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COURSE TITLE:

N233 L - INTERMEDIATE MEDICAL/SURGICAL &

PSYCHIATRIC NURSING CLINICAL

PRE-REQUISITES
UNITS:

HOURS:
LENGTH:
PLACEMENT:
CONCURRENCY:

COURSE
DESCRIPTION:

COURSE
OBJECTIVES:

STUDENT LEARNING

Completion of course requirements for Semesters 1 and 2.
6 Units

18 Hours per week

18 Weeks

Year Il: Semester 3

All nursing courses within a semester must be taken concurrently.

This clinical course provides the student with opportunities to
apply semester 3 content and build on year 1 theoretical content.
The application of the nursing process as a manager for group of
clients in a specialized setting is implemented. Experiences allow
the students to perform health promotion activities and apply
concepts of legal/ethical, regulatory agencies and end-of-life issues
in the clinical setting. The use of decision-making, education and
sociocultural awareness are implemented in the clinical setting.

Upon satisfactory completion of the course, the student will:

. Analyze the application of the nursing process for safe patient-centered

care as it applies to individuals, families and groups with special needs
in specialized settings utilizing evidence based practice.

. Analyze therapeutic communication techniques and incorporate nursing

informatics to accomplish goals for individuals, families and groups
with mental health and medical surgical problems.

. Apply principles of teamwork and collaborative relationships as a

member of the inter-professional healthcare teams for individuals,
families and groups.

. Analyze legal and regulatory policies that influence the practice of

nursing, and to provide and improve quality of care for adults with
mental health and medical surgical problems.

. Examine nursing responsibilities in decision-making as a member of the

inter-professional healthcare team in assessing, maintaining and
promoting health to achieve safe, quality patient-centered care.

. Analyze teaching strategies utilizing evidence based practice to promote

health of a diverse patient population.

. Examine cultural variations in health promotion of individual(s),

families and groups.
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OUTCOMES:

TEACHING METHODS:

METHODS OF
EVALUATION:

GRADING SCALE:

REQUIRED
READING:

Students incorporate concepts of professional role development
through collaboration with members of the multidisciplinary health
team in planning and providing safe care for individuals, families
and groups with mental health problems, utilizing the nursing
process, critical thinking, and therapeutic communication
techniques in acute care, psychiatric and ambulatory care settings.

1 Skills demonstration (video, skills lab)

2. Role play (Psychiatric rotation)

2.  Bedside teaching

3 Discussion (e.g. briefing, debriefing, case conferences)
4 Simulation

Safe and competent care in clinical experience.
Written and psychomotor clinical competency exam (clinical
application based upon client scenarios)

3. Written assignments™:
a.  Clinical preparation worksheets/concept map/1-minute
care plan (1 for each planned Med/Surg client)
b.  One Nursing Care Plan and 1 Reflection Paper in the
Medical/Surgical rotation
c.  Process Recording and Medication research in the
Psychiatric Nursing rotation
d.  Cultural Assessment Interview during the Ambulatory
Care rotation or in the Medical Surgical rotation
e.  Formal teaching project, 20 Informal Teachings, and
Weekly Activities diary during the Ambulatory Care
rotation
4.  Drug Dosage Calculation Competency (per policy)

.

1.  Satisfactory
2. Unsatisfactory

Unsatisfactory grade in any clinical objective constitutes an
unsatisfactory grade for the entire course.

Berman, A., Snyder, S. Kozier, B. (2016). Fundamentals of
nursing: Concepts, process and practice (Kozier, Erb) (10%
ed.). Prentice Hall.

BRN Nursing Practice Act for the State of California.

Kee, J.L., Hayes, E., & McCuistion, L.E. (2015). Pharmacology A
nursing process approach (8" ed.). St. Louis: Elsevier.

Lewis, S., et. al. (2014). Medical surgical nursing (9" ed.) St.
Louis: Mosby Year Books.

Lewis, S. (2014). Study guide for medical surgical nursing (9™ ed.)
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(Lewis, Dirksen, O’Brien, Bucher). St. Louis: Mosby.

Townsend, M.C. (2015). Psychiatric mental health nursing:
Concepts of care in evidence-based practice (8" ed.).
Philadelphia: F.A. Davis.

RECOMMENDED

READING: Ackley, B.J. & Ladwig, G.B. (2013). Nursing diagnosis
handbook: An evidenced-based guide to planning care (10"
ed.). St. Louis, MO: Mosby.

PROFESSIONAL STANDARDS / CLINICAL EXPECTATIONS
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PROFESSIONAL

STANDARDS: Professional standards of the student are valuable qualities and necessary
for your development in becoming a professional nurse. The qualities
listed below are the EXPECTED standards at this level.

