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Case Study 2
Facilitator Card
Case 2 (Post Op)

The important things to get across in this case are
» Recognise that the patient is deteriorating
» Recognise the pulse and blood pressure trendseosbervation chart
* Simple management: IV cannula, IV fluids, Oxygen
» Working out for themselves what is going on witls thatient
* Use the escalation flow chart
» Communicate using ISBAR

Presents with increasing pain on day 3 post optaligernal bleeding and requires a
return to theatre. Blood volume has decreasedaltleetbleeding, leading to decreased
Cardiac Output, resulting in decreased urinary au€pHypotension ( BP =Cardiac
Output x Total Peripheral Resistance). Heart Rdf) (ncreased because stroke volume
has fallen and compensatory increase Heart Ratatatain Cardiac Output and
Respiratory Rate increased (either due to paiaaird acidosis from inadequate oxygen
delivery because Cardiac Output fallen BOardiac Output x Arterial £content)

 EWS increasing
* Pain increasing
» PCA chart- increasing demands & delivery amounty gast 12 hours
* Fluid balance — decreasing urinary output and esirg) nasogastric aspirate
* Bloods —Hb down, HCT down, Urea & Creatinine eledat
* Medication Prescription Chart
- fasting, hasn’t had Perindopril
- oral Prednisone replaced with IV Hydrocortisone
- regular Paracetamol given



Case2:

Aim: To recognise a deteriorating post-operative
patient

L earning Objectives:
» Obtain adequate history
* Obtain appropriate vital signs
» Refer appropriately
» Communicate effectively

Equipment:
e Facilitator Card
* Player 1 Card — Patient
* Player 2 Card -RGN
e |V cannula
* Medication Chart
* Blood Test Results
* Observation Chart
e Fluid Balance Chart
 Communication Card

Rolesin the scenario:

Patient

Registered Nurse

SHO

Surgical Registrar

Optional extras:
Additional Nurses
Consultant
Relative
Relative

Al S

Scenario:
Will Smith
Healthcare Record: 123457

Mr Smith is a 64 year old male post laparotor
with division of adhesions and formation of a
ileostomy.

History of Ulcerative Colitis and Hypertension.

Day 3 post op nil by mouth with increasing
abdominal pain, tachycardic, initially
normotensive, diaphoretic, complaining of
dizziness on standing. lleostomy has not beg
active and the stoma is dusky in appearance

Initially post op his pain has been under cont
using a PCA. Now on day 3 he has had a
gradual increase in usage and his pain is not
controlled.

Pain is increasing to 8/10. He feels generally
unwell and light headed. When asked he hag
passed flatus from the ileostomy, his urine
output is decreased and he does not have a
palpable bladder.

To start the scenario:

1. Assign roles to each player

2. Set up room with patient in a bed

3. Give the first player card to the player
designated as the Patient

4. Give the second player card to the
player designated as the RGN

5. When the RGN phones the SHO, plac
the two players (RGN & SHO) back to
back to simulate communication via th
phone

6. Allow the scenario to build on itself
prompting other players to enter as
called for or prompt if necessary

7. Supply players with further informatior]
such as medication charts, observatio
or blood results when asked
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During the scenario:
If the RGN needs prompting:

1. What questions/assessments are required

patient?

» Assess pain

* Vital signs

* Urine Output — Fluid balance chart

» Assess abdomen/ passing flatus/bowel

sounds

* General assessment — pale, diaphoretig.

2. Who would you notify? Why?

Anaesthetic Registrar — In surgery and I
available to review patient.
*  SHO- phoned
Facilitator should place RGN and SHO back-to-ba
to simulate phone conversation

In the phone call the RGN should:
Describe the patients history

i.e. come and review the patient.

