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Clinical Nursing Foundations N3632
Spring 2017
Clinical Site:  Texas Health – Arlington Memorial
800 West Randol Mill Road
Arlington, Texas 76012

817.548.6100
Faculty

Linda Jan Marshall, RN, MSN

UTA PKH # 545  
 Cell:  817-917-6862
    Home:  817-276-1744
Blackboard (use first) for contacting me

Email: lindajm@uta.edu
Directions to Texas Health – Arlington Memorial from UTA campus:  Go North on Cooper Street and take a left on Randol Mill Road.  Immediately you will see a cross walk that goes over Randol Mill.  Turn Right into the parking lot associated with the cross walk.  Park in the parking lot, cross the street,  and enter the hospital.  Walk straight through the hospital.  When you see another large set of doors going out, look to your left and you will see the cafeteria. Pick a seat and I will meet you there at 0630 every morning including orientation day.  Call me if you are going to be late.
Things to know. . .
Clinical requirements: 

You will not be allowed to attend clinical if you are deficient in clinical requirement as reported by Holly Woods.  Furthermore, you will be put on contract if you are deficient and you will be counted as absent from clinical if you must return to campus for documentation of any kind.  This may affect whether you pass the course.  This is part of your professional responsibility.  Stay current.
Texas Health – Arlington Memorial  -  Identification & Orientation:

You will complete approximately 6 hours of on line course work in MyTalent.  Your MyTalent electronic transcript is your ticket to orientation.  You cannot attend orientation without a completed transcript.  When you have completed all the work assigned in MyTalent, send an email to WayneWalden@TexasHealth.org explaining that you have completed your MyTalent work.  At that time Wayne Walden will send you an email with your CareConnect Logon.  Print that secure document when you get it.  It will disappear.
For Wednesday Clinical we will meet at TH-AM on March 1, 2017 at 0630 in the cafeteria.  We will start with breakfast. Then I will tour you through the facilities at TH-AM.  You will be required to wear your UTA student ID and be in complete UTA CONHI uniform.  First we will go to the units, then provide personal care (Adult Daily Living – ADL) to patients on the floor until 1400.  From 1400 until 1530, we will be in post conference in McRae Building. You will be discharged from class at 1530 on March 1, 2017. 
For Friday Clinical we will meet at TH-AM on March 3, 2017 at 0630 at the cafeteria. We will start with breakfast. Then I will tour you through the facilities at TH-AM.  You will be required to wear your UTA student ID and be in complete UTA CONHI uniform.  You will be in post conference beginning at 1400 and discharged from class at 1530 on March 3, 2017.
Dress:  

Refer to UTA student handbook.  Be aware that I will hold you to the policy. It is not professional to play “hide and seek” with your instructor concerning the dress code.


Bring to clinical:  
Bring a stethoscope, a watch with a second hand, scissors, pen and paper, hand held electronic device (smart phone), and forms you’ll need for the day, PA.  (A PA is a physical assessment form labeled Daily Physical Assessment).  Please leave purses, credit cards, valuables, etc. in the trunk of your car. Also, make sure your clinical “gear” is well marked with your name. Sad to say, hospitals are not the best places to leave things lying around and you will not have locker space. 

Parking: 

You must park in the North Employee Parking Lot on the North side of Randol Mill.  The North Employee Parking lot connects to the pedestrian bridge that goes across Randol Mill Road. There is no charge for parking. It can be very busy in the mornings.  Allow extra time.  You are counted tardy if you arrive 5 minutes after clinical has started.  Class starts at 0630.  At 0635 you are five minutes late.
Shifts:  Here is the table for your expected times of arrival and dismissal on each day:

	The first 6 weeks are labs at the SMART Lab on campus.  


	SMART Lab.  Check Blackboard to know times for meeting at the SMART Lab which is the 5th floor of University Hall.
All students are to be currently working on MyTalent, or to have completed it by at least by February 27, 2017.  

