PreOB Simulation Patient Preparation Worksheet
This section is to be completed prior to Sim Day 1:

Student Name: Vic Padilla Admit Date:




Blood Type/Rh:

Obstetrical reason for admission:

Chronic health conditions
Allergies: NKDA

Patient initials: BBW G_P_AB__L_M_EDD_ /1 Gest. Age:38 3/7
Rubella Status: GBS status:
Complication with this or previous pregnancies:
skin, temp., lungs

Priority Body System(s) to Assess:

Pathophysiology

Interpreting clinical data collected, what is the primary/current medical/obstetrical problem?

State the pathophysiology of this problem in your own words.
Complete the medical/obstetrical problem & fetal implications section for any pregnant patient.
Complete the medical/obstetrical problem ONLY for any postpartum patient.
Complete the newborn implications ONLY for any newborn infant.

Medical/Obstetrical Pro

blem

Pathophysiology of Medical/Obstetrical Problem

Fetal/Newborn Implications

Pathophysiology of Fetal/Newborn Implications

Jittery, increase respirations,
skin

mottled

Temperature is below normal range

Problem Recogniti

on

To prevent a complication based on the primary medical problem, answer each question in the table below.

Question

Most Likely
Maternal Complication

Worst Possible
Maternal Complication

Most Likely Fetal/
Newborn Complication

Worst Possible Fetal/
Neonatal Complication

Identify the most likely and
worst possible
complications.

Increased risk for c
section delivery and
future development
of type 2 diabetes

Preeclampsia (high
BP during
pregnancy) can
threaten both mom
and baby

Brain damage

disabilities

Long term
neurodevelopment

What interventions can
prevent them from

Balanced diet,
regular physical
activity,

Early prenatal care,
low dose of aspirin
starting in 2"

Effective treatment
to raise blood
glucose levels and

glucose monitoring,
early feeding,

Frequent blood

tests for proteinuria
and liver, kidney
function

ing?
developing? breastfeeding trimester ensure stable, safe |[dextrose IV if
range needed

wike il HALC, fasting Monitor blood Detecting neuro Monitoring blood
e EREEEE TS AT plasma glucose test, pressure, assess  [signs altered mentaliglucose and
needed to identify blooq pressure fc_)r headaches and status, Fa_chypnea, cono_lucting fast
complications early? monitoring, visual dlsturpances, and u'qhzm_g . studles.to

blood and urine neuroimaging like [determine cause

MRI to assess brain
structure and
function.

and ability to

regulate glucose

What nursing interventions
will the nurse implement if
the anticipated
complication develops?

Review diet plan,
provide education,
encourage exercise
as appropriate,
assess s/s of DKA

(polydipsia, polyuria)

Frequent blood
pressure
monitoring,
implement seizure
precautions, assess

signs of pulmonary

Implement a range
of interventions
focused on
stabilizing the infant
and minimize

further injury

care, collaborate
with

team to maximize
their quality of life

Provide specialized

multidisciplinary




edema (cough,
crackles, SOB)

Surgery or Invasive Procedures — LEAVE BLANK if this does not apply to your patient

Describe the procedure in your own words.

Procedure

Surgery/Procedures Problem Recognition — LEAVE BLANK if this does not apply
To prevent a complication based on the procedure, answer each question in the table below.

Question

Most Likely
Maternal Complication

Worst Possible
Maternal Complication

Most Likely Fetal/
Newborn Complication

Worst Possible Fetal/
Neonatal Complication

Identify the most likely and
worst possible
complications.

What interventions can
prevent them from
developing?

What clinical
data/assessments are
needed to identify
complications early?

What nursing interventions

anticipated complication
develops?

will the nurse implement if the

Pharmacology

New drugs ordered during scenario must be added before student leaves the simulation center for the day.

Medications Pharm. Mechanism of Actionin Common Side Assessments/Nursing
Class OWN WORDS Effects Responsibilities
Phytonadione  |[Vitamins It is a IM vitamin K fat soluable [Flushing, taste Monitor PT and INR values. Make
injection to prevent any disturbances, sure baby receives within 6 hours of
hemorrhage caused by vit. K |sweating, dizziness,|being born, monitor pulse and BP
deficiency fast heart rate frequently
Erythromycin  |Macrolide  |[Used to treat bacterial Irritation, redness  |Make sure ointment is not wiped
Ophthalmic antibiotics  [infections of the eye in NB’s away for absorption, monitor for any
Ointment swelling immediately after
application, monitor for infection
(discharge from one or both eyes,
lid edema, erythema)
Hep B (Engerix |Inactivated [To help the body produce its |Low grade fever, |Monitor for allergic reactions like
B) \vaccine own antibodies for protection |soreness, redness, [rash, itching, difficulty breathing,
against the disease swelling at injection
site




sticks

procedures, vaccines, heel

Sucrose O-glycosyl |Itis a sweet sugar taste like Diarrhea,
Solution compounds [liquid that is used to reduce constipation, n/v,
pain and distress during minor |cough

Encourage nonnutritive sucking as it
increases the pain relief effect.
Monitor for signs of gagging,
choking and effectiveness.

