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Syllabus Acknowledgment

Course:  
	PN1006 Clinical I, PN2106 Clinical II, & PN2005 Clinical III

Semester:  
	Click here to enter text.

I acknowledge that I have received the Clinical Binder for the courses indicated above.  I have reviewed the Clinical Binder and understand the objectives of these courses.  Further, I understand how my performance will be evaluated and how my final grade will be determined.  I am aware of my instructor’s office hours, and I know how to contact him or her for help with and/or clarification of course content or procedures.

A portion of these courses contain online content. Computer access will be provided for online material. If you choose to utilize internet access away from the provided location you agree to the following. I hereby agree that I have a proper high-speed Internet connection, and if my connection fails for whatever reason, I have a backup connection already planned, and I waive and indemnify Northark of any and all liability when it comes to accessing my online course(s) and uploading coursework in an appropriate and timely fashion.

By signing below I adhere to the following:
1. I will not give my username and/or password to anyone.
2. I will submit only my original work.
3. I will not plagiarize.
4. I am honor bound to complete all the assigned work myself.
5. I will not discuss patient information.
6. I will abide by HIPAA rules and regulations regarding patient privacy.
7. I will not copy my work for use by other students. “Copy” encompasses any form of the reproduction including, but not limited to, transcribing, printing, photocopying, photographing, and using the print screen tool. 


Click here to enter text.
Name


Click here to enter a date.
Date


Click here to enter text.
Phone Number

[image: ]CONFIDENTIALITY OF RECORDS


PATIENT RECORDS AND PRIVATE INFORMATION:
While shadowing a volunteer of North Arkansas Regional Medical Center, I will hold absolutely confidential all information that I may obtain directly or indirectly concerning patients, doctors, personnel, or other volunteers.  I understand that I may hear directly or indirectly confidential information and I agree to keep this information to myself.   I will not seek to obtain confidential or private information for any reason that is not job related.   

I understand that maintaining the confidentiality of a patient’s record is just as important as seeing that the patient receives the best medical care.  The hospital and I are obligated to do everything we can to see that the patient’s rights are not violated.  I understand that the patient’s condition and medical record is part of the patient’s private life and under no circumstances have I the right to open his record to the public.

I understand that I should never casually discuss patients and their conditions in front of others.  I know that my conversations may be perceived as a privacy issue even though I learned the information from church, neighbors, or other sources. 


STAFF/VOLUNTEER PERSONAL LIFE:
Since I work with other volunteers and hospital staff on a regular basis, I will know something about their personal life.  At no time do I have the right to reveal to anyone, details of the private life of any other volunteer or staff member.   At no time do I have the right to spread malicious gossip about another volunteer or staff member. 


COMPLAINTS:
I understand that I should take any complaints about other volunteers or staff to the appropriate party involved without discussing the complaints to fellow volunteers or staff members.  I agree to resolve any problems related with my volunteer activities first to my chairperson or supervisor, then to the Auxiliary president, and if unsuccessful, attempt to resolve any such problems with the Volunteer Coordinator.

I understand that the hospital reserves the right to terminate any volunteer as a result of failure to comply with medical center policies, rules and regulations including any breach of confidentiality. 

I understand perfectly what I have read above and agree to comply with these rules.




_________________________________                                              ________________
Signature									Date







IMPORTANT PHONE NUMBERS

Instructors:

Debbie Day						Darryl Gillit
Office:		870-391-3369			Office:		870-391-3180
Home:		870-429-6007			Cell:		870-577-5636
Cell:		870-416-9594			Email – dgillit@northark.edu
Email – dedean@northark.edu			

Jenny Harmon					Jennifair Ditmanson
Office:		870-391-3260			Office:		870-391-3195
Cell:		870-688-2421			Cell:		870-577-2937
Email – jharmon@northark.edu			Email – jditmanson@northark.edu

Melissa Doss	Allane Gass
Cell:	870-715-8414	Cell:	870-688-4209


South Campus

Registrars’ Office	391-3241 or
			391-3222
Student Services	391-3235 or
			391-3276
Front Desk		391-3200


Inclement Weather					Hospital

743-SNOW						Recup			414-4145
							Third Floor		414-5365
	O.B.	414-5345
		Surgery	414-4071
		CCU	414-5245
		1st Tower	414-5145


Nursing Homes
Apple Ridge Health & Rehabilitation	741-3438
Bristol Pointe Health & Rehabilitation	741-7667
Hillcrest					741-5007


NORTH ARKANSAS COLLEGE
PRACTICAL NURSING PROGRAM


Course Title:	Clinical I

Course Number:	August Class					January Class
	PN 1006					PN 1006

Course Credit &
Time Allotment:	6 semester credit hours
	272 contact hours – Basic Nursing and Geriatrics

Course
Instructors:	Darryl Gillit, MSN, RN
	870-391-3180
	dgillit@northark.edu

Clinical
Instructors:	Darryl Gillit, MSN, RN		Jenny Harmon, RN, BSN
	Debbie Day, MNSc, RN		Jennifair Ditmanson, RN, BSN
	Allane Gass, RN			Melissa Doss, RN

Audience for
the Course:	Individuals who applied, met the criteria, fulfilled all the requirements and were selected into the PN Program.
Course
Description:	This clinical experience is accomplished in the nursing home setting and hospital.  The student will apply basic nursing concepts while caring for geriatric and adult patients.  The student will complete assignments to demonstrate application of concepts learned in the classroom.  Pre- or Co-requisites:  BIOL 1434 or 2214 and 2224.  Co-requisites:  PN 1005, 1012, 1105 (August & January classes).

Rationale:	The purpose of the clinical experience is to provide the student an opportunity to apply the knowledge and skills learned in the classroom.

Course
Outcomes:	Upon successful completion of this course, the student will be able to:
	1.	Differentiate between normal physiologic and psychosocial change in the older adult and illness.  (Measured by clinical assignment – assessment and identification, VS Critical Thinking Activity and Data Collection Critical Thinking Activity.)
	2.	Incorporate the nursing process, critical thinking skills, safety issues, culture and lifespan influences, and legal and ethical aspects to develop a plan of care for an older adult.  (Measured by geriatric care plan.)



Course Outcomes:	3.	Utilize therapeutic communication techniques to facilitate effective interactions with peers, faculty, patients, and health care personnel.  (Measured by clinical evaluation.)
	4.	Demonstrate caring and professional behaviors when providing nursing care.  (Measured by clinical evaluation.)
	5.	Exhibit leadership/management skills pertaining to patient care including organization of assignments, priority setting and time management.  (Measured by clinical evaluation.)
	6.	Identify leadership/management skills of a charge nurse in a nursing home setting.  (Measured by clinical assignment – observation of a charge nurse.)
	7.	List safety measures implemented in the nursing home and hospital to provide safe effective patient care.  (Measured by clinical assignment.)
	8.	Recognize potential legal and ethical concerns in the nursing home and hospital. (Measured by clinical assignment.)
	9.	Identify activities in the nursing home to promote physiologic, psychosocial and spiritual health of the older adult.  (Measured by clinical assignment.)
	10.	Identifies the importance of incorporating evidence-based practice to provide effective patient care.  (Measured by utilization of best practice in development of concept maps.)

Course Texts:	Fundamental Concepts and Skills for Nursing by Susan C. deWit.  ISBN:  978-1-4377-27463
	Study Guide for Fundamental Concepts and Skills for Nursing by Susan C. deWit.  ISBN:  978-1-4557-0845-1
	Medical Dictionary by Mosby

Course
Resources:	Textbooks  Basic Nursing
	Northark Campus Libraries
	Videos
	South Campus Nursing Lab

Methods to Facilitate
Learning:	The instructor will utilize a variety of teaching strategies to actively engage the student to enhance learning and critical thinking including performance of patient care, demonstration of basic nursing skills, critical questioning and completion of written assignments such as, care plans and critical thinking activities.
Course 
Evaluation:	Numerous sources of data are utilized to evaluate the student’s clinical performance throughout the clinical rotation and are compiled to determine the final grade including:
	1.	Written Assignments
		a.	Charge nurse assignment	100 points
		b.	Hospital auxiliary assignment	100 points
		c.	Pre-clinical Comprehensive Care Plan	  75 points
		d.	Dialogic Reflective Writing	  10 points each
		e.	Medication Administration Packet	100 points
		f.	Miscellaneous assignments	as assigned

Course 
Evaluation:
(continued)	2.	Final Summative Clinical Evaluation
		a.	Patient comments
		b.	Patient care formative evaluations
		c.	Lab performance
		d.	Critical thinking activities

	A student must successfully complete all lab requirements according to the criteria in the basic nursing textbook and have a satisfactory clinical evaluation before progressing to the second semester.

	A student will receive an online weekly formative evaluation while on patient care which is based on the program outcomes and will include feedback from the instructor concerning the student’s strengths, areas of improvement, and plan of action.

Course Grade:	The student must make a cumulative average of 79% or higher on the final clinical evaluation to successfully pass clinical.  After receiving a 79% or higher on the clinical evaluation, the written assignments will be calculated in to arrive at the final course grade.  The clinical grade will be calculated by dividing the student’s total points by the total possible points.

Attendance:	A student is permitted to miss the following clinical hours during the PN Program with a valid reason such as illness with doctor note, death in family, subpoena to court.  Hours missed will be made up at the instructor’s discretion.
	August Class:
	Fall – 12 hours	Spring – 12 hours		Summer 8 hours
	January Class:
	Spring – 12 hours	Summer 8 hours		Fall 12 hours

FINAL NOTE:  The stated schedule, assignments, and procedures in this course are subject to change in the event of extenuating circumstances.  Students will be notified verbally or in writing of changes by the instructor.

  1.	Assignments:	15% of grade by point value
  2.	Weekly Evaluations	35% of grade weighted manually with capstone 50% and evaluation 50%
  3.	Final Clinical Evaluation	50% of total grade
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PRACTICAL NURSING DEPARTMENT

Course Title:	Clinical II and Clinical III

Course Number:	August Class					January Class
	PN 2106 (Spring)				PN 2003 (Summer)
	PN 2005 (Summer)				PN 2108 (Fall)

Course Credit &	August Class					January Class
Time Allotment:	PN 2106–6 Semester Credit Hrs		PN 2003–3 Semester Credit Hrs
	PN 2005–5 Semester Credit Hrs		PN 2108–8 Semester Credit Hrs
	504 Hours – Nursing of Adults
	  24 Hours – Nursing of Mother and Infant
	  24 Hours – Nursing of Children
	    8 Hours – Mental Health
	  24 Hours – Leadership and Management

Course
Instructor:		Jennifer Harmon, RN, BSN
			870-391-3260
			jharmon@northark.edu

Clinical
Instructors:	Jennifer Harmon, RN, BSN			Jennifair Ditmanson, RN, BSN
	Darryl Gillit, RN, BSN			Melissa Doss, RN
	Debbie Day, RN, MNSc			Allane Gass, RN

Course
Description:	August Class
	PN 2106
	This clinical experience is accomplished mainly in the hospital setting and specialty areas.  The student will continue to apply concepts and perform basic nursing skills while caring for patients in a variety of areas including medical surgical nursing, maternity nursing, pediatric nursing and specialty areas.  The students will also observe in other health care settings including home health, physician offices, health department, mental health, Boone County Special Services and a management rotation in a long-term care facility.  The student will complete assignments to demonstrate application of concepts learned in the classroom.  Prerequisites:  PN 1006, 1005, 1105, 1012, BIOL 1434 or 2214 and 2224.  Corequisites for Spring Semester:  PN 2002, 2004, 2211, 2014.

Course	PN 2005
Description:	This clinical experience is a continuation of Clinical II.  The student will
(continued)	also complete a management and leadership rotation with a charge nurse at the nursing home or the hospital.  The student will complete assignments to demonstrate application of concepts learned in the classroom.  Prerequisites:  PN 1006, 1005, 1105, 1012, 2002, 2004, 2106, 2211, 2014, BIOL 1434 or 2214 and 2224.  Corequisites for Summer Semester:  PN 2001, 2111.

	January Class
	PN 2003
	This clinical experience is accomplished in the hospital setting.  The student will continue to apply concepts and perform basic nursing skills while caring for an adult patient with medical surgical conditions.  The student will complete assignments to demonstrate application of concepts learned in the classroom.  Prerequisites:  PN 1006, 1005, 1105, 1012, BIOL 1434 or 2214 and 2224.  Corequisites for Summer Semester:  PN 2002, 2004.

	PN 2108
	The majority of this clinical rotation will take place in the hospital.  During this rotation, the students will continue to apply concepts and perform basic nursing skills while caring for patients in a variety of areas including medical surgical nursing, maternity nursing, pediatric nursing and specialty areas.  The students will also observe in other health care settings including home health, physician offices, health department, mental health, Boone County Special Services and a management rotation in a long-term care facility.  The student will also complete a management and leadership rotation with a charge nurse at the nursing homes or the hospital.  The student will complete assignments to demonstrate application of concepts learned in the classroom.  Prerequisites:  PN 1006, 1005, 1105, 1012, 2002, 2003, 2004, BIOL 1434 or 2214 and 2224.  Corequisites:  PN 2001, 2211, 2014, 2111.

Rationale:	The purpose of the clinical experience is to provide the student an opportunity to apply the knowledge and skills learned in the classroom.

Audience:	PN Program students who have successfully completed the first semester of the PN program and Fundamentals of Anatomy and Physiology or Anatomy and Physiology I and II.
Course
Outcomes:	Upon successful completion of this course, the student will be able to:
	1.	Incorporate the nursing process, critical thinking skills, safety issues, culture and lifespan influences, and legal and ethical aspects to provide comprehensive patient care.  (Measured by medical, surgical and pediatric concept map; clinical journal; and clinical evaluation).
	2.	Practice therapeutic communication techniques to facilitate effective interactions with peers, faculty, patients, and health care
		personnel.  (Measured by clinical evaluation).
	3.	Exhibit caring and professional behaviors to provide comprehensive care to patients across the lifespan.  (Measured by clinical evaluation).
	4.	Demonstrate leadership/management skills as a charge nurse pertaining to organization of assignments, delegation, priority setting and time management.  (Measured by clinical evaluation).

Course	5.	Practice effective cognitive, affective and psychomotor skills in
Outcomes:		performing basic nursing procedures in the clinical setting.  (Measured by
(continued)		clinical evaluation).
	6.	Administer medications under the direction of an instructor to assure safe comprehensive medication administration.  (Measured by med packet and clinical evaluation).
	7.	Model the role of the Practical Nurse according to the program philosophy to provide comprehensive effective patient care and uphold the highest standards of the nursing profession.  (Measured by clinical evaluation).
	8.	Incorporates evidence-based practice to provide effective patient care.  (Measured by evidence-based practice reports).

Course Texts:	Understanding Medical Surgical Nursing by William and Hopper.
	Introduction to Maternity and Pediatric Nursing by Gloria Leifer.
	Introductory Mental Health Nursing by Womble.
	Nursing Leadership, Management, and Professional Practice for the LPN/LVN by Mary Anderson

Course
Resources:	Northark, Campus Libraries
	Videos

Methods to
Facilitate
Learning:	The instructor will utilize a variety of teaching strategies to actively engage the student to enhance learning and critical thinking including performance of patient care, demonstration of basic nursing skills, critical questioning, and completion of written assignments such as care plans and critical thinking activities.
Course
Evaluation:	A.	Numerous sources of data are utilized to evaluate the student’s clinical performance throughout the clinical rotation and are compiled to determine the final grade including:
1.	Written assignments 
	a.	Boone County Special Services		  10 points
	b.	Obstetrics					  50 points
	c.	Pre-Clinical Comprehensive Care Plan	  75 points
	d.	Management assignment			  50 points
	e.	Medication administration packet		100 points
	f.	Dialogic Reflective Writing			  10 points each
	g.	Weekly Clinical Evaluation			100 points
	h.	Miscellaneous assignments			  as assigned
	2.	Final summative clinical evaluation
	a.	Patient comments
	b.	Preceptor evaluation
			c.	Weekly clinical evaluation 
			d.	Critical thinking activities

B.	A student will receive an on-line weekly formative evaluation while on patient care and medication administration which is based on the program outcomes and will include feedback from the instructor concerning the student’s strengths, areas of improvement, and plan of action.

Course Grade:	The student must make a cumulative average of 79% or higher on the final clinical evaluation to successfully pass clinical.  After receiving a 79% or higher on the clinical evaluation the written assignments will be calculated in to arrive at the final course grade.  The clinical grade will be calculated by dividing the student’s total points by the total possible points.

Attendance:	It is the student’s responsibility to discuss any absences and the possibility of make-up work with the instructor as soon as possible.  Students are expected to attend all class meetings and officially withdraw from courses they are no longer attending.  Instructors will not withdraw a student from this course.  Each tardy or absence from class will be rounded to an hour or hours.  

	A student is permitted to miss the following clinical hours during the PN Program with a valid reason such as illness with doctor note, death in family, subpoena to court.  Hours missed will be made up at the instructor’s discretion.
	August Class:
	Fall – 12 hours	Spring – 12 hours		Summer – 8 hours
	January Class:
	Spring – 12 hours	Summer – 8 hours		Fall – 12 hours

Make-Up Work:	All late assignments will result in a 5-point deduction per day for assignments worth more than 10 points.  A zero will be given for assignments worth less than 10 points.  A zero will be given for assignments (i.e. quizzes) completed in class if absent for that classtime.

Other Policies:	Refer to Northark Practical Nursing Student Handbook and semester schedule for policies concerning daily assignments, attendance, tardiness, make-up work, dress code, academic integrity, student responsibilities and ADA statement.

Final Note:	The stated schedule, assignments, and procedures in this course are subject to change in the event of extenuating circumstances.  Students will be notified verbally or in writing of changes by the instructor.



CLINICAL I OBJECTIVES
PN 1006

Demonstrate the following nursing skills in a safe and effective manner.

Basic Nursing

	1.	Identify behaviors exhibited by employees, families and visitors, which conveyed caring to the patients. 
	2.	Demonstrate caring behaviors when providing patient care.
	3.	Analyze a patient’s plan of care at the clinical facility.
	4.	Think about the steps of the nursing process as you carry out nursing tasks.
	5.	Construct a nursing care plan for an assigned patient.
	6.	Write critical incidents in a journal, which stimulate critical thinking.
	7.	Integrate critical-thinking competencies into the nursing care of patients. 
	8.	Identify therapeutic communication skills and blocks to communication in the clinical setting.
	9.	Demonstrate the utilization of therapeutic communication skills with patients, their families, and other members of the health care team.
	10.	Identify examples of good charting and less than adequate charting during clinical at the nursing home.
	11.	Write out any narrative charting prior to making actual chart entries and share with the instructor for critique before making the entries.
	12.	Observe for the inclusion of the teaching process in the care of patients. 
	13.	Develop, implement, and evaluate a teaching plan for an assigned patient. 
	14.	Observe the role of a charge nurse in a long-term care facility.
	15.	Identify leadership and management skills of the charge nurse including leadership style, delegation, behavioral style, communication, team building and conflict resolution.
	16.	Observe nursing interventions for the inclusion of knowledge of growth and development in the nursing care of patients. 
	17.	Integrate the knowledge of growth and development into nursing care of patients. 
	18.	Observe for evidence of cultural sensitivity in the nursing care of patients. 
	19.	Demonstrate cultural competence when caring for a culturally different patient. 
	20.	Integrate cultural competence into the care plan of an assigned patient.
	21.	Identify incidents where health care workers followed acceptable technique for hand-washing and personal protective equipment.
	22.	Demonstrate proper handwashing technique when providing patient care.
	23.	Demonstrate application of standard precautions and personal protective equipment when providing patient care. 
	24.	Recognize adherence and non-adherence to aseptic technique when performing procedures, which require aseptic technique.
	25.	Demonstrate adherence to aseptic technique when performing procedures which require aseptic technique.
	26.	Identify safety concerns in the clinical setting.
	27.	Locate the fire extinguishers, fire alarms and escape route for the clinical facility.
	28.	Provide safe nursing care in the clinical setting.



