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Debriefing Questions

1. Our patient Rose was in the emergency room for Croup’s. She has had a cough and poor oral intake for two days. She had mild intercostals retraction, asthma, a milk allergy, and a saline lock in the right forearm. She has Tylenol prescribed PRN every 4 hours if temperature is greater than 100.4. She also takes pedialyte and it is to be held if respirations are greater than 50. 

2. After getting report, it was important that we collect all of vital signs, especially her pulse oximetry at least every 4 hours, and her temperature to see if she has a fever and is in need of Tylenol. We also needed to obtain a head to toe assessment, specifically a focused assessment of the respiratory system due to the Croup’s.

3. During the focused observation we noted stridor and discovered she had a fever of 101.5, pulse oximetry of 95%, blood pressure of 79/39, heart rate of 133, and respirations of 36. She also started to get cyanosis of the lips.
4. After getting a pulse oximetry a second time it had gone down into the 80’s and even into the 70’s and heart rate and respirations started to increase so we knew to call respiratory for her breathing treatment and to ask about administering oxygen.
a. These are similar to an adult because their vital signs like heart rate and respirations would likely increase. It may have been that an adult was already on oxygen and we just needed to get orders to increase it. With an adult we could have raised the head of the bed to try and help, with an infant we cannot.

5. We collected all the vital signs, did a head to toe assessment, including the assessment of skin color and turgor, and also the lung and heart sounds. After seeing that some of the vital signs were compromised we knew to call respiratory to see what to do.

6. We prioritized our care based on the ABC’s (airway, breathing, circulation). She had a patent airway but her breathing was compromised, as well as the circulation when we noticed the cyanosis in the lips of the infant. Due to the breathing and circulation being compromised we knew she was in need of a breathing treatment and oxygen to be administered. 
a. I think we could have been a little bit quicker with calling respiratory, right when we saw that the pulse oximetry was down in the 80’s we should have called respiratory, when instead it got to the 70’s. 
7. Bill and I had very good communication with each other throughout the scenario. We communicated all the vital signs and any assessment abnormalities. We worked very well together, also with the medication calculation.  

a. Maybe next time instead of both doing the assessment, one of us could be looking at the medications and calling respiratory while dealing with the oxygen, and the other could be doing vital signs and assessment. Since it was our first time we felt more comfortable doing everything together versus working separately. 
8. I think my nursing skills were well. I wasn’t sure if I was supposed to take the blood pressure in the upper or lower part of the leg but when I attempted to slide it on the upper I realized it was too small. I then attempted using the lower leg and it worked, and I did have in my notes to use the lower part of the leg. I also knew to check the temperature a second time to see if the fever had gone down any.
a. Next time, I won’t wait to give the Tylenol, I saw that her fever was so high so I should have administered it. I just wasn’t sure if it was 0800 which was when the next dose was due.
9. A positive thing that I did in the scenario was recognizing the abnormalities of Rose. Several things were compromised like I listed above and I knew that something needed to be done but just needed to act a little quicker.

10. I need to improve on the safety aspect. Rose’s side rail should have never been down when our backs were turned on her. Any time we walk away or even turn our backs for a second the side rail needs to be put up. 
a. I will do double checks on everything such as checking the side rail. I will also act a little quicker when I see that something isn’t right in any scenario. Even if I am not sure what to do I need to ask right away before something bad happens or before more systems become compromised. 
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