	Wednesday Group meets on March 1, 2017 at 0630.

Friday Group meets on March 3, 2017 at 0630.


	0630 Meet in hospital cafeteria.  0630 – 0745 tour units.
Be prepared to provide ADLs for real patients on the floor.

0630 Meet in hospital cafeteria.  0630 – 0745 tour units.

Be prepared to provide ADLs for real patients on the floor.


	First Clinical Day
Wednesday Group = March 8, 2017
Friday Group = March 10, 2017
	Provide individualized patient care to patients on the floor.  I will schedule your medication days and you must always be with me when you give medications.

	Spring Break
March 12 - 18
	Fun & Frolic somewhere!  See your families.  You are not permitted in the hospital without me.

	Wednesday’s group ends May 3, 2017   
Friday’s group ends May 5, 2017.
	Clinical Rotations on hospital units at TH – AM


Daily we will meet on in the cafeteria at 0630.  [You will pick your patient from a list I have provided on each unit the night before your clinical day]. Go to the floor you are assigned to and check for any order changes, then go to report. You may take a 15 min. break during your shift.  You must tell your RN and instructor you are leaving the floor prior to leaving so your nurse can take responsibility for your patient’s care in your absence.  You will take a ½ hour lunch break during the day. I believe the cafeteria is open from 1100-1330. You may go in small groups when you have no meds or procedures due. It is very important that you tell your primary nurse and me when you are leaving for lunch. 
Units and hospital:
Wednesday’s group will be assigned to units:  51 (Medical, 3 students), 52 (Medical, 3 students), 31 (Stroke Unit, 3 students) and SADU.
Friday’s group will be assigned to units:  41 (surgical floor, 3 students), 42 (ortho floor, 3 students), 51 ( Medical, 3 students), and 52 (Medical, 3 students).

Post Conference:
Post Conferences will be held in the TBA on your schedule. This time is used to discuss various clinical experiences/concerns, written assignments, and other information pertinent to your clinical requirements. Students will also be giving a teaching presentation this year during post-conference. This is a relaxed atmosphere and a time to share your experience.  Remember that anything related to patient care is confidential.  Be on time. This is part of your professional responsibility.

Unsatisfactory Clinical Performance:
If clinical performance is not satisfactory, I will first discuss this with you.  If improvement is not noted, I will meet with you and we will discuss a plan for improvement to assist you in passing the course.  This will be a written contract with possible referral to Mrs. Shidler.  It will serve as your notice that you are in danger of failing the course and your performance must improve immediately.
Snow or Ice Days:  
Notices will be posted on the University’s home page (www.uta.edu), recorded information will be available on the University’s Emergency Information Hotline at 1.866.258.4913, and announcements will be sent to local media outlets.  Information also will be available on the University’s Twitter and Facebook pages.
Telephones:  

Pay phones are located in the main lobby.  Do not use staff, patient, or your own cell for personal 
calls during clinical unless approved by clinical instructor.
Ethics and confidentiality:  
Please do not discuss patients in the halls, cafeteria, elevators, or outside the hospital.  Use initials rather than patient names on all written assignments. All patient information discussed in post conference is confidential.  All hospital generated documentation may not be taken outside the hospital. Remember professional boundaries. You may not exchange addresses, socialize with or date patients.  You may not take the patient off the unit.  When in doubt, always ask me. The same is true about your relational issues with staff. If anyone makes you feel “uncomfortable”, please let me know as soon as possible. I am your advocate as well.  You may not be in the hospital to make up clinical time or missed work unless the instructor is present.  If you need to be at the hospital for some personal reason after clinical, please bring a change of clothes or a sweater/jacket that will cover your UTA identification. You may not represent yourself in a hospital as a UTA nursing student unless you are on site for clinical purposes. (I’m proud you are a nursing student as well but I don’t want someone to ask you to do something outside your scope as “visitor” after hours.)
Charts & Etiquette :  
Charts are electronic, but copies of chart contents are also legal documents and must be kept private.
Also, the desk areas are usually severely limited at the nurses’ stations due to space constraints. Please be sensitive to other staff and physicians who might need those areas to record, dictate, etc. and move to a less congested area.  Primarily, you should be at your patient’s bedside in your patient’s room as much as possible.  Each patient room has a computer where you may look up patient information.
Safety and universal precautions:  