Basic Nursing Objectives (continued):

	29.	Measure and record vital signs in the clinical setting incorporating concepts from Unit 1.
	30.	Recognize and report deviations from normal vital sign patterns. 
	31.	Perform a basic physical assessment on an assigned patient.
	32.	Assist a staff nurse who is admitting a new patient.
	33.	Orient new admissions to the unit.
	34.	Discuss in post-conference the instructions given to assigned patients who were discharged.
	35.	Provide pre- and post-test nursing care, including appropriate teaching for patients undergoing diagnostic tests and procedures. 
	36.	Attend to psychosocial concerns of patients undergoing various diagnostic tests.
	37.	Perform a random blood glucose test using capillary blood and a glucometer.
	38.	Use Standard Precautions whenever obtaining or handling specimens for diagnostic testing.
	39.	Correctly fill out laboratory and test requisition forms.
	40.	Demonstrate how to turn and pull a patient up in bed safely incorporating concepts from Unit I.
	41.	Demonstrate how to position a patient in a supine, prone, lateral, Sim’s and Fowler’s position incorporating concepts from Unit I.
	42.	Demonstrate how to dangle, ambulate, transfer a patient to a chair/stretcher incorporating concepts from Unit I.
	43.	Observe body mechanics of health care team members and discuss in post-conference.
	44.	Discuss the role of the physical therapist in post-conference when assigned to physical therapy.
	45.	Demonstrate a complete bed bath on a patient incorporating concepts from Unit I.
	46.	Discuss experiences in performing personal care for an assigned patient in post-conference.
	47.	Review a patient’s plan of care for risk of skin breakdown and discuss in post-conference.
	48.	Discuss in post-conference the role of the treatment nurse related to skin breakdown in the nursing home when assigned to the treatment nurse. 
	49.	Review a patient’s plan of care to determine if any special diet therapy has been implemented and discuss in post-conference.
	50.	Interview a dietician in the clinical facility and discuss in post-conference the role of the dietician.
	51.	Review the facilities policy and procedure manual for the procedure of administering tube feedings and discuss in post-conference.
	52.	Demonstrate how to assist a patient with feeding.
	53.	Demonstrate correct calculation of intake and output in the clinical setting.
	54.	Review patients’ chart for abnormal lab results and discuss in post-conference.
	55.	Review a patient’s plan of care for a fluid, electrolyte, and/or acid-base nursing diagnosis and interventions and discuss in post-conference.
	56.	Assess an assigned patient for signs and symptoms of fluid and electrolyte imbalances.
	57.	Perform a bowel assessment on an assigned patient and discuss in post-conference.
	58.	Observe colonoscopies in the GI Lab and discuss in post-conference.
Basic Nursing Objectives (continued):

	59.	Observe a patient’s plan of care for a nursing diagnosis and interventions pertaining to bowel elimination and discuss in post-conference.
	60.	Demonstrate how to give an enema and irrigate a colostomy in the clinical setting.
	61.	Observe a nurse setting up a PCA pump and go with him or her to instruct the patient in its use. 
	62.	Perform a pain and sleep assessment on an assigned patient.
	63.	Review an assigned patients’ plan of care for a nursing diagnosis and interventions for a patient experiencing pain and sleep difficulties and discuss in post-conference.
	64.	Evaluate the pain and sleep medications on an assigned patient for therapeutic effect, side effects, and nursing considerations.
	65.	Perform endotracheal suctioning and trach care on a patient with a trach.
	66.	Demonstrate appropriate nursing care for the patient with a chest tube.
	67.	Perform insertion of an indwelling catheter using sterile technique incorporating concepts learned in Unit I.
	68.	Perform catheter care on an assigned patient.
	69.	Assist patients with toileting needs.
	70.	Assess a patient’s urinary status.
	71.	Teach patients how to collect urine specimens.
	72.	Review urinalysis results in the patient’s chart and be prepared to discuss any abnormal findings at post-conference.
	73.	Assess the use of alternative and complementary therapies by assigned patients. 
	74.	Direct patients to information about alternative and complementary therapies.
	75.	Assist patients to use relaxation and imagery.
	76.	Review an assigned patient’s chart for a living will.
	77.	Observe patient’s for signs of grieving and discuss in post-conference.
	78.	Observe assigned patients for indicators of stress and discuss in post-conference.
	79.	Review an assigned patient’s chart for a nursing diagnosis and interventions pertaining to stress and discuss in post-conference.
	80.	Formulate your own plan of action to prevent burnout in the workplace.
	81.	Review patient’s plan of care for nursing diagnosis and nursing measures pertaining to self-concept and discuss in post-conference.
	82.	Interview a social worker concerning his/her role with psychosocial issues and discuss in post-conference.
	83.	Identify signs of spiritual distress in a patient and plan nursing interventions to relieve it.
	84.	Review an assigned patient’s plan of care for a nursing diagnosis and nursing interventions for spiritual distress and discuss in post-conference.
	85.	Rotate through PACU, surgery, and PACU to observe the role and nursing measures of the practical nurse and discuss in post-conference.
	86.	Synthesize all knowledge previously learned to develop a holistic plan of care for a surgical patient.
	87.	Perform and document a sterile dressing change on a patient in the clinical setting.
	88.	Perform and document removal of sutures and staples from a wound and apply steri-strips on a patient.
	89.	Demonstrate application of the nursing process when providing care for the patient with traction or cast.



Basic Nursing Objectives (continued):

	90.	Perform proper administration of medications using the six rights with an LPN and incorporate concepts from Unit I.
	91.	Verbalize knowledge of medication including action, therapeutic effects, dosage, routes, side effects and nursing implications prior to giving.
	92.	Correctly prepare, administer, and interpret the results of a subcutaneous and intramuscular injection using the six rights, Standard Precautions, and aseptic techniques.
	93.	Recognize complications of intravenous therapy when caring for patients with an intravenous device.
	94.	Demonstrate insertion of a peripheral intravenous device on a patient. 
	95.	Demonstrate removal of a peripheral intravenous device on a patient.
	96.	Demonstrate administration of (approved) IVPBs and IVPs on a patient under the direction of a preceptor.
	97.	Monitor for side effects for a patient receiving a blood transfusion.


Clinical Objectives
Geriatric Nursing

	1.	Demonstrate a positive caring attitude toward the older adult.
	2.	Provide assistance to the older adult concerning available economic and housing resources.
	3.	Recognize signs that may indicate elder abuse in the clinical setting.
	4.	Examine the theories of aging while providing care in the clinical setting.
	5.	Recognize normal age-related changes in the older adult.
	6.	Distinguish between normal and abnormal related changes in the older adult.
	7.	Identify common abnormal conditions in the older adult.
	8.	Recognize older adults who are most at risk for experiencing health-maintenance problems.
	9.	Assess an older adult for health-maintenance practices.
	10.	Apply the nursing process by selecting appropriate nursing diagnosis and nursing interventions that are appropriate for older adults experiencing alterations in health maintenance.
	11.	Apply principles of therapeutic communication with the older adult in the nursing home and the activity day care center.
	12.	Recognize nonverbal communication when providing care to the older adult.
	13.	Conduct a nutritional assessment of a nursing home resident.
	14.	Compare and contrast the prescribed diet with the actual calorie and nutrient intake.
	15.	Identify the factors that affect this individual’s intake.
	16.	Incorporate the effects of medication in the care of the older adult in the clinical setting. 
	17.	Conduct a health assessment on an older adult in the clinical setting.
	18.	Evaluate difficulties and modifications in technique when assessing vital signs in the older adult.
	19.	Recognize older adults at risk for safety problems.
	20.	Implement appropriate nursing interventions to prevent safety problems in the clinical setting.
	21.	Recognize older adults at risk for cognitive and sensory problems.
Geriatric Clinical Objectives (continued):

	22.	Formulate a plan of care for older adults with cognitive and sensory problems.
	23.	Recognize older adults at risk for self-perception and self-concept problems.
	24.	Develop a plan of care for older adults with self-perception and self-concept problems.
	25.	Recognize older adults at risk for role and relationship problems.
	26.	Formulate a plan of care for older adults experiencing role and relationship problems.
	27.	Assess older adults at risk for stress.
	28.	Incorporate stress reduction intervention into the nursing care of an older adult exhibiting signs of stress.
	29.	Value the impact of values and beliefs on health care practices of the older adult.
	30.	Develop a plan of care for older adults experiencing problems related to values and beliefs.
	31.	Value the importance of caring behaviors and therapeutic communication when providing end-of-life care to an older adult.
	32.	Formulate an end-of-life plan of care for an older adult.
	33.	Prioritize nursing diagnosis and interventions appropriately when providing end-of-life care.
	34.	Value the importance of sexuality in the older adult.
	35.	Incorporate a sexual assessment and appropriate interventions for sexual dysfunction in the older adult.
	36.	Recognize nutritional and fluid needs in the older adult.
	37.	Perform a nutritional assessment on an older adult in a long-term care facility.
	38.	Analyze assessment data and formulate a plan of care for older adults with nutritional needs.
	39.	Value the importance of cultural and individual preferences when providing for nutritional needs in an older adult.
	40.	Perform a skin assessment on several residents in a long-term care facility.
	41.	Inspect the oral cavities of several residents in a long-term facility.
	42.	Analyze data collected and develop a plan of care for residents with skin and mucous membrane problems.
	43.	Investigate how staff keep track of bowel elimination patterns of residents.
	44.	Identify the number of residents in a long-term care facility who have an indwelling catheter.
	45.	Value the importance of assessment and nursing intervention for elimination problems in the older adult.
	46.	Develop a plan of care utilizing the nursing process for older adults with an elimination problem.
	47.	Interview residents in a long-term facility to determine the type, amount and frequency of physical activities they perform.
	48.	Follow a Physical Therapist at a long-term care facility to observe rehabilitation strategies.
	49.	Analyze data and develop a plan of care for an older adult with problems related to exercise and activity.
	50.	Survey sleep rituals and patterns of older adults in a long-term care facility.
	51.	Relate the effects of medication on sleep patterns of older adults.
	52.	Provide appropriate nursing interventions for patients with sleep disorders.


CLINICAL II & III OBJECTIVES
		August Class							January Class
		PN 2106							PN 2003
		PN 2005							PN 2108

Nursing of Adults I & II – PN 2004 & 2014
1.	Demonstrate the following nursing skills in a safe and effective manner according to criteria taught in the first semester:
	a.	basic head to toe assessment.
	b.	vital signs.
	c.	hand hygiene and use of personal protective equipment.
	d.	sterile technique.
	e.	positioning, moving the patient up in bed, dangling, transferring and ambulation.
	f.	range-of-motion exercises.
	g.	hygiene including a partial and complete bed bath, oral care, denture care, and shaving of a male patient and shampooing hair.
	h.	assist with feeding a patient.  Making an occupied and unoccupied bed.
	i.	administer nasogastric/duodenal tube feeding or feeding via a PEG tube.
	j.	administering oxygen.
	k.	applying antiembolism stockings.
	l.	applying sterile and clean dressings.
	m.	cast care.
	n.	care of the patient in traction.
	o.	insertion and care of a patient with an indwelling foley catheter.
	p.	obtaining blood sample for blood glucose.
	q.	insertion, care and discontinuation of a peripheral intravenous device.
	r.	medication administration consisting of orals, topical, suppositories, ear and eye drops, IM and Sub Q injections, IVPB’s and IVP’s.
	s.	collection of urine, stool, sputum, and wound cultures.
	t.	oropharyngeal, nasopharyngeal, and tracheostomy suctioning.
	u.	tracheostomy cleaning.
	v.	colostomy care.
	w.	enema administration.
	x.	care of a patient with a continuous bladder irrigation.
	y.	care of a patient with a nasogastric tube.
	z.	care of a patient with a chest tube.
2.	Demonstrates utilization of critical thinking skills, good clinical decision-making, delegation and strategies for priority setting in the clinical setting.
3.	Provide holistic care when providing care to a patient with cancer incorporating concepts learned in the first semester.
4.	Demonstrate caring behaviors and therapeutic communication skills when providing care to a patient with cancer.
5.	Teach patients risk factors, detection, prevention of cancer using evidence-based practice.
6.	Demonstrate knowledge of oral hypoglycemics and insulins when administering medications.
7.	Formulate a plan of care for a patient with diabetes mellitus using evidence-based practice.
8.	Recognize potential complications in the patient with diabetes. 
9.	Prepare a teaching plan for the patient with diabetes mellitus.
10.	Provide holistic nursing care for the patient with endocrine disorders incorporating concepts from first semester.
11.	Assess for signs and symptoms of hypo- or hyperglycemia.
12.	Analyze data collected to recognize indications of a worsening of the patient’s condition.

CLINICAL OBJECTIVES (continued):
Nursing of Adults I & II – PN 2004 & 2014
13.	Formulate a plan of care for a patient with a cardiovascular condition using evidence-based practice.
14.	Provide holistic comprehensive nursing care utilizing all concepts learned in the first semester to care for patients with cardiovascular conditions.
15.	Teach patient’s lifestyle changes and modifications for the prevention of coronary artery disease.
16.	Relate knowledge of cardiovascular medications when administering medications.
17.	Monitor the patient who has had a cardiac catheterization postoperatively for complications.
18.	Provide holistic comprehensive nursing care utilizing all concepts learned in the first semester to care for patients with hematopoietic and lymphatic system disorders.
19.	Monitor the patient receiving blood for complications.
20.	Incorporate nursing measures to prevent bleeding and infections in the patient with hematopoietic disorders.
21.	Recognize patients experiencing respiratory distress
22.	Demonstrate patient teaching regarding deep breathing and coughing, incentive spirometry, metered dose inhalers, and oxygen therapy.
23.	Formulate a plan of care for a patient with respiratory disorders using evidence-based practice.
24.	Provide comprehensive holistic nursing care for the patient with a respiratory disorder integrating concepts from the first semester.
25.	Demonstrate assessment of neurovascular checks in patients with musculoskeletal disorders. 
26.	Prepare a patient for a MRI by providing appropriate patient education.
27.	Formulate a plan of care for a patient who has had a total hip replacement.
28.	Recognize potential complications in the total hip replacement patient. 
29.	Provide comprehensive holistic care for the patient with musculoskeletal disorders incorporating concepts from first semester.
30.	Perform a neurological exam, assessing including Glasgow Coma Scale.
31.	Monitor patients for neurological disorders for increased intracranial pressure. 
32.	Provide nursing care for patients experiencing seizures.
33.	Formulate a plan of care for a patient experiencing a cardiovascular accident.
34.	Provide nursing interventions for a patient experiencing a lumbar puncture.
35.	Provide holistic care for a patient with a neurological disorder incorporating concepts from the first semester.
36.	Perform a urinary assessment on a patient with a urinary disorder.
37.	Formulate a plan of care for a patient with renal failure.
38.	Provide comprehensive holistic care of a patient with urinary disorders by incorporating all concepts from first semester. 
39.	Provide patient education regarding self breast exams, annual pelvic exam, self testicular exams, annual prostate exam, contraceptive devices and sexually-transmitted diseases.
40.	Formulate a surgical plan of care for a patient with a transurethral resection and a hysterectomy.
41.	Provide comprehensive holistic nursing care to patients with disorders of the reproductive system incorporating all concepts from first semester.
42.	Provide patient education regarding the preparation and follow-up care for diagnostic tests of the gastrointestinal and biliary systems.

CLINICAL OBJECTIVES (continued):
Nursing of Adults I & II – PN 2004 & 2014
43.	Provide patient education regarding the prevention of gastrointestinal disorders including various diets.
44.	Recognize pertinent data to be reported to the RN for the prevention of complication.
45.	Provide holistic nursing care to the patient with gastrointestinal and biliary disorders incorporating all concepts from the first semester.
46.	Demonstrate utilization of appropriate nursing interventions when providing care for the visually or hearing impaired.
47.	Perform appropriate nursing interventions for the postoperative eye and ear surgery patients. 
48.	Provide holistic nursing care for the patient with sensory disorders incorporating all concepts from first semester.
49.	Recognize and report skin lesions that are characteristic of malignancies.
50.	Teach patient prevention of various skin disorders.
51.	Recognize an emergent condition when providing patient care.
52.	Prioritize appropriate nursing interventions for a patient with emergent conditions.

Nursing of Mother and Infant – PN 2002
1.	Recognize physiological and psycho-social changes of pregnancy.
2.	Prepare a prenatal teaching plan including nutrition, exercise, and common discomforts of pregnancy using evidence-based practice.
3.	Formulate a plan of care for a prenatal patient.
4.	Provide nursing care to the prenatal patient incorporating all concepts from the first semester.
5.	Observe the normal processes of childbirth:  premonitory signs, mechanisms of birth, and stages and phases of labor.
6.	Prepare an intrapartum plan of care for a vaginal and Cesarean birth.
7.	Assess for cultural beliefs when providing care to a woman in labor.
8.	Provide appropriate non-pharmacological nursing interventions for the woman in labor.
9.	Assist with an assessment of a newborn.
10.	Monitor for postpartum complications in the woman after childbirth.
11.	Develop a teaching plan for discharge for the postpartum woman and her infant.
12.	Formulate a plan of care for the postpartum woman utilizing the nursing process and evidence-based practice.
13.	Follow facility policies to ensure safety of the newborn.
14.	Assist with the assessment of the newborn in the nursery.
15.	Observe and report significant changes in the condition of the newborn.
16.	Provide for safety of the newborn.

Nursing of Children – PN 2211
1.	Compare the growth and development of hospitalized children to that of the textbook.
2.	Observe the growth and development, nutrition, safety and play of various age groups.
3.	Demonstrate therapeutic communication skills and caring behaviors to reduce stress in the hospitalized child.
4.	Recognize the three phases of separation anxiety on the hospitalized child.
5.	Perform a basic assessment on a hospitalized child.
6.	Demonstrate collecting and/or assisting with specimen collection.
7.	Formulate a plan of care for a hospitalized child.
CLINICAL OBJECTIVES (continued):
Nursing of Children – PN 2211
8.	Demonstrate the proper adaptation of procedures and medication administration for the hospitalized child using evidence-based practice.
9.	Incorporate legal and ethical considerations, play therapy, cultural considerations and growth and development issues into the care of the hospitalized child using evidence-based practice.
10.	Develop a plan of care including all concepts learned from the first semester for children with various disorders.
11.	Prepare a teaching plan for mothers concerning the importance of immunizations.
12.	Observe behaviors of children with special needs.
13.	Monitor the pediatric patient for changes in their condition and report to charge nurse.
14.	Maintain safety and confidentiality of the hospitalized child.
15.	Utilize therapeutic communication skills and caring behaviors when caring for children.
16.	Incorporate all concepts learned previously into the care of the hospitalized child.

Mental Health & Nursing Care of Mentally Ill – PN 2001
1.	Employ therapeutic communication skills to provide effective interaction with clients. 
2.	Apply the principles of confidentiality and safety.
3.	Identify the nursing skills used with mental health nursing.
4.	Describe how group therapy is used in substance abuse treatment.
5.	Maintain principles of therapeutic relationship.
6.	Plan interventions for clients who are diagnosed with substance-related abuses using evidence-based practice.

Management & Leadership – PN 2111
1.	Delegate and make patient assignments to other senior students in the hospital setting and to employees in the nursing home setting.
2.	Prioritize and organize assignments when delegating to senior students and employees in the nursing home.
3.	Apply principles of team building and conflict resolution in hospital and nursing home setting using evidence-based practice.
4.	Utilize therapeutic communication skills while in leadership role in hospital and nursing home setting.









