2006 CHAM Orientation Scenarios


Scenario #1
You are health aides in a village 250 miles from the nearest hospital or subregional clinic. 

You get a call in the middle of the night about a 4-wheeler accident with someone hurt bad. It is summer, not raining.

You arrive at the scene with your emergency kit and Emergency Field Handbook.

Start on p. E-1.

Scene is safe. 4-wheeler rolled over on its side several feet away from patient. 
One patient wearing a helmet, moaning but not moving much. Witness says he had been drinking and the 4-wheeler rolled over him. 

Trauma patient.  Go to p. E-5.

GA: Moaning, says stomach hurts.

Airway and breathing: Open, breathing a little fast. (if open chest wound, would bump out here to p. E-25.)

Circulation: pulse fast, weak.

No major bleeding.

Skin: normal color, cool, dry.

Remove helmet: no

Rapid trauma exam: Abdomen, tender RUQ.

VS: P 120, R 20, BP 98/85.

SAMPLE history: Not cooperative to answer questions.

Treat for shock? 

Serious injuries: Shock p. E-11. E-12 sends you to Abdominal Injury p. E-35 Assessment chart. 

Other Severe Abdominal Injury, E-41

Main CHAM, p. 57, p. 66 

p. E-122 for care during medevac.

Scenario #2
Phone call says can’t wake up grandmother. Go to home with emergency kit and Handbook.

60 year old woman lying in bed. 

Medical p. E-60.

Patient looks sick. Responds only to pain by moaning and moving a little.


Airway open, breathing slow and deep


Pulse slow, strong.


Skin: Pink, warm, dry.


SAMPLE history: woke up during the night with a headache, but went back to sleep. Unable to wake her up this morning. No allergies or meds. High blood pressure for 2 years, didn’t want to take the medicine.

Blood sugar: 92

T: 97.4 P 60 R 12 BP 160/90 SpO2 92

Rapid exam: Pupils, right larger than left, slow to respond to light.

CHAM p. 74 Additional History negative except headache and hx hypertension.

Additional Exam: neck a little stiff when flexed. Reflexes: can’t tell if they are equal.


Hgb: 12.2   No urine

Assessment?  Other Cause of Decreased Level of Consciousness, p. 102 (unconscious/unknown).

Scenario #3
2 month old. If seen at home, EFH similar, not as detailed as CHAM.

Brought into clinic by mother. Won’t eat, very sleepy, mom says something is wrong. 

Choice here of emergency chapter or p. 1 child evaluation for very sick.


GA: pale, limp, sweaty, not moving. 

P 1 sends you to p. 68 in emergency chapter.


Airway open, breathing fast, shallow, grunting.


Pulse 180, hard to feel. Skin feels cold, cap refill 4 seconds

History: getting sick over 2 days, won’t breastfeed or take a bottle now, was fussy 
and irritable, now just hard to wake up. Maybe had a fever, but now feels cold. No other symptoms.


T 96.6 P 180 R 60, irregular  SpO2 88


Blood sugar 68


Eyes sunken, mouth dry


Chest clear.  Abdomen soft  Arms/legs: floppy, limp

Very sick child. Go to p. 149

Scenario #4
2 year old comes in fussy, fever, pulling at left ear, runny nose, cough.

Inside front cover to p. 1. 

Child has none of those findings. 

Back to Inside Front Cover Begin History

p. 235 do history and exam. Child does not look sick, temp is 102.

Scenario #5  p. 574

30 year old pregnant woman here for 32 weeks check-up.  First pregnancy.

Weight: 158, up 5 ½  pounds.  Urine dip ok.  BP 144/92.

Feels well, but a little tired. Was diagnosed with high blood sugar 4 weeks ago, seen at hospital and sent home with diet and exercise.

No signs of problem in pregnancy (danger signs). No contractions. Blood sugars at home 100-200. No signs of preeclampsia. Never had high blood pressure, but problem runs in the family.

Exam: 34 cm, head down, FHTs 140. Ankles a little swollen. Hands ok. Reflexes ok.

Assessments: for BP go to p. 592.

This section can be used as a stand alone for frequent checks, or as part of routine prenatal care. Just skip the questions already asked.

Gestational hypertension: Go to p. 580

Always report.

Do section #6, as well as rest of plan.

Scenario #6

14 weeks pregnant, had normal prenatal check-up 2 weeks ago. 

Today comes to clinic with spotting bright red blood from vagina. No cramping.

Start at inside front cover. Go to p. 600. 

If health aide comes here, only questions missed will be Past Health Hx, which she should already have.

If same patient came to clinic for routine check-up, and had started 
spotting that morning, 

p. 557 would bump her out to p. 600.