Nursing Management of Care

1. Afterinterpreting clinical data collected, identify the nursing priority goal for your shift and three
priority interventions specific for your patient's possible complications (listed on page one).
For each intervention write the rationale and expected outcome.

Nursing Priority

To get baby’s temp up

Goal/Outcome

For baby’s temp to stay up and for s/s to normalize

Priority Assessment/Intervention(s)

Rationale

Expected Outcome

1. Immediate glucose check

2. Assess respiratory status and
heart rate

3. Assess for signs of tremors,
jitteriness, grunting, poor
feeding, hypotonia (floppy
muscles)

1. Can lead to severe neurological damage
(brain injury) and other developmental
problems

2. Tachypnea making baby work
harder to compensate and
Tachycardia, baby releases
adrenaline known as epinephrine
which causes heart rate to increase

3. Brain attempts to compensate for
low glucose and release of stress
hormones like epinephrine, reduced
energy supply to muscles can
cause them to be lose or floppy

1. Blood sugar level below the normal range,
typically below 45

2. Rapid breathing, a fast heart
rate, but also it can lead to
respiratory distress/failure

3. Long term neurodevelopment
issues if left untreated

Abnormal Relevant Lab Test | Current Clinical Significance
Complete Blood Count (CBC) Labs

WBC 10.5 9.0-30.0

RBC 10.6 4.1-6.1

Hgb 26.5 14.5-24.5

HCT 65.4 44-64

Platelet 270 150-450

Metabolic Panel Labs

Are there any Labs results that are concerning to the Nurse?

RBC, Hgb, HCT




Current Priority Focused Nursing Assessment

Ccv Resp Neuro Gl GU Skin VS Other
Rapid Jitteriness or Kidneys Patchy mottled  [Temp.
breathing tremors color
(shaking)

This Section is to be completed in the Sim center- do not complete before!

Time: Focused OB Assessment
VS Contractions Vaginal exam | Fetal Labor Pain Emotional Other
Assessment Stage/phase Plan
Freq. Dil. FHR
Dur. Eff. Var.
Str. Sta. Accel.
Prest. Decel.
BOW TX.
Time: Focused Postpartum Assessment
VS CVv Resp Neuro Gl GU/Fundal Skin Other
Bladder
Fundal loc
Tone
Lochia
Time: Focused Newborn Assessment
VS CcVv Resp Neuro Gl GU Skin Other

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?

Most Important Maternal Assessment Findings

Clinical Significance

Most Important Fetal Assessment Findings

Clinical Significance

2. After implementing the plan of care, interpret clinical data at the end of your shift to determine if
your patient’s condition has improved, has not changed, or has declined.

Most Important Data

Patient Condition

Improved

No Change

Declined

3. Has the patient’s overall status improved, declined, or remained unchanged during your shift? If the patient

5




has not improved, what other interventions must be considered by the nurse?

Overall Status Additional Interventions to Implement

Expected Outcome

Professional Communication - SBAR to Primary NURSE

Situation

* Name/age

G P AB L EDB [/ |/ Est. Gest. WKks.:
» Reason for admission

Background

* Primary problem/diagnosis

» Most important obstetrical history

» Most important past medical history
» Most important background data

Assessment

* Most important clinical data:
* Vital signs
* Assessment
* Diagnostics/lab values
Trend of most important clinical data (stable - increasing/decreasing)
 Patient/Family birthing plan?
» How have you advanced the plan of care?
* Patient response
« Status (stable/unstableAvorsening)

Recommendation

« Suggestions for plan of care

02 therapy Notes:

IV site

IV Maintenance

IV Drips

Anesthesia _Local / Epidural / Spinal / General

Episiotomy Treatment

Incision Dressing




Fundus Location Firm / Bogay
Pain Score Treatment

Fall Risk/Safety

Diet

Last Void Last BM

Intake Output:
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