OB Simulation 
Nurse assigned to 4 postpartum patients.

Date: 						    File Name: 
Discipline:  						    Participant Level:	     
Expected Simulation Run Time: 		    Debrief /Guided Reflection Time: 
Location:                                                            Location for Reflection: 

	Admission Date:      Today’s Date: 
Brief Description of Patient:
Name:          Gender:      Age:              Race: 
Weight: ____kg            Height: ____cm
Religion:                       Major Support: 
                                      Phone: 

Allergies: 
Immunizations: 
Attending Physician/Team: 

PMH: 


History of Present illness: 


Social History:



Primary Diagnosis: 
Surgeries/Procedures:

	Psychomotor Skills Required prior to simulation:








Cognitive Skills Required prior to Simulation: i.e. independent reading (R), video review (V), computer simulations (CS), lecture(L)











Simulation Learning Objectives:
1. Perform postpartum assessments for normal postpartum patients. Assessments include:
a. Patient vital signs
b. Pain level
c. Breasts/nipples
d. Uterine fundus for firmness and position
e. Perineum
f. Lochia
g. Bladder distention
h. Bowel function
i. Circulation 
j. Emotional status
2. Determine if additional actions or assessments are needed, based on assessments
3. Interact effectively with the patient
4. Assess infant vital signs
5. Perform newborn assessment


Fidelity
	Setting/Environment
· Women’s Center

Simulator Manikin/s Needed:
Manikin with empty abdominal cavity creating simulated fundus using firm ball, spongy ball or grapefruit, material to support and surround ball and/or grapefruit (foam or fiberfill work well), covering for abdomen to simulate abdominal fat/skin (have used old injection pads), cloth covering/gown. Peri pads with lochia of various amounts using red and blue food coloring for making lochia. Blood clots – use strawberry jam for small clots and strawberry jelly for large clots. Prepared peri pads store well in refrigerator for future use if they are wrapped in saran wrap and kept in closed plastic bag.

Props:
Equipment attached to manikin:
· IV tubing with primary line ___________ fluids running at __________ cc/hr
· Secondary IV line __ running at _ cc/hr 
· IV pump
· Foley catheter ________cc output
· PCA pump running
· IVPB  with ___ running at ___ cc/hr
· 02  _______
· Monitor attached
· ID band _______

Equipment available in room
· Bedpan/Urinal	
· Foley kit	
· Straight Catheter Kit
· Incentive Spirometer
· Fluids
· IV start kit				
· IV tubing
· IVPB Tubing
· IV Pump
· Feeding Pump		
· Pressure Bag			
· 02 delivery devices type       
· Crash cart with airway devices and emergency medications		         
· Defibrillator/Pacer
· Suction 
· Other_________
	Medications and Fluids
· IV Fluids:	
		
· Oral Meds:    

· IVPB:             

· IV Push:        

· IM or SC:      

Diagnostics Available
· Labs
· X-rays (Images)
· 12-Lead EKG
· Other

Documentation Forms 
· Physician Orders               
· Admit Orders	         
· Flow sheet
· Medication Administration Record
· Kardex
· Graphic Record		
· Shift Assessment
· Triage Forms
· Code Record
· Anesthesia / PACU Record
· Standing (Protocol) Orders
· Transfer Orders


Other Props

Recommended Mode for simulation:


	Roles / Guidelines for Roles
· Primary Nurse
· Mother/Manikin
· Baby
· Family Member
· Observer/s

Important information related to roles:


Critical Lab Values:

Physician Orders:



	Participant Information Needed Prior to Scenario:
· Has been oriented to simulator
· Understands guidelines /expectations for scenario
· Has accomplished all pre-simulation requirements
· All participants understand their assigned roles
· Has been given time frame expectations

Report Participants will receive before simulation:
You are the nurse assigned to 4 postpartum patients. You are to perform the necessary postpartum assessments and provide nursing interventions teaching as needed. The information from the kardex and shift report for each of the patients you will be caring for follows.

Patient #1
Candy is now Gravida 3 Para 3003. 
She delivered an 8 pound 15 ounce male vaginally 30 hours ago. 
She has no episiotomy but does have a first degree vaginal tear that has been repaired. She is A+, Rubella immune, Hepatitis B negative, VDRL negative and HIV negative. She has 2 small children at home, ages 16 months and 2 ½ years. 
She is breast feeding.
 Report states VS are normal, postpartum checks are WNL and breastfeeding is going well. 
The patient has been comfortable and her husband is supportive. 
The patient wants to be discharged today.

When the Participant enters Candy’s room, the husband is present and has the car seat ready. 
The parents are waiting for the family physician to see them and write discharge orders. 
The Participant is to perform the postpartum assessments and determine if the patient is ready for discharge.
For this scenario, the mother/manikin must be able to answer questions to assist the Participant in the assessment. 
The fundus model should be firm; the peri pad should have a moderate amount of rubra lochia with small clots. 
If using Vital Sim Anne manikin, use normal vital signs (T 97.7oF, P 76, R 18, BP 118/70). 

