



PATIENT CHART

Chart for Patrick Lake - Simulation #2








Download Fall Risk Assessment for Older Adults: The Hendrich II Fall Risk Model from 
https://hign.org/sites/default/files/2022-11/Hendrich%20II%20Fall%20Risk%20Model.pdf



SBAR Report Students Will Receive Before Simulation

Time: 0700

Person providing report: Nurse ending shift

Situation: Mr. Patrick Lake was admitted from the emergency department to the cardiac care unit 5 days ago with heart failure (HF). His condition improved with treatment and he was transferred to this medical surgical/telemetry unit last night. He will likely be discharged within the next two days.

Background: Prior to admission, Mr. Lake told his wife his heart was racing and he had shortness of breath. His wife called his primary care physician, who instructed her to call 911 and take him to the emergency department. When he arrived at the hospital he was placed on a cardiac monitor and his heart rate was 130. His other vital signs were: respirations 30, blood pressure 100/60, and O2 SAT 94%. He had +2 pitting edema in the leg without the amputation, and he reported that the prosthesis he uses for his above-the-knee amputation from a war injury in his 20s was snug and rubbing. With treatment he returned to a normal sinus rhythm. He is still on a heparin drip for another 24 hours. It will be discontinued in 24 hours and he will be transitioned back to his apixaban. 

The patient has a history of hypercholesterolemia for 15 years, which has been treated with atorvastatin 40 mg PO daily; he has been hypertensive for 10 years, treated with lisinopril 20 mg; he has had intermittent atrial fibrillation and was taking metoprolol 50 mg twice a day, as well as apixaban 5 mg twice a day for anticoagulation prophylaxis for the atrial fibrillation. He also has had glaucoma for 2 years, treated with timolol 0.25% one drop twice a day to both eyes. He has had osteoarthritis for 10 years and takes acetaminophen PO about every 8 hrs prn for his joint pain. He is on a low-fat, low-sodium diet. 

Assessment: This morning Patrick is alert and oriented x 3. His vital signs at 0400 were: heart rate 82 and regular, blood pressure 132/84, respirations 18 and a temperature of 98.6. His lungs are clear with the exception of diminished breath sounds in the bases with fine crackles. All peripheral pulses are palpable and +3. He has trace edema in the foot without the amputation and some general swelling of stump. Patrick says his prosthetic leg feels a little snug and the stump is a little sore, but there is no evidence of skin breakdown on his stump or elsewhere on his body. His weight this morning was xxx lbs. On admission it was xxx (+ 8 lbs). Two days ago, it had dropped to xxx lbs (-5 lbs.).  The heparin drip with 25,000 units of heparin in 250 ml of 0.9 NS is running at 800 units/hour and is infusing well via a 22-gauge needle into his left anterior forearm. There is no redness, drainage, tenderness, or swelling at the site.

Recommendation: Please complete his morning assessment with a focus on cardiopulmonary system and see if he has any pain. Do a repeat fall assessment. A fall risk assessment was done on admission with a score of 5. Begin teaching about his heart failure and the importance of weight management and reporting any increase in weight. See if he needs any dietary teaching or other teaching needs concerning his new or current medications. The case manager will be calling to request a meeting with the patient and his wife to work on a home plan of care. Since Patrick is going home soon, please call the healthcare provider to request a transition back to apixaban prior to Heparin being discontinued.


	
Patient Name: Patrick Lake
	MRN: 000-000-000

	Room: 1816
	Provider Team: Aaron Pace, MD (intensivist); Avery Smith, MD (PCP)

	DOB: 11-13-YYYY (reflect age 64)
	Diagnosis: HF

	Age: 64
	Allergies: no known allergies





Provider Orders (Transfer Orders)

Allergies/Sensitivities:  None

	Date/Time:
	

	On transfer from CCU to telemetry unit
	Activity: OOB to chair with assistance 

	
	Diet: Low fat; low sodium

	
	PT: Consult with physical therapist to plan for discharge

	
	OT: Consult with OT to plan for discharge 

	
	Case Management: Consult for discharge planning

	
	Weight  daily

	
	Vital Signs: Q 4 hours

	
	Daily labs and tests: 

	
	     Daily PTT every AM while on Heparin

	
	     Daily ECG

	
	Oral Medications: 

