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1. What occurred during your scenario?

Our scenario was a 2.5 year old girl with a history of a barky cough since the day prior, noisy breathing that improved when she was taken outside, and decreased oral intake for the past two days. She had a fever overnight of 102.1 F. Her symptoms included mild retractions, barky cough, and audible stridor with agitation. She had a personal history of asthma with a family history of it as well. She had a milk allergy. During our scenario she had an episode of respiratory distress that needed immediate intervention. 
2. After obtaining report, what information did you feel was important to collect?
First of all, we needed to do a complete head to toe assessment including vital signs. Her current labs, orders, and radiology tests needed to be reviewed as well. 
3. Explain how you focused your observation to uncover useful information?
Well, at first we were a little unorganized and didn’t have specific tasks assigned to each other. We basically tag-teamed taking vital signs and completing a basic assessment. At the same time, another one of us was reviewing the bedside chart. 
4. Explain what deviations from normal that you recognized to guide your assessment?
One example of a deviation would be the difference in vital sign measurements as compared to an adult patient’s normal measurements. A toddler usually has a respiratory rate of 24-40 while an adult would be more in the range of 16-20.  A toddler’s normal heart rate is 90-140 where in an adult this would be considered tachycardia. A toddler’s blood pressure is normally 80-112/50-80. This would be considered on the lower end for an adult. 
a. How were these deviations different than what you would find in an adult patient with a similar type of issue?

Another thing to keep in mind is that children need to be more closely monitored for dehydration, thus the decreased oral intake over the past two days was a concern. Also this tiny patient was unable to elaborate as to what her specific symptoms were so this made obtaining accurate physical assessment findings all the more important. 
5. What data did you collect to help guide your interventions?
We closely watched the vital sign monitor for any signs of distress. We reassessed vital signs and lung sounds as needed. At one point we noted that the SpO2 had dropped to 76% on RA and increased back up to 99% following the application of a simple mask and administration of a 2.25% racemic epinephrine breathing treatment. After the treatment her wheezing had improved slightly. Also we noted an axillary temperature of 101.5 and gave PO Tylenol as ordered following the treatment.
6. How did you decide on prioritizing your care?  
Respiratory status was our main focus. The low SpO2 of 76% and increase in wheezing needed immediate intervention. The fever was low enough that it could wait to be treated until after the respiratory distress was stabilized. After the fever and respiratory status were addressed other issues such as diaper change, hygiene care, and feeding could be taken care of. 
a. Anything you would do differently in the future?
In the future, I might hope to have a better understanding of individual roles before entering into the scenario. But I do realize that in real life you can’t always plan that way. 
7. Describe the communication between the team?
Overall, I feel the communication was pretty good between our team members. We were all able to recognize the decline in respiratory status almost immediately. Penny volunteered to call respiratory right away, however I wish I had asked her to call them “STAT.” Sam took initiative to calculate the Tylenol dosage and asked for my help in double checking the dosage. We all communicated our assessment findings with the other team members. 
a. Anything you would do different in the future?
Like I said I would have asked Penny to call respiratory “STAT” next time. 
8. Describe how you feel you did with nursing skills?  
Nursing skills were okay. We calculated the Tylenol dosage correctly. We completed a basic toddler assessment. I did remember that a simple mask cannot be on oxygen less than 6L/min d/t the possibility of CO2 retention. 
a. Anything you would do different in the future?
I would review fontanels in toddlers as I could not remember if they were supposed to be fully closed or not by this age. 

9. Describe a positive thing you did in the scenario?
I reminded the others about the simple mask needing to stay at 6L/min while on the simple mask. And I asked Penny to call respiratory again since they were taking a while to get there. 
10. What is an area that you need to improve? 
I would like to review the toddler head to toe assessment in more detail in order to become more proficient in it. 
a. Describe your plan to eliminate any weaknesses. 
My plan is to discuss/assign specific roles prior to going into the scenario. Also I will be reviewing the toddler head to toe assessment in more detail with information gained from our Perry textbook, ATI book, and possibly ATI videos. 
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