CLINICAL

REQUIREMENTS


North Arkansas College
Practical Nursing
Nursing Home Clinical Requirements 

A. Arrival and Ending time
	1.	Students must be in the lobby of the nursing home they are assigned to by 0700.
	2.	Students will leave the nursing home at 1200 after they have reported off to the instructor.
	3.	Students must return to the classroom on the south campus by 1300.

B. Break
	1.	Students may take a 15 break in the morning.
	2.	Students must notify the instructor prior to leaving for break.
	3.	Students may not leave the facility for break or any other time.

C. Feeding residents
	1.	After a preconference from the instructor students will assist residents to the dining hall.
	2.	Students will then assist residents who need help with eating.  Students assigned to observe the charge nurse will go with the charge nurse and observe morning narcotic count and med pass instead of assisting residents with feeding.
	3.	Remember the following when feeding a resident:
		a.	Make sure the resident is sitting up or the head of bed is elevated if feeding in the resident’s room.
		b.	Check the menu or tray to see if the resident requires thickened liquid or has other instructions with feeding.
		c.	If the resident starts to cough or choke, stop feeding and notify the instructor.

D. Vital Signs
	1.	Two students will be scheduled to perform a group of vital signs together.
	2.	The instructor will provide the students with a list of vital signs to be taken after the residents have all been fed.
	3.	Students are required to take all blood pressures manually with blood pressure cuff and stethoscope.   The digital machine may not be utilized.
	4.	Students should bring their own stethoscope and check out a blood pressure cuff from the lab prior to the vital sign rotation.  Check with the CNA’s to locate a thermometer.
	5.	The students should take turns performing the vital signs.
	6.	Observe signs in the room.  For example, there may be a sign stating not to take blood pressures in the right arm.
	7.	The instructor will observe, listen with the dual stethoscope to assure correct measurement and provide teaching as needed.
	8.	If abnormal vital signs (B/P - systolic above 150 or below100, diastolic above 94 or below 60; Pulse – above 100 or below 60; Temperature – oral below 97 or above 100; Respirations – above 22 or below 16) are obtained:
a. Recheck the vital sign
b. Review previous readings
c. Assess for other variables that may be affecting abnormal vital sign
d. Report to instructor and RN/LPN
	9.	After completing all vital signs turn in to the charge nurse.



E. Hygiene
	1.	Two students will be scheduled to perform 2-3 complete bed baths together. The students must gather cleaning supplies from the supply closet and linen from the linen cart.  The student must perform a complete bath as taught in the lab.
	2.	Explain to the resident what you are doing and utilize therapeutic communication skills.
	3.	Place a “Bath in Progress” sign on the door, close the curtain and provide privacy when bathing the patient.
	4.	Raise the bed to the appropriate height for good body mechanics.
	5.	Brush every patient’s teeth or clean their dentures.  Some patients may require mouth care more frequently.  Failure to perform oral hygiene will not be tolerated.
	6.	Brush or comb their hair.
	7.	All male patients are shaved with a safety or electric razor unless on an anticoagulant, diabetic or growing a beard.
	8.	All patients with a foley catheter are to be cleaned around the catheter-meatal junction with soap and water and the catheter is to be secured with a securement device.
	9.	Perform other nursing interventions if appropriate.  For example, apply lotion and/or skin barriers, and ROM exercises.  The student is to change the linen on the bed, place in a plastic bag and take to the laundry hamper. Do not leave excess linen in the room.
	10.	Position the resident comfortably with pillows or other items.
	11.	Report any skin breakdown or other abnormal assessment to the instructor and charge nurse.
	12.	Straighten the room daily after each bath.
	13.	Assure the call light, over bed table and any other needed items are in reach of the resident prior to leaving the room.
	14.	The baths must be completed by 1130.  If not completed by 1130 the student must notify the instructor.  

F. Basic Head to Toe Assessment
	1.	Students will be assigned to perform assessments at the nursing home.  When assigned the student is to perform a complete head to toe assessment according to the criteria taught in the classroom and lab.
	2.	The student may carry the assessment check sheet and pen and paper in the resident’s room to record information on.
	3.	The student should be prepared to perform the assessment before coming to clinical.
	4.	The student should be able to complete the assessment with minimal prompting or instruction from the instructor.
	5.	After performing the assessment, write it out on paper and give to the instructor for feedback.
	6.	An instructor will be observing the students performance of the assessment the first time and then at various time throughout the clinical experience to provide feedback and instruction to the student.
	7.	Explain to the resident what you are doing and utilize therapeutic communication skills.

G. Pre-Clinical Comprehensive Care Plan
	1.	Students will be assigned to complete a Care Plan.
	2.	The student will collect data needed for the care plan by reviewing the textbook, chart and performing a history and a basic head to toe assessment. 
	3.	The student will then analyze the data and develop a plan of care.
	4.	Refer to the assignment for instructions, grading and due date.
H.	Other scheduled assignments
	1.	Students will also be scheduled to follow the charge nurse, physical therapy, activity director, cardiac rehab, wound care, nurse aide and the auxiliary at NARMC.
	2.	These areas are observation only areas.  The student is not allowed to perform any nursing procedures or skills when in these areas.
	3.	The charge nurse and auxiliary rotation have an assignment to be completed after the rotation.  Refer to the assignment for instructions, grading and due date.

I.	Nursing Procedures
	1.	Students may be allowed to perform some procedures upon the discretion of the instructor.
	2.	The instructor must be present when the student is performing any nursing procedure or skill.  Facility nurses are not allowed to go with the student to perform skills.

J.	Call lights
	1.	Students should answer call light and respond to the residents needs if possible.
	2.	Do not perform any nursing interventions without approval from the instructor.  For example, administering food and fluids, ambulating to bathroom, setting up in chair, etc.

K.	Safety – Refer to critical safe behaviors in student handbook
	1.	Utilization of proper body mechanics.
	2.	Washes hands between each patient and during treatments.
	3.	Uses “Universal Precautions” and proper isolation techniques.
	4.	Performs head to toe assessment in a timely manner.
	5.	Places bedside table, call light and needed items within patient’s reach prior to leaving the room.
	6.	Removes all potential environmental hazards.
	7.	Performs fall checks according to the facility policy.
	8.	Performs procedures according to PN Program and facility policies.
	9.	Maintains confidentiality of patient information.
	10.	Does not do anything without the knowledge and approval of the instructor.
	11.	Does not use any type of mechanical lifting device without permission from instructor and the presence of a staff member.

L.	Miscellaneous
	1.	Be proactive, take initiative to learn, display a positive attitude and demonstrate professional behaviors as outlined in the student handbook and evaluation tools.
	2.	Demonstrate caring behaviors as outlined in the student handbook and evaluation tools.
	3.	Students are to stay occupied and not congregate at the nurse’s station.
	4.	Students should be in their designated area and not in the employee lounge.
	5.	Report any changes in the patient’s condition, abnormal vital signs/assessment, patient complaint, refusal of care, and any concerns the student may have to the instructor immediately.
	6.	If you are paged over the intercom, punch the patient’s call button and respond.
	7.	Answer any patient’s call light.
	8.	If a physician enters the room, the student needs to step back from the bedside to allow room for the physician.
	9.	The student is to notify the facility and instructor if going to be absent or late.
	10.	Always report off to the instructor prior to leaving the facility.
	11.	Be sure to charge all items used to the resident.
	12.	No Cell phones unless the student has approval from the instructor.
	13.	No smoking on facility grounds.

NORTH ARKANSAS COLLEGE
PRACTICAL NURSING PROGRAM
Hospital Clinical Requirements

I. Clocking In 
A. The student must clock in by 0640 and clock out no earlier than 1500 (unless designated differently in the clinical binder) when the clinical rotation is scheduled at NARMC.  
B. Each student will have a time card in the rack.  The card is to be removed from the rack, inserted into the time machine to record time and then placed back in the rack in alphabetical order.
C. When inserting the time card into the time machine make sure the clocked in/out time will appear beneath the previous clocked in/out time.
D. After clocking in make sure the time is legible.
E.  If the machine will not record the time insert another card underneath your card and try again.  If you are still unsuccessful you may write in the time and inform your clinical instructor.  
F. A student may not clock in for another student. 

II. Report
A. The student must be prepared for report (on appropriate floor, personal belongings put up, ink pen and paper in hand) by 0640.
B. If the unit is performing walking rounds go to your patient room at 0640 and complete a basic head to toe assessments then wait for the nurses to give you report.  Do not perform any nursing interventions until you have received report.
C. If a verbal/taped report is being given, you will go to the report room at 0640 to receive report.  
D. When receiving report you should write down the patients name, room number, age, medical diagnosis, diet, and hygiene and activity level.  Also make note of vital sign frequency, IV fluids/SL, oxygen, fall precautions, blood sugars, specimen collection, NPO status, or any other pertinent nursing interventions.  You should review the kardex or ask the instructor after report if you were unable to hear everything stated in report.

III. Basic Head to Toe Assessment
A. A basic head to toe assessment is to be performed before providing any nursing interventions.
B. The student should be able to complete the assessment with minimal prompting or instruction from the instructor according to the assessment format taught in the first semester.
C. After performing the assessment, write in out on paper and give to the instructor for feedback.
D. An instructor will be observing the students performance of the assessment the first time while doing patient care and then at various time throughout the clinical experience to provide feedback and instruction to the student.



IV. Vital Signs
2.  Students are required to take all blood pressure manually with blood pressure cuff and stethoscope.   The digital machine may not be utilized. 
3. Take routine vital signs as below or as ordered:
a. First Floor Tower and Third Floor – 1000 and 1400
4. If abnormal vital signs (B/P - systolic above 150 or below100, diastolic above 94 or below 60; Pulse – above 100 or below 60; Temperature – oral below 97 or above 100; Respirations – above 22 or below 16) are obtained:
a. Recheck the vital sign
b. Review previous readings
c. Assess for other variables that may be affecting abnormal vital sign
d. Report to instructor and RN
e. Document the vital sign and the RN that was notified.
D.	Axillary temperatures are not accepted unless there is a Physician Order.

V. Feeding patients
A. Dietary will pass trays, pick up trays, record I & O and percentage of food consumed except for isolation patients.
B. Students will assist all patients who need help with feeding.
C. Students will help pass trays, pick up trays, record I & O and percentage of food consumed for isolation patients.

VI. Hygiene
A. The student must complete hygiene activities by noon.  If not completed by noon the student must notify the instructor and the nurse caring for the patient.  
B. The student must provide a complete/partial bath or allow the patient to provide own bath according to the patient’s need.
C. Place a “Bath in Progress” sign on the door, close the curtain and provide privacy when bathing the patient.
D. Patients with telemetry, IV’s, foley catheters, surgical dressings, etc will not be allowed to shower. 
E. Brush every patient’s teeth or clean their dentures.  Some patients may require mouth care more frequently.
F. Brush or comb their hair.
G. All male patients are shaved with a safety or electric razor unless on an anticoagulant, diabetic or growing a beard.
H. All patients with a foley catheter are to be cleaned around the catheter-meatal junction with soap and water and the catheter is to be secured with a securement device.
I. The student is to change the linen on the bed, place in a proper color plastic bag and take to the laundry chute. Do not leave excess linen in the room.
J. Straighten the room daily after each bath.
K. Document hygiene after performing.



VII. Activity
A. The student will receive the patient activity level in report or it can be found on the kardex.  Below are some common abbreviations related to activity:  Bedrest only – Patient is not allowed out of bed and is to be turned every two hours.  BRP – Bathroom privileges – Patient may go to the bathroom on their own.  BSC with assist – Patient may use a bedside commode with assistance from a nurse.
	Up in chair or Walk in hall BID (twice a day – at least once on day shift), Up in chair TID (three times a day - at least twice on day shift).
B.  Document the activity after performing.

VIII.	Medication Administration
A.	Prior to Administration
1. The student must demonstrate knowledge of the drug including generic and brand name, normal dosage, side effects and important nursing interventions.
2. The student must check the medication on the EMAR with the kardex and an instructor to confirm the 5 rights.
B. Administration of Medication
1. An instructor must be present when administering any IM, SQ, or IV medications.  A student may be allowed to administer orals, topical, eye drops, nasal sprays without an instructor after approval from the instructor.
2. Collect all supplies and prepare medications prior to entering the room. 
3. Verify two patient identifiers by confirming patient name and scanning the patient’s armband.
4. Perform three medication checks in the med room, patient’s room and by scanning the medication.
5. Administer medications as ordered.
6. Follow all principles of medication administration as taught in the first semester.
7. Obtain appropriate assessment data before administering the medication (B/P, lab results).
C. After Administration
1.  Document medication administered
2. Monitor the patient’s response to medication as needed. 

IX.	Performing Procedures
A. A student must notify the instructor prior to performing any procedure.
B. The student must have a card from the charge nurse stating the patient’s name, room number, procedure to be performed and her initial’s prior to performing the procedure.
C. The student must be able to explain the steps of the procedure and have collected all needed supplies. 
D. A student may perform the following procedures without any supervision:
1.	Hygiene
2.	Activity
3.	Vital signs
4.	Feeding a patient
5.	Intakes and outputs
6.	Bedmaking
7.	ROM exercises
8.	Repositioning of patient
9.	Discharging of patient


E. A student may perform the following procedures independently after sufficient supervision and approval from an instructor:
1.	Dressing changes
2.	Foley catheter discontinuation
3.	IV discontinuation
4.	Telemetry discontinuation
5.	Head to toe assessment
6.	Documentation
7.	Administration of topical, eye drops, ear drops, suppositories, inhalers and oral medications 
8.	Accucheks
9.	Specimen collections
10.	Oral suctioning
11.	Enemas
12.	Colostomy care
F. A student may perform the following procedures only with supervision from the instructor or another RN/LPN if approval from the instructor has been obtained. A student will be placed with a RN/LPN preceptor in the ER, CCU, OB, Outpatient Surgery, Recovery Room, Operating Room and Observation Unit and the student may perform procedures with supervision from the preceptor according to the PN Program policies and procedures. 
1. Foley catheter insertion
2. I.V. therapy including peripheral insertion, converting to a saline loc and changing of the bag, tubing, and dressings.
3. Tracheotomy care
4. Nasal or Tracheal suctioning
5. Administration of IM, SQ, or IV medications 
6. Nasogastric tube irrigation and/or care
7. Staple/Suture removal
G.	A student CANNOT perform the following procedures:
	1.	Witnessing a signature for will, valuables, or permits for therapeutic purposes.
	2.	Obtaining or administering blood from the laboratory
	3.	Cutting of patient’s toenails, fingernails or hair.
	4.	Taking verbal or telephone orders from a physician.
	5.	May not initiate Cardiopulmonary resuscitation, but will immediately notify licensed personnel.
	6.	Be left alone with pregnant patient who is receiving oxytoxin.
	7.	Digitally remove a fecal impaction.
	8.	Procedures not on this list are left to the discretion of the instructor.
	9.	The student must perform the procedure as taught in the first semester taking into consideration the program concepts.
	10.	The student must document the performance of the procedure.
	11.	Remove central lines
	12.	Insert NG tube

X.	Safety – Refer to critical safe behaviors in student handbook
A.  Utilization of proper body mechanics
B. Washes hands between each patient and during treatments
C. Uses “Universal Precautions” and proper isolation techniques
D.  Performs head to toe assessment in a timely manner.
E. Places bedside table, call light and needed items within patient’s reach prior to leaving the room.
F. Removes all potential environmental hazards.
G. Performs fall checks according to the facility policy.
H. Administers medications and perform procedures according to PN Program and facility policies.
I. Maintains confidentiality of patient information
J. Does not do anything without the knowledge and approval of the instructor

XI.	Documentation
A.  Head to toe assessments are to be written out on paper and given to the instructor for feedback and approval.
B. Basic nursing care including hygiene, activity, fall precautions, vital signs, I and O is documented on the intervention sheet of the electronic record.
C. Procedures should also be documented on the intervention sheet of the electronic record by adding an intervention and linking a note if needed.
D. All medication administered are to be documented on the electronic medication administration record. 
E. The student must document any significant incident (abnormal vital signs, inability to give bath, etc) and the name of the nurse that was informed in a linked note.

XII.	Break/Lunch
A. Students are allowed a 15 minute break in the morning and a 30 minute lunch break.
B. Break and lunch times must be approved by the instructor.
C. The student must notify the instructor and the unit secretary prior to leaving the unit for anything.
D. The student must make sure all pertinent nursing interventions are performed prior to leaving the floor.
E. The student is to leave the floor and go to the cafeteria for lunch.  The student is not allowed to leave the hospital or eat in the employee lounge.
F. The student may bring a lunch and place it in the employee refrigerator on the unit.  However, it must have the students name, date on the sack/container and must be removed prior to leaving the unit for the day.

XIII.	Specialty Areas
	A.	The specialty area rotations are for OBSERVATION ONLY and the student MAY NOT perform any procedures or medication administration.
1.	Observation areas only include:
	a.	Boone County Special Services
	b.	Harrison Family Practice
	c.	Home Health
	d.	Hospice
	e.	Health Resources of Arkansas
	f.	Physical therapy
	g.	Preschool and Public Schools
	h.	Radiology
	i.	Respiratory Therapy
	2.	Areas in which you MAY PERFORM procedures include: (This includes areas where you will be placed with a RN/LPN preceptor and procedures and medications may be given with the preceptor according to the PN program policies and procedures. 
	a.	Ambulatory treatment room
	b.	Behavioral health unit at NARMC
	c.	Cardiac rehab
	d.	Cornerstone Medical Clinic
	e.	Critical care unit
	f.	Emergency department
	g.	GI lab
	h.	Obstetrics unit
	i.	Operating room
	j.	Outpatient department
	k.	Recovery room
	l.	Wound care department
	B.	If you ever need additional clarification of what can and cannot be completed in your assigned specialty area, seek clarification from your instructor prior to completing any procedures or medication administration.

XIV.	Nurse Preceptor Transition and Leadership and Management Rotation
A. Students will be assigned a nurse preceptor for the transition and leadership and management rotation during the last 8 weeks of the program at North Arkansas Regional Medical Center. Instructions for the assignment are included in the back of this binder. 
B. During the last 8 weeks of the program, a student will also be assigned to go to Hillcrest Home to transition with a RN/LPN preceptor. The student may perform any procedure or medication administration under the direct supervision of a licensed nursing (RN/LPN) preceptor. A student may not administer medications under the direction of a certified medication administration technician. 

XV.	Miscellaneous
A. Be proactive, take initiative to learn, display a positive attitude and demonstrate professional behaviors as outlined in the student handbook and evaluation tools.
B. Demonstrate caring behaviors as outlined in the student handbook and evaluation tools.
C. Students are to stay occupied and not congregate at the nurse’s station.
D. Students should be in their designated area and not in the employee lounge.
E. Report any changes in the patient’s condition, abnormal vital signs/assessment, patient complaint, refusal of care, and any concerns the student may have to the instructor immediately.   
F. If you are paged over the intercom, punch the patient’s call button and respond.
G. Answer any patient’s call light.
H. If a physician enters the room, the student needs to step back from the bedside to allow room for the physician.
I. The student is to notify the scheduled floor and instructor if going to be absent or late before 0630.
J. Always report off to the nurse prior to leaving the floor.
K. Be sure to charge all items used to the patient.
L. No Cell phones unless the student has approval from the instructor.
1.	Cell phones may be permitted in the clinical setting for educational purposes to access medical information.  Cell phone usage is limited to areas designated by the instructor but prohibited in hallways and patient rooms.
2.	Personal use is prohibited, but may be allowed in emergency situations with instructor discretion as listed below:
	a.	Permission is obtained from instructor prior to clinical
	b.	phone must be on silent
	c.	Accessed only during breaks in designated areas.
M. No smoking on facility grounds.
N. No using copier on floors.