1. Hand hygiene is very important and everyone is being watched for appropriate hand hygiene 
upon entering and leaving rooms. Please be sure to do as you have been taught.


2. Notify the clinical instructor immediately if you incur a needle stick.  
3. Only provide care to a patient for whom you know the orders.  You may assist hospital personnel with the care of a patient.  When passing food trays to multiple patients, be sure a person working for the hospital unit has checked the food cart.  

4. When you get a patient out of bed, stay with them until you are sure they are safe to leave alone 
and will not fall.  
→5.  Do not assist anyone out of bed (OOB) without knowing their PCP orders.  

→6.  Do not choose a patient on Airborne precautions.  


7. Do not choose patient’s that are admitted to the hospital with major psychiatric disorder(s).
Medications:  
After you are taught in lab how to administer medications and you’ve passed the medication test with 90%, you will be giving medications to patients in the hospital.  I will be with you every time you give medications.  You are not allowed to perform procedures without either me or your nurse with you.  You must know the 6 rights, appropriate patient information, and the proper drug information prior to giving the drug.  I will quiz you at the time.  You will chart on the patient’s legal record when you give medications.  Texas Health – Arlington Memorial has a 30-minute window on either side of the medication due time (a 9:00 medication can be given between 8:30 and 9:30, so plan carefully.  Plan how you are going to accomplish the required tasks for the morning. You must be organized when you call me to give medications.  If you are not prepared when I arrive, I will go to the next student and you may lose your opportunity to pass medications for that day.  You must pass medications with me to pass this course.  You may be required to pass medications with me weekly until I am convinced that you are able to perform medication administration safely.
Time Management:  


This is the hard part at first—get moving! Take your patient’s vitals signs and chart them by 0800, assessment completed by 0830, and first nurses’ note by 0900….then meds! It will be difficult at first but you will get better at this. Charting should be completed by the time you are required to leave the unit. If you leave the floor for a coffee break or lunch, you must always notify another RN so they can assume responsibility for your patients while you are gone.
End of shift report:  This is communication to your RN and involves informing her of care you 

have given during your shift using the SBAR format.  It includes your abnormal assessment findings as well, any patient complaints, testing done, or problems encountered.  You may not leave the unit until you have given report either to your RN or to the charge RN.  You are expected to be thorough and professional with report. (See suggestion sheet at back of packet.)
Clinical evaluations:

Clinical evaluations are done at mid semester and at the end of the semester. The evaluations are completed on-line through Blackboard and must be turned in on time to be passing at mid semester.  You are required to self-evaluate in each section prior to emailing me your evaluation. Please do not leave any blank spaces when filling out your form. 
Students who demonstrate consistent satisfactory accomplishment of the clinical objectives will receive a pass.  
Students deemed unsafe or incompetent will fail clinical and receive a course grade of “F.”  One or more of the following behaviors is consistent with clinical failure:

           
1. Performance is unsafe.



2. Questionable decisions are often made.




3. Lacks insight and understanding of own behaviors and/or behaviors of others.


      
4. Continues to need additional guidance, direction, and specific and detailed supervision                          



          throughout clinical rotation.

 


5. Has difficulty in adapting to new ideas and functions.
**IF A STUDENT IS DEEMED UNSAFE OR UNPROFESSIONAL, HE/SHE MAY FAIL AT ANYTIME DURING THE SEMESTER AND MAY NOT COMPLETE THE CLINICAL ROTATION.  PATIENT SAFETY IS ALWAYS TOP PRIORITY.
Clinical Awards:  
Clinical instructors will nominate students to receive clinical awards for N3632. 