SHO comes to review the patient:
1. What information do you require from
the RGN?
Vital signs
Fluid balance chart
Brief history
What assessment would you do? (Prioritis
ABC
Abdominal Assessment (Inspect,
Auscultate, Palpate, Percussion)
Bloods
What is your management plan for this
patient?
Oxygen
IV access
IV Fluids
Pain relief
Investigations
Notify Registrar

for
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State what she/he would like the SHO to do:

11°]

4  Who will you notify?
Registrar or Consultant

Registrar comesto review the patient:

1. What information do you require from
the SHO?

Assessment

Vital Signs

FBC, U&E, Group & X-Match

2. Who would you notify?
» Consultant
*?ICU
«?20T
» ? Operating Theatre

3. What is your management plan for thi
patient?
* Oxygen
IV Cannula
IV Therapy
Pain relief
CT +/- Operating Theatre

Questions:
1. What are your next actions as a group?
Notify

Prepare for transport

)
2. How often should observations be
observed?
Half Hourly for 1 hour then hourly
for 4 hours

To summarise

Ask the group:
1. What they thought went well?
2. What suggestions would they make to
improve their roles

Take home message for Case 2
1: Look at trends —increasing EWS & pain

2: Understand why the observations have changeddgased stroke volume due to bleeding thereforeedsed

cardiac output)
3: Gathering all the information & communicating it

\"2)




Case Study 2
Player 1 Card

Patient

You are Mr Smith a 64 year old male post laparotevitly division of adhesions and

formation of an ileostomy. Background history oferative colitis and hypertension.

Day 3 post op nil by mouth with increasing abdorhpan, tachycardic, initially
normotensive, diaphoretic, c/o dizziness on stapdiaostomy has not been active and

the stoma is dusky in appearance.

Initially post op your pain has been under contraluse of the PCA, however over night
it has gradually worsened and you are unable ttralathe pain. You call the nurse to

ask for more pain relief. You have dry lips and gtaein of severe thirst.

Nurse arrives: Increasing pain 8/10. You feel galyeunwell and light headed. When
asked you have not passed flatus from the ileostgmyhave a urinary catheter in situ

and although urine output is decreased you doesbiike you have a full bladder.



Case Study 2

Player 2 Card

RGN

You are caring for 5 patients on a surgical wande Qatient Mr Smith is a 64 year old
male post laparotomy with division of adhesions fmthation of an ileostomy.

Background history of ulcerative colitis and hypedion.

Day 3 post operatively with a tube on free drainage 4 hourly aspirates. Urinary
catheter in-situ

You last saw him one hour ago when you did his nag®ns. He has now buzzed



Case Study 2

Blood Results

Blood Test PRE-OP Day 3 Normal Range
Hb 13.8 10.5 11-15

Hct 0.44 0.31 0.32-0.47
WCC 5.6 10.0 4.0-11.0

Na 142 142 137-145

K 4.0 4.0 3.5-5.0

Urea 5.3 10 2.5-75
Creatinine 75 130 60-110
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Early Warning Score System

PatientName: \W i LL - Stk .
Date of Birth: Q_[g\[mgg
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[1 23]

A

Record No: (3{3'-,;( 5%

) Consultant: rng Couﬂ'\' 9} Q\l\

| +Immediate medical review ™ pgo0q Gugose

- C-Reactive protein
« Two or more Sepsis Bowel Movement

indicators present Weight (ki

- Commence SEPSIS SIX

RGN

Regimen

Urine Output: If there are concerns about urine output (< 0.5 mUkg/hr), contact Doctor for review