	
	     Lisinopril 20 mg PO daily 

	
	     Metoprolol 100 mg PO bid

	
	     Potassium chloride 20mEq PO daily

	
	     Furosemide 40 mg PO daily 

	
	     Atorvastatin 40 mg PO daily 

	
	     Timolol 0.25% one drop twice a day to both eyes

	
	     Acetaminophen 650 mg PO q 8 hrs prn for pain

	
	     Docusate Sodium 100 mg PO daily prn

	
	IV Medications:

	
	25,000 units of heparin in 250 ml of 0.9 NS at 800 units/hr; call health care provider daily with PTT results
James Webber, MD





Progress Notes

	Date/Time:
	

	Admission Note
	Mr. Patrick Lake was brought to the emergency department (ED) by ambulance and then admitted to the cardiac care unit. His wife called his primary care provider to report that Patrick was having shortness of breath and he felt like his heart was racing. He was placed on a cardiac monitor; heart rate was 130. His other vital signs were: RR: 30, BP: 100/60, SaO2: 94%; he has +2 pitting edema in the leg without the amputation, and he reports that his prosthesis is snug and feels like it is rubbing. He is in atrial fibrillation, so was placed on a heparin drip of 1000 units/hr; he received a 5 mg bolus of diltiazem followed by a diltiazem drip of 5 mg/hr. At home he is on apixaban 5 mg PO twice daily. The patient has a history of: glaucoma for 2 years; hypertension for 10 years; osteoarthritis for 10 years; hypercholesterolemia for 15 years; intermittent atrial fibrillation for 1 year; and an above-the-knee amputation from a war injury in his early 20’s. His home medications are: lisinopril 20 mg PO daily for hypertension; metoprolol 50 mg PO bid for atrial fibrillation, as well as apixaban 5 mg twice daily for anticoagulation prophylaxis for the atrial fibrillation; atorvastatin 40 mg PO daily for high cholesterol; timolol 0.25% one drop twice a day to both eyes; acetaminophen 650 mg PO q 8 hrs prn for joint pain. He has never had an incidence of heart failure in the past.  Probable diagnosis: rule out new onset heart failure.
James Webber, MD

	Day One Note
	Patrick is progressing well today. His vital signs are stable, his EKG shows that he has converted to normal sinus rhythm; however, he has experienced some intermittent episodes of atrial fibrillation with a rate of 90–105 over the last 24 hours. The diltiazem drip will be continued with titration up to 10 mg for sustained atrial fibrillation rate > 120. His weight has decreased by 2 pounds. The heparin drip will be continued as we continue to monitor his heart rhythm.
James Webber, MD

	Date Two Note 0900
	Patrick is progressing. His vital signs are stable, his EKG shows normal sinus rhythm and his weight has decreased another pound. He has not had any episodes of atrial fibrillation in the last 24 hours, so the diltiazem drip will be discontinued. 
James Webber, MD

	Day Three Note
	Patrick is progressing. His vital signs are stable, his EKG shows normal sinus rhythm and his weight has decreased another pound. He has not had any episodes of atrial fibrillation in the last 24 hours. He is ready for transfer to the medical surgical/telemetry floor. 
James Webber, MD

	Day Four Note
	Patrick is progressing and is doing well today. His vital signs are stable, his EKG shows normal sinus rhythm and his weight is decreasing. He will be ready to be discharged in the next day or two. Case management should be contacted and a family meeting should be set up to prepare for discharge.
James Webber, MD





Nursing Notes

	Date/Time:
	

	Admission
1200
	Mr. Patrick Lake was admitted to the cardiac care unit today for rule out new onset heart failure. His wife is at his side. He is alert and oriented x 3. Patrick is having shortness of breath and feels like his heart is racing. He is on a cardiac monitor where his heart rate was 130. His other vital signs are: RR: 30, BP: 100/60, SaO2: 94%; he has +2 pitting edema in the leg without the amputation, and he reports that his prosthesis is snug and feels like it is rubbing. He is in atrial fibrillation rate of 120-130; he is on a heparin drip of 1000 units/hr; he received a 5 mg bolus of diltiazem followed by a diltiazem drip of 5 mg/hr. He reports no pain at this time. Patient received furosemide 40 mg IV in the emergency department. Voided 1000 ml of clear yellow urine. IV site is intact with no redness, tenderness, or swelling. Patient was oriented to the room and surroundings; pt. teaching was completed on his medications and safety precautions. No areas of skin breakdown noted. Pain is 0 on a scale of 0-10. Fall risk assessment done - score of 5.  S. Smith, RN