[image: ]

North Arkansas Regional Medical Center
Orthopedic Care Specifics


When caring for an orthopedic patient, please do the following: 

1. Make sure call light, water, or any personal belongings are within reach at all times. 
2. Always have two people assist the patient during transfers. 
3. If the patient has not gotten out of bed yet, have a hospital staff employee assist with transfer. 
4. If the patient is assisted to the bathroom, remove the walker after the patient sits down on the toilet/shower chair. This helps to decrease the chances that the patient will get up by themselves.
5. Make sure that the splash guard is in the patients bathroom at all times. 
6. Never leave the patient in the bathroom with the door shut or unattended. 
7. The patient may shower on Friday mornings. No baths or submerging incision under water. 
8. Upon transfers, make sure the patient is wearing non-skid shoes or slippers before ambulating. 
9. Always use a gait belt when transferring/ambulating. 
10. Encourage patients to change from the hospital gown into their street clothes.
11. When the CPM machine is in use, always make sure that the lower bedrail is up to help stabilize the machine.
12. Make sure the DonJoy Iceman is full of ice at all times and cold pack is placed on appropriate area of patient. Also, make sure cold pack is not placed directly on the patient’s skin. A skin barrier must be used if original surgical dressing has been removed. 
13. If the DonJoy Iceman is in use, inspect the skin under the pad every 1-2 hours.
14. For routine total joint replacements: Post-op day 1 - the CBC II drain is DC after the patient has completed with the CPM and before the patient ambulates. Wednesday mornings (Post-op day 2) the Foley catheter is discontinued. Make sure the patient voids within an acceptable time frame. Post-op day 3 (Thursday) – change the dressing, then daily. 
15. If you are unsure about any orthopedic care, please consult with the instructor before acting. 









ORIENTATION

CHECK-OFF SHEETS


North Arkansas College
Practical Nursing Program
Nursing Home Orientation Checklist

	Room Location:
	Bristol Pointe
	Apple Ridge
	Hillcrest

	
	Student
	Instructor
	Student
	Instructor
	Student
	Instructor

	     Nurses Station
	
	
	
	
	
	

	     Medication room
	
	
	
	
	
	

	     Supply closet
	
	
	
	
	
	

	     Dining Hall
	
	
	
	
	
	

	     Kitchen
	
	
	
	
	
	

	     Linen Supply
	
	
	
	
	
	

	     Resident Activities Area
	
	
	
	
	
	

	     Student Break Room
	
	
	
	
	
	

	     Patient rooms
	
	
	
	
	
	

	          Knows Call light function
	
	
	
	
	
	

	          Bed Functions
	
	
	
	
	
	

	    Shower Rooms
	
	
	
	
	
	

	    Physical Therapy
	
	
	
	
	
	

	   Occupational Therapy
	
	
	
	
	
	

	Equipment Location:
	
	
	
	
	
	

	     Oxygen
	
	
	
	
	
	

	     Accucheck
	
	
	
	
	
	

	     BP cuff
	
	
	
	
	
	

	     Thermometer
	
	
	
	
	
	

	     Pulse Ox
	
	
	
	
	
	

	Safety:  
	
	
	
	
	
	

	     Assistive Lift Devices
	
	
	
	
	
	

	     Bed/Chair Alarms, Fall Checks
	
	
	
	
	
	

	     Isolation
	
	
	
	
	
	

	     Body Mechanics
	
	
	
	
	
	

	     Hand Washing
	
	
	
	
	
	

	     Environmental Hazards
	
	
	
	
	
	

	Performance:
	
	
	
	
	
	

	     Basic head to toe assessment
	
	
	
	
	
	

	     Responding to emergency situation
	
	
	
	
	
	

	     Oxygen
	
	
	
	
	
	

	     Intake and Output  recording
	
	
	
	
	
	

	     Vital Signs Sheets
	
	
	
	
	
	

	     Isolation
	
	
	
	
	
	

	     Feeding/Snacks
	
	
	
	
	
	

	     Hygiene
	
	
	
	
	
	

	     Medications (routine and PRN’s)
	
	
	
	
	
	

	     
	
	
	
	
	
	

	     
	
	
	
	
	
	

	
	
	
	
	
	
	

	Other:
	Student
	Instructor

	     Volunteer Assignment Location
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



North Arkansas College
PN Program
Level I Clinical Responsibilities Test


Answer true or false to the following:

  1. _____ Students must be in the lobby of the assigned nursing home by 0700.

  2. _____ Students may utilize the digital blood pressure machine to take blood pressures.

  3. _____ Students must report abnormal vital signs to the charge nurse and the instructor immediately.

  4. _____ Students must have all hygiene completed by 1130 and if not it must be reported to the instructor.

  5. _____ Students may shave a male patient who is on anticoagulants with a safety razor.

  6. _____ Students are to place all trash in a red trash bag.

  7. _____ Students must have an instructor present when administering medication or performing a procedure.

  8. _____ Students may be sent home and subject to dismissal for unsafe nursing practice as defined in the student handbook.

  9. _____ Students are allowed to take a 20 minute morning break and a 45 lunch break.

10. _____ Students may leave the facility for break.

11. _____ Students may smoke outside the nursing home in designated areas.

12. _____ Students may keep their cell phone on and in their pocket during clinical.

13. _____ Students should not congregate at the nursing station and should be in rooms performing patient care.

14. _____ Students are to adhere to the dress code as stated in the student handbook.

15. _____ Students must utilize therapeutic communication skills with patients, fellow students, employees and instructors.

16. _____ Students are expected to perform a complete head to toe assessment as taught in the first semester and as checked off in lab with minimal prompting from the instructor when assigned to the assessment rotation.



Fill in the following answers:

A. List 5 critical behaviors of safe practice
1.
2.
3.
4.
5.
B. List the abnormal vital signs that are to be reported to the instructor as below:
1. Blood Pressure
2. Pulse
3. Respirations
4. Temperature
C. List five things that are crucial for the student to perform when providing hygiene to a resident.
l.
2.
3.
4.
5.
D. List two things that are imperative for the student to perform when assisting with feeding to prevent the resident from aspirating.
1.
2.
E. State below when the following are to be turned in:
Journal
Charge Nurse Assignment
Auxiliary Assignment
Geriatric Care Plan
F. State how the student's final clinical grade is determined.


North Arkansas College
Practical Nursing Program
NARMC Orientation Checklist

	
	1st
	3rd

	
	Student
	Instructor
	Student
	Instructor

	Room Location/Code:
	
	
	
	

	     Nurses Station
	
	
	
	

	     Medication Room
	
	
	
	

	     Supply Closet
	
	
	
	

	     Kitchen
	
	
	
	

	     Linen
	
	
	
	

	     Laundry Chute
	
	
	
	

	     Student Break Room
	
	
	
	

	     Patient Room
	
	
	
	

	          Call light
	
	
	
	

	Oxygen
	
	
	
	

	Suction
	
	
	
	

	Bed functions
	
	
	
	

	How to Charge Items to Pt.
	
	
	
	

	
	
	
	
	

	Equipment Location:
	
	
	
	

	Wheelchair/walkers
	
	
	
	

	BSC
	
	
	
	

	IV Pole and Pump
	
	
	
	

	Accuchek
	
	
	
	

	BP Cuff
	
	
	
	

	Thermometer
	
	
	
	

	Pulse Ox
	
	
	
	

	Orthopedic Supplies (1st tower)
	
	
	
	

	Bed Alarm
	
	
	
	

	Performance:
	
	
	
	

	Electronic Documentation
	
	
	
	

	Responding to Emergency Situation
	
	
	
	

	Apply and Remove Telemetry
	
	
	
	

	Flowtrons
	
	
	
	

	Oxygen
	
	
	
	

	Intake and Output Sheet
	
	
	
	

	Isolation
	
	
	
	

	Hygiene
	
	
	
	

	Activity
	
	
	
	

	Snacks
	
	
	
	

	Electronic Charting:
	
	
	
	

	Computers we can use
	
	
	
	

	
	
	
	
	

	Time Clock
	
	
	
	

	Pharmacy
	
	
	
	

	Lab
	
	
	
	

	Surgery
	
	
	
	

	GI Lab
	
	
	
	

	OP Surgery, OR, RR
	
	
	
	



North Arkansas College
PN Program
Level II & III Clinical Responsibilities Test

Answer true or false to the following:

  1.	_____	Students must be clocked in and on the floor ready for report by 0640.

  2.	_____	Students are required to perform a basic head to toe assessment sometime during the shift.

  3.	_____	Students may utilize the digital blood pressure machine to take blood pressures.

  4.	_____	Students are to take routine vital signs to the charge nurse and the instructor immediately.

  5.	_____	Students must report abnormal vital signs to the charge nurse and the instructor immediately.

  6.	_____	Students must have all hygiene completed by 1400 and if not, it must be reported to the instructor.

  7.	_____	Students may shave a male patient who is on anticoagulants with a safety razor.

  8.	_____	Students are to place all trash in a red trash bag.

  9.	_____	Students must have a card from the charge nurse and informed the instructor prior to performing any nursing procedures.

10.	_____	Students must have hygiene and written assignment completed and turned into instructor before 1200.

11.	_____	Students may be sent home and subject to dismissal for unsafe nursing practice as defined in the student handbook.

12.	_____	Students are to document medication administration and nursing care on the electronic record.

13.	_____	Students are allowed to take a 20 minute morning break and a 45 min. lunch break.

14.	_____	Students are required to make sure all patient needs are met and the unit secretary has been informed prior to leaving for break and lunch.

15.	_____	Students may leave the facility for break and lunch.

16.	_____	Students may smoke outside the hospital in designated areas.
17.	_____	Students may keep their cell phone on and in their pocket during clinical.

18.	_____	Students should not congregate at the nursing station and should be in rooms performing patient care.

19.	_____	Students are to adhere to the dress code as stated in the student handbook.

20.	_____	Students must utilize therapeutic communication skills with patients, fellow students, employees and instructors.

21.	_____	All vital signs must be reported/shown to instructor prior to documentation.

B.	State three procedures the student may never perform.
	1.	
	2.	
	3.	

C.	State three procedures the student may perform with an instructor.
	1.	
	2.	
	3.	
D.	State five steps that are to be taken to assure safe medication administration.
	1.	
	2.	
	3.	
	4.	
	5.	
E.	List three things that should be done before performing any procedure.
	1.	
	2.	
	3.	
F.	State below when the following are to be turned in:
	Journal
	Pre-Clinical Assignment
	Specialty Area Assignments
	Medication Administration assignment
	Care Plans
	Weekly Clinical Evaluation

G.	State how the student’s final clinical grade is determined.








DAILY CLINICAL

ROUTINE


North Arkansas College
Practical Nursing Program
Outline for Hospital Daily Clinical Routine


0640 – Report and performance of basic head to toe assessment

0730 – Prepare patient for breakfast and collect accuchek if ordered. If administering medications collect kardex and prepare to verify medications with the instructor.

0800 – Assist/feed patient 

0830 - Break

0845 – Provide hygiene as appropriate

1000 – Take vital signs (1st Tower & 3rd ), collect I & O, refill DonJoy Iceman (1st Tower)

1030 – Ambulate/up in chair etc. as ordered

1100 – Document as needed

1130 – Lunch (Hygiene and written assessment completed/turned into instructor)

1200 - Prepare for lunch. Assist/Feed.

1230 – Perform any ordered treatments

1300 – Ambulate/up in chair etc. as ordered, review chart for needed information, complete critical thinking activities, etc.

1400 – Take vital signs (1st Tower & 3rd), collect I & O, refill Don Joy Iceman (1st Tower)

1430 – Finish documenting and report off to nurse

The student is to check on the patient every 30 minutes to note changes in previous assessment, perform safety checks and assist the patient with any request.











CLINICAL

EVALUATION TOOLS


Weekly Clinical Evaluation Tool

A copy of the clinical evaluation tool is included to provide the student with knowledge of the criteria that will be utilized for the evaluation of the clinical experience.  The student will complete the on-line clinical evaluation each week you are assigned to patient care or medication pass on the floor.  The instructor will then evaluate you and discuss it with you.  The final clinical evaluation shall be completed by the instructor and will be reflective of weekly clinical evaluations, preceptor evaluations, performance, competency, caring and professionalism.  Must score 79% on final evaluation before homework is added in.



Preceptor Evaluation Form

Twenty copies of the preceptor evaluation form are included.  The student will take a preceptor evaluation tool for the preceptor (nurse you are with) to complete when scheduled in Outpatient surgery, Operating room, Recovery room, Obstetrics, Critical care, GI Lab, Ambulatory treatment center, Observation unit, Emergency department, Wound care and the Transition rotation.  The form will be turned in the following Monday.



Student Evaluation of Nurse Preceptor

Twenty copies of the student evaluation tool are included.  The student will evaluate the preceptor and turn in the following Monday.



Specialty Area Evaluations

Complete my CoursEval on Portal for Specialty area evaluations after attending specialty areas.
















Weekly Clinical Evaluation

Competence
1)	10 points
	Data Collection including Normal and Abnormal Data. Data Collection is defined as the "Systematic gathering of data for a particular purpose from various sources, including patient interview, electronic medical record, electronic medication administration record, and the physical assessment." 
	Include all of the following in a narrative format. This will require you to write out an assessment from the week but to dig a little deeper on one patient with the addition of the following information.  

	10 = Differentiates between normal and abnormal data as it relates to the assigned rotation. This might include but is not limited to objective and subjective observations, results of lab work, diagnostic testing, and patient/family interview information. Includes safety, growth and development, cultural, ethical and legal, and teaching/ learning needs.

	9 =	Differentiates between normal and abnormal data as it relates to the assigned rotation. This might include but is not limited to objective and subjective observations, results of lab work, diagnostic testing, and patient/family interview information. Includes safety and growth and development.

	8 =	Differentiates between normal and abnormal data as it relates to the assigned rotation. This might include but is not limited to objective and subjective observations, results of lab work, diagnostic testing, and patient/family interview information. Includes safety.

	7 =	Includes assessment data collected as it related to the assigned rotation. Only includes objective and subjective observations. 

	(Instructors have the right to deduct further points if there are any discrepancies with data collection and the relation to the remainder of the evaluation.)

2)	5 points
	Nursing Diagnoses. A nursing diagnosis is defined as a clinical judgment about individual, family or community responses to actual or potential health problems or life processes which provide the basis for selection of nursing interventions to achieve outcomes for which the nurse has accountability (NANDA-I, 2009). 

	List, and discuss the nursing diagnosis that you have established for your patient. Be sure to prioritize the nursing diagnosis according to Maslow's and discuss the rationale behind the order of the diagnosis. 

	5.0=	Analyzes the weeks priorities as they relate to the assigned rotation and the needs of the patient. Creates 3 appropriate nursing diagnoses and orders them according to Maslow's hierarchy of human needs.

	4.5=	Discusses priorities and lists them in order of importance. Creates 3 appropriate patient specific nursing diagnoses and orders them according to Maslow's hierarchy of human needs. 

	4 =	Lists priorities in order of importance. Creates 3 appropriate physiological patient specific nursing diagnoses. 

3)	3 points
	Goals. These need to be written as "Outcome Statements" and always begin with the words "The patient will." Outcome statements are an expected conclusion to a patient health problem or conclusion to a suspected health expectation. Ask yourself, "What is it I want my patient to accomplish?" 

	3.0=	Formulates goals which are personalized patient specific and related to the nursing diagnosis measurable and attainable. (Must address all diagnoses identified)

	2.6=	Construct goals which are personalized patient specific and related to the nursing diagnosis. (Must address all diagnoses identified)

	2.4=	Relate personalized patient specific goals to the nursing diagnosis. (Must address all diagnoses identified)

4)	12 points
	Interventions. Accurate and valid nursing diagnoses guide the selection of interventions that are likely to produce the desired treatment effects and determine nurse-sensitive outcomes. 

	Include the patient response to the nursing intervention if applicable to your clinical rotation.  

	12=	Formulates 3 personalized patient specific nursing interventions for each diagnosis to assist in managing complications identified during your specific rotation. Provides evidence (rationale) to support interventions. Includes a brief citation of reference utilized to formulate nursing interventions and rationales.

	11=	Formulates 2 personalized patient specific nursing interventions for each diagnosis to assist in managing complications identified during your specific rotation. Provides evidence (rationale) to support interventions.

	10=	Formulates 2 personalized patient specific nursing interventions for each nursing diagnosis to assist in managing complications identified during your specific rotation.

5)	3 points
	Organization. 
	3.0=	Discusses the organizational method utilized during the clinical rotation. Explains how it was of benefit. Offers suggestions to improve the organizational method. Gives an example of how the method assisted in completing the ordered tasks in a timely manner?

	2.6=	Discusses the organizational method utilized during the clinical rotation. Explains how it was of benefit. Offers suggestions to improve the organizational method. 

	2.4=	Discusses the organizational method utilized during the clinical rotation. Explains how it was of benefit. 

6)	10 points
	Skills. 
	10=	Discusses skills performed or required to complete the assigned rotation. Applies theoretical knowledge. Analyzes the benefit of competence. (May include hands on skills or communication, etc.). Demonstrates performing the skill independently.

	9 =	Discusses skills performed or required to complete the assigned rotation. Applies theoretical knowledge. (May include hands on skills or communication, etc.). Demonstrates performing the skill with occasional cues.

	8 =	Discusses skills performed or required to complete the assigned rotation. Applies theoretical knowledge. (May include hands on skills or communication, etc.). Demonstrates performing the skill with frequent cues. 

7)	10 points
	Safety. 
To receive a passing grade on safety (refer to "Critical Behaviors of Safe Practice Policy" in the student handbook). 

	10=	Examines, in depth, observations made that relate to patient and student safety. Gives 2-3 examples that demonstrate understanding of the importance of, but not limited to, any of the following- Hand hygiene, Contact Isolation, Side Rails, Body mechanics, Call light or Environmental Hazards.

	9 =	Discusses observations made that relate to patient and student safety. Gives 1-2 examples that demonstrate understanding of the importance of, but not limited to, any of the following- Hand hygiene, Contact Isolation, Side Rails, Body mechanics, Call light or Environmental Hazards. 

	8 =	Lists observations made that relate to patient and student safety. Gives specific example that demonstrates understanding of the importance of, but not limited to, any of the following- Hand hygiene, Contact Isolation, Side Rails, Body mechanics, Call light or Environmental Hazards. 

8)	3 points
	Communication. (Please number your examples as 1, 2, and 3) 
	3 =	Utilizes therapeutic communication skills. Avoids the use of non-therapeutic communication. Use 2-3 examples from this week’s interactions that demonstrate understanding of this concept.  (Can include, but is not limited to, interactions with patients, staff, peers, or instructors)

	2.6=	Utilizes therapeutic communication skills.  Avoids the use of non-therapeutic communication.  Use 1-2 examples from this week’s interactions that demonstrate understanding of this concept. (Can include, but is not limited to, interactions with patients, staff, peers, or instructors) 

	2.4=	Utilizes therapeutic communication skills. Avoids the use of non-therapeutic communication. Use 1 example from this week’s interactions that demonstrate understanding of this concept. (Can include, but is not limited to, interactions with patients, staff, peers, or instructors) 

9)	3 points
Documentation in direct patient care areas and specialty areas. 
Score yourself utilizing the following criteria for documentation.

Mark "3"	if you feel you documented all nursing care given independently. 
		For specialty areas examine importance of required documentation specific to the rotation in depth. 

Mark "2.6"	if you feel you documented nursing care given with occasional cues. 
		For specialty areas discuss importance of required documentation specific to the rotation. 

Mark "2.4"	if you feel you documented nursing care given with frequent cue s. 
		For specialty areas list required documentation specific to the rotation. 

