, but are not sufficient by themselves.  One or two research articles may be helpful.  An article on the behavioral issues involved would also be helpful, but these are sometimes hard to find.

Once you have compiled all of the text and image documents for your scenario they must be entered into the computerized medical record system.  This requires a password and some instruction.  See the CMS staff for help.