Criteria for selection are:
1. Demonstrates consistent application of theoretical concepts presented in class.

2. Demonstrates clinical expertise as validated by clinical evaluation.

3. Demonstrates creativity in papers, projects, or client involvement.

4. Demonstrates understanding of the role of the professional nurse in today’s society. 
Mrs. Marshall’s expectations as per Billings and Hallstead (2012, 249) are as follows:
TEACHING-LEARNING PHILOSOPHY:  My expectation is that you are a self-motivated learner.  By the end of the semester you will have invested your time, energy, and resources to complete this course and I want you to be successful.  My responsibility as your instructor is to provide a context and environment that supports your learning through mindful, intentional curriculum that guides your

investigations and learning.  I expect you to be an involved, active member of this learning community who will contribute through thorough preparation, active discussion participation, and timely participation in course activities.  I further expect that you will treat everyone, including the instructor, with respect and civility.  Learning in this [clinical] takes place through [on campus] lectures, readings, written analysis, reflective discussions, critical reflection, and written assignments (outlined in the course syllabus).

CLASS EXPECTATIONS  This course will be most successful when all participants commit to developing a learning community in which the beliefs of all may be discussed in an open, civil, and understanding environment.  Everyone will be expected to consider multiple perspectives, engage in critical reflection, and take intellectual risks built on one’s confidence in the course content.  Class activities will focus on critical analysis of 1) course readings, (2) [patient data collection with analysis], (3) group work, and (4) [evidenced based practice].  Your personal experiences are important but require critical reflection and analysis.  Hence the ability to interact with the material in a personal and self-reflective manner is essential.  
PROFESSIONAL EXPECTATIONS  Becoming a professional is not simply a matter of possessing a degree.  Becoming a professional is agreeing to a set of standards of behavior now, as a student, that models the behavior that will be expected of you once you complete your professional program.
1.  Be on time.  Arrive 10 minutes prior to your expected time and be prepared to begin class or lab.[or clinical].  Leave with plenty of time in case you encounter delays.[See syllabus for penalty for being 5 minutes late].
2. Be present every day!  [I/We] have created specific lesson plans with the expectation that you will be present every [lab/clinical] day.  On what should be a rare occasion, it is imperative that if you are unable to keep your  commitment, you contact [Mrs. Marshall at 817.917.6862] as soon as possible [by text or call.  Keep my phone] number with you at all times.  [Clinical absence can put you at risk of clinical failure, see syllabus].
3. Be professional!  Maintain a professional attitude and be positive!  You never get a second chance to make a first impression.
4. Know what is expected of you every day.  Read your syllabus [and learning outcomes on the Course Schedule].  Note all course obligations on your calendar and check your calendar [and Blackboard] daily.
5. [When in clinical], leave your cell phone on vibrate and out of site.  Focus on being present in the class and with your work.  [My cell phone is kept on silent with a cricket sound for texts for you to contact me during clinical.  Send brief texts to 817.917.6862 to say you need help or have been invited to do a procedure.  I will respond as soon as I can.  Any delay means I am assisting one of your classmates and am unable to respond immediately].  
6. Collegiality.  Now, as a student, and in the future, as a professional, you will interact with and work extensively with your peers and colleagues.  Work to be a positive influence and a productive colleague to your peers.  
7. Ethics.  As a student, learn and reflect on the ethical expectations of the profession and begin reflecting on your current daily decisions within an ethical context.  Realize that the decisions and choices you make every day build on your ability to make decisions and actions on behalf of others you will be responsible for in the future.  
8. Collaboration.  As a professional you will collaborate with patients, family members, and other professional colleagues in providing care.  As a student today you will be expected to collaborate in a positive, civil, and mutually beneficial way that will build your skills and understanding of working with groups of people to achieve a common goal. [Remember, patient goals are mutually agreed upon].
All class assignments should be turned in electronically via Blackboard  You are counted late if it is after 0900 Monday morning (for the Wednesday group) and Wednesday morning (for the Friday group) following the assignment date due, and will not receive credit.  There may be occasions when the date changes because of a change in assignments.  If you are unavailable to turn in your assignments on time, you must contact me.

