
Feel the Surge

Using simulation to birth new RN’s to 
the obstetric specialty
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• Identify a benefit of orientation standardization across a large 
health system

• Describe how to use multiple learning modalities to create an 
experiential learning event.

• Describe an opportunity to use simulation-based learning in your 
orientation process.

Objectives
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• We shared a cubicle for a year

• We’ve been on the road 
together providing education 
and doing a lot of Simulation

• We tend to finish each other’s 
sentences

• We get a little goofy with our 
mannequins

Disclosures
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• 13 hospitals

• 11 Birthing Units

• Collaboration/Standardization to ensure best practice
– Allina Pregnancy Care Council

– OB Leaders

– OB Educators

Allina Mother Baby Clinical Service Line
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Background

2/4/2013 - The Mother Baby Center at Abbott 
Northwestern and Children’s Minneapolis

10/26/2015 - The Mother Baby Center at 
United Hospital and Children’s St Paul

7/27/2015 - The Mother Baby Center at 
Mercy with Children’s Coon Rapids
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# New Hires

• 2011 = 64

• 2012 = 65

• 2013 = 135

• 2014 = 68

• 2015 = 124

• 2016 = 139

• 2017 = 105 to date

Background
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Scope/Stakeholders
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Background
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Recommendations

• OB Quickguides
– New Grad
– Experienced RN, new to the Specialty
– RN experienced in OB, new to Allina
– RN experienced in OB, transfer within Allina

• Orientation Classes
– Changed audience and timing of classes
– More focus on flipped classroom/experiential learning…

OB ORIENTATION SIMULATION DAY
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• Our Objective:  Mixed active-learning modalities
– Simulation
– Case Study with hands on practice
– Small group didactic with discussion and demonstration
– Key takeaways: Early recognition, calling for help, communication during the 

event
• Topics:  

– Shoulder Dystocia
– Post Partum Hemorrhage
– Neonatal Code
– Diabetes
– Preeclampsia
– Leopold's/Positioning

Design
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• Shoulder Dystocia
– Recognition of risk factors and signs of 

shoulder dystocia 

– Demonstration of correct application of 

Shoulder dystocia maneuvers 

(suprapubic pressure and McRoberts

Maneuver)

Design
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• Postpartum Hemorrhage
– Recognition of post-partum hemorrhage 

and application of interventions utilizing post-partum

hemorrhage checklist 

– Applies pharmacological measures to 

treat uterine atony 

Design
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• Neonatal Code
– Demonstration of initial steps of 

resuscitation and correct 

administration of PPV

Design
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• Diabetes
– Discuss differences between 

types of 
diabetes: pre-gestational vs 
gestational 
– Demonstrate IV setup for insulin 

infusion
during labor
– Utilize the hypoglycemia 

algorithm to manage baby’s 
glucose

Design



Printing:
This poster is 48” wide by 36” high. It’s 
designed to be printed on a large
printer.

Customizing the Content:
The placeholders in this 
for you. 
click an icon to add a table, chart, SmartArt 
graphic, picture or multimedia file.

T
click the Bullets button on the Home tab.

If you need more placeholders for titles, 
content
you need and drag it into place. PowerPoint’s 
Smart Guides will help you align it with 
everything else.

Want to use your own pictures instead of ours? 
No problem! Just 
choose Change Picture. Maintain the 
proportion of pictures as you resize by dragging 
a corner.

DIABETES IN PREGNANCY

TYPES

Pre-Gestational Diabetes – Type 1

• Insulin deficiency

• Autoimmune process that destroys the pancreatic beta cells resulting in NO 
insulin production

• Insulin therapy and Medical Nutrition Therapy (MNT) are required

• Onset early in life

Pre-Gestational Diabetes – Type 2

• Insulin resistance and relative insulin deficiency

• Defects in insulin binding or glucose transport causing increased demand for 
insulin which beta cells cannot maintain

• Result of either genetic predisposition, environmental factors such as obesity, or 
a combination of both 

• May be managed with Medical Nutrition Therapy and exercise alone, may require 
oral meds, or may require insulin to maintain glycemic control

• Onset later in life

Gestational Diabetes (GDM)

• Carbohydrate intolerance with onset of pregnancy

• Levels of insulin-antagonist hormones increase and insulin resistance occurs

• Onset typically in 2nd or 3rd trimester 

• Oral glucose tolerance screening recommended between 24-28 weeks 

RISK FACTORS

**Good glycemic control throughout pregnancy = 
decreased risk for complications**

Fetus more at risk for:

• Anomalies/Defects – particularly with poor glycemic control in early weeks of 
pregnancy

