Enhancing skill and competencies in children’s nursing (NU2519)

OSCE assessment form 

Student’s name                                                                                                   Student’s University I.D. number  
               


	A (Airway/C spine) 
	Score with comments

	Student washes hands using standard hand washing technique and introduces themselves to child and family
	2

	Assessment

Ability to speak, patency of airway, examine airway if necessary
Demonstrate 
Looking in mouth

Suction and type of suction catheter 

Rationale

Airway  patency, cerebral hypoxia, protect airway if GCS-8

Next management with Rationale
Keep Mark lay down to protect his ‘C’ spine, Do not remove collar. Would normally protect airway with chin lift, but collar already maintains airway, Suction if necessary, Possibly intubate and ventilation if GCS <8.
	2

2

2

6                                                        (14)

	B (Breathing)
	

	Assessment

Rate, rhythm, depth of breathing, noises (wheeze, stridor, bubbling), colour (peripheral and/or central cyanosis), equal chest movement, regular/altered breathing pattern.
Demonstrate

Expose the chest. Looking at the chest movement. Hands on chest. Listen to the chest both ‘audibly’ and with a stethoscope. Look at the various areas for cyanosis (peripherally and central)

Rationale

Pain due to trauma to chest, unable to take deep breaths, reduced O2 content in blood, reduced CO2 excretion- hypoxaemia, hypercarbia, so becomes tacypnoeic (compensatory).

Possible chest trauma i.e. ribs #, causing uneven chest movement.

Reduced circulating blood volume therefore reducing the oxygen reserves leading to hypoxia. 

Next management with Rationale
Give high flow O2 via non re-breath mask (High %)SaO2 (may be unreliable due to cold peripheries)
Keep close observation on his chest movements for rate, rhythm and depth.

Keep close observation on his skin colour for cyanosis, pale, mottled skin.

Be aware that changes of his conscious level may affect his breathing, intubate if breathing compromised. 
	4
4
7
6
                                                           (21)

	C (Circulation)
	

	Assessment

Central pulse (strong, weak, thready, bounding), BP (high, low or normal), 
skin colour/ warmth (central/peripheral), urine output (oliguria/anuria), capillary refill time (central/peripheral) 
Check for obvious bleeding (apply pressure dressing if necessary) 
Demonstrate

Locate central pulse, CRT. Look and feel skin for colour and temperature

Correct BP cuff size and positioning on the child’s arm

Check to determine urine output. (observe and/or ask parents)

Rationale

Blood loss will reduce circulating volume, SO:
CV system attempts to compensate by increasing heart rate (tachycardia). If the child becomes bradycardic, 
(< 60) (Late and pre terminal sign). 
Initially, BP can be normal/elevated due compensation, but prolonged blood loss will eventually lead to hypotension (Late and pre terminal sign)
Reduced circulating volume maintains central organ perfusion (heart and brain), therefore the peripheries become cool/cold, mottled, pale with an increased CRT and peripheral pulses are reduced in volume.
Poor systemic circulation reduced the renal perfusion and so reduced/no urine is produced.

Next management
Attach to a cardiac monitor

Palpate and record central pulse, BP and CRT ½ hly

Observe skin colour for mottling, cyanosis, pallor

Measure urine output 1hly (when catheterised) minimum acceptable 1ml/kg/hr
Assist with IV/IO cannulation, blood taking including cross match, group and safe, FBC, U&E, clotting, etc. 
Glucose (do not forget to do a BM) (Hyper/hypoglycaemic due to stress/shock)
Administer resuscitation fluids (20mls/kg) as prescribed (crystalloids or colloids?-explain)
Reassess 

Administer 2nd bolus of resuscitation fluids/blood transfusion (20mls/kg) if required

Administer any further drugs (??inotropes).
	5

5

10

13
                                                                      (33)

	D (Neurological)
	

	Assessment

Altered conscious level using AVPU and Modified Glasgow Coma Scale (GCS)

pupillary reaction (PERL) brisk/sluggish, vital signs, (signs of RICP) 
Ascertain what is normal for the child from parents?
Demonstrate

Assessing conscious Level (from GCS)

· Eyes open

· Speech

· Motor function

Pupil size/reaction with pen torch 

Rationale

Because of traumatic head injury, intracranial bleeding and/or swelling occurs
Increased intracranial pressure (RICP) 
Altered pupillary reaction and size due to pressure on 3rd cranial nerve. (RICP causes dilated, sluggish or uneven pupils)

Reduced circulating blood volume, cerebral hypoxia, hypercarbia. - Which exacerbates RICP by causing further vasoconstriction, and reducing the cerebral blood volume further.
Vital signs are linked to GCS recording-Altered pulse, respirations and BP because pressure on Medulla Oblongata (brain stem) (Appreciation that vital signs are a part of neurological assessment.)
NB pulse MAYBE either full, bounding slow (because of the RICP) or (thready, weak and rapid because of the shock)  
Next management with Rationale  

Keep child lying flat 

Monitor GCS 1/2hrly, including pupils. 

Nurse in the midline

Seek anaesthetic opinion (Intubate) if GCS is 8/9 or less to protect airway.

(Administer Mannitol, sedation as prescribed) 

Contact the retrieval team, communication with parents                                                                
	5

4
15
8
                                                                      (32)


ME/2007 OSCE for NU2519/Oct 05                                               Assessor’s/ Moderator’s name and signatures……………………………… 


