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 INSTRUCTOR DOCUMENT 

Course Title: Internal Medicine Simulation 

Scenario Title: Acute coronary syndrome  

Author(s): Iain Arseneau 

Scenario Goals: Manage a high risk NSTEMI with CHF 

 

Target Audience: Internal medicine residents 
 

Number of Participants: 4-6 

Scenario Objectives: 
2.1.1.1. Immediately life-threatening […] cardiac, pulmonary […] dysfunction and abnormalities 

2.1.1.4. Cardio-respiratory arrest 

2.1.2.1. Chest pain 

2.1.2.2. Dyspnea 

2.1.2.6. Abnormal cardiac enzymes 

2.1.2.7. Congestive heart failure 

2.1.2.8. Coronary heart disease 

2.1.2.9. Acute coronary syndromes and their complications 

2.1.4.1. Acute dyspnea 

2.1.5.1. Chest pain 

Estimated Scenario Time:    15 min Estimated Debrief Time: 15 min 

Patient Case Summary: Patient with history of non-ischemic cardiomyopathy presenting with palpitations, found to be in stable 

Vtach, which decompensated to unstable Vtach requiring CPR and electrical cardioversion  

 

Debrief Guidelines: The goal is to have participants manage a high-risk NSTEMI, complicated by heart failure. The debrief should 

focus on the communication amongst the team members, particularly when the patient decompensates later in the case.  

Instructor Notes: Residents will be acting as internal medicine consultants in a community hospital emergency department. They 

will be asked to see a patient with a suspected acute coronary syndrome by the emergency room physician. They should recognize an 

NSTEMI, and institute appropriate initial management, and discuss transfer to a PCI capable center. The patient will initially be well, 

and able to provide a history, so the residents will be expected to take a history and perform an exam. 

 

The next morning, they will be called to reassess the patient, who will be in worsening heart failure. They will be expected to manage 

the CHF appropriately, and recognize the need to manage their heart failure and expedite the cardiac catheterization. An important 

consideration is that while this patient needs an urgent angiogram, their heart failure needs to be managed such that they can lay flat 

and tolerate the procedure.    

Tips to keep the scenario flowing: Once the appropriate initial management of an ACS has been instituted, the case will 

“fast-forward” to the next morning, at which point the patient will have deteriorated and be in worsening congestive heart 

failure. The facilitator will need to remind the residents that this “fast-forward” has occurred, and set the stage again. 

 

Note: INR and PTT not included in day two labs. If the resident chose to anticoagulated with UFH according to the 

nomogram, the PTT will be given to them as “therapeutic”, If they chose an anticoagulant that does not require 

monitoring (eg: fondaparinux) then the INR and PTT will be “pending”. 

Roles: Patient, nurse, and respiratory therapist 
 

Scripts, if applicable: Patient: Patient script attached 

Institutional Protocols/Order Sets: see attached PPO for cardiology admission 
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Policies and Procedures:  

References: CCS guidelines and  Nova Scotia Guidelines for Acute Coronary Syndromes (including Update to Antiplatelet 

Sections) 
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INSTRUCTOR DOCUMENT – PRODUCTION MATERIAL 

Detailed Case Data:  Name:  Margaret Smith MC#:  

Gender: Female Age: 87 Weight:  Height:  BMI: 28 

Other information:  

  

Vital Signs:  

Time or 0:00 If no 

treatment of 

ACS or 

verbalization 

of Dx at 5 

minutes 

If appropriate 

initial ACS 

therapy 

The 

following 

morning  

If the patient is 

not diuresed, 

vasodilated, 

and offered 

NIPPV within 

3:00 

If appropriate management of 

CHF is instituted  

State Anxious Increased 

work of 

breathing 

and chest 

pain 

Lessened 

anxiety  

Increased 

anxiety and 

resp. distress 

 Lessened anxiety 

Temperature 36.9 36.9 36.9 36.9  36.9 

Heart Rate 70 110 70 120   100 

Blood Pressure 118/78 130/86 118/78 160/100  140/90 

Respiratory Rate 24 28 18 32   

Oxygen Saturation 98% on 3L 89% on 3L 100% 80% on RA  95% on FiO2 40% by Airvo or 

NIPPV 

Cardiac Rhythm Sinus Sinus Sinus Sinus tach PEA arrest Sinus 

Other:  ST depressions 

anterolaterally 

on monitor 

ST 

depressions 

deepen on 

monitor 

 ST 

depressions 

deepen 

If diuretics and 

nitrates are 

offered, 

reasonable to 

try Airvo 

 

  

Chief Complaint: Chest pain 

Past Medical History: Type II diabetes, hypertension, hypothyroidism 

Medications: Triamterene/HCTZ 50/25, amlodipine 10, metoprolol 100 bid, insulin, levothyroxine 75, cilazapril 5 

Allergies: NKDA 

Data Summary:  

Relevant Lab Data: See attached 

Relevant Imaging Data: See CXR on admission and the morning after 

ECG 
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Relevant Physical Exam 

Findings: 

Alert and oriented. Speaking in full sentences (day 1) or one to two words (morning after or if ACS not 

recognized on day 1). On day 1, the patient may be sitting back in bed, but the morning after, patient 

will be sitting straight upright, looking panicked.  

Heart sounds normal, unable to appreciate any extra heart sounds or murmurs. JVP 4-5 ASA on day 1, 

and 8-9 on day 2.  

Breath sounds present to both bases with diffuse inspiratory crackles. 

Abdominal, MSK, Derm, Neuro exams unremarkable.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