• Macrosomiabirth trauma, shoulder dystocia, cesarean section

• IUGR due to vascular complications and gestational hypertension in mother

• Miscarriage/fetal death related to comorbid conditions of diabetes in the mother 
(i.e. hypertension, obesity, microvascular complications, ketoacidosis)

Mothers more at risk for:  Gestational hypertension, preeclampsia, hypoglycemia, 
preterm labor, ketoacidosis, infections, cesarean delivery

Infants more at risk for:  Hypoglycemia, Respiratory Distress Syndrome (RDS), 
polycythemia, hyperbilirubinemia, other metabolic abnormalities, and future risk of 
developing obesity, hypertension, cardiovascular disease, and Type 2 diabetes

GDM SCREENING

PRENATAL

• Optimum glycemia control

• Medical Nutrition Therapy

• Daily Self-monitoring of blood glucose:

• GDM and Type 2:  fasting and 1 hours after meals

• Type 1:  before meals, 1 hour after meals, and bedtime

• Oral Agents:  

• Glyburide or Metformin

• May be used as first line medication for GDM and Type 2

• Insulin Therapy:

• Type 1-intensive insulin management

• Type 2 & GDM if nutrition therapy/exercise is ineffective

• Antenatal Fetal Testing is recommended for pregestational diabetes and  
gestational diabetes with poor glycemic control

INTRAPARTUM

• Place appropriate order set upon admission

• Pregnancy Type 1 Diabetes Intrapartum Insulin [30858]

• Pregnancy Type 2 Diabetes or GDM Intrapartum Insulin [30859]

• Ensure you have a creatinine level within the last 48 hours (needed for Endotool)

• Check blood sugars per orders (If not on EndoTool yet, q2h, q1hr in active labor)

• Target glucose range for laboring patients is 75-105.

• If a metered glucose is > 120, check orders from provider to see if EndoTool
insulin infusion protocol is ordered. If it isn’t, clarify with provider what the plan 
will be.

• EndoTool is a program that will calculate the dose of insulin needed to 
control the patients’ blood glucose levels

• EndoTool will determine when to recheck glucose

• EndoTool takes into account: diabetes type, age, weight, steroid dosing, renal 
function, and patient’s historical response to insulin dosing

• No Sub-q doses of insulin should be given when using Endotool – only use 
insulin drip

IV ADMINISTRATION OF INSULIN

RESOURCES

• AKNPatient CarePolicies, guidelines, forms & 
moreSystem-wide patient care topicsDiabetes Care

• AKNExcellian.netEndotool Tipsheet

MANAGEMENT

Step 1 – All women screened at 24-28 weeks gestation

• Patient fasts 8 hours, then given 50g of oral glucose solution 

• Venous glucose checked 1 hour later

• Threshold = 135 or 140 mg/dL depending on facility

Step 2 – Done if threshold exceeded in step 1

• Patient fasts 8 hours, then given 100g oral glucose solution

• Glucose checked at 1, 2, and 3 hours

GDM is present if any of the following serum glucose values are 
exceeded: 

• a) fasting serum glucose > 95 mg/dl 

• b) one- hour serum glucose > 180 mg/dL

• c) two-hour serum glucose > 155 mg/dL

• d) three-hour serum glucose > 140 mg/dL

• All patients who are on insulin, or are anticipated to be on insulin, need 2 IV sites.

• LR will remain the primary maintenance fluid for the primary IV site. You can 
infuse Magnesium, Pitocin, and antibiotics through this line as well (always verify 
compatibility of meds prior to infusing).

• Dextrose 10% in 250 ml bag at 75 ml/hr will be used as the primary fluid in the 2nd

IV site. This will also be used for boluses if the patient is hypoglycemic. 

• Maintenance fluids should total no more than 125 ml/hr, unless giving a fluid 
bolus per EndoTool or physician order.

• Insulin Drip

• Prime IV tubing and waste 20 mls of insulin solution prior to starting 
infusion. 

• Insulin needs to be connected to the port nearest the IV insertion site.

• Label the pump and tubing.

• A double check is needed upon initiation and when hanging a new bag. You 
are encouraged to have double checks more often if you feel uncomfortable 
with administration. 

Prenatal Glucose Targets:
• <95 fasting
• 60-99 preprandial & 

bedtime
• <140 postprandial
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• PreEclampsia
– Demonstrate assessments required 

for pre-eclamptic patient 

– Demonstrate MgSO4 setup: tubing 
setup, IV pump programming for load 
and maintenance

Design
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Care of the patient with preeclampsia

PATHOPHYSIOLOGY

Pathologic changes are due to disruptions in placental perfusion 
and endothelial cell dysfunction. 

• Normally the spiral arteries in the 
placenta change to accommodate 
increased blood flow. 