Six (6) patient assessments will be turned in this semester.  Four will be Physical Assessment Forms (PA) with a Nurses Note (NN) and two assessments will be in DocuCare format.  The NN is on the third page of the Physical Assessment (PA) Form.  Form(s) are currently located under forms on Blackboard Physical Assesment.  Later in the semester you will be required to advance to the DocuCare format.  DocuCare is the format you are expected to use in Junior II.  However, it is important that you learn what is expected before you make that transition. Our PA forms are loaded with prompts to let you know what information to collect.  DocuCare will not prompt you and you could end turning in a document with insufficient information to back up the nursing diagnoses you have given. 
1. The Physical Assessment (PA) Forms on Blackboard can be used as a worksheet when you’re doing your assessment, even if it is through DocuCare.  Type the PA form and submit electronically through Blackboard each week and always submit a PA or DocuCare Assessment with a nursing care plan.  DocuCare prepares an electronic document that can be submitted through the Lippincott website and can replace the PA.  By turning in PAs or DocuCare Assessment, I may be able to give you pointers on improving your assessment skills or spot areas that needed further assessment.


2. Nurses notes are legal documentation of the nursing process and care you provide, as well as patient responses. They are used to document patient complaints, abnormal assessment findings, activity such as ambulation, testing such as x-rays, and anything out of the norm such as CPR. NN  are not a journal about you and what you did today.  They are notes that are only about your patient. They should be completed in a manner that would be appropriate for the patient chart. Entries are made at a minimum of every 2 hours.  I consider NN very important this semester. NN are to be complete, professional, and neatly written by the end of your clinical day. After all, nurses cannot go home until the charting is done. (Might as well get used to it!)  Each section of DocuCare has an area to write a nurses note, or you may choose a summary NN in DocuCare.
Assignments are due on specific days and are noted on your Clinical Schedule.
1. Six Critical thinking journals will be expected, CTJs.  The last one is a reflective (summative) journal, CTJ 6=∑CTJ.  A summary of the previous 5 CTJs
a. Due dates: All due dates or on your schedule.  Only one per week will be accepted.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
b. Point value: is in the syllabus
2. Nursing Care Plans (NCP).  The template and instructions are on Blackboard.  A physical assessment and nurses note (NN) or a DocuCare Assessment will accompany each nursing care plan.
a. Due dates:
i. Care plans are due at 0900 the following Monday for the Wednesday group.  For the Friday group your Care Plan will be due by 0900 on Wednesday. 

ii. The first care plan is due no later than March 20, 2017 (for Wednesday) and March 22, 2017 (for Friday).
iii. All three care plans must be completed on or before April 24, 2017 for Wednesday group and April 26, 2017 for Friday group.
CRITICAL THINKING PAPER GUIDELINES
Six critical thinking journals, CTJ’s,  will be required. Due dates noted on you TH-AM schedule.  If your papers are late, you will receive a “0” but you must complete the work to pass the clinical portion of this course. Papers must be submitted to the Mrs. Marshall electronically on Blackboard. Criteria for the critical thinking journals has been published on Blackboard under course materials.
The following pages include Good Stuff to Know
Plan for the Day
Everybody should have a plan…