	Day One
0800
	Patrick is alert and oriented x 3. His vital signs are stable. Monitor shows mostly sinus rhythm with occasional runs of atrial fibrillation; lungs are clear; heart rate regular; trace edema in foot without the amputation and with some general swelling of stump. All peripheral pulses are palpable and +3. Patient’s weight this morning was 178 lbs. Client is still complaining his prosthetic leg was a little snug and he thought the stump was a little sore; however, there was no skin breakdown. IV site is intact with no redness, tenderness, or swelling. No complaints of pain at this time. No areas of skin breakdown noted. Fall risk assessment done - score of 5.
S. Anderson, RN

	Day Two 0830
	Patrick is alert and oriented x 3. His vital signs are stable. Monitor displays normal sinus rhythm; lungs are clear; heart rate regular; trace edema in foot without the amputation and with some general swelling of stump. All peripheral pulses are palpable and +3. Patient’s weight this morning was 173 lbs. Voiding clear yellow urine; abdomen soft and non-tender. IV site is intact with no redness, tenderness, or swelling. Client is still complaining his prosthetic leg is a little snug and he thought the stump was a little sore; however, there was no skin breakdown. He is voiding; had a bowel movement this morning. No complaints of pain or shortness of breath. No areas of skin breakdown noted. Pain is 0 on a scale of 0-10. Fall risk assessment done - score of 4.  S. Anderson, RN

	Day Three 0830
	Patrick is alert and oriented x 3. His vital signs were: BP 132/84; HR 82; R 18; Temp. 98.6; lungs are clear; heart rate regular; trace edema in foot without the amputation and with some general swelling of stump. All peripheral pulses are palpable and +3. IV site is intact with no redness, tenderness, or swelling. Patient’s weight this morning was 170 lbs. Client is still complaining his prosthetic leg was a little snug and he thought the stump was a little sore; however, there was no skin breakdown. Reports pain as a 3 on a scale of 0-10; given acetaminophen per order. Fall risk assessment done - score of 4.  S. Anderson, RN

	Day Three
0930
	Patrick reports receiving relief of pain from the acetaminophen. S. Anderson, RN





Medication Administration Record
Allergies: No known allergies 

Scheduled & Routine Drugs
	Date of Order:
	Medication:
	Dose:
	Route:
	Frequency:
	Hours to be Given:
	Dates x/xx 
	Day One
	Day Two
	Day Three
	Day Four

	On transfer to telemetry unit
	Lisinopril 
	20 mg
	PO
	daily
	0800
	
	SA
	SA
	SA
	

	
	Metoprolol 
	100 mg
	PO
	Q12 hrs
	0800
	
	SA
	SA
	SA
	

	
	Furosemide
	40 mg
	PO
	daily
	0800
	
	SA
	SA
	SA
	

	
	Potassium chloride
	20mEq
	PO
	daily
	0800
	SS
	SA
	SA
	SA
	

	
	Atorvastatin
	40 mg
	PO
	daily
	0800
	
	SA
	SA
	SA
	

	
	Timolol 0.25%
	one drop per eye
	In eyes
	BID
	0800
2000
	
SS
	SA
SS
	SA
SS
	SA
SS
	

	
	Heparin 25,000 units in 250ml of .9 NS
	100 units/ml
Dose to be ordered daily by provider after PT/INR
	IV
	DRIP
	Continuous drip, call health care provider with daily PTT for rate
	SA 
1000 units
	SA
1000
units
	SA
800
units
	SA
800
units
	



PRN Medications
	Date of Order:
	Medication:
	Dosage:
	Route:
	Frequency:
	Date/Time Given:

	On transfer to telemetry unit
	Acetaminophen 
	650 mg 
	PO
	Q8 hrs as needed for pain
	Date: xx/xx
Time: 0800
Initials: SA
	

	
	Docusate Sodium
	100 mg
	PO
	Daily as needed for constipation
	Date:
Time
Initials:
	




	Initial
	Nurse Signature
	Initial
	Nurse Signature

	SS 
	  S. Smith RN
	
	

	SA
	S. Anderson RN
	
	





Medication Reconciliation Form (Transfer from Admission to Cardiac Care Unit)

Source of medication list (i.e., patient, family member, primary care provider):  Patrick Lake 
Allergies: no known allergies
HOME MEDICATIONS ON ADMISSION TO HOSPITAL