The mother provides the following information when asked specifically about each area of information. 
Her breasts are tender and feel fuller than yesterday. 
Her nipples are not sore and she is not having any problems or discomfort when breastfeeding. 
She reports that baby is nursing for 15 minutes on each side and at the last feeding; he fell asleep on the second side after 20 minutes. 
He is eating every 2 - 2 ½ hours. 
Mom reports that she can hear audible swallowing. 
The baby has voided 2 times already today and 2 times yesterday. 
The baby has stooled 3 times yesterday and 2 times today. 
The stool is dark green to black in color and sticky, in moderate to large amounts. 
She is having uterine cramping when breastfeeding – rates pain at 5 but when not breastfeeding pain is 0-1.
She is taking ibuprofen every 6-7 hours. 
She took colace last evening. 
She is voiding every 2-4 hours without difficulty and feels like she is emptying her bladder completely. 
She had a BM this morning, just before she took her bath. 
She reports being anxious about having a BM as she was very constipated after the delivery of her child. 
Bowel movements were difficult for 2 weeks after delivery last time. 
Her perineum is not sore or swollen. She has no pain in calves of her legs. 
She changed her pad 1 hour ago when she finished her bath. 

Infant information
T 98.3oF, HR 126 (no murmur), RR 39 (use BabySim), CFT < 3 seconds Cord dry – clamp off Kardex indicates Metabolic screened one at 26 hours of age; OAE was done and each ear passed. Bili screen 6.1 (WNL) Weight 8lbs 8 ounces

Patient 2
Jimatta is now Gravida 2 Para 1011. 
She delivered a 9 lb 0.6 ounce infant 18 hours ago. 
She is bottle feeding. 
Report states VS are normal, postpartum checks are WNL, pain 0-1. 
Baby is spitty, taking 20-30 mL per feeding. (Use firm fundus, peri pad with moderate lochia and large clot)
Information for Participant – Patient just put her light on and requested pain medication for “terrible cramping”. 
Patient reports pain as better and tolerable when Participant enters the room.

Patient 3
Ashti is now Gravida 1 Para 1001. 
She delivered by C-Section this morning. You received her as your patient when she completed her PAR recovery, and checked her then, which was about 1 hour ago. 
Her VS at that time were T 98.5oF; HR 80; R 18; BP 110/72 right arm and she rated her pain at 0. 
She has PCA of Morphine 1mg/mL, infusing at 1mg/hr. 
She was sleeping and her partner was leaving to go make phone calls.
She breastfed the baby in PAR. 
She put her light on now to say she is having a great deal of pain and feels wet like she has to go to the bathroom. 
When asked, she rates her pain at 8.

Use boggy uterus, displaced to the left, peri pad with heavy flow and clots. 
Foley catheter is kinked under leg, so bladder is distended.
Participant should be able to un-kink catheter and state actions to take – massage uterus until firm. 
Drain bladder once tube un-kinked – observe amount of urine.

Patient 4
Jessica is now Gravida 5 Para 5005. 
She delivered vaginally 2 hours ago. 
She delivered a 7 lb 14 ounce female. 
You receive verbal report from the Labor and Delivery nurse. 
She reports that Jessica had not yet been up to the bathroom nor has she taken a bath as her epidural is still wearing off. 
Vital signs and assessments are reported as stable and normal. 
She is breastfeeding and her partner is supportive and present.

When the Participant enters the room, the patient requests to get up and go to the bathroom. 
Use boggy uterus, displaced to the right and peri pad with small flow. 
Once fundal assessment is completed, Participant should be able to state that the uterus is boggy due to distended bladder. 

Patient needs to get up to the bathroom to void be sure that circulation to legs is assessed, then Participant should massage uterus until firm.


References, Evidence-Based Practice Guidelines, Protocols, or Algorithms used for this scenario: (site source, author, year, and page)

American Congress of Obstetricians and Gynecologists. (2012). Optimizing protocols in obstetrics: Management of obstetric hemorrhage. Retrieved from www.acogny.org

Anthony, M. (2013). Nursing assessment of deep vein thrombosis. Medsurg Nursing, 22(2), 95-123. 

London, M. L. Ladewig, P. W., Davidson, M. C., Ball, J. W., Bindler, R. C., & Cowen, K. J. (2014). Maternal & child nursing care (4th ed.). Upper Saddle River, NJ: Pearson.