Scenario #7
70 year old woman has terminal lung cancer. Has come home to die. 

Death expected within 2 months.

Family asks for a home visit to help make patient comfortable, as she is too ill to get to clinic easily.

Inside front cover


to evaluate for first visit

or

p. R-307, End of Life Comfort Care

Scenario #8

42 year old woman comes to clinic feeling “bum.” 

Inside Front Cover

Started a few days ago feeling sick, tired, weak, hot and cold. Getting worse.

No allergies, no meds, smokes 5 sticks a day, no alcohol.

LMP: 1 week ago, normal.

Index

p. 673, Adult or Older Child Who Feels Sick

Scenario #9

2 year old brought to clinic by mom with a bad cough.

Sick for 2 days, got worse last night. Felt a little hot. Never had before.

No allergies, no meds, no smokers in house.

No high risk health condition.

Index: cough

p. 290, Respiratory Illness

Cough worse during night and naps. Sounds like a seal.

No appetite but takes fluids well. Normal wet diapers. Normal BM. Tired, cranky.

Exam: GA: does not look very sick.


T 100.8° rectally; P 130; R 32; SpO2 95%

Has barky cough, sounds a little wet. Sounds hoarse and has high-pitched sound (stridor) when crying.


Chest clear, some retractions.

Assessment:

Croup

Plan: p. 302, Respiratory 10.

When should this patient be reported?

Special Care   Medicines   Patient Education    

Recheck:  When?

Scenario #10

3 1/2 year old brought to clinic by mom with fever and bad sore throat.

Sick for 2 days, getting worse. Temp 102.4 at home. Had strep throat 3 weeks ago, seems like the same problem again.

No allergies, no meds, no smokers in house.

No high risk health condition.

Index: sore throat          Strep throat

p. 290, Respiratory Illness

Throat very sore, hurts to swallow. No appetite but takes fluids well. 

Exam: GA: looks a little sick, quiet, not playful.


T 102.8° rectally; P 130; R 28; SpO2 97%


Throat: red, swollen tonsils with white patches. Bad breath.


Strep test: positive.

Assessment:

Strep throat

Plan: p. 300, Respiratory 7.

You have a current standing order for this problem.

When should this patient be reported?

Patient Education    Medicines: What Meds?   Additional Care

Recheck:  When?

Scenario #11

3 1/2 year old brought to clinic by mom 3 days after being treated for Strep throat. Mom wants to be sure he is better.

Where do you start?

Recheck visit, inside back cover.

Child is better, eating some. Playing. Still taking Amoxicillin

Index: Strep throat

p. 300, Strep throat Plan, recheck section.

Taking fluids well.

Exam: GA: looks well. Running around clinic room.


T 98° rectally

Throat: A little red, swollen tonsils. No white patches or bad 
breath.

Is patient better?

When should this patient be reported?

Scenario #12

60 year old complaining of “chest cold” and cough.

Sick for 10 days, getting worse. Cough worse in the morning. Had bronchitis 2 times before in the last year.

No allergies, no meds. Smokes 2 packs/day. No interested in stopping.

No high risk health condition.

Index

p. 290, Respiratory Illness

Coughing up a lot of yellow sputum. Worse in morning, and when he goes out into cold air. Feels a little more tired. Sweating some.

Has not had a flu shot this year. Never had a pneumonia shot?

Exam: GA: looks a little tired.


T 99.8°; P 88; R 20; SpO2 97%

Chest: Rhonchi all over, get better after coughing. Percussion 
sounds the same everywhere.

Assessment:

Bronchitis

Plan: p. 304, Respiratory 11.

You have a current standing order for this problem.

When should this patient be reported?

Patient Education    Medicines: What Meds?   

Recheck:  When?

Scenario #13

50 year old complaining of bad stomach pain.

Pain started 8 hours ago, getting worse. 7 on scale of 10. Started in upper left, moved to middle, now hurts everywhere.

No allergies, no meds. No tobacco or alcohol.

No high risk health condition.

Index:  Abdominal Pain     stomach pain

p. 362, Abdominal Pain

Watching TV when pain started. Started as cramping, but getting worse and worse. Hasn’t eaten, feels nauseated. Hasn’t passed any gas, would feel better if she could. Last BM yesterday morning.

Had hysterectomy 10 years ago.

Exam: GA: Looks sick, pale.


T 98.8°; P 92; R 20

Abdomen: no bowel sounds heard after 2 minutes. Tender everywhere, muscles feel tight. No rebound tenderness.

Assessment:

Acute Abdomen

Plan: p. 366, Digestive 2

When should this patient be reported?

Special Care    Medicine: What Meds?  Additional Care   

Recheck:  When?
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