Prioritizing is a critical skill nurses must cultivate. Here is an example of how you might prioritize your activities. Get in the habit of planning for these things NOW!
After the Orientation date, you will go to the hospital the night before pick a patient from the list of patients Mrs. Marshall has approved.
How to pick a patient:
1. Mrs. Marshall will go to the units the day before clinical and select four patients for the 3 assigned students to that unit to choose from.
2. Try your best to pick a different kind of patient each time you go to the hospital so that by the end of the semester you know about 8 different types of patients.  General categories are Heart (MI, ACS, dysrhythmias, etc.), Circulation (CVA/stroke, DVT), Lung (P.E.,COPD, emphysema, pneumonia, etc.), Gastrointestinal (Peptic ulcer, GI bleed, diverticulitis, etc.), Endocrine (Diabetes, Hypothyroid, etc.), wound care (infectious), or peri-operative (pre-op, you will have a day in OR, or post-operative),  and Orthopecic (ORIF of hip or leg or shoulder, etc.).  
3. Nurses’ assignments are published on the board in the Nurse’s Station, which I will show you.  Nurses only allow one student to be assigned to them per shift.  
4.  When you are assigned to give medications, try to pick a patient with 2 – 8 medications within a 24 hour period.  Some patients are taking ≥20 medication.  

a. You will be expected to know why the patient is taking each medication within the 24 hour period.   

b. You will be expected to know the medications’ side effects, adverse effects, contraindications, and precautions, especially those in red type because those are lethal.

c. You will be expected to know any assessment required prior to giving the medication.   A couple of examples include but are not limited to:

i. You must know the patient’s serum potassium before giving a medication intended to raise the serum level of the potassium.  
ii. You must know the apical pulse rate before giving lanoxin/digoxin compounds.
5. RNs and LVNs wear solid royal blue, PCTs wear green and may have multi colored tops.  Any other color of uniform is not nursing staff (PT, Social Worker, Dietary, OT, ST, Radiology, surgeons, etc.).   
6. Review the EHR before you commit to take a patient.  Look at the physician’s H&P, the eMAR, all of the PCP orders, and recent nurses’ notes.  

7. Write your assignment (patient initials and room number) on the Junior I Student Assignment Sheet in the Nurses Lounge prior to collecting patient information on the patient’s pathophysiology, medications, etc.  There are several reasons for this:

a. It prevents your classmates from selecting the same patient that you have chosen.

b. It alerts the nursing staff regarding which patients are assigned to which students.     
c. It communicates with me when I arrive on the unit which; also, means that you need to update that sheet if you change assignments.

d. It is the best security that you have that you will be able to provide care to the patient you have selected the night before.
	What to Do… HOURLY
	Rationale for PLAN FOR THE DAY

	1.  Meet nurse and take report at 0700.
	1. Can’t do anything till you know who your patient is

	2. See patient and introduce self
	2. Make sure they are still breathing before that night nurse leaves you with a mess. Also, assess if they have any immediate needs for which you can act on now. Everybody likes a nurse that checks with them about what will make them more comfortable (pain, potty, possessions, position, and pumps.) This helps them trust you to take care of them.  Example: “I’m going to check your medications and orders now. Can I bring you something when I come back?” 

	3. Check  EHR & new orders.  Ask the attending RN for the medications bag to help ensure she knows you plan to give medications to the patient.
	3. Helps you to plan your visits with patient (times, grouping of activities, etc.). Also, if your meds are not available, you might have to find them!  Are the medications in the pharmacy box, in drawers, in the Pixis?. Or do you need to send an electronic note to the pharmacy?  Are there any PCP changes that are not yet reflected on the eMAR. Many errors can be avoided by checking physicians’ orders!

	4. Take vital signs
	4. If the tech has already taken them, you need to take them again unless the patient refuses.  Getting the vital signs early is the best prevention for this.   

	5.  A full (complete Physical Assessment) assessment is done prior to 0900.  Then assess your patient every 1-2 hours and prn.  
	5. Early assessment is essential if you are going to note changes during your shift.  Document on your Physical Assessment (PA) form by 0900.  