Mclintock, C. & James, H. (2011). Obstetric hemorrhage. Journal of Thrombosis and Haemostasis, 9. 1441-1451. Doi: 10.1111/j.1538-7836.2011.04398.x
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	Scenario Progression Outline

	Timing
(approximate)
	Manikin Actions
	Expected Interventions
	May use the following Cues:

	Scenario 1        




	See above







	Complete postpartum assessment of all parameters for mother.
Assess VS, fundal height and firmness, perineum and lochia, ask patient about breasts and nipples, urination and BM, pain level, breastfeeding and emotional well-being.
Assess infant VS; ask about voiding and stooling frequency and breastfeeding effectiveness. 
Check for metabolic screen date and OAE and bili results.      
	Role member providing cue:  

Cue:

	Scenario 2
        





	See above





	Assess fundal height and firmness, perineum and lochia.
After passing clot and feeling cramping, participant assesses uterus and it is firm.
 Continue education about expected lochia and clots. 
	Role member providing cue: 

Cue: 

	Scenario 3
	See above


	Assess fundal height and position, perineum and lochia. 
Correct kinked foley catheter tubing and state that fundus would be massaged until firm
	Role member providing cue:  

Cue



	Scenario 4







	See above




	Assess fundal height and position, perineum and lochia. 
State woman should be assisted to the bathroom to void, uterus should be massaged until firm.
Verify sensation and strength of legs before ambulation.
First time out of bed requires assist of two. 
	Role member providing cue: 

Cue: 

	






	



	 
	Role member providing cue: 

Cue: 



		
Debriefing / Guided Reflection Questions for this Simulation
Link to Participant Outcomes and Professional Standards 
(i.e. QSEN, NLN {Nursing}, National EMS Standards {EMS}, etc.) 

1. Address all postpartum assessments completed. Review reasons for boggy uterus in scenarios 3 and 4.

2. What were your primary concerns in this scenario?

3. Did you miss anything in getting report on this patient?	

4. Did you have sufficient knowledge/skills to manage this situation?

5. What were your primary nursing diagnoses in this scenario? What nursing interventions did you use, what outcomes (NOC) did you measure? Where is your patient in terms of these outcomes now?

6. What did you do well in this scenario?

7. If you were able to do this again, what would you do differently?


Complexity – Simple to Complex
Suggestions for changing the complexity of this scenario to adapt to different levels of learners:

Consider adding a teaching component to scenario 2 in which the participant assesses maternal understanding of feeding a newborn. Hospitals with the Baby-Friendly distinction are supposed to verify that parents understand the benefits of exclusive breastfeeding. Additionally, many bottle-feeding parents need more information regarding correct volume of feeding, cleaning equipment, and storage of formula. 

In scenario 4, consider what additional assessments must be required for a mother delivering via c-section. Review pain management, bowel concerns, incision care, oral intake and lifting restrictions. 









OB Simulation 
Nurse assigned to 4 postpartum patients.

Participant Copy

LEARNING OBJECTIVES

1. Perform postpartum assessments for normal postpartum patients. Assessments include:
a. Patient vital signs
b. Pain level
c. Breasts/nipples
d. Uterine fundus for firmness and position
e. Perineum
f. Lochia
g. Bladder distention
h. Bowel function
i. Circulation 
j. Emotional status
2. Determine if addition actions or assessments are needed, based on assessments
3. Interact effectively with the patient
4. Assess infant vital signs
5. Perform newborn assessment


SUPPLIES NEEDED

Stethoscope
Worksheet


PATIENT DATA

You are the nurse assigned to 4 postpartum patients. You are to perform the necessary postpartum assessments and provide nursing interventions teaching as needed. The information from the kardex and shift report for each of the patients you will be caring for follows.

Patient 1
Candy is now Gravida 3 Para 3003. She delivered an 8 pound 15 ounce male vaginally 30 hours ago. She has no episiotomy but does have a first degree vaginal tear that has been repaired. She is A+, Rubella immune, Hepatitis B negative, VDRL negative and HIV negative. She has 2 small children at home, ages 16 months and 2 ½ years. She is breast feeding. Report states that VS are normal, postpartum checks are within normal limits and breastfeeding is going well. The patient has been comfortable and her husband is supportive. The patient wants to be discharged today. 

Patient 2
Jimatta is now Gravida 2 Para 1011. She delivered a 9 pound 0.6 ounce infant 18 hours ago. She is bottle feeding. Report states the VS are normal, postpartum checks are within normal limits, pain 0-1. Baby is spitty, taking 20-30 ml per feeding

Patient 3
Ashti is now Gravida 1 Para 1001. She delivered by C-section this morning. You received her as your patient when she completed her PAR recovery, and checked her then, which was about 1 hour now. Her vital signs at that time were T 98.5oF; HR 80; R 18; BP 110/72 right arm and she rated her pain at 0. She has a PCA of Morphine 1mg/ml, infusing at 10 mg/hr. She was sleeping and her partner was leaving to go make phone calls. She breastfed the baby in PAR. She put her light on now to say she is having a great deal of pain and feels wet and like she has to go to the bathroom. When asked, she rates her pain at 8.

Patient 4
Jessica is now Gravida 5 Para 5005. She delivered vaginally 2 hours ago. She delivered a 7 pound 14 ounce female. You receive verbal report from the Labor and Delivery nurse. She reports that Jessica had not yet been up to the bathroom nor has she taken a bath as her epidural is still wearing off. Vital signs and assessments are reported as stable and normal. She is breastfeeding and her partner is supportive and present.
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