10)	10 points
Knowledge of Medications. (You MUST pay attention to medications common to the types of patients cared for during your rotation) 

If you are in a specialty area that does not expose you to medications, please be sure to look up the medical diagnosis, and then discuss a medication that the patient might be on based on their medical diagnosis.  

10 =	Able to identify 3-5 medication(s) and relate to patient condition independently. Evaluates nursing interventions for these medications and states whether dosage is within safe parameters by stating the normal range for the medication(s) and stating the patient’s dosage(s).

9 =	Able to identify 3-5 medication(s) and relate to patient condition with minimal assistance of instructor. Examines nursing interventions for these medications and states whether dosage is within safe parameters by stating the normal range for the medication(s) and stating the patient’s dosage(s).

8 =	Able to identify 3-5 medication(s) and relate to patient condition with assistance of instructor.  Lists nursing interventions for these medications and states whether dosage is within safe parameters by stating the normal range for the medication(s) and stating the patient’s dosage(s).


Caring
11)	10 points
Caring Behaviors. (Caring is action taken. For points you must discuss a situation that demonstrates caring.) 
10 =	Discusses a situation from this week’s clinical rotation that demonstrates value for the patient. Examples may include but are not limited to addressing patient by name, listening attentively, providing comfort by re-positioning and pain control, taking time with patient, providing correct information, demonstrating respect, or utilizing touch appropriately. (Independently involved in patient needs)

9 =	Identifies a situation from this week’s clinical rotation that demonstrates value for the patient. (Required occasional cues from instructor to remain involved in patient needs).

8 =	Recognizes need to value the patient. (Required frequent cues from instructor to remain involved with patient needs).

Professionalism

(Instructors reserve the right to deduct points if there are any issues with True and False statements from Punctuality, Appearance, or Preparedness for Clinical.)

12)	1 point

Mark True if:	You were on time and present all this week. 

Mark False if:	You were late or absent at any time this week. 

13)	1 point

Mark True if:	You adhered strictly to the uniform policy this week.

Mark False if:	You have not adhered to the dress policy at any one time this week

14)	1 point

Mark True if : (all must apply)
	You managed and reported any errors to instructor (if any occurred).
	Did not implement care without prior training.
	Did not perform any procedure without first consulting with instructor.

Mark False if: (if any one or more applies)
	You did not manage and report errors to instructor.
	Implemented care without prior training.
	Performed a procedure without first consulting with instructor



15)	1 point
Mark True if : (all must apply)
	You had a pre-clinical assignment due and it was completed on time or;
	You were in a specialty area and were prepared each day by knowing where to go, what time to arrive, and adhered to the dress code policy without cues from instructor.

	Mark False if: (if any one or more applies)
	You had a pre-clinical assignment due and it was not completed on time or;
	You were in a specialty area and had to ask instructor about your assignments location, time, or dress code policy

Self-Evaluation
16)	3 points
Strengths. Identify what you feel were your strengths this week.  

3.0 =	Identifies specific strengths related to this week’s assignments and discusses how they were of benefit to the clinical experience.

2.6 =	Identifies specific strengths related to this week’s assignment.

2.4 =	Identifies strengths.

17)	3 points
Areas of Improvement. 

3.0 =	Identifies areas of improvement related to their clinical performance and discusses suggestions for change.

2.6 =	Identifies areas of improvement related to their clinical performance.

2.4 =	Identifies areas of improvement.

18)	9 points
Personalized Goal Statement. 
9.0 =	Creates a personalized goal statement related to the identified area of improvement that is measurable and obtainable and can be accomplished at the next clinical opportunity. Begins with the statement, "I will." 

8.0 =	Creates a personalized goal statement related to the identified area of improvement. 

7.0 =	Creates a personalized goal statement.

19)	0 points
Preceptors. 
	Who were your preceptors for this week? Please include day of rotation, unit, first name, last name, and credentials. 
Example: Monday - 1st Floor Tower - Jennifer Harmon, RN. 
NORTH ARKANSAS COLLEGE
Practical Nursing Program

PRECEPTOR EVALUATION OF STUDENT PERFORMANCE


Student_______________________________	     Preceptor___________________________

Dates of Experience_____________________	     Nurs. Unit/Dept.______________________

*Please record NA for “not applicable”.

	Behavior
	Evaluation*

	I.  Competent Behavior
	Above
Average
	Average
	Below
Average
	Comments

	Collects data completely
	
	
	
	

	Assist with care plan
	
	
	
	

	Utilizes critical thinking skills
	
	
	
	

	Sets priorities and manages
time 
	
	
	
	

	Performs nursing skills 
correctly
	
	
	
	

	Administers medications 
following 5 rights
	
	
	
	

	Safety performs patient care
	
	
	
	

	Communicates therapeutically
	
	
	
	

	II.  Caring Behavior

	Addresses patient by name
	
	
	
	

	Listens to patient
	
	
	
	

	Provides comfort
	
	
	
	

	Takes time with patient
	
	
	
	

	Provides correct information
	
	
	
	

	Demonstrates respect
	
	
	
	

	III.  Professional Behavior

	Arrives on time
	
	
	
	

	Dressed appropriately
	
	
	
	

	Prepared for clinical
	
	
	
	

	Is responsible and 
accountable for own actions
	
	
	
	

	Performs self-evaluation
	
	
	
	



Page 2 of 2

Student Strengths:






Student Areas of Improvement:






Plan of Action:






Additional Comments














Student signature________________________________     Date_______________________

Preceptor signature______________________________	Date_______________________

Title/Position____________________________________

NORTH ARKANSAS COLLEGE
Practical Nursing Program

PRECEPTOR EVALUATION OF STUDENT PERFORMANCE


Student_______________________________	     Preceptor___________________________

Dates of Experience_____________________	     Nurs. Unit/Dept.______________________

*Please record NA for “not applicable”.

	Behavior
	Evaluation*

	I.  Competent Behavior
	Above
Average
	Average
	Below
Average
	Comments

	Collects data completely
	
	
	
	

	Assist with care plan
	
	
	
	

	Utilizes critical thinking skills
	
	
	
	

	Sets priorities and manages
time 
	
	
	
	

	Performs nursing skills 
correctly
	
	
	
	

	Administers medications 
following 5 rights
	
	
	
	

	Safety performs patient care
	
	
	
	

	Communicates therapeutically
	
	
	
	

	II.  Caring Behavior

	Addresses patient by name
	
	
	
	

	Listens to patient
	
	
	
	

	Provides comfort
	
	
	
	

	Takes time with patient
	
	
	
	

	Provides correct information
	
	
	
	

	Demonstrates respect
	
	
	
	

	III.  Professional Behavior

	Arrives on time
	
	
	
	

	Dressed appropriately
	
	
	
	

	Prepared for clinical
	
	
	
	

	Is responsible and 
accountable for own actions
	
	
	
	

	Performs self-evaluation
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Student Strengths:






Student Areas of Improvement:






Plan of Action:






Additional Comments














Student signature________________________________     Date_______________________

Preceptor signature______________________________	Date_______________________

Title/Position____________________________________

NORTH ARKANSAS COLLEGE
Practical Nursing Program

PRECEPTOR EVALUATION OF STUDENT PERFORMANCE


Student_______________________________	     Preceptor___________________________

Dates of Experience_____________________	     Nurs. Unit/Dept.______________________

*Please record NA for “not applicable”.

	Behavior
	Evaluation*

	I.  Competent Behavior
	Above
Average
	Average
	Below
Average
	Comments

	Collects data completely
	
	
	
	

	Assist with care plan
	
	
	
	

	Utilizes critical thinking skills
	
	
	
	

	Sets priorities and manages
time 
	
	
	
	

	Performs nursing skills 
correctly
	
	
	
	

	Administers medications 
following 5 rights
	
	
	
	

	Safety performs patient care
	
	
	
	

	Communicates therapeutically
	
	
	
	

	II.  Caring Behavior

	Addresses patient by name
	
	
	
	

	Listens to patient
	
	
	
	

	Provides comfort
	
	
	
	

	Takes time with patient
	
	
	
	

	Provides correct information
	
	
	
	

	Demonstrates respect
	
	
	
	

	III.  Professional Behavior

	Arrives on time
	
	
	
	

	Dressed appropriately
	
	
	
	

	Prepared for clinical
	
	
	
	

	Is responsible and 
accountable for own actions
	
	
	
	

	Performs self-evaluation
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Student Strengths:






Student Areas of Improvement:






Plan of Action:






Additional Comments














Student signature________________________________     Date_______________________

Preceptor signature______________________________	Date_______________________

Title/Position____________________________________

NORTH ARKANSAS COLLEGE
Practical Nursing Program

PRECEPTOR EVALUATION OF STUDENT PERFORMANCE


Student_______________________________	     Preceptor___________________________

Dates of Experience_____________________	     Nurs. Unit/Dept.______________________

*Please record NA for “not applicable”.

	Behavior
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	I.  Competent Behavior
	Above
Average
	Average
	Below
Average
	Comments

	Collects data completely
	
	
	
	

	Assist with care plan
	
	
	
	

	Utilizes critical thinking skills
	
	
	
	

	Sets priorities and manages
time 
	
	
	
	

	Performs nursing skills 
correctly
	
	
	
	

	Administers medications 
following 5 rights
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	Addresses patient by name
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	III.  Professional Behavior

	Arrives on time
	
	
	
	

	Dressed appropriately
	
	
	
	

	Prepared for clinical
	
	
	
	

	Is responsible and 
accountable for own actions
	
	
	
	

	Performs self-evaluation
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	Above Average
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	Below
Average
	Comments
(you must comment in each area)
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	Is well prepared for clinical.
	
	
	
	

	2.
	Communicates in a clear manner
	
	
	
	

	3.
	Demonstrates knowledge in clinical setting.
	
	
	
	

	4.
	Uses clinical time effectively.
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	10.
	Demonstrates impartiality when dealing with students.
	
	
	
	



Would you recommend this nurse as a preceptor for future Nursing Students?
Please justify your response.
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CHECK-OFF

SHEET


North Arkansas College
Practical Nursing Program

PROCEDURES

Students must meet the lab requirements in the first semester prior to performing any nursing procedures in the clinical setting.  Once lab requirements have been met and students have been checked-off in the first semester, the student may perform the procedures in Section A without supervision from an instructor.  Procedures in Section B must be performed with an instructor until the student can perform the procedure safely and accurately each time the behavior is observed without supportive cues from the instructor.  At this time, the instructor may determine that the student may perform the procedure independently by noting it on the procedure check-off sheet.  The student must notify the instructor prior to performance even if they have been given permission to perform these procedures independently.  An instructor may choose to observe a student even though they have been independent.  Section C contains procedures the student may only perform with an instructor or preceptor.  Procedures that may never be performed by a student are listed in Section D.

A.	A student may perform the following procedures without any supervision after lab requirements have been completed:
	a.	hygiene
	b.	activity
	c.	vital signs
	d.	feeding a patient
	e.	intakes and outputs
	f.	bedmaking
	g.	ROM exercises
	h.	repositioning of patient
	i.	discharging of patient
B.	A student may perform the following procedures independently after sufficient supervision and approval from an instructor:
	a.	dressing changes
	b.	foley catheter discontinuation
	c.	IV discontinuation
	d.	telemetry discontinuation
	e.	head-to-toe assessment
	f.	documentation
	g.	administer of topical, eye drops, ear drops, suppositories, inhalers and oral medications
	h.	accucheks
	i.	specimen collections
	j.	oral suctioning
	k.	enemas
	l.	colostomy care


C.	A student may perform the following procedures only with supervision from the instructor or another RN/LPN if approval from the instructor has been obtained.  In the second and third semester, a student will be placed with a RN/LPN preceptor in the ER, CCU, OB, Outpatient Surgery, Recovery Room, Operating Room and Observation Unit and the student may perform procedures with supervision from the preceptor according to the PN Program policies and procedures. 
	a.	foley catheter insertion
	b.	IV therapy including peripheral insertion, converting to a saline loc and changing of the bag, tubing, and dressings
	c.	tracheotomy care
	d.	nasal or tracheal suctioning
	e.	administration of IM, SQ, or IV medications
	f.	nasogastric tube irrigation and/or care
	g.	staple/suture removal
D.	A student CANNOT perform the following procedures:
	a.	witness a signature for will, valuables, or permits for therapeutic purposes
	b.	obtain or administer blood from the laboratory
	c.	cut patient’s toenails, fingernails, or hair
	d.	take verbal or telephone orders from a physician
	e.	may not initiate cardiopulmonary resuscitation, but will immediately notify licensed personnel
	f.	be left alone with pregnant patient who is receiving oxytocin
	g.	digitally remove a fecal impaction
E.	Procedures not on this list are left to the discretion of the instructor.
F.	The student must perform the procedure as taught in the lab and first semester, taking into consideration the program concepts.


Name ___________________________

Instructor___________________________

Year___________________________

[image: image001]



PROCEDURE CHECK SHEET

	PROCEDURES
	CLINICAL DATES CHECKED
	COMMENTS

	A.  BASIC CARE
	
	
	
	
	
	
	
	
	

	1.  Complete bed bath
	
	
	
	
	
	
	
	
	

	2.  Oral Care
	
	
	
	
	
	
	
	
	

	3.  Denture Care
	
	
	
	
	
	
	
	
	

	4.  Feeding a patient
	
	
	
	
	
	
	
	
	

	5.  Vital Signs
	
	
	
	
	
	
	
	
	

	a.  Blood pressure
	
	
	
	
	
	
	
	
	

	b.  Pulse
	
	
	
	
	
	
	
	
	

	      1)  radial
	
	
	
	
	
	
	
	
	

	      2)  apical
	
	
	
	
	
	
	
	
	

	c.  Respirations
	
	
	
	
	
	
	
	
	

	d.  Temperature - oral
	
	
	
	
	
	
	
	
	

	6.  Bedmaking
	
	
	
	
	
	
	
	
	

	a.  Occupied
	
	
	
	
	
	
	
	
	

	b.  Unoccupied
	
	
	
	
	
	
	
	
	

	7.  ROM exercises
	
	
	
	
	
	
	
	
	

	8.  Activity
	
	
	
	
	
	
	
	
	

	a.  Dangling
	
	
	
	
	
	
	
	
	

	b.  Transferring to Chair
	
	
	
	
	
	
	
	
	

	c.  Pulling up in Bed
	
	
	
	
	
	
	
	
	

	d.  Ambulation
	
	
	
	
	
	
	
	
	

	PROCEDURES
	CLINICAL DATES CHECKED
	COMMENTS

	9.  Intake and Output
	
	
	
	
	
	
	
	
	

	10.  Application TED Hose
	
	
	
	
	
	
	
	
	

	11.  Application Flowtrons
	
	
	
	
	
	
	
	
	

	12.  Miscellaneous
	
	
	
	
	
	
	
	
	

	B.  WITH INSTRUCTOR UNTIL 
      INDEPENDENT
	
	
	
	
	
	
	
	
	

	1.  Dressing Changes
	
	
	
	
	
	
	
	
	

	a.  Gauze dressings
	
	
	
	
	
	
	
	
	

	b.  Hydrocolloid dressings
	
	
	
	
	
	
	
	
	

	c.  Transparent film dressings
	
	
	
	
	
	
	
	
	

	d.  Wet-to-dry dressings
	
	
	
	
	
	
	
	
	

	e.  Sterile dressings
	
	
	
	
	
	
	
	
	

	2.  Foley Catheter discontinuation
	
	
	
	
	
	
	
	
	

	3.  IV discontinuation
	
	
	
	
	
	
	
	
	

	4.  Telemetry discontinuation
	
	
	
	
	
	
	
	
	

	5.  Head-to-Toe assessment
	
	
	
	
	
	
	
	
	

	6.  Documentation
	
	
	
	
	
	
	
	
	

	7.  Medications
	
	
	
	
	
	
	
	
	

	a.  Topical
	
	
	
	
	
	
	
	
	

	b.  Eye
	
	
	
	
	
	
	
	
	

	c.  Ear
	
	
	
	
	
	
	
	
	

	d.  Suppositories
	
	
	
	
	
	
	
	
	

	e.  Inhalers
	
	
	
	
	
	
	
	
	

	f.  Orals
	
	
	
	
	
	
	
	
	

	8.  Accucheks
	
	
	
	
	
	
	
	
	





	PROCEDURES
	CLINICAL DATES CHECKED
	COMMENTS

	9.  Specimen collection
	
	
	
	
	
	
	
	
	

	a.  Urine
	
	
	
	
	
	
	
	
	

	1)  Routine
	
	
	
	
	
	
	
	
	

	2)  Sterile
	
	
	
	
	
	
	
	
	

	3)  Foley Catheter
	
	
	
	
	
	
	
	
	

	b.  Stool
	
	
	
	
	
	
	
	
	

	c.  Sputum
	
	
	
	
	
	
	
	
	

	d.  Wound
	
	
	
	
	
	
	
	
	

	10.  Oral Suctioning
	
	
	
	
	
	
	
	
	

	11.  Enemas
	
	
	
	
	
	
	
	
	

	12.  Colostomy Care
	
	
	
	
	
	
	
	
	

	a.  Irrigation
	
	
	
	
	
	
	
	
	

	b.  Bag change
	
	
	
	
	
	
	
	
	

	13.  Miscellaneous
	
	
	
	
	
	
	
	
	

	C.  WITH INSTRUCTOR ONLY
	
	
	
	
	
	
	
	
	

	1.  Foley catheter insertion
	
	
	
	
	
	
	
	
	

	2.  Peripheral IV insertion
	
	
	
	
	
	
	
	
	

	3.  Tracheostomy care
	
	
	
	
	
	
	
	
	

	4.  Suctioning
	
	
	
	
	
	
	
	
	

	a.  Nasal
	
	
	
	
	
	
	
	
	

	b.  Tracheal
	
	
	
	
	
	
	
	
	

	5.  Medications
	
	
	
	
	
	
	
	
	

	a.  SubQ
	
	
	
	
	
	
	
	
	

	b.  IM
	
	
	
	
	
	
	
	
	

	c.  IVP
	
	
	
	
	
	
	
	
	

	d.  IVPB
	
	
	
	
	
	
	
	
	



	PROCEDURES
	CLINICAL DATES CHECKED
	COMMENTS

	6.  Nasogastric tubes
	
	
	
	
	
	
	
	
	

	a.  Irrigation
	
	
	
	
	
	
	
	
	

	b.  Care
	
	
	
	
	
	
	
	
	

	c.  Removal
	
	
	
	
	
	
	
	
	

	7.  Staple/Suture Removal
	
	
	
	
	
	
	
	
	

	8.  DC Hemovac Drain
	
	
	
	
	
	
	
	
	

	9.  DC CBC II Drain
	
	
	
	
	
	
	
	
	

	 10.  Orthopedic Dressing Change
	
	
	
	
	
	
	
	
	

	 11.  Orthopedic Care
	
	
	
	
	
	
	
	
	

	 12.  Miscellaneous
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CLINICAL

ASSIGNMENTS


Effective Communication:
Characteristics of Passive, Assertive and Aggressive Behavior

Assertive behavior is always the most effective for communication at school, at home, and in most situations.  Assertive behavior is being able to articulate and express your ideas, needs, and feelings in a way that is honest and direct.  Being assertive will help you carry self-confidence in all situations, and will win you the respect of others.

	Type of Behavior
	Characteristics of the Behavior
	Example of how this behavior could play out

	Passive
	A person may often:
-Whine
-Blame and accuse others
-Use indirect statements to express what is bothering him/her
-Be dishonest
-Avoid situation or solving problems hoping they will get resolved on their own
-Complain to others instead of the person that needs to hear the complaint
-May develop a “Whatever!” attitude
	Parent to Neighbor:
“I never got a progress report from school.  My son’s school can’t do anything right.  I won’t even bother talking to them about it because they are incompetent and the two times I visited the school’s main office they didn’t pay attention to me.”

