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Debriefing Questions

1. What occurred during your scenario? During this scenario we had a 2 year old child who was experiencing some diarrhea and vomiting.  She was not able to keep anything down for a couple days.  She did take some liquids at the hospital but not much.  During this scenario the baby did have a loose green stool for us and also some emesis was at the bedside.  Her vital sign including her BP and pulse ox dropped.  We did have to put her on O2 and call the Dr. who then instructed us to give then child a bolus of IV fluids then call him back.  When we called him back her situation was not improved enough and we then did have to give her another bolus of fluids which then helped.  
2. After obtaining report, what information did you feel was important to collect? After hearing report the first thing we obtained were her vital signs which were all stable at that point.  Then we did notice another loose stool diaper which we changed.  We did a assessment and tried to give the child a little more fluids.

3. Explain how you focused your observation to uncover useful information? We focused our assessment mostly on signs of dehydration because we knew that with her not eating or drinking enough in the last couple days that could be a problem.  We checked her vitals and her diaper to help us look at her I&O’s.  

4. Explain what deviations from normal that you recognized to guide your assessment? The deviations from normal that we noticed was that she was not eating or drinking enough, having loose green stool and emesis.  Later in the assessment her vital signs became unstable.  
a. How were these deviations different than what you would find in an adult patient with a similar type of issue? I think with any situation with a child is that they can not really tell you how they feel as much as a adult can.  Also they can become much more dehydrated faster because of their size being much smaller.  The symptoms of dehydration are a little different in a adult also.  The good thing is that just as fast and they can go bad, they can hopefully be fixed pretty fast also.  
5. What data did you collect to help guide your interventions? We obtained vital signs which were at first stable but then later dropped to chow the dehydration was worsening.  We also obtained a emesis and a green liquid BM.  
6. How did you decide on prioritizing your care? We prioritized our care at first on obtaining vitals and doing an assessment.  We then saw the dirty diaper and changed that.  When we noticed that the vital signs were becoming unstable we called the Dr. who prescribed fluids which we immediately gave.  
a. Anything you would do differently in the future? If I were to do anything different I would focus more on the vital signs and what each of them meant.  Also the child was being screened for things that may have required us to gown up which we did not do.  
7. Describe the communication between the team?  We did communicate well in observing the child’s needs and what we needed to do at that time.  
a. Anything you would do different in the future?  The safety issues are something that I will recognize next time such as gowning and gloving immediately.  
8. Describe how you feel you did with nursing skills?  I feel that the nursing skills were done well.  I think we recognized the signs and symptoms that needed taken care of quickly. 
a. Anything you would do different in the future?  I would hope that my assessment skills continue to grow and I recognize things more easily and connect them with problems quicker.  . 
9. Describe a positive thing you did in the scenario?  I think that I recognized the need to call the Dr. when the sats were dropping and felt comfortable doing so.  
10. What is an area that you need to improve? Assessment as a whole on a child and recognizing signs and symptoms.  
a. Describe your plan to eliminate any weaknesses. My assessment will continue to become stronger through schooling and practice.  
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