	6. Open note
	6. Depending upon what time it is, you may want to time one when you first saw them (Ex:0700:  Assumed care of patient. Patient in bed watching TV. No needs expressed at this time-------Y. Name, UTASN) You will want to do narrative charting every two hours to update patient changes from initial assessment and/or issues that arise through the day.

	7. Make sure breakfast was given, if ordered
	7. Nothing is worse than a hungry patient!

	8. Check morning lab results or for more Dr. orders
	8. Sometimes lab results will make a physician change the medication orders. They would have to be notified by the nurse if there were abnormal results.

	9.  0900 meds
	9. This may be a little out of order, or you may have 0800 med, etc. Depends how fast you are. You may have already assisted with the bath. (If you have finished your assessment AND given a bath by 0900 you deserve a prize!)

	10. Assist or perform ADLs
	10. Give everyone an opportunity to clean up early before the visitors start arriving, altering  your time management. Remember, get everything done early (not that it always happens that way—but it is a plan!)


How to Give Report
The best way to learn is to listen to nurses give report and decide who does it best (They will get the fewest questions from oncoming nurse after report is finished). Most important tip: Get organized! Bring a blank copy of the SBAR for to take report on your patient.  
Here is an example of what information to give in report and an appropriate order:

1. Room #

2. Name

3. Age & gender

4. Admission date, medical diagnosis & surgery/date if applicable

5. Physicians’ names

6. Code status - ESSENTIAL to know.  We don’t want to code a DNR
7. Allergies

8. Diet & activity level 

9. What do you see when you look at the patient? Normals & abnormals!


a. IV access, fluid, rates, etc.


b. tubes, drains, catheters


c. surgical site


d. skin problems


(Not a complete list by any means)

10. Abnormals in assessment data (includes VS, body sounds, strength, lab results, mobility, fall risk etc.)

11. Improvement or worsening of assessment data over shift

12. Pain control (time of last pain medication)

13. Alert to early shift meds or treatments/diagnostics

14. Anything special next shift needs to be aware of or do????

BEGINNING OF SHIFT ASSESSMENT

At the beginning of each shift, you will do a brief head-to-toe assessment on your patient in order to know their baseline condition.  If your patient’s condition changes during the course of your shift, you will have this baseline assessment for referencing those changes.

Check the EHR:  Are there frequent vital signs, changes in condition, new medications, etc.  Review the previous nurse’s documentation to see his/her findings from the previous shift.
Check the patient:

Mental status:  Is the patient Awake, Alert, Oriented?  Resting with eyes closed?  Easily aroused to AAO x 3 (time, person, place) or 4 (add event).  If disoriented, does he/she orient with cues?  Is this a new finding?

Neurological:  PERRLA, equal hand grips, leg strength, moving all extremities with purpose, LOC (mental status), Cranial nerve function tests are not performed on all patients – usually just on patients with specific problems or on an initial neurological assessment.  If you do CN give the results for each CN that you test.

Respiratory status:  Are respirations regular and full, unlabored?  Do you see SOB at rest?  SOB with exertion?  Does the patient have oxygen therapy?  If yes, document oxygen delivery system and rate of delivery.
Lung sounds:  Listen to the lung sounds in all fields.  Do the lungs sound clear?  Do you hear adventitious lung sounds?  Wheezes?  Crackles?  Do the wheezes or crackles clear with cough?  Where are the adventitious sounds located.

Heart sounds:  Do you hear S1 and S2?  Do you hear extra sounds or murmurs?  Is the rate WNL and regularly regular or irregular?
Abdomen:  Is the abdomen flat, rounded, or protuberant?  Is it soft, firm, ridged?  Are there bowel sounds?  Are bowel sounds hyperactive or hypoactive?  Do you hear bowel sounds in all 4 quadrants?  Is there any abdominal tenderness?  Do you palpate any masses?  (Do not palpate deeply on post-abdominal surgery patients).  

Skin:  What is the skin temperature, color, condition, and turgor?  Is there any skin breakdown or changes?