The student will demonstrate responsible, accountable and consistent
behaviors in the following areas:

Provide safe and professional care.

Follow all hospital policies/procedures and accepted standards of
care.

Be accountable for previously learned knowledge/skills.

Keep instructor and professional staff informed of the client’s
status in a timely manner.

Keep instructor and staff informed of whereabouts at all times.
Function effectively within nursing and foster open
communication, mutual respect, and shared decision-making in a
professional manner.

7. Prepare each day to care for their clients. Preparation includes
knowledge of clients:

e History/diagnosis

Hpw NE

o o

e Expected findings
e Current medication and effect on client
e Diagnostic exam and rationale for exam
e Anticipated complications
e Rationale for plan of care
e Cultural practices and values
e Erickson’s Developmental Stages
= Client’s expected behavior for developmental stage
across the life span
= Interventions/collaborations to promote client’s growth
and development
=  Priority teaching needs of client and family
8. Performs safe and consistent total client care. Total client care
includes, but is not limited to:
e ADL

e Medication administration

e Daily assessment

e Education of client/family

e Treatment

e Documentation

Observe dress code standards according to the Student Handbook.

CLINICAL
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EXPECTATIONS: 1.

Clinical evaluation is based on satisfactory completion of
ALL objectives. Failure of one clinical objective will
constitute an unsatisfactory grade for the course.

All written assignments are due at specified times. No late
assignments will be accepted

Students are expected to prepare the day before their clinical
experience and clinical preparation sheets must be
completed prior to 0700 on the day of the clinical. If
students are not prepared they are deemed unsafe and will
be dismissed from the clinical area. Dismissal will be
counted as ABSENT and the student will be placed on
academic warning. A second incident will constitute
failure of a course objective.

Students are expected to actively participate in clinical
conference.

The clinical competency must be completed with a passing
grade. A second competency will be scheduled after
notification of failure.

Clinical attendance is mandatory. Student is responsible for
the information in Policy #210 — School of Nursing
Attendance for Clinical Courses.

NOTE: Failure to adhere to professional standards/clinical expectations will result in a written

academic warning.
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CLINICAL PERFORMANCE EVALUATION

Student: Class:
Faculty: Date: Rotation:
Date: Rotation:
Date: Rotation:
From: To: Final Grade:

Clinical Outcomes

Grade: []Satisfactory [JUnsatisfactory
Grade: []Satisfactory [JUnsatisfactory
Grade: []Satisfactory [JUnsatisfactory

Clinical Objective I: Analyze the application of the nursing process for safe patient-centered care as it applies to individuals, families and groups with special needs

in specialized settings utilizing evidence based practice.

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Utilizes appropriate standard of care in all clinical
areas

Implements the standard of care as applies to client
center care

A. Appropriate written documentation on all
assigned clients.

B. Demonstrate the knowledge, skills and attitudes
(KSA) in the provision of quality safe care of
all assigned clients.

Applies the nursing process in the care of all assigned
clients.

A. Completes clinical worksheets, or concept map,
or one-minute care plan on ALL assigned
clients.

B. Completes two nursing care plans on clients
with problems on any of the following during
the M/S rotation:

e  Cardiovascular
e  Perfusion
e  Respiratory

A. Clinical Worksheet or concept map, or one-
minute care plan is completed by 0700 of
clinical day.

1. Accurate assessment focusing on
significant data

2. NCP contains appropriate data related to
the Neuman Model

3. Contains no less than two nursing
diagnoses and one collaborative problem

4. Evaluate the standards of care
implemented.

Instructor Comments:

Student Comments:

Each instructor signs and dates comments

Each student signs and dates comments
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Clinical Outcomes

Clinical Objective I: Analyze the application of the nursing process for safe patient-centered care as it applies to individuals, families and groups with special needs
in specialized settings utilizing evidence based practice. (Cont'd)

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Demonstrates steps in performing a complete
physical assessment on a client.

C.

Performs physical assessment on all clients

C. Performs a competent physical assessment on a
client within the first two weeks of the med-
surg rotation with instructor present.

Completes a skill practicum and written exam at the
end of the semester

D. Clinical Competency Exam (practicum and

written)

D. Completes a Clinical Competency Exam
(practicum and written)

Applies the nursing process in the care of a client
with a mental disorder

Presents a case study of a client with one of the
following disorders (unless otherwise specified by
clinical instructor):

Mood disorders
Personality disorder
Anxiety disorder
Psychotic disorder

1.  Followed guidelines for case presentation (in
syllabus, Psychiatric Nursing section)

2. Completes research on psych medications for
medication conference.

Instructor Comments:

Each instructor signs and dates comments

Student Comments:

Each student signs and dates comments
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Clinical Outcomes

Clinical Objective I1: Analyzes therapeutic communication techniques and incorporate nursing informatics to accomplish goals for individuals, families and groups

with mental health and medical surgical problems.