	Medication 
	Dose
	Route
	Frequency
	Reason
	Last Dose
	Continue/DC

	Lisinopril
	20 mg
	PO
	Daily
	Hypertension
	This AM
	|X| C  |_| DC

	Metoprolol
	50 mg
	PO
	Twice Daily
	To control atrial fibrillation
	This AM
	 |_| C  |X| DC

	Atorvastatin
	40 mg
	PO
	Daily
	High cholesterol
	This AM
	|X| C  |_| DC

	Timolol 0.25% 
	1 drop
	Both eyes
	Twice Daily
	Glaucoma
	This AM
	|X| C  |_| DC

	 Apixaban
	5 mg
	PO
	Twice Daily
	Prevention of blood clots
	Last PM
	|X| C  |_| DC

	Acetaminophen
	650 mg
	PO
	Every 8 hrs as needed
	For pain
	This AM
	|X| C  |_| DC



ADDITIONAL MEDICATIONS ORDERED ON ADMISSION TO HOSPITAL
	Medication
	Dose
	Route
	Frequency
	Reason
	Last Dose
	Continue/DC

	Metoprolol
	100 mg
	PO
	Twice daily
	To control atrial fibrillation
	This AM
	|X| C  |_| DC

	Heparin sodium 25,000 units in 250 mL .9 NSS
	Titrate based on PTT start at 1000 units/hr
	IV
	Continuous at 1000 units/hr
	Anticoagulation for atrial fibrillation
	Continuous
	|X| C  |_| DC

	Diltiazem infusion 100 mg in 100 mg .9 NSS
	Titrate up to 10 mg/hour to maintain HR <120 
	IV
	Continuous at 5 mg/hour
	Atrial fibrillation
	Continuous
	|X| C  |_| DC

	Furosemide
	40 mg
	IV
	One Time dose
	Heart failure
	On admission
	|_| C  |X| DC

	Potassium Chloride 
	40 mEq
	PO
	One Time dose
	Electrolyte replacement
	This AM
	|_| C  |X| DC

	Potassium Chloride 
	20 mEq
	PO
	Daily
	Electrolyte replacement
	Not given yet
	|X| C  |_| DC

	Furosemide
	40 mg
	PO
	Daily
	Heart failure
	Not given yet
	|X| C  |_| DC



Signatures
	Date/Time
	Initial
	Signature

	Admission to CCU 1230
	JW
	James Webber, MD

	Admission to CCU 1200
	SS
	Suzanne Smith, RN



	Reviewed before transfer to cardiac care: James Webber, MD
	Date: Admission Date: xx/xx

	Scan to Pharmacy Time: 1500
	Date: Admission Date



Medication Reconciliation Form – Transfer from CCU to Telemetry Unit

Source of medication list (i.e., patient, family member, primary care provider):  James Webber, MD
Allergies: no known allergies

	Medication Name
	Dose
	Route
	Frequency
	Reason
	Last Dose
	Continue/DC

	Lisinopril
	20 mg
	PO
	Daily
	Hypertension
	This AM
	|X| C  |_| DC

	Atorvastatin
	40 mg
	PO
	Daily
	High cholesterol
	This AM
	|X| C  |_| DC

	Timolol 0.25% 
	1 drop
	Both eyes
	Twice Daily
	Glaucoma
	This AM
	|X| C  |_| DC

	Acetaminophen
	650 mg
	PO
	Every 8 hours as needed
	For pain
	This AM
	|X| C  |_| DC

	Metoprolol
	100 mg
	PO
	Twice daily
	To control atrial fibrillation
	This AM
	|X| C  |_| DC

	Furosemide
	40 mg
	PO
	Daily
	Heart failure
	This AM
	|X| C  |_| DC

	Potassium Chloride 
	20 mEq
	PO
	Daily
	Electrolyte replacement
	This AM
	|X| C   |_|DC

	Heparin sodium 25,000 units in 250 mL .9 NSS
	Titrate based on PTT start at 1000 units/her
	IV
	Continuous at 1000 units/hr
	Anticoagulation for atrial fibrillation
	Continuous
	|X| C  |_| DC

	Diltiazem infusion 100 mg in 100 mg .9 NSS
	Titrate up to 10 mg/hour to maintain HR <120 
	IV
	Continuous at 5 mg/hour
	Atrial fibrillation
	Continuous
	|_| C   |X| DC