	Assertive
	A person may often:
-Engage in active listening to understand others’ points of views
-Makes choices with the information given
-Gives choices and alternatives to others
-Is honest about feelings and intentions
-Is direct when expressing what is bothering him/her
-Shows personal accountability and makes others accountable
-Addresses problems and concerns with the appropriate person
	Parent to Staff in School’s Main office:
“I did not get my child’s report card in the mail.  Can you please double-check my home address in your records, and provide me with a copy of the report?”
Parent to Teacher:
“I need to know about my child’s academic progress in your class and I would like for us to set up monthly meetings to discuss this.  When are you available to meet with me this month?”

	Aggressive
	A person often:
-Blames and accuses others
-Uses name-calling, profanity, and a loud voice when communicating with others
-Uses sarcasm to invalidate what the other person is saying
-Is not interested in understanding others’ points of views
-May threaten others to pressure them into responding the way he/she wants
	Parent to School Principal:
(Yelling):  “Your school is full of unqualified and idiotic teachers and front office staff!  I could do a better job than any of them!  I really should just take my child to another school.”




With reference to:  http://pdabblegames.com and www.mayoclinic.com	
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Practical Nursing Department
Nursing of Geriatrics Assignments


CHARGE NURSE ASSIGNMENT


The student will:

  1.	Observe a charge nurse in a long-term care facility.

  2.	Complete the questions on the assignment sheet.

  3.	Identify the role of the charge nurse. 

  4.	Identify how the charge nurse is prepared for the role.

  5.	Identify leadership and management skills of the charge nurse. 

  6.	Evaluate the learning experience.

  7.	Grading:	Questions 1-10	  9 pts each
			Questions 11 & 12	  5 pts each

Due Date:  Monday following the assignment
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  1.	What is the role and function of the charge nurse in the long-term care facility?  Is there a job description?








  2.	What are the requirements to be a charge nurse?  (education, years of experience, special training, etc.)








  3.	Explain the leadership style utilized by the charge nurse.  (Autocratic, Laissez-Faire, Democratic or Situational)








  4.	What characteristics of an effective leader did the charge nurse exhibit?








  5.	Explain the type of behavioral style the charge nurse utilized.  (Passive, Aggressive or Assertive)








  6.	What procedures or assignments were delegated to the nurse aide by the charge nurse?







  7.	What aspects did the charge nurse take into consideration when delegating a procedure or assignment to a nurse aide?  (5 Rights of Delegation)







  8.	Explain how the charge nurse demonstrated therapeutic communication skills or block to communication.







  9.	List and describe caring and uncaring behaviors demonstrated by the charge nurse and state how the resident responded.







10.	Was the charge nurse involved in any other charge nurse activities?  (examples – problem-solving, conflict-resolution, change, evaluation of nurse aides, etc.)  If yes, explain.








11.	What did you learn from this experience?























12.	What could be changed in this assignment to improve it?
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Practical Nursing Department
Nursing of Geriatrics Assignments

HOSPITAL AUXILIARY ASSIGNMENT

The student will:

  1.	Go to your assigned area and get with your volunteer.
  2.	Practice therapeutic communication and interpersonal skills.
  3.	Recognize the value of attentive listening.
  4.	Discuss special considerations for communicating with older adults. 
  5.	Evaluate his/her own communication patterns. 
  6.	Identify factors that influence the older adult’s perception of health.
  7.	Describe characteristics of successful aging.
  8.	Identify environmental factors that enable the older adult to maintain independence at home in the community/including ethnic compatibility.
  9.	Become familiar with medications taken by older adults who live in their own home setting.
10.	Identify nursing diagnoses appropriate for health maintenance for a client who lives in his own home.


Things to do when greeting your volunteer and setting up the interview time:

· Explain the purpose and approximate length of the visit, that you will be shadowing them and that you will be glad to assist them as needed.
· Explain that it is not your purpose to give advice related to health issues at this time.
· Inform the older adult that information obtained will be confidential and discussed only with your instructor and a small group of peers engaged in similar interviews.  (Names will not be used.)




Conduct a history of the older adult utilizing the health history form attached.

[image: j0343525]Complete the questions on the assignment sheet.

Complete the summary of the visit form.

Grading:	History	50 pts
		Questions	50 pts



HEALTH HISTORY FORM

	Date ________________	Student Name _______________________________

2 pts	PATIENT INFORMATION:   Initials_______ Age_______ Race_______ Sex________
2 pts	Birthplace & date _____________________________________________________
2 pts	Education __________________________________________________________
5 pts	Cultural background __________________________________________________
	___________________________________________________________________
2 pts	Occupation/military history _____________________________________________
2 pts	Marital status & children _______________________________________________
5 pts	Support system network (availability of family & friends) ______________________
	___________________________________________________________________
	___________________________________________________________________
2 pts	Financial circumstances (No need for specifics) _____________________________
5 pts	Religion/spirituality____________________________________________________
5 pts	Hobbies/special interests ______________________________________________
	___________________________________________________________________
	___________________________________________________________________
2 pts	Recent life events ____________________________________________________
	___________________________________________________________________
	___________________________________________________________________
5 pts	Have them describe their average day_____________________________________ ___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
2 pts	How would you describe your health?  ____________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
2 pts	What factors in your life contribute to your health? ___________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
2 pts	Home environment.  Do they have any safety concerns?  (Do they live alone, stairs, transportation, able to cook, clean, fall potential, phone, etc.) __________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
5 pts	If the volunteer feels comfortable with discussing their medications ask them what medications they take or for what conditions do they take medication (do not push this issue as this is very private). ___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________

	
HOSPITAL AUXILIARY ASSIGNMENT

A.	Briefly describe the individual’s growth and development, compared to the growth and development in your Susan de Wit textbook. See chapter 13. May also reference your Geriatrics book.

10 pts			Textbook					Patient
	1.  Physical change





















	2.  Cognitive aspects











	3.  Psychosocial aspects






B.	List at least three nursing diagnoses you have identified for this individual.  These may include physiologic, psychosocial, and spiritual aspects and can be actual and/or potential diagnoses.  Actual problems will have 3 part stem. Potential problems will have only the two parts.
5 pts
1.  
2.  
3. 




C.	In your own words, state the impact that being an Auxiliary Volunteer has made on this individual.
5 pts









D.	Describe the interview (include general reactions and feelings about your visit.  Did the beginning of the interview feel any different than the end?  If so, how?
5 pts










E.	Describe your perspective of the client’s response to the interview.
5 pts







F.	Describe any communication barriers that occurred. (if any)
5 pts










G.	Describe therapeutic communication skills you utilized and any practical pointers you used when communicating with your client. (Name the techniques and give short examples)
5 pts










H.	Describe caring behaviors you exhibited during the interview.
5 pts










I.	Was this a valuable learning experience?  Please explain.
5 pts
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Journal
Self-Reflection



















Journal Criteria for Dialogic Reflective Writing				[image: ]

Dialogic Reflective Writing is a form of conversation with yourself that discusses your experiences. It should explore rationales for your actions and reveal a deeper understanding of concepts. Use the following as a guide to writing your journal.
	
· Identify a problem, a need, or a nursing issue that arose during the time you were in clinical this week. Explain the circumstances surrounding the situation including who, what, when, where, and how.
· What knowledge was required for you to solve the problem, need or nursing issue?
· What resources helped you to resolve the issue?
· What steps did you take? Were you able to solve a problem?
· What influenced your thinking about the identified issue?
· What were your strengths for this particular clinical experience?
· What were your weaknesses during this particular clinical experience and how will you strengthen these weaknesses in the next clinical experience?
· Discuss any other thoughts or feelings you have regarding this week’s clinical experiences.

Do not number your response. Use descriptive dialogue. Descriptive writing is used to create a vivid picture of an idea, place or person. It is much like painting with words. It uses specific detail to describe that upon which you are focused. Feel free to write how you felt during the experience. Reflect on your current or past studies and how they tie in with your decisions. 
(10pts)
























Specialty
Areas
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Practical Nursing Department
Specialty Areas* Level I

	Area
	Time
	Location
	Dress

	Ambulatory Treatment
	0800-1200
	NARMC
	Uniform

	Auxiliary Services
	0800-1200
	NARMC
	Uniform

	Cardiac Rehab
	Thursday:
0800-1100
Friday:
0640-1200
	NARMC
	Uniform

	First Floor Tower
	0640-1200
	NARMC
	Uniform

	GI Lab
	0640-1200
	NARMC
	Uniform

	Nursing Homes
	0640-1200
	Hillcrest- 1111 Maplewood Road 
Harrison, AR (870) 741-5007
Apple Ridge- 115 Orendorff Avenue, Harrison, AR 72601 (870) 741-3438
	Uniform

	Home Health Services
	0800-1200
	825 N. Main
Cornerstone Medical Bldg, Suite E Harrison, AR
	Uniform

	Hospice House
	1300-1500
	501 E. Sherman Ave.
Harrison, AR
	Uniform

	Operating Room
	0640-?
	NARMC
	Uniform, then change to scrubs

	Outpatient Department
	0640-Close
	NARMC
	Uniform

	Physical Therapy
	0800-1200
	NARMC
	Uniform

	Radiology
	0640-1200
	NARMC
	Uniform

	Recovery Room
	0640-1200
	NARMC
	Uniform

	Respiratory Therapy
	0640-1200
	NARMC
	Uniform

	Third Floor
	0640-1200
	NARMC
	Uniform

	Wound Care Department
	0800-1200
	NARMC
	Uniform



*Times are subject to change at the discretion of the instructor. It is the responsibility of the student to confirm any changes in clinical times prior to the day scheduled. Complete My CoursEval on Portal for evaluation of specialty area.
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Practical Nursing Department
Specialty Areas* Level II, III

	Area
	Time
	Location
	Dress

	Ambulatory Treatment

	0800-1500
	NARMC
	Uniform

	Behavioral Health Unit

	0640-1500
	NARMC
	Uniform

	Boone Co. Special Services
	0900-1500
	707 E. Rush
Harrison, AR
	Street Clothes.  Nice.

	Cardiac Rehab

	Wednesday:
0640-1500
Thursday:
0800-1500
Friday:
0640-1200
	NARMC
	Uniform

	Cornerstone Medical Clinic
	0900-1600
	Dixie Shrum, APN, PNP-BC
825 N. Maine, Suite 1
Harrison, AR
	Uniform

	Critical Care Unit

	0640-1500
	NARMC
	Uniform

	Emergency Department

	0640-1500
	NARMC
	Uniform

	First Floor Tower

	0640-1500
	NARMC
	Uniform

	GI Lab

	0640-1500
	NARMC
	Uniform

	Harrison Family Practice Clinic
	0900-1600
	Dr. Brownfield, MD
715 West Sherman Street, Ste G
Harrison, AR 72601
	Uniform

	Hillcrest Home (Transition [last eight weeks])

	0600-1400
	1111 Maplewood Road 
Harrison, AR
	Uniform

	Home Health Services
	0800-1200
	825 N. Main
Cornerstone Medical Bldg, Suite E
Harrison, AR
	Uniform

	Hospice House
	1300-1500
	501 E. Sherman Ave.
Harrison, AR
	Uniform

	Mental Health Resources of Arkansas

	0800-1500
	Hwy 7 South
Harrison, AR
	Slacks/Nice Shirt.

	Obstetrics
	0640-1500
	NARMC
	Uniform




	Area
	Time
	Location
	Dress

	Operating Room
	0640-1500
	NARMC
	Uniform, then change to scrubs

	Outpatient Department

	0640-Close
	NARMC
	Uniform

	Physical Therapy

	0800-1500
	NARMC
	Uniform

	Preschool
	0800-1200
	Woodland Heights Elementary
520 Womack Ave.
Harrison, AR
	Uniform

	Public School Nursing
	0800-1500
	Eagle Heights, 500 N. Chestnut
Forest Heights, 1124 Tamarind St.
Skyline Heights, 1120 W. Holt Ave.
Woodland Heights, 520 E. Womack
Harrison Middle School, 1125 Goblin Drive
Harrison Junior High, 515 S. Pine St.
Harrison High, 925 Goblin Dr
	Uniform

	Radiology

	0640-1500
	NARMC
	Uniform

	Recovery Room

	0640-1500
	NARMC
	Uniform

	Respiratory Therapy

	0640-1500
	NARMC
	Uniform

	Third Floor

	0640-1500
	NARMC
	Uniform

	Wound Care Department

	0800-1500
	NARMC
	Uniform



*Times are subject to change at the discretion of the instructor. It is the responsibility of the student to confirm any changes in clinical times prior to the day scheduled. Complete My CoursEval on Portal for evaluation of specialty area.
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PRACTICAL NURSING DEPARTMENT

Clinical Objectives – Administering Medications

During the medication administration rotation, the student will be able to:

  1.	apply apothecary, metric, and household systems in administering drugs.

  2.	use correct formulas to calculate dosages.

  3.	use medical symbols and abbreviations intelligently and correctly in charting.

  4.	describe knowledge of common drugs their purposes, properties, usual dosages, actions and side effects in giving medications.

  5.	apply knowledge of safety factors involved in giving medications.

  6.	demonstrate knowledge of SPN and LPN limitation in giving medications.

  7.	state the usual routes of administration of medications, reason for administration of medications, usual dosage, side effects, nursing implications, and safety precautions.

  8.	prepare and administer medications to patients with instructor supervision.

  9.	practice the 6 “rights” in giving drugs and state the importance of each.

10.	demonstrate the correct way to measure tablets, capsules, and liquid medications.

11.	demonstrate points to be followed in giving intramuscular, intradermal, and subcutaneous injections including correct syringe and needle length and gauge.

12.	demonstrate correct technique for calculating and preparing IVP’s and IVPB’s.

13.	document the administration of medications including standing orders, stats, and prn orders for medications, using appropriate medical symbols and abbreviations.

14.	complete the Pharmacology Learning Packet.

15.	evaluate the learning experience in this rotation.


LEARNING PACKET

Administering Medication Instruction Sheet

PURPOSE:
This learning packet has been designed to provide the student an opportunity to apply principles and skills related to the administration of medications.  

OBJECTIVES:
At the completion of this rotation, the student will be able to:
  1.	solve math problems which the nurse may encounter.
  2.	administer medications to the patient. 
  3.	apply safety principles while administering medications.
  4.	use appropriate resources prior to the administering of medications.
  5.	describe how narcotics are stored, administered, and documented.
  6.	list nursing considerations specific to the administration of medications.
  7.	describe the documentation process concerning the administration of medications.

INSTRUCTIONS:
  1.	Complete each section
  2.	If you didn’t actually perform a question, complete it as to what you would do.  Do not leave it blank.

GRADING:
This assignment is worth 100 points.

DUE DATE:
The following Monday 8:00 a.m. after medication pass at hospital.  To be completed on-line.

LATE
PACKETS:	Will result in point deduction of 5 points per day.

METHODS:	Independent Research
	Guided and Independent application of the Clinical Setting

RESOURCES:	Clinical instructor
	Learning packet (introduction sheet, objectives for this packet, worksheet progress form, evaluation of rotation form, worksheet)
	Problems to solve, worksheet:  Rules (concerning med administration)
	School and hospital classroom library materials
	Licensed personnel
	MAR (Medication Administration Record)
	Clinical lab “check-off”

EVALUATION:	It is possible to achieve 100 points for completing this packet.

Practical Nursing
PHARMACOLOGY

A.	Principles of Medication Administration

	  1.	Describe how a cumulative effect can have toxic effects on the body.




	  2.	Explain what it means that one drug potentiates another.




	  3.	Explain an idiosyncratic response to medication.




	  4.	Discuss what happens when a patient develops a tolerance for a drug.




	  5.	Explain what is happening when a drug interaction is occurring.




	  6.	What is done with the MAR before medication is given?




	  7.	What is the difference in an ampule and a vial?




	  8.	What should a nurse know about a specific drug before giving that drug?




	  9.	What facts about the patient should the nurse know before giving any medications?



	10.	Explain the process of obtaining and administering narcotics utilizing the accudose system.




	11.	List 3 controlled substances for each of the classifications below:
		Schedule 2 Drugs:



		Schedule 3 Drugs:



	12.	What is the procedure for narcotics that have been refused by the patient?




	13.	Describe the procedure for counting narcotics with the accudose system.




	14.	What can a nurse do to assure safety with medication administration?




	15.	Relate the nursing process and critical thinking to medication administration.




	16.	Explain how the age of a patient effects medication administration.




	17.	Explain how a patient’s culture can effect medication administration.




	18.	What should a nurse teach a patient concerning their medication?



	19.	Observe the 3 different kinds of insulin, then describe (including appearance, onset, peak actions, and durations).




	20.	What do you do if an IV pump goes off?




	21.	Briefly describe the process you utilized and identify 3 principles of pertinent facts you applied when administering the following:  (state drug given)
		a.	Subcutaneous injections – 




		b.	Intramuscular injections – 




		c.	IVP’s – 




		d.	IVPB’s – 




	22.	After giving three medications, list below a nursing consideration used while giving each of the three medications.

			Medications					Nursing Consideration

		___________________________	________________________________

		___________________________	________________________________

		___________________________	________________________________

	23.	How do you document that you gave a prn medication?

B.	Dosage Calculations

	Calculate the following dosage calculations and IV drip rates.  Show your work below each problem.  Circle your answer.  (Each problem = 2 pts; problems with 2 questions = 4 pts).

	  1.	Ordered Pravachol 20 mg P.O. every hours of sleep.  You have 10 mg tablets available.  How many tablets will you administer?





	  2.	Ordered lithium carbonate 0.6 g p.o. b.i.d.  The drug is supplied in 200 mg scored tablets.  How many tablets will you administer?





	  3.	Physician orders erythromycin 0.75 g p.o. QID.  You have erythromycin 250 mg tablets available.  How many tablets will you administer?





	  4.	Order reads Dilantin suspension 100 mg P.O.  You have Dilantin Suspension 125 mg/5ml.  How many ml’s would you give?





	  5.	Physician orders Benedryl 30 mg P.O. TID.  You have 12.5 mg per 5 ml.  How many ml will you give?





	  6.	Order reads Gentamicin 60 mg I.M.  You have a vial containing 80 mg per 2 ml.  What volume will you give?

	  7.	Physician orders Apresoline 10 mg I.M. every 6 hours.  You have Apresoline in 1 mL ampule containing 20 mg.  How many mL will you administer?





	  8.	Order reads Phenobarbital 50 mg I.V.  You have a vial containing 65 mg of Phenobarbital per ml.  How many ml’s would you give?





	  9.	Order reads Meperidine 35 mg with Phenergan 12.5 mg IM.
		You have:	A.  Meperidine 50 mg/ml
				B.  Phenergan 25 mg/ml





		How many ml of each will you use?





	10.	Order reads Lasix (Furosemide) 80 mg.  You have a vial containing 100 mg/ml.  How many ml’s will you give?





	11.	Order reads Digoxin 0.125 mg IV.  You have an ampule containing 0.25 mg/2 ml.  How much will you draw up in the syringe to give to the patient?





	12.	The physician orders ampicillin 0.05 g IM every 6 hours.  The vial reads 250 mg in 2 mL.  How many millimeters will you administer?

	13.	The physician orders Gentamycin 0.3 g IM TID.  The vial reads 120 mg in 1 mL.  How many millimeters will you administer?





	14.	The physician orders potassium chloride 30 mEq PO daily.  You have potassium chloride 20 mEq/15 ml.  How many millimeters will you administer?





Calculate the following IV flow rates:
	15.	1000 cc in 12 hours. Drop factor 15.





	16.	1000 cc in 8 hours.  Drop factor 10.





	17.	500 cc in 24 hours.  Micro drip.





	18.	500 cc in 8 hours.  Drop factor 15.