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Applies therapeutic communication principles to
accomplish goals for individuals, families or groups.

Completes process recording during the psychiatric
rotation.

Applies therapeutic communication with individuals
with mental problems.

Applies principles of professional communication
appropriately.

Refer to evaluation criteria in N233L syllabus.

Completes one satisfactory process recording.

Professional communication is used at all times.

Identifies the communication process utilized with
the group or family.

Observes group/family interaction in the psychiatric
setting.

Attends a support group meeting (National Alliance
for the Mentally Ill)

Post-conference: Discusses the communication
process of the group/family.

Completes a report on observation.

Instructor Comments:

Each instructor signs and dates comments

Student Comments:

Each student signs and dates comments
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Clinical Outcomes S

Clinical Objective I11: Applies principles of teamwork and collaborative relationships as a member of the inter-professional healthcare teams for individuals,
families and groups.

Objectives Learning Activity Evaluation Criteria Final

Identifies resources to promote optimal wellness for Collaborates with a member of another health care

Completes the collaborative assignment.
an individual/ family. discipline during psychiatric rotation.

Instructor Comments: Student Comments:

Each instructor signs and dates comments Each student signs and dates comments

10
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Clinical Outcomes

Clinical Objective IV: Analyzes legal and regulatory policies that influence the practice of nursing, and to provide and improve quality of care for adults with mental

health and medical surgical problems.

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Examines legal and regulatory policies related to the
client population served.

Review legal issues regarding client's stay in a
psychiatric setting.

Observes a court hearing (during the Psychiatric
rotation)

Reviews policies, protocols, and standard procedures

as outlined by institutions and professional standards.

Maintains client confidentiality (HIPPA) guidelines
at all times.

Participation and discussion of the policies,
protocols and procedures identified.

Discussion of hearing procedures in post-
conference.

Discussion of how policies and protocol standards
affect client centered care.

Adhered to HIPPA guidelines.

Demonstrates accountability for own professional
behavior

Observes professional decorum at all times. Punctual
for clinical experiences. Not tardy for more than 4
times for clinical experiences or conferences (1 tardy
per rotation and 1 for clinical conferences).

Appropriate demeanor in the clinical setting and
BRN meeting (if scheduled) at all times.

Absences not to exceed 3 clinical days for entire
semester (1 per rotation) and 2 for conferences.

Appropriate speech and conduct at all times.

Attends a minimum of 15 days in the
Medical/Surgical rotation

Attends a minimum of 7 days in the Psychiatric
rotation

Attends a minimum of 7 days in the Ambulatory
rotation

Attends a minimum of 32 hours of clinical
conferences.

Instructor Comments:

Each instructor signs and dates comments

11

Student Comments:

Each student signs and dates comments




LAC School of Nursing

N233 L - Intermediate Medical/Surgical & Psychiatric Nursing Clinical

Clinical Outcomes

Clinical Objective V: Examines nursing responsibilities in decision-making as a member of the inter-professional healthcare team in assessing, maintaining and
promoting health to achieve safe, quality patient-centered care.

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Describes decision-making activities of a nurse in
managing a group of clients.

Develops a daily organization plan for 2-3 clients
during M/S rotation.

o Use format provided in the syllabus

e  Client acuity and instructor guidance should be
considered when making the student assignment

Discusses daily plan with instructor.

Provided care for 2-3 clients during the
Medical/Surgical rotation.

Identifies the pharmacodynamics of common
medications for cardiovascular problems

Completes medication drug cards in preparation for
the MedSurg rotation (see syllabus).

Prepared with medication research:
e  Discussed medications with instructor

Instructor Comments:

Each instructor signs and dates comments

12

Student Comments:

Each student signs and dates comments
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Clinical Outcomes

Clinical Objective VI: Analyzes teaching strategies utilizing evidence based practice to promote health of a diverse patient population.

Objectives

Learning Activity

Evaluation Criteria

Fi

nal

Develops a teaching plan for an individual/family or
group regarding one of the following:

e  Protection
e Cardiovascular
e  Oxygenation

Implements a Formal Teaching Project during the
Ambulatory Care rotation.

) Utilizes appropriate visual aid.

Discusses 3 client learning objectives for the Formal
Teaching Project.

Presents a Formal Teaching Project with visual
aid(s).

Completes a satisfactory Formal Teaching Project
(See Rubric).

Implement Informal Teaching Sessions with client
during the Ambulatory Care rotation.

Submits a written account of at least 20 Informal
Teaching Sessions during the Ambulatory Care
rotation.