Signatures

	Date/Time
	Initial
	Signature

	Transfer from CCU to telemetry unit 1230
	JW
	James Webber, MD

	Transfer from CCU to telemetry unit 1330
	SA
	Sarah Anderson, RN



	Reviewed upon transfer to telemetry: 
S. Smith, RN
	Date: Transfer Date Hospital Day # 3

	Scan to Pharmacy Time: 1700
	Date: Hospital Day # 3


Medication Reconciliation Form (from Clinic Chart prior to admission)

Source of medication list (e.g., patient, family member, primary care provider): Patrick Lake
Allergies: no known allergies

	Medication Name
	Dose
	Route
	Frequency
	Reason
	Last Dose
	Continue/DC

	Lisinopril
	20 mg
	PO
	Daily
	Hypertension
	This AM
	|X| C    |_| DC

	Metoprolol
	50 mg
	PO
	Twice Daily
	To control atrial fibrillation
	This AM
	|X| C    |_| DC

	Atorvastatin
	40 mg
	PO
	Daily
	High cholesterol
	This AM
	|X| C    |_| DC

	Timolol 0.25% 
	1 drop
	Both eyes
	Twice Daily
	Glaucoma
	This AM
	|X| C    |_| DC

	 Apixaban
	5 mg
	PO
	Twice Daily
	Prevention of blood clots
	Last PM
	|X| C    |_| DC

	Acetaminophen
	650 mg
	PO
	Every 8 hours as needed
	For pain
	This AM
	|X| C    |_| DC




Vital Signs Record

	Date:
	Day 2
	
	
	
	
	
	Day 3
	
	
	
	
	Day 4
	
	

	Time:
	2400
	0400
	0800
	1200
	1600
	2000
	2400
	0800
	1200
	1600
	2000
	2400
	0400
	0800

	Temperature
	98.6
	98.7
	98.6
	98.4
	98.6
	97.8
	98.6
	98.7
	98.6
	98.4
	97.6
	98.6
	98.4
	98.6

	BP:
	150/
82
	124/
80
	132/ 84
	118/78
	135/84
	132/83
	130/
68
	124/
76
	132/ 72
	134/ 84
	135/ 84
	122/ 83
	118/
68
	132/ 84

	Heart Rate:
	116
	99
	88
	83
	88
	96
	83
	78
	82
	83
	90
	83
	78
	82

	O2  Saturation:
	98%
	99%
	97%
	98%
	99%
	98%
	99%
	98%
	96%
	98%
	99%
	98%
	97%
	98%

	Weight:
	178
	
	
	
	
	
	173
	
	
	
	
	170
	
	170

	Respirations
	18
	18
	20
	18
	18
	16
	18
	18
	18
	16
	18
	18
	22
	18

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nurse Initials:
	SS
	SS
	SA
	SA
	SA
	SA
	SS
	SS
	SA
	SA
	SA
	SA
	SA
	SS





Intake & Output Bedside Worksheet
INTAKE								OUTPUT
	ORAL
	TUBE
FEED
	IV
	IVPB
	OTHER
	URINE

	Emesis
	NG
	Drains
Type:
	Other

	250 mls
150 mls
 50  mls

	
	dilitiazem drip – 60 ml; 
heparin drip- 120 ml
	
	
	100 ml
500 ml
250 ml
300 ml
	
	
	
	

	Total Intake Admission: 630 mls  (12 hr shift)
	Total Output Admission: 1150 mls  (12 hr shift)

	ORAL
	TUBE
FEED
	IV
	IVPB
	OTHER
	URINE

	Emesis
	NG
	Drains
Type:
	Other

	
250 ml
250 ml
150 ml
 50 ml
	
	Cardizem Drip – 120 mls
Heparin Drip- 240 mls
	
	
	400 ml
500 ml
250 ml
125 ml
400 ml
	
	
	
	

	Total Intake Day One: 1060 ml  
	Total Output Day One: 1675 ml



	ORAL
	TUBE
FEED
	IV
	IVPB
	OTHER
	URINE

	Emesis
	NG
	Drains
Type:
	Other

	
250 mls
150 mls
 50  mls
150 mls
200 mls
	
	
heparin drip- 192 mls
	
	
	200 ml
100 ml
500 ml
250 ml
125 ml

	
	
	
	