Ward: Ward T
Frequericy of observations|
Year_____ 2ol Datels], “114“ T
Timedo®) ™| Bl 06™]
'ABCDE A ment Sl
g g =25 =25
[T ﬁ K 21-24
Ei 12-20 ily (% 1220
£z 91 \ 911
RESPIRATORYDISTRESS | ~B8-oc2
Consider: (@& _ =8 =8
2 :lrwsv_ Respirstion Score O [
- Hypoxia
el =96 AR (633 =9
. #9495 94-95
- Immediate medical review S gga 0293
- ABCDE assessment 28s AT a5l
- Give Oxygen fo target: "= - - — =~
0% in COPD patients, 0,50n |0 1O OO |OIS|O
96% or more in all other patients BA
- Request CXR & ABG ReceAl
- Airway Obstruction: activate o = %,
Emergency Response System 1w Lmin | 16 TG 1E 16 b & Umin
 Respiratory Acidosis: -
Consider early i L] CHEEBAERCEES
ventilation | 50 250
240 240
.. 230 230
ic 8
s 220 220
octor
HYPERTENSION meky 20 ::]g
+ Pain 190 190
- Hypercapnia 180 | 150
- Immediate medical review 70 170
- 12-lead ECG H 160 160
HYPOTENSION ] 3 150 150
d = 140 140
< Bleedl SE
:'“d'"! : SE 130 A o 130
= Myocardial Infarction o= U 'T*
: 3 TPV S
- Sepsis £ 120 t 120
ep: a S B t ~
: 110 { 110
- Immediate medical review 100 IR EGEEHE RS RS sy
« Check BP manually N R
-12-leadECG | Ssam + T I 13 20
- If no heart failure, stat IV / 73 G A 80
fluids - 500mI y [ L aEEE] 70
«If no improvement after F L A ‘I \", d, : LB
20mUkg: immediate review 1\ v ek
by doctor 2 50 50
- Systolic BP 5 90: activate it e
EfS BPscore | & |55 ol
TACHYCARDIA y A 180
/
- Seagull Sign 4 7 170
- Loss of conciousness 5 160
- Myocardial ischaemia on ECGi 150 150
 Heart failure \ -
If YES - activate ERS 1 430
: — 130
- Immediate medical review 2f £ 120
ACLS Algorithm as appropriate . £ 1}y i
BRADYCARDIA T2 100 = 100
Consider: Se -
- Electrolyte Disturbance T o %2
- Drug Side-effect 1 80
+ Complete Heart Block -0 | 70
Intervention: Heart Rate | |
« Immediate medical review i ;3 L | |
+ 12-lead ECG oo it T 50
- Telemetry
- Heart Rate = 40: activate ERS | L
+ Document rregular Heart Rate | ygert hate Scove | T3 1¢ 1L | A 10 12 |
Aert(A) | | | i || & [~ (A)
V)
) ®)
| NEUROLOGICAL DETERIORATION o
| Consider:
| - Hypoglycaemia
- Acute brain injury
| - Pupil response 39. 39.0
' Intervention: 385 385
!+ Immediate medical review 5
| - Capillary glucose o 38.0 380
| - Sudden fall in level of ® 375 ars
| consciousness: activate ERS | 3 370 a7.0
r k] -5
‘ g 36.
; £ 36.0
s
= 355
| PYREXIA OR HYPOTHERMIA it
Consider: 345
e - Sorais IS iaraielrel
! L] 5THS




Fluid Balance Chart. Date: §- 05 - i
Name: Uite Switd P.C.N. /234357
Intake Output
Time | By Mouth | LYV. or other | Total | Urine | Faeces | Vomit f::;t Drain | Drain | Total
Routes -
Amt | Type | Amt | Type NG Teesioy
000 | cocdinG | 12| NS PO L v [ 5o
01.00 \ 12§ + 30k ool v 155
i Ele 35| 0w 5 & |avy
o 0.0 “lag §o0 706 34
i 3%, L2 o 35
0500 R{ 63 44
e g §15 | 4o 20 £
s 5 ooo| Ll 54
08.00 -0 3 G
200 lag | Nall] 18] 65 w6
pocry 125 1aso| 62 s~ e | 503
i 125 I35 5§ §tl
1200 1§ 1so0| Lo 4
7 0 g Ios| st N
- [ s o] so 5 o4
i oY s s 1092
ik Ry~ 2o00| 5 s
e 25 | Necclaias | k% 192
Gt N sa0| 50 4O & |19%2
0 g ¢ ] 36 131%
T 125 2c00] G2 36O
L0 1 128 w5 | bo 1400
i 124 rel BT s & | Is19
i Y 2041 42 1561
Zoea 295 156

FO0010A

Balance: © | 314




Fluid Balance Chart

Measurements
Cups: Glass:
PRt = iccinios s 150mls Liippe i iins 210mis
Paper-----------—---—---- 150mls Small-------—---eeeeee 180mls
Tea------------mcmoeumeen 150mls
MUG-------------mmm- 200mls
Bowls: Feeders:
Stainless steel--------- 160mls Two handied----------- 180mls
Rectangular dessert--160mls Beaker--------------—--- 200mls
Round dessert-------- 100mls
Miscellaneous Miscellaneous
Cans:---------------- 330mls Ice cube-——— - __ 10mis

(Coke, 7up, orange etc.)