Circulation:  Are the peripheral pulses palpable/strong and bilaterally equal?  Is there a rapid capillary refill?  Do you see cuticle or nail bed discoloration?  Is there any pitting or non-pitting edema in the extremities?

Musculoskeletal:  Does the patient ambulate independently?  Is he/she using assistive devices?  Is he/she weight bearing?  Is the gait strong or weak?  Can they reposition themselves in the bed or a chair?  How much assistance is needed?  What is activity tolerance?

Special assessments:  Are they getting Intravenous fluid (IVF)?  If yes, how much fluid is left to count (LTC) and what is the fluid infusing?  Does the IVF have any additives?  Is there a wound to assess?  Dressings?  Splints?  Braces?  

Urinary catheter?  If so, how much urine is in the bag, what color is it, is it clear or cloudy?  
Are there any ostomies (colostomy, urostomy, ileostomy)?  Do they have a feeding tube, oxygen therapy, or are they on a ventilator.  Be sure to include any assessments specific for the patient’s diagnosis, condition and/or treatments.  

CLINICAL TIP SHEET

This sheet will help you be prepared for discussions of the following topics as well as documentation.

Patient Safety:
· Bed in low position

· Side rails up (x)

· Bed, W/C, or gurney brake on

· Call light within reach

· Patient allergy and ID bracelet present

· Emergency equipment (if applicable)  i.e. suction present and functioning or trach kit on bedside table

Handwashing:
· Before and after patient contact

· Before and after procedures

· Before and after personal hygiene

· Before applying gloves and after removing gloves

· Before going to lunch

· After toileting
Diet:
· Check for PCP orders

· Check to see if the patient is NPO

· Is a calorie count ordered, or Carbohydrate Count ordered for Diabetics
· Type of diet and amount eaten (expressed in percentile)

· Make note of Input for your In/Out (I/O) record

Pain Medication:
· Assess pain every 2 hours for COLDSPA
· Know the time of the last pain medication

· Know the components of the last medication

· Discuss with instructor what medications you will give

· Have the instructor with you anytime you are giving medications

· Document the medication given while you are still at the bedside, before leaving the patient

· Reassess the patient for pain level within one hour of having given the medication

· Document the patient’s level of pain before leaving the bedside

· 5 rights

Intravenous Medications and IVPB (Piggyback):
· Note any intravenous (IVF) fluid hanging.  Does this match the PCP order? 

· Note any additives to the IVF

· How much IVF is left to count (LTC) – hanging in the bag

· What is the rate of infusion of IVF.  Pump on and infusing ____ml/hr
· Are there any IVPB used during the day

· Keep note of Input for your In/Out (I/O) record

· Check infusion site for tenderness, redness, or edema

Intake and Output:
· ml per hour

· ml per shift

· ˂30 ml urine output per hour or ˂240 ml/8 hour shift is an indication of kidney failure

Lab Values:
· Check daily lab early in the morning, before medications

· Compare lab data (trending) over time…is the Hemoglobin dropping?  Is the blood sugar WNL for the time of day (as it relates to meals)?  Is the K┼ going up or down?

Administer Medications:
· Know the medication you are giving and why you are giving it.  

· Know the accurate route of administration

· Know about the medication(s) you are giving
· Safe dosage range

· 5 rights

· Observe and document effectiveness of the medication

· Review all nursing considerations before administration

· Know side effects (s/e) and adverse effects and contraindications

· Medication MUST be administered under the supervision of your faculty member.

· ALWAYS CHECK ID BRACELET AND DATE OF BIRTH

· Do not call the patient by name.  Say, “Can you tell me your name?”

Documentation:
· Accurate and timely documentation in the Nurses Notes (NN) means at least once every two hours.

· Assess the patient at the beginning of each shift (FIRST THING) then at a minimum a focused assessment every two hours noting changes occurring after medication(s) and treatments, etc.
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