C.	Rules Concerning Medication Administration

	Explain the reason for each of the following rules of medication administration:

	RULE
	RATIONALE

	  1.    Read the label three times.


	

	  2.    Hold medicine at eye level while pouring.

	

	  3.    Place thumbnail on line of medication cup to mark correct dose while pouring.

	

	  4.    Shake suspensions before pouring.


	

	  5.    After using liquids, always clean the neck of the bottle and the inside of the cap.
	

	  6.    Never use medicine from an unlabeled bottle.

	

	  7.    Pour liquids from the back of the bottle, that is, with the label upward.

	

	  8.    Do not dilute cough medicine.


	

	  9.    Stay with the patient while the medicine is being swallowed.

	

	10.    Know WHY a drug is being given.


	

	11.    Know the maximum dose.


	

	12.    Check the expiration date.


	

	13.    Do not give drugs prepared by any other person, except a registered pharmacist.

	

	14.    All complicated mathematical calculations must be checked with a reliable person.
	

	15.    If the MAR does not state the route of administration, check order.

	

	16.    Give the most important medication first.


	

	17.    Be aware of drugs requiring special nursing action.  Ex.  check pulse rate (necessary to administer digoxin) or check R (necessary to administer morphine).
	

	18.    Concentrate – think of nothing else.  Avoid distractions.

	

	19.    Never crush, open or empty the contents of timed-released tablets or capsules into food or liquids.
	

	20.    Chart only after you have give a drug, never before.

	

	21.    Use name bracelet to identify patient.


	

	22.    Stay with a piggyback until it starts dripping.

	

	23.    Clear IV tubing before starting.


	


























PLAN OF CARE






















10 pts


Patient Narrative Example

74yo Hispanic male admitted after falling in yard and fracturing right hip.  Patient has a history of hypertension and diabetes.  Previous surgery for gallbladder 8 years ago, cataract 2 years ago.  Patient lives locally, reports has good support from family and friends from church, has medicare and insurance.  Denies smoking, drinking alcohol, caffeine or illicit drugs.  Cognitive function good, patient understands he may need rehab at nursing home and is making arrangements for someone to care for his dog while he is there.  Patient is proud of his family and accomplishments in life.  Retired from teaching math, enjoys reminiscing.  Patient is catholic and asks for rosary beads.

Awake, alert, good affect, appears clean, oriented X 3, able to communicate needs appropriately, O2 on at 21 per NC, PERRLA, pt wears glasses for reading.  No difficulty hearing noted.  Ears symmetrical without drainage.  T – 100.1, AP – 84 RRR, R – 16, BP 134/76, (pt reports his normal BP is 130-140/80).  Skin turgor no tenting noted.  No JVD at 45 degrees.  Carotid pulse palpable bilaterally.  Oral mucosa moist. Lung sounds clear in right lobes, resp even and unlabored, diminished in base of left lobe, denies cough, abdomen soft, non-distended, non-tender, hypoactive BS in lower quadrants, normoactive in upper quadrants, last BM 2 days ago before surgery, pt reports passing flatus and voiding without difficulty, denies dysuria, reports poor appetite, ate 20% of breakfast, limited ROM to left leg, active full ROM to other extremities, pt complains of pain to left hip rated at 5 on 1-10 scale, pt reports pain worse with movement, pt reports ice to incision decreases pain as does Vicodin taken every 4 hours.  Pedal pulses palpable and equal bilaterally, no edema of extremities, left toes with capillary refill < 3 sec, warm to touch, normal sensation and movement.  Dressing on left hip has 4 cm area of dried rad drainage, no redness noted.  IV in left hand NS running at 50 ml/hr, no redness or swelling noted at site.  Pt wearing pump stockings while in bed.  Accucheck this am 179, pt reports at home usually under 125.



Deduct one point for each item missing related to pt. condition. 
Example:  If patient has an IV and it is not addressed then deduct point









Total for Narrative _______________



	Date
	Name of Test
	Normal Value
	Abnormal Value
	What is the meaning for this patient?

	PreOp
	Hbg
	13.1
	
	

	Post dx
	#1 Hbg
	
	9.8
	bleeding fom 08, c/o fatigue, octho Bl

	Ooyl
	FBS
	
	190
	sliding scale insulin ↑ due to stress

	PreOp
	MRI
	
	fx hip
	ORIF scheduled

	
	CXR
	clear
	
	↓ chance of atelectasis post op

	
	BMP
	normal
	
	Kidney function electrolytes OK

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Example

Medications:  route, dose, frequency, reason given, nsg interventions

Lisinopril long po daily, HTN, √ BP cough, dizzy_______		________________________________________________

Metoprolol 50 mg BID PO HTN, √ BP , pulse_________		________________________________________________

Glucophage 500 mg PO TID, √ BS, kidney___________		________________________________________________

Lovenox 40 mg SQ daily √ bleeding, ø shave_________		________________________________________________

_____________________________________________		________________________________________________

_____________________________________________		________________________________________________
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Pre-Clinical Comprehensive Care Plan

Purpose:	To prepare the PN student for clinical and enhance critical thinking skills of gathering complete and accurate data, identifying signs and symptoms, analyzing data, distinguishing relevant from irrelevant data, determining the importance of information, prioritizing nursing care and clustering related information.

Objectives:	Upon completion of this assignment, the student will be able to:
1.	Explain the definition, diagnostic tests, signs and symptoms, etiology, treatments including medications and nursing process for a patient's medical diagnosis prior to clinical.
2.	Compare and contrast the textbook signs and symptoms, etiology, treatments and nursing care to the patient's signs and symptoms, etiology, treatments and nursing care.
3.	Differentiate between relevant and irrelevant data as related to the patient's medical diagnosis.
4.	Prioritize nursing diagnosis and interventions while providing care.
5	Distinguish the most important data collected and relate this to the patient's plan of care.

Instructions for Pre-Clinical Comprehensive Care Plan
  1.	The day before clinical after you have received your patient assignment fill out Textbook side of Patient Information. If you are on a med pass make sure you have filled out drug cards and take them with you to the clinical day.
  2.	On clinical day, fill out the diagnostic tests and medications page (See example).
  3.	Write out your narrative description (See example and instructions below).
  4.	Complete the concept map portion. This should include three nursing interventions with rationales per nursing diagnosis. 
  5.	All of this must be completed as per instructions for due dates.

Instructions for Patient Narrative
  1.	Write a narrative description assessing your patient and your patient's history (tell the story of your patient).
	a.	Include:
i.	Physical assessment
ii.	Current health status/problems
iii.	Predisposing factors (Ex.:  age, sec race, nutrition, occupation, environmental factors, hereditary factors, fatigue, alcoholism, social/economic status)
iv.	Other health history/surgeries
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Patient Information:     Age______     Gender_______     Diagnosis___________________

Reason for Admission:  ______________________________________________________
___________________________________________________________________________

	
	Textbook
	Patient
Collect from the patient, shift report and chart

	Diagnostic Tests



	
	

	Signs & Symptoms





	
	

	Etiology





	
	

	Treatments





	
	

	Medication





	
	

	Nursing Assessment





	
	


						10 pts					15 pts


Totals for Pre-Clinical:  __________



Must include Med Cards when on Med Pass assignment.  Otherwise, not required.
If on Med Pass and no Med Cards, deduct 5 points.

	Date
	Name of Test
	Normal
Value
	Abnormal
Value
	What is the meaning for this patient?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medications:  route, dose, frequency, reason given, classification, nsg interventions

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	
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Pre-Clinical Comprehensive Care Plan

Purpose:	To prepare the PN student for clinical and enhance critical thinking skills of gathering complete and accurate data, identifying signs and symptoms, analyzing data, distinguishing relevant from irrelevant data, determining the importance of information, prioritizing nursing care and clustering related information.

Objectives:	Upon completion of this assignment, the student will be able to:
1.	Explain the definition, diagnostic tests, signs and symptoms, etiology, treatments including medications and nursing process for a patient's medical diagnosis prior to clinical.
2.	Compare and contrast the textbook signs and symptoms, etiology, treatments and nursing care to the patient's signs and symptoms, etiology, treatments and nursing care.
3.	Differentiate between relevant and irrelevant data as related to the patient's medical diagnosis.
4.	Prioritize nursing diagnosis and interventions while providing care.
5	Distinguish the most important data collected and relate this to the patient's plan of care.

Instructions for Pre-Clinical Comprehensive Care Plan
  1.	The day before clinical after you have received your patient assignment fill out Textbook side of Patient Information. If you are on a med pass make sure you have filled out drug cards and take them with you to the clinical day.
  2.	On clinical day, fill out the diagnostic tests and medications page (See example).
  3.	Write out your narrative description (See example and instructions below).
  4.	Complete the concept map portion. This should include three nursing interventions with rationales per nursing diagnosis. 
  5.	All of this must be completed as per instructions for due dates.

Instructions for Patient Narrative
  1.	Write a narrative description assessing your patient and your patient's history (tell the story of your patient).
	a.	Include:
i.	Physical assessment
ii.	Current health status/problems
iii.	Predisposing factors (Ex.:  age, sec race, nutrition, occupation, environmental factors, hereditary factors, fatigue, alcoholism, social/economic status)
iv.	Other health history/surgeries
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3.	Differentiate between relevant and irrelevant data as related to the patient's medical diagnosis.
4.	Prioritize nursing diagnosis and interventions while providing care.
5	Distinguish the most important data collected and relate this to the patient's plan of care.

Instructions for Pre-Clinical Comprehensive Care Plan
  1.	The day before clinical after you have received your patient assignment fill out Textbook side of Patient Information. If you are on a med pass make sure you have filled out drug cards and take them with you to the clinical day.
  2.	On clinical day, fill out the diagnostic tests and medications page (See example).
  3.	Write out your narrative description (See example and instructions below).
  4.	Complete the concept map portion. This should include three nursing interventions with rationales per nursing diagnosis. 
  5.	All of this must be completed as per instructions for due dates.

Instructions for Patient Narrative
  1.	Write a narrative description assessing your patient and your patient's history (tell the story of your patient).
	a.	Include:
i.	Physical assessment
ii.	Current health status/problems
iii.	Predisposing factors (Ex.:  age, sec race, nutrition, occupation, environmental factors, hereditary factors, fatigue, alcoholism, social/economic status)
iv.	Other health history/surgeries
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Patient Information:     Age______     Gender_______     Diagnosis___________________

Reason for Admission:  ______________________________________________________
___________________________________________________________________________

	
	Textbook
	Patient
Collect from the patient, shift report and chart

	Diagnostic Tests



	
	

	Signs & Symptoms





	
	

	Etiology





	
	

	Treatments





	
	

	Medication





	
	

	Nursing Assessment





	
	


						10 pts					15 pts


Totals for Pre-Clinical:  __________



Must include Med Cards when on Med Pass assignment.  Otherwise, not required.
If on Med Pass and no Med Cards, deduct 5 points.

	Date
	Name of Test
	Normal
Value
	Abnormal
Value
	What is the meaning for this patient?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medications:  route, dose, frequency, reason given, classification, nsg interventions

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	










	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale
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Pre-Clinical Comprehensive Care Plan

Purpose:	To prepare the PN student for clinical and enhance critical thinking skills of gathering complete and accurate data, identifying signs and symptoms, analyzing data, distinguishing relevant from irrelevant data, determining the importance of information, prioritizing nursing care and clustering related information.

Objectives:	Upon completion of this assignment, the student will be able to:
1.	Explain the definition, diagnostic tests, signs and symptoms, etiology, treatments including medications and nursing process for a patient's medical diagnosis prior to clinical.
2.	Compare and contrast the textbook signs and symptoms, etiology, treatments and nursing care to the patient's signs and symptoms, etiology, treatments and nursing care.
3.	Differentiate between relevant and irrelevant data as related to the patient's medical diagnosis.
4.	Prioritize nursing diagnosis and interventions while providing care.
5	Distinguish the most important data collected and relate this to the patient's plan of care.

Instructions for Pre-Clinical Comprehensive Care Plan
  1.	The day before clinical after you have received your patient assignment fill out Textbook side of Patient Information. If you are on a med pass make sure you have filled out drug cards and take them with you to the clinical day.
  2.	On clinical day, fill out the diagnostic tests and medications page (See example).
  3.	Write out your narrative description (See example and instructions below).
  4.	Complete the concept map portion. This should include three nursing interventions with rationales per nursing diagnosis. 
  5.	All of this must be completed as per instructions for due dates.

Instructions for Patient Narrative
  1.	Write a narrative description assessing your patient and your patient's history (tell the story of your patient).
	a.	Include:
i.	Physical assessment
ii.	Current health status/problems
iii.	Predisposing factors (Ex.:  age, sec race, nutrition, occupation, environmental factors, hereditary factors, fatigue, alcoholism, social/economic status)
iv.	Other health history/surgeries
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Patient Information:     Age______     Gender_______     Diagnosis___________________

Reason for Admission:  ______________________________________________________
___________________________________________________________________________

	
	Textbook
	Patient
Collect from the patient, shift report and chart

	Diagnostic Tests



	
	

	Signs & Symptoms





	
	

	Etiology





	
	

	Treatments





	
	

	Medication





	
	

	Nursing Assessment





	
	


						10 pts					15 pts


Totals for Pre-Clinical:  __________



Must include Med Cards when on Med Pass assignment.  Otherwise, not required.
If on Med Pass and no Med Cards, deduct 5 points.

	Date
	Name of Test
	Normal
Value
	Abnormal
Value
	What is the meaning for this patient?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medications:  route, dose, frequency, reason given, classification, nsg interventions

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	










	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale
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Pre-Clinical Comprehensive Care Plan

Purpose:	To prepare the PN student for clinical and enhance critical thinking skills of gathering complete and accurate data, identifying signs and symptoms, analyzing data, distinguishing relevant from irrelevant data, determining the importance of information, prioritizing nursing care and clustering related information.

Objectives:	Upon completion of this assignment, the student will be able to:
1.	Explain the definition, diagnostic tests, signs and symptoms, etiology, treatments including medications and nursing process for a patient's medical diagnosis prior to clinical.
2.	Compare and contrast the textbook signs and symptoms, etiology, treatments and nursing care to the patient's signs and symptoms, etiology, treatments and nursing care.
3.	Differentiate between relevant and irrelevant data as related to the patient's medical diagnosis.
4.	Prioritize nursing diagnosis and interventions while providing care.
5	Distinguish the most important data collected and relate this to the patient's plan of care.

Instructions for Pre-Clinical Comprehensive Care Plan
  1.	The day before clinical after you have received your patient assignment fill out Textbook side of Patient Information. If you are on a med pass make sure you have filled out drug cards and take them with you to the clinical day.
  2.	On clinical day, fill out the diagnostic tests and medications page (See example).
  3.	Write out your narrative description (See example and instructions below).
  4.	Complete the concept map portion. This should include three nursing interventions with rationales per nursing diagnosis. 
  5.	All of this must be completed as per instructions for due dates.

Instructions for Patient Narrative
  1.	Write a narrative description assessing your patient and your patient's history (tell the story of your patient).
	a.	Include:
i.	Physical assessment
ii.	Current health status/problems
iii.	Predisposing factors (Ex.:  age, sec race, nutrition, occupation, environmental factors, hereditary factors, fatigue, alcoholism, social/economic status)
iv.	Other health history/surgeries
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Patient Information:     Age______     Gender_______     Diagnosis___________________

Reason for Admission:  ______________________________________________________
___________________________________________________________________________

	
	Textbook
	Patient
Collect from the patient, shift report and chart

	Diagnostic Tests



	
	

	Signs & Symptoms





	
	

	Etiology





	
	

	Treatments





	
	

	Medication





	
	

	Nursing Assessment





	
	


						10 pts					15 pts


Totals for Pre-Clinical:  __________



Must include Med Cards when on Med Pass assignment.  Otherwise, not required.
If on Med Pass and no Med Cards, deduct 5 points.

	Date
	Name of Test
	Normal
Value
	Abnormal
Value
	What is the meaning for this patient?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Medications:  route, dose, frequency, reason given, classification, nsg interventions

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	

________________________________		________________________________	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	










	




	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	









	









	Problem:__________________________Priority:_____________
Nsg diagnosis:________________________________________
Goal:________________________________________________

	Interventions
	Rationale

	










	























OBSTETRICS






















Name _______________________

Date___________________
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PRACTICAL NURSING DEPARTMENT


Clinical Objectives – Obstetrics

At the completion of the clinical rotation in Obstetrics, the student will be able to:

  1.	state the admission routine to labor and delivery.

  2.	identify physiological, psychosocial and spiritual needs including growth and development and cultural influences.

  3.	assist with the assessment of the woman in labor, newborn and the woman postpartum.

  4.	utilize therapeutic communication skills.

  5.	demonstrate caring and professional behaviors.


Instructions:
  1.	Complete each section.

Grading:
  This assignment is worth 50 points.

Due Date:
  The following Sunday 2355 after rotation in the labor and delivery unit at NARMC.  To be completed on-line.

Late Work:
  Will result in point deduction of 5 points per day late.


OB Assignment
Choose 1 woman in labor and answer the following questions:
1. Briefly describe the admission procedure for a woman in labor. (4pts)   

2. Describe the patient’s parity using gravida and the TPALM system. (4pts)   

3. Estimated date of delivery. Did EDD correspond with Naegle's rule? (state dates) (4pts)  


Briefly describe birthing process in regards to each of the following:
4. Stages of labor. (4pts)   

5. Describe nursing care immediately after rupture of membranes. Include any possible risks. (4pts)   

6. Explain the reason for fetal monitoring and normal FHT's. (4pts)   

7. Explain the timing of contractions and state one that must be reported. (4pts)   

8. Describe what type of anesthesia or analgesic was utilized and possible related complications. (4pts)   

9. List three nursing diagnosis and three interventions per nursing diagnosis for physiological, psychosocial, and spiritual needs. (5pts)   

10. Briefly describe the nursing care of the woman postpartum. (4pts)   

11. Briefly describe the nursing care of the newborn including what is noted during initial newborn assessment. (4pts)   

12. Explain patient education upon discharge for the woman and newborn. (5pts)



















BOONE COUNTY

SPECIAL SERVICES



















Name _______________________

Date___________________
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PRACTICAL NURSING DEPARTMENT



Clinical Objectives – Boone County Special Services

At the completion of this rotation, the student will be able to:

  1.	recognize deviations from normal growth and development patterns.

  2.	identify the main features of Down’s Syndrome.

  3.	describe the different class areas the children attend. 

  4.	list the different types of Play Therapy and what they accomplish.

  5.	list the symptoms and disabilities related to cerebral palsy.

  6.	apply the principles of patient confidentiality

  7.	complete an evaluation of the rotation as to learning experiences.


Instructions:
  1.	Complete each section.

Grading:
  This assignment is worth 50 points.

Due Date:
  The following Sunday 2355 after rotation at Boone County Special Services.  To be completed on-line.

Late Work:
  Will not be accepted due to policy.


Name ______________________________

Date______________________________

  1.	Summarize deviation from normal growth and development patterns in one child you observed.  (2 pts)






  2.	What different types of play therapy did you observe?  (2 pts)






  3.	Were the meals served nutritious and appropriate for the age group?  Explain.  (2 pts)






  4.	What different types of discipline did you observe?  (1 pt)






  5.	What safety precautions did you observe?  (1 pt)






  6.	Describe the symptoms, disabilities and care of the following:
	a.	Down’s Syndrome (1 pt)




	b.	Cerebral Palsy (1 pt)



















PEDIATRIC

ASSESSMENT




















PRACTICAL NURSE PROGRAM

PEDIATRIC ASSESSMENT

I.	NURSING ASSESSMENT 
	A.	History										10_______

	B.	 Immunizations									10_______

	C.	Physical	Assessment							     	25_______

	D.	Growth & Development							25_______

II.	Safety plan										20_______
	

III.	Questions										10_______



										TOTAL	100	__________

										INSTRUCTOR	__________









	*Assessment due on Sunday at 2355 following floor duty or that service.
			Work turned in late, minus 5 points per day.
			This assignment is to be completed on-line.