• In women with preeclampsia, this 
vascular remodeling does not 
occur or only partially develops. 

• Results in decreased placental 
perfusion and hypoxia 

• Placental ischemia stimulates the 
release of a substance that is toxic 
to endothelial cells. 

• Leads to endothelial cell 
dysfunction 

• Generalized vasospasm occurs. 

• Results in hypertension, increased 
peripheral resistance, and poor 
tissue perfusion in all organ 
systems 

• Increased endothelial cell 
permeability occurs. 

• Results in intravascular protein 
and fluid loss and less plasma 
volume 

DIAGNOSIS

PHYSIOLOGIC CHANGES

Decreased uteroplacental perfusion IUGR, low birthweight, prematurity,
abruption, hypoxia, fetal demise

Cardiovascular/hemodynamic Decreased serum albumin and plasma 
colloid osmotic pressure, generalized 
edema, increased capillary permeability, 
pulmonary edema

Renal Proteinuria, oliguria, increased BUN, 
creatinine and uric acid, renal failure

Central nervous system (CNS) Cerebral edema or hemorrhage, 
increased CNS irritability, headaches, 
hyperreflexia w/ or w/o clonus, seizures

Ophthalmic Light sensitivity, double vision, blind 
spots or loss of vision

Hepatic Liver edema, epigastric pain or right 
upper quadrant pain, elevated liver 
enzymes

ACCURATE BLOOD PRESSURE 
MEASUREMENT

HEAD TO TOE ASSESSMENT

Severe preeclampsia

• Use proper size cuff- should cover 80% of 
upper arm or be 1.5 times the length of upper 
arm

• Position patient in sitting or semi reclining 
position. Legs uncrossed

• Let the patient rest 10 minutes after 
positioning

• Support the arm at the level of the heart
• No talking ( nurse or patient) during BP 

measurement
• If elevated, rest 5-10 minutes and retake. Use 

the highest reading
Do not reposition the patient to either side to obtain 
a lower BP. This will give you a false reading 

Reference: Mosby Skills and  
Clinical Key
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• Leopold’s Maneuver/Postioning
– Demonstrate  Leopolds maneuver 

to determine fetal position

– Describe how assessment findings can

be integrated into practice

– Identify  placement of US in relation to

fetal position to obtain continuous fetal 

monitoring tracing

Design
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• Locate & identify resources available on the AKN 
– Mother/Baby CSL page on the AKN

– Policies/Procedures

– Mosby’s Clinical Skills & Key

– Excellian.net

– On-line Library

– The Mother/Baby Center Website

Scavenger Hunt
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• Space

• Equipment

• Agenda

• Facilitators/Sim 
operators

• Admin support

Delivery
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Space
• New sim lab 

space

• 6 suites

• Flexibility and 
creative thinking 

Delivery 
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Delivery

Equipment
• Lucina
• Newborn HAL
• Task trainers
• Supplies for 

stations
• Rentals
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Delivery

Agenda
• 6 hour day

• Small groups
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Facilitators
– Leadership endorsement

– Every site supports

– Facilitator guide

Delivery

Sim operators
2/class 

FACILITATOR GUIDE: OB Sim Day Pre-Eclampsia/MgSO4 

Time Objectives Materials 

30 minutes  Demonstrate assessments 
required for pre-eclamptic  
patient 

 

 Poster (Pre-Eclampsia) 

 Reflex Hammer (3) 

 Adult Stethoscope (2) 

 BP Cuffs (3 sizes) 

 Case Scenarios (3) 

 DTR Tipsheet 

 Handout: Nursing assessment for 
pre-eclampsia/MgSO4 

 Pre-Eclampsia Order Set (2) 

 Laminated Handout: Safety 
Reminders (2) 

 Laminated Handout: Patient 
Education (2) 

            _________________________________________________________________________ 

EXPLAIN: Several handouts will be utilized today; Resource for materials was Mosby’s 

Skills and can be accessed on the AKN; know your resources  

EXPLAIN: Pathophysiology of Pre-Eclampsia 

 Disruption in placental perfusion & endothelial cells 

 Normally, arteries in the placenta change to accommodate increased blood flow 

 In pre-eclampsia, vascular changes do not occur or only partially occur 

 Decreased placental perfusion and hypoxia occur 

 Placental ischemia stimulates a substance that is toxic to endothelial cells 

 Result is vasospasms, hypertension, increased peripheral resistance, & poor 

tissue perfusion in all organ systems 
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• Printing

• Office supplies

• Create folders

• Manage LMS

• Roster

• Directions

• Check in

• Parking

Administrative support
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Survey 
monkey 
evaluation

Evaluation
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In Summary…
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