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Debriefing Questions

1. Our patient Rose was admitted the ER 3 days ago with vomiting and diarrhea. We counted I and O when changing her diaper and emptying her emesis from the emesis basin. We collected vitals, administered oxygen, did a head to toe assessment, and hung a couple bags of fluids. 

2. We thought it was important to get the results back from lab pertaining to her stool collection. Once we found out she was positive for rotavirus we knew she needed to be on contact precautions. We also felt it was important to collect all vital signs and do a head to toe assessment.
3. We observed particularly her vital signs, her pulse oximetry started to drop into the 80’s and her pulse jumped to 160, she also got cyanotic around the lips. This is when we administered oxygen and called respiratory and the doctor to see what to do next.

4. Her pulse was high, and her oxygen was low, we knew that this was not normal and acted on that. Her temperature was normal which was 98.6, so we knew we wouldn’t be needing to administer Tylenol.
a. They were different from what we would find in an adult because if an adults pulse was 160 we would probably be more worried since normal adult pulse is 60-100. 
5. We collected vital signs a few times and did a head to toe assessment. Her blood pressure was very low which was 72/41. With the abnormal vital signs we knew something wasn’t right and with her history or vomiting and diarrhea we called the doctor to see what fluids he would order for her.
6. We prioritized our care based on her history. We knew that she was probably dehydrated, since when we came in and she had vomited and had diarrhea we had to make her NPO. She had medications ordered PO which we were not able to give until she had no emesis for 4 hours. Also when we noticed her oxygen was in the 80’s we administered oxygen via nasal cannula.

A. Next time right when we saw that she was getting her stool tested for rotavirus we should have immediately put her on contact precautions just to be on the safe side. Now we know that we don’t need to wait for the results we need to be precautious especially because we changed her diaper with no gown.
7. Our communication was good, we worked together to collect the vital signs and do a head to toe assessment. We took turns doing different tasks. We also would ask one another to call respiratory or call the doctor while the other one stayed with the baby to make sure she was okay. She also reminded me to put gloves on before touching the baby. 
B. No I don’t think I would do anything different when it comes to communication, I thought we communicated well.
8. I think our nursing skills were good. Each time we feel more confident with doing vital signs, head to toe assessment, and even changing the diapers. 
A. I have to try and remember to not take my eye off the baby when the side rail is down, I kept wanting to go help June without putting the side rail up first. 
9. Something positive, I acted quicker to realize something was wrong compared to the last clinical. Right when we saw the abnormal vital signs we got the oxygen and started calling respiratory and the doctor to see what else to do. We hung the fluids quickly and her vital signs soon became normal and her cyanosis disappeared. 

10. An area I need to improve would be being more confident. Certain things I knew that I tend to forget, such as putting up contact precautions immediately, or knowing that nurses can administer oxygen and we didn’t need to ask permission from respiratory. 



B. My plan is to just be confident in my skills and tasks. I have to remember to never walk away when the side rail is down also. 
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