HEALTH HISTORY AND PHYSICAL

HEALTH HISTORY
A.	Patient:		Age_______		Race_______		Sex_______
B.	Informant Patient_______		Relative_______		Other_______
C.	Patient Profile:
	School History
		Current Grade Level _______
		Academic Performance ______________________________________________
		Interactions with Teachers and Peers ___________________________________
	Social History
		Living Facilities:
			House_____	_____Apartment	_____Trailer	   _____Steps to travel?
											   __________________
			Who does child live with? _________________________________________
			Names, ages, of siblings in home ___________________________________
			Names, ages of other children in home _______________________________
			Other persons in home ____________________________________________
		Parents Occupation: _________________________________________________
		Family Pets: ________________________________________________________
		Religion/Spirituality: __________________________________________________
		Cultural Background: _________________________________________________
		Financial Concerns: __________________________________________________
	Personal History
		Hygiene:     Does child:  bathe self     _____Yes     _____ No
						    brush teeth  _____Yes     _____No
				     Does child need help to dress self:  _____Yes     _____No
		Bowel/Bladder Habits
			Toilet Training (if applicable)
				Started:  _____Yes     _____No	       Completed:  _____Yes     _____No
			Diapers
				Day:  _____Yes     _____No		Night:  _____Yes     _____No
			Potty Chair:  _____Yes     _____No		Toilet:  _____Yes     _____No
			Bedwetter:    _____Yes     _____No
			Terms used for:     Bowel Movement _____________  Urination____________
			Frequency of BM_____________  Color___________  Consistency_________
			Does child have problems with diarrhea or constipation?__________________
			______________________________________________________________
			Does child have urinary frequency, burning, discomfort:  _____Yes     _____No
			If yes, please explain: _____________________________________________
			______________________________________________________________
			______________________________________________________________

	Eating Habits:
		Does child:	Feed Self       _____Yes     _____No
					Need help to eat? _______________________________________
		Food and Beverage:


			Likes__________________________________________________________
			______________________________________________________________
			Dislikes________________________________________________________
			______________________________________________________________
			Usual appetite? _________________________________________________
			Appetite now?___________________________________________________
		Last time child had food or beverage: ____________________________________
	Patterns of Sleep/Rest:
		Bedtime _____________________		Wakeup_________________________
		Nap       _____Yes     _____No	When?_______________________________
		Activity:		Does infant roll over?____________________________________
					Does child stand/walk?___________________________________
					Does child climb?_______________________________________
					Does child dress self?____________________________________
					Does child go up and down stairs?__________________________
					Does child talk in formed sentences?________________________
		Special Interests, toys, games, hobbies: __________________________________
		__________________________________________________________________
		Security object: _____________________  Was it brought to hospital?__________

	Does child smoke or drink alcoholic beverages?    _____Yes     _____No
	If yes, please give details _________________________________________________
	______________________________________________________________________
	Does child use street drugs?    _____Yes     _____No
	If yes, please give details  _________________________________________________
	______________________________________________________________________

	Other behavior habits of the child (please check)
		Thumbsucking _____		Nailbiting _____	Headbanging _____
		Rituals (explain) _____________________________________________________
		__________________________________________________________________
		Disposition (describe) ________________________________________________
		__________________________________________________________________
D.	Medical History
	Allergies ______________________________________________________________
	Previous illnesses, surgeries, or hospitalizations: ______________________________
	______________________________________________________________________
	Medications: ___________________________________________________________
	______________________________________________________________________

E.	Immunizations

	Using the immunization chart on the next page, circle or highlight the immunizations the 	child has received.
	Is the child up to-date on immunizations?

	If not up to-date, which immunizations are lacking and how can the child get on 	schedule?
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PHYSICAL ASSESSMENT

	Assessment Findings		Normal Findings – Age-Related				Abnormal Patient Findings

Baseline Measurements
	Vital signs:
		Temp

		Apical pulse

		Radial pulse

		Respirations

		B/P

	Height

	Weight

	Head Circumference

General Appearance

	Face and body symmetrical

	Nutritional status

	Hygiene

	Mental alertness

	Body posture and movement

	Skin:
		Color

		Lesions

		Bruises

		Scars

		Birthmarks

		Wounds
	Assessment Findings		Normal Findings – Age-Related			      Abnormal Patient Findings

	Hair:
		Texture



		Thickness



		Distribution



Head and Neck
	Symmetry


	Fontanels


Eyes
	Redness

	Rubbing

	Drainage

	Ability to Focus

	Pupils

Ears
	Alignment

	Ability to Hear

	Drainage

	Swelling

Nose, Mouth, Throat
	Nose
		Flaring

		Swelling
	Assessment Findings		     Normal Findings – Age-Related			Abnormal Patient Findings

		Drainage

		Bleeding

	Mucous Membranes
		Color

		Moisture


	Teeth


	Lips
		Moist

		Pink

	Problems Swallowing


Chest and Lungs
	Chest measurements

	Chest – Observe for:
		Size

		Shape

		Movement

		Retractions

		Breast development

Respiratory Rate, Rhythm and Depth
	Lung sounds


	Sputum
		Frequency

		Color

Heart
	Assessment Findings		Normal Findings – Age-Related			Abnormal Patient Findings

	Observe for:
		Coloring

		Mental Status

		Nails

		Temperature of extremities

	Heart sounds, rate and rhythm

	Peripheral pulses

Abdomen
	Ask about:
		Swallowing

		Regurgitation

		Constipation

		Vomiting

	Pattern of bowel elimination
		Frequency

		Color

		Consistency

	Bowel sounds

	Umbilicus

	Hernias

	Bladder elimination
		Color

		Amount

		Frequency


	Assessment Findings		Normal Findings – Age-Related			Abnormal Patient Findings

Back and Extremities
	Back – Observe for:
		Symmetry

		Curvature of spine

Gait

Posture


Extremities
	Warm

	Color

	Symmetrical

Neurologic
	Pupils


	Extremities
		Muscle tone


	Glasgow Coma Scale
		Eyes


		Verbal


		Motor



	Assessment Findings			Normal Findings – Age-Related			Abnormal Patient Findings

Growth and Development
	Gross Motor






	Fine Motor





	Social





	Language









	Cognitive (Piaget’s Theory of Cognitive
		Development)








	Psychosocial (Erikson’s Theory of
		Psychosocial Development)


SAFETY PLAN
Develop a plan for the parents to address safety and accident prevention. List several 
interventions and rationales you would discuss with the parents.

Name ______________________________

Date_______________________________


  1.	Describe therapeutic communication skills you utilized during history and physical interview.










  2.	Describe caring behaviors you exhibited during the procedure.










  3.	Describe any ethical or legal concerns you may have regarding this patient.










  4.	Describe professional behaviors you feel you have exhibited while caring for this patient.


















LEADERSHIP &
MANAGEMENT

ASSIGNMENT
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PRACTICAL NURSING PROGRAM

Leadership & Management Clinical Assignment


Setting:

You will be scheduled for three days of a leadership and management rotation at NARMC.  You will serve as the charge nurse for a group of patients and will be responsible for making assignments, delegating to other students, setting priorities and applying other leadership and management principles and skills.

Objectives:

  1.	Apply beginning management and leadership principles and skills associated with managing care for a group of patients.

  2.	Evaluate the utilization of delegating patient assignments in the clinical environment.

  3.	Demonstrate effective communication skills when delegating and interacting with personnel in the clinical environment.

  4.	Integrate knowledge of the ArSBN Nurse Practice Act, employer policies, job description, and management and leadership principles when practicing as the charge nurse.

  5.	Analyze the effectiveness of managing time, making assignments, and priority setting while practicing as a charge nurse.

Assignment:

Step 1:	Obtain the following information on each of the patients assigned to from the kardex, report and the patient’s medical record.

	Name:
	Nursing care for today:
		Activity:
		Hygiene:
		Diet:
		Vital Signs:
		Safety Issues:
		Medications:
		Treatments:
Step 2:	Visit each patient and perform a quick, two-minute assessment of the patient.

Step 3:	Visit each student assigned to you and assess their capabilities including educational preparation, years of experience and technical and interpersonal skills.

Step 4:	a)	Prioritize which patients should be cared for first, second, third.  Why?
	b)	What are the primary assessments that should be completed first for each patient?  Why?
	c)	What nursing interventions need to be carried out for each patient?
	d)	What interventions will you do first?
	e)	Which of the above interventions can be delegated and to whom?
	f)	What information will be given to the person whom the task is delegated and what information will be collected after the task is finished?

Reflections on the assignment:  (must give explanation – not just yes or no)

  1.	Was the assessment of the patient and staff sufficient to make patient assignments?
  2.	Did you make good decisions with making assignments, delegating and setting priorities?
  3.	Did you communicate effectively to staff members when making assignments and delegating?
  4.	What other leadership and management principles did you utilize (conflict resolution, chaos, empowerment, motivation, change theory, critical thinking, teamwork)?
  5.	What did you learn as a result of this activity?
  6.	What does this activity show that you have more to learn about?


Turn in the information completed from steps 1-3, answer the questions on step 4 and the reflection questions, turn in the following Monday following the rotation.  This assignment is worth 100 points.  Late work will result in a deduction of 5 points per day late.  This assignment is to be completed on-line.
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PRACTICUM

ASSIGNMENT
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PRACTICAL NURSING PROGRAM


TRANSITION CLINICAL PRACTICUM ASSIGNMENT

PURPOSE:

The Transition Clinical Practicum provides the Practical Nurse (PN) student an opportunity to increase clinical knowledge in preparation for assuming their future responsibilities as a Licensed Practical Nurse (LPN) under the direction of a preceptor with expertise in medical surgical nursing.


SETTING:

The student will be scheduled for four days of transition on a medical-surgical unit (1st or 3rd floor) at North Arkansas Regional Medical Center during the last 8 weeks of the program.


OBJECTIVES:

1.	Perform patient care including hygiene, procedures and medications under the direction of the preceptor.
2.	Demonstrate priority setting and time management while providing patient care.
3.	Evaluate patient assignments and utilize the five rights of delegation to make assignments to the nurse aide.
4.	Analyze the utilization of the nursing process and critical thinking while providing patient care.
5.	Examine areas needing improvement to increase competent, caring and professional behaviors.


INSTRUCTIONS:

Step 1:	Set 3-4 objectives you would like to accomplish during transition.
Step 2:	See your instructor to discuss the objectives no later than the Friday before your transition practicum begins.
Step 3:	Discuss your objectives with the preceptor each day.
Step 4:	Fill out and turn in evaluation of each preceptor you followed.
Step 5:	Complete the reflection below and turn in the Monday following the practicum.
Step 6:	Fill out student preceptor evaluation.

Reflections on the assignment:  (must give explanation – not just yes or no)

  1.	Were you able to perform procedures and administer medications independently?  Did you demonstrate dexterity, spend minimal time, appear relaxed, focus on the patient, applying theoretical knowledge accurately and assembling supplies prior to the procedure?
  2.	Did you make good decisions with making assignments, delegating, setting priorities and time management?
  3.	Did you communicate effectively with the preceptor, patient and other facility employees?
  4.	Did you utilize the nursing process and critical thinking skills?
  5.	Did you meet the objectives you set?
  6.	What did you learn as a result of transition?
  7.	What does this activity show that you have more to learn about?


GRADING:

This assignment is worth 25 points.


DUE DATE:

	The objectives are due Friday before beginning transition.  These are submitted on-line.
	Complete the reflection online by 8:00 a.m. the following Monday after the rotation.
	Turn in the evaluations the following Monday after the rotation.
	Late work will result in a deduction of 5 points per day late.
	This assignment is to be completed on-line.
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v. Psychosocial assessment
vi. Safety

vii. Ethical & legal issues

viii. Spiritual assessment
ix. Growth and development
x. Cultural needs

b. See Example that is located in front pocket of the clinical binder.
2. Highlight or underline anything in your narrative which is abnormal.

Grading Rubric: Pre-Clinical Assignment 25 points

Diagnostic Tests 10 points
Medications 10 points
Patient Narrative 10 points

Concept Map 20 points
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Recommended Immunization Schedule for Persons Aged 0 Through 6 Years—United States « 2011
For those who fall behind or start late, see the catch-up schedule

| 3 1 2 4 6 12 15 18 19-23 2-3 46 |
| Vaccine ¥ Age > Birth : month ' months : months : months : months : months : months - months : years : years
[P HepB  HepB R o
[ Rotavirus? RV RV Rv2 Range of
L 1 recommended
Diphtheria, Tetanus, Pertussis® DTaP : DTaP | ﬂe:voyau
| . & 1 ren
Haemophilus infuenzae type b* Hib - Hib - :
[
Pneumococcal® PCV | PCV
! neumococcal
| Inactivated Poliovirus® PV PV -
[ e Range of
| Influenza’ recommended

Measles, Mumps, Rubella®
| Varicella”
’ Hepatitis A'°

| Meningococcal'!

ages for certain
high-risk groups

This schedule includes recommendations in effect as of December 21, 2010. Any dose not administered at the recommended age should be administered at a subsequent visit, when indicated and
feasible. The use of a combination vaccine generally is preferred over separate injections of its equivalent component vaccines. Considerations should include provider assessment, patient preference,
and the potential for adverse events. Providers should consult the relevant Advisory Committee on Immunization Practices statement for detailed recommendations: http://www.cdc.gov/vaccines/
pubs/acip-list.htm. Clinically significant adverse events that follow immunization should be reported to the Vaccine Adverse Event Reporting System (VAERS) at http://www.vaers.hhs.gov or by
telephone, 800-822-7967. Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services.
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Hepatitis B vaccine (HepB). (Minimum age: birth)

At birth:

* Administer monovalent HepB to all newborns before hospital discharge.

« If mother is hepatitis B surface antigen (HBsAg)-positive, administer HepB
and 0.5 mL of hepatitis B immune globulin (HBIG) within 12 hours of birth.

« I mother’'s HBsAg status is unknown, administer HepB within 12 hours
of birth. Determine mother’s HBsAg status as soon as possible and, if
HBsAg-positive, administer HBIG (no later than age 1 week).

Doses following the birth dose:

+ The second dose should be administered at age 1 or 2 months. Monovalent
HepB should be used for doses administered before age 6 weeks.

* Infants born to HBsAg-positive mothers should be tested for HBsAg and anti-
body to HBsAg 1 to 2 months after completion of at least 3 doses of the HepB
series, at age 9 through 18 months (generally at the next well-child visit).

« Administration of 4 doses of HepB to infants is permissible when a combina-
tion vaccine containing HepB is administered after the birth dose.

* Infants who did not receive a birth dose should receive 3 doses of HepB on
a schedule of 0, 1, and 6 months.

« The final (3rd or 4th) dose in the HepB series should be administered no
earlier than age 24 weeks.

Rotavirus vaccine (RV). (Minimum age: 6 weeks)

+ Administer the first dose at age 6 through 14 weeks (maximum age: 14
weeks 6 days). Vaccination should not be initiated for infants aged 15 weeks
0 days or older.

+ The maximum age for the final dose in the series is 8 months 0 days

* If Rotarix is administered at ages 2 and 4 months, a dose at 6 months is
not indicated.

Diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP).

(Minimum age: 6 weeks)

« The fourth dose may be administered as early as age 12 months, provided
at least 6 months have elapsed since the third dose.

Haemophilus influenzae type b conjugate vaccine (Hib). (Minimum age:

6 weeks)

« If PRP-OMP (PedvaxHIB or Comvax [HepB-Hib]) is administered at ages 2
and 4 months, a dose at age 6 months is not indicated.

* Hiberix should not be used for doses at ages 2, 4, or 6 months for the pri-
mary series but can be used as the final dose in children aged 12 months
through 4 years.

Pneumococcal vaccine. (Minimum age: 6 weeks for pneumococcal conju-
gate vaccine [PCV]; 2 years for pneumococcal ride vaccine [PPSV])

* PCV is recommended for all children aged younger than 5 years. Administer
1 dose of PCV to all healthy children aged 24 through 59 months who are
not completely vaccinated for their age.

« A PCV series begun with 7-valent PCV (PCV7) should be completed with
13-valent PCV (PCV13).

« Assingle supplemental dose of PCV13 is recommended for all children aged
14 through 59 months who have received an age-appropriate series of PCV7.

* A single supplemental dose of PCV13 is recommended for all children aged
60 through 71 months with underlying medical conditions who have received
an age-appropriate series of PCV7.

10.
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* The supplemental dose of PCV13 should be administered at least 8 weeks
after the previous dose of PCV7. See MMWR 2010:59(No. RR-11).

« Administer PPSV at least 8 weeks after last dose of PCV to children aged
2 years or older with certain underlying medical conditions, including a
cochlear implant.

Inactivated poliovirus vaccine (IPV). (Minimum age: 6 weeks)

« If 4 or more doses are administered prior to age 4 years an additional dose
should be administered at age 4 through 6 years.

* The final dose in the series should be administered on or after the fourth
birthday and at least 6 months following the previous dose.

Influenza vaccine (seasonal). (Minimum age: 6 months for trivalent inactivat-

ed influenza vaccine [TIV]; 2 years for live, attenuated influenza vaccine [LAIV])

« For healthy children aged 2 years and older (i.e., those who do not have
underlying medical conditions that predispose them to influenza complica-
tions), either LAIV or TIV may be used, except LAIV should not be given to
children aged 2 through 4 years who have had wheezing in the past 12 months.

« Administer 2 doses (separated by at least 4 weeks) to children aged 6 months
through 8 years who are receiving seasonal influenza vaccine for the first time
or who were vaccinated for the first time during the previous influenza season
but only received 1 dose.

« Children aged 6 months through 8 years who received no doses of monovalent
2009 H1N1 vaccine should receive 2 doses of 2010-2011 seasonal influenza
vaccine. See MMWR 2010;59(No. RR-8):33-34.

Measles, mumps, and rubella vaccine (MMR). (Minimum age: 12 months)

« The second dose may be administered before age 4 years, provided at least
4 weeks have elapsed since the first dose.

Varicella vaccine. (Minimum age: 12 months)

« The second dose may be administered before age 4 years, provided at least
3 months have elapsed since the first dose.

« For children aged 12 months through 12 years the recommended minimum
interval between doses is 3 months. However, if the second dose was
administered at least 4 weeks after the first dose, it can be accepted as valid.

Hepatitis A vaccine (HepA). (Minimum age: 12 months)

« Administer 2 doses at least 6 months apart.

* HepA is recommended for children aged older than 23 months who live in
areas where vaccination programs target older children, who are at increased
risk for infection, or for whom immunity against hepatitis A is desired.

Meningococcal conjugate vaccine, quadrivalent (MCV4). (Minimum age:

2 years)

« Administer 2 doses of MCV4 at least 8 weeks apart to children aged 2 through
10 years with persistent complement component deficiency and anatomic
or functional asplenia, and 1 dose every 5 years thereafter.

« Persons with human immunodeficiency virus (HIV) infection who are vac-
cinated with MCV4 should receive 2 doses at least 8 weeks apart.

« Administer 1 dose of MCV4 to children aged 2 through 10 years who travel
to countries with highly endemic or epidemic disease and during outbreaks
caused by a vaccine serogroup.

« Administer MCV4 to children at continued risk for meningococcal disease
who were previously vaccinated with MCV4 or meningococcal polysac-
charide vaccine after 3 years if the first dose was administered at age 2
through 6 years.

The Recommended Immunization Schedules for Persons Aged O Through 18 Years are approved by the Advisory Committee on Immunization Practices
(http:/www.cdc.gov/vaccines/recs/acip), the American Academy of Pediatrics (http:/Awww.aap.org), and the American Academy of Family Physicians (http:/www.aafp.org).
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