This Section is to be completed in the Sim center- do not complete before!
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EVALUATION of OUTCOMES - Complete this section AFTER scenario.

1. Which findings have you collected that are most important and need to be noticed as clinically significant?
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2. After implementing the plan of care, intemrefclinical data at the end of your shift to determine if

your patient’s condition has improved, has not changed, or has declined.
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3. Has the patient’s overall status improved, declined, or remained unchanged during your shift? If the patient
has not improved, what other interventions must be considered by the nurse?
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Professional Communication - SBAR to Primary NURSE

lSituation
- Name/age /. ﬂ’
*G’|,Pl AB L EDB / / Est. Gest. Wks.: Z@ o
- Reason for admission < [/ DM
rBackground
- Primary problem/diagnosis & [N (H)6 L (nTYachvITS

» Most important obstetrical history N\ U)W\P\J Cﬁ‘ﬁms

- Most important past medical history ASTNNA \
* Most important background data 17 4
tAssessment tl%i A\\m Pm} ’ \ |

 Most important clinical data:

- Vital signs ND aece[g

» Assessment ' Od \/&V] W

- Diagnostics/lab values " we O\

Trend of most important clinical data (s‘table - increasing/decreasing) {\QT Y] mO\

- Patient/Family birthing plan? NW\WQ\ (//{@6 T = w UA@

- How have you advanced the plan of care? InUrefse W‘J‘“a n\_ ) O
NG U

- Patient response - ()| \M‘iw\
! » Status (stableantableMorsening) KW\ M@S*/ N (/(h/(ml

[Recommendahon
- Suggestions for plan of care_* MOYUIDY PHIZ

. \sSessment on b
. 06Ss Vioywe Ufe 7

o Sacaiy TS N
IV site
[V Maintenance LR Homl mv'

v orps Clindamugn 3 Ol /51

a Local/ Epidural / Spinal / General

Anesthes!
Episiotomy Nb Treatment
Incision N 0 Dressing N\)
Fundus Location Firm / Boagy
Pain Score __ Treatment
Fall Risk/Safety e
Diet __ E 22
Last BM

lastVoid____———

Output

Intake____———
5