Cartons of Juice
(Ribena, orange etc.)
Y /17 | —— 100mls
Large ——————————————————— 288mls

Carton of énsure---200mls
Tin of perative------237mls

Pineapple slice----------- 10mis

Medicine cup------------- 60mls

Juice of Large orange---50mis

V. McC.M.
01/01/03




Fluid Balance Chart.

Name: )i Sei7y

Intake

Date:

19-05 -0l

P.C.N. 12 3457

Output

Time

By Mouth

LV. or other | Total

Routes

Urine

Faeces

Vomit

Gast.
Asp.
o

Drain | Drain
T reosio

Total

+<

Amt

Type

Amt

Type

b

[l

|

00.00

FrsT

NG

Noll] )25

35

v

01.00

{

31

02.00

2¥

03.00

28

04.00

22

05.00

¥

06.00

25D

07.00

[ 200

08.00

09.00

10.00

11.00

12.00

13.00

14.00

15.00

16.00

17.00

18.00

19.00

20.00

21.00

22.00

23.00

24 hr

Total

F0010A

Balance:




Fluid Balance Chart

Measurements
Cups: Glass:
Plastic------------------- 150mls Large------—------nnnn- 210mls
Paper------------—-——--- 150mls Small-----------meeeeeee 180mls
/ [/ R —— 150mls
MUG-----———eeeeeeo 200mls
Bowls: Feeders:
Stainless steel--------- 160mls Two handled----------- 180mlis
Rectangular dessert--160mls Beaker------------------ 200mls
Round dessert-------- 100mls
Miscellaneous Miscellaneous
Cans:------------—--- 330mls Ice cube----———--—moeeeeeee 10mis

(Coke, 7up, orange etc.)

Cartons of Juice
(Ribena, orange etc.)

Carton of ensure---200mls
Tin of perative------ 237mls

Pineapple slice----------- 10mls

Medicine cup------------- 60mls

Juice of Large orange---50mis

V. McC .M.
01/01/03




e = udy A : Please affix patient label h
“s & S \ ease affix patient label here.
C Name: (A.){ L SMI T H Labels should contain the following:
REGULAR PRESCRIPTIONS Address:
. - —
Date of Birth: 9/‘3—/ /‘/US Age: g/—} ﬁﬂ/l
Healthcare Record Number: - =
/12345
Prescription Date|n) [3/ |4
Jo9 LAY
Drug (approved name)
ZRIN PRI 0800| £ | F |F
Dose Freq Route
4 48 | MANVE | PO 12:00
Prescriber’s signature and Start Date
Registration No.
S T ¥ 2 16:00
Pharmacist Stop Date & Signature
22:00
Drug (approved name)
N . ’ _ - —
) | PeedmisiorE 08:00| £ |F |
Dose Freq Route
Srts | Mlanc Po 12:00
Prescriber’s signature and Start Date
Registration No.
SaiTd A ¥R 16:00
Pharmacist Stop Date & Signature
22:00
Drug (approved name)
My deoton—+ss0rE 08:00 |-~ | 77
Dose Freq Route
JoogS| Q1D (V120098 |58
Prescriber’s signature and Start Date
Registration No.
S 7ot (Y] 16:00/58 |58
} Pharmacist Stop Date & Signature
22:00 |42 | AL
Drug (approved name)
PAAACETA O C 08:00| = |77
Dose Freq Route
/Gpard | & 1D Po 12:0088 |S2
Prescriber’s signature and Start Date
Registration No.
M7t YA 16:0058 Sg
Pharmacist Stop Date & Signature
22:00/72 | AL|.
Drug (approved name)
08:00 J
Dose Freq Route
12:00
Prescriber’s signature and Start Date |
Registration No. :
16:00 |
Pharmacist Stop Date & Signature
22:00






