	Total Intake Day Two: 992 mls  
	Total Output Day Two: 1175 mls  

	ORAL
	TUBE
FEED
	IV
	IVPB
	OTHER
	URINE

	Emesis
	NG
	Drains
Type:
	Other

	250 mls
250 mls
150 mls
 50  mls
300 mls
	
	
heparin drip- 192
	
	
	400 ml
500 ml
125 ml
125 ml

	
	
	
	

	Total Intake Day Three: 1192 mls  
	Total Output Day Three: 1150 mls  



	Fluid Measurements:

	1 ml = 1 cc

	1 ounce = 30 cc

	8 ounces = 240 cc

	1 cup = 8 ounces = 240 cc

	4 cups = 32 ounces = 1 quart or liter= 1000 cc


Lab Data

	Basic Metabolic Panel:
	Results on Admission
	Results
Day One
	Results
Day Two
	Results
Day Three
	Reference range:

	Sodium
	141 mEq/L
	141 mEq/L
	143 mEq/L
	141 mEq/L
	135-145 mEq/L

	Potassium
	4.3 mEq/L
	4.3 mEq/L
	4.2 mEq/L
	4.0 mEq/L
	3.5-5.2 mEq/L

	Calcium
	8.7 mg/dl
	8.7 mg/dl
	8.6 mg/dl
	8.6 mg/dl
	8.5 – 10.2 mg/dl

	Carbon dioxide
	26 mEq/L
	26 mEq/L
	26 mEq/L
	24 mEq/L
	20-29 mEq/L

	Chloride
	103 mEq/L
	103 mEq/L
	102 mEq/L
	101 mEq/L
	96-106 mEq/L

	Glucose
	98 mg/dl
	96 mg/dl
	98 mg/dl
	90 mg/dl
	74 -106 mg/dl

	Bun
	18 mg/dl
	16 mg/dl
	18 mg/dl
	12 mg/dl
	7-20 mg/dl

	Creatinine
	1.0 mg/dl
	1.1 mg/dl
	1.0 mg/dl
	1.1 mg/dl
	0.8 – 1.4 mg/dl



	Complete Blood Count:
	Results on Admission
	Results
Day One
	Results
Day Two
	Results
Day Three
	Reference range:

	WBC
White Blood Count)
	6.0 K/uL SI units
	6.0 K/uL SI units
	6.0 K/uL SI units
	6.0 K/uL SI units
	3.6-11.0 K/uL

	RBC (Red Blood Count)
	5.3 cells/mcL
	4.3 cells/mcL
	5.1 cells/mcL
	5.2 cells/mcL
	4.5-5.9 M/uL

	HGB (Hemoglobin)
	14 g/dl
	13 g/dl
	15 g/dl
	16 g/dl
	12.0-15.6 g/dL (F)
13.0-18.0 g/dL (M)

	HCT (Hematocrit)
	44%
	48%
	47%
	44%
	36-46 % (F)
40-52 % (M)

	PLT (Platelets)
	320,000/mm3
	300,000/mm3
	310,000/mm3
	320,000/mm3
	150-450 K/uL



	PT/INR and PTT
	Results on Admission
	Results
Day One
	Results
Day Two
	Results
Day Three
	Reference range:

	PTT
	35 sec
	38 sec
	45 sec
	55 sec
	25-35 sec


 N.B Heparin—is an anticoagulant and will prolong a PTT, either as a contaminant of the sample or as part of anticoagulation therapy. For anticoagulant therapy, the target PTT is often about 1.5 to 2.5 times longer than a person's pretreatment level. PTT is still being used to monitor standard heparin therapy.

On admission to CCU
	Lipid Panel
	Result
	Reference Range

	Total cholesterol
	210 mg/dl
	<200 normal

	HDL
	40 mg/dl
	>40 normal

	LDL
	101 mg/dl
	<100 normal

	Triglycerides
	101 mg/dl
	<150 normal



Admission ECG – Interpretation: Atrial Fibrillation
[image: ECG - interpretation: atrial fibrillation]



Day 2 ECG – Interpretation: Normal Sinus Rhythm

             [image: ECG - interpretation: normal sinus rhythm

http://ecg.utah.edu/img/items/Normal%2012_Lead%20ECG.jpg]
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[image: Screenshot of Hendrich II Fall Risk Model. Full PDF downloadable from https://hign.org/sites/default/files/2022-11/Hendrich%20II%20Fall%20Risk%20Model.pdf
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