Instructor Comments:

Each instructor signs and dates comments

13

Student Comments:

Each student signs and dates comments
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Clinical Outcomes S

Clinical Objective VII: Examines cultural variations in health promotion of individual(s), families and groups.

Objectives Learning Activity Evaluation Criteria Final
. . . Select a client/family from any cultural group other Interview a client/family from any cultural group
LderllttrI]ﬂtes tﬂ.e cultural ethnic value that influences than your own while in the Ambulatory Care or other than your own in the Ambulatory Care or
eafth teaching. Medical Surgical rotation. Medical Surgical rotation.

Use guidelines in N233L syllabus for the interview
to capture information about the client’s culture.

Instructor Comments: Student Comments:

Each instructor signs and dates comments Each student signs and dates comments

14
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CLINICAL COMPETENCY EXAMINATION RESULTS

Drug Dosage Calculation Competency

Written Component

Skills Component

Instructor Comments:

Each Instructor Signs and Comments Date

Student Comments:

Student Signs and Comments Date
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ROTATION SUMMARY

ROTATION SUMMARY: MEDICAL/SURGICAL ROTATION

ROTATION SUMMARY: AMBULATORY CARE ROTATION

Instructor Comment:

Instructor Signature:

Date:

Student Comment:

Student Signature:

Date:

Instructor Comment:

Instructor Signature:

Date:

Student Comment:

Student Signature:

Date:

ROTATION SUMMARY: PSYCHIATRIC ROTATION

ROTATION SUMMARY :

Instructor Comment:

Instructor Signature:

Date:

Student Comment:

Student Signature:

Date:

Instructor Comment:

Instructor Signature:

Date:

Student Comment:

Student Signature:

Date:

16
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NURSING SKILLS COMPETENCY CHECKLIST

Semester Three

DEMONSTRATED COMPETENCE

Skills Lab (S/U) Clinical Area (S/U)
Date
Faculty Signature Faculty Signature

Date

Skills Lab/Ward

Blood and Blood Products

Central VVenous Catheter Care/PICC
Line

Chest Tube Drainage Systems

I.V. Therapy and Blood Withdrawal

Suctioning
e Atrtificial airway
e Tracheostomy

s RERLBRARALES

Basic ECG Interpretation

Therapeutic Interventions for
Psychiatric/Mental Health Client

17




Student Name

Pt initials Room #

Admit Date POD#

Age Gender

Ethnicity

Psych Hold

Current Medical Diagnosis:

Resolved Medical Problems:

Chief complaint:

Handoff Renort

Medications & Rationale
Quick Reference
(Comprehensvie Medication
Worksheet Required)

Allergies:
Code Status:
IV Site:

IV Fluids:

Ordered Tx

Diet:

Activity:

Fall Risk/Safety:
Skin issues:

Current Nursing
Assessment

Chronic Medical Problems:

Pathophysiology:

Abnormal Labs & Significance

Diagnostics & Results/ Significance

Priority Nsg Dx #1

Priority Nsg Dx #2

Potential Complications:

Supporting Data:

Supporting Data:

Priority Interventions:

Priority Interventions:
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CLINICAL WORKSHEET

CLINICAL PREPARATION PRIOR TO CLINICAL DAY:

Student Name: Date:
Client Initials: Room # Age:
MRUN # [15150 []5250 []Conservatorship
Primary Language: Culture:

Discuss brief past medical history (Why is the client here?):

Pathophysiology
Diagnosis/Surgical Procedure/Secondary Diagnosis: (use Lewis et. al.)

Clinical manifestations (underline manifestations assessed in your client)

Typical signs and symptoms seen in the disease process:

Typical abnormal lab results seen with this disease process:

Potential complications (PCs) associated with this disease process (rank order priority):

19
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Medical Information (From Kardex and physician orders):
Allergies:
Diet:
Activity Level:

Treatments (e.g., dressing change, oxygen therapy):

Admission
Most Current

Vital Signs: T BP HR RR

Height: Weight: 1&0 []Strict [[]BRP

Labs are not limited to those listed below. All pertinent labs must be included.

Normal Lab Results Lab Results Discussion of Findings
Lab Test | Values | Date: Date: Specific to Client

Na*

K+

Glucose

Mg++

Phosphorus

Albumin

Calcium

BUN

Creatinine

HCT

Hgb

WBC

Platelets

List all medications on the Medication Preparation Worksheet.

20
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Client's Name:

MEDICATION PREPARATION* WORKSHEET

ALLERGIES:

* Copying from the textbook or electronic source does not constitute satisfactory preparation

[ INKDA

MEDICATION

ACTION

NURSING CONSIDERATIONS

Medication:

Generic Name:

Dose/Route/Frequency:

Time:

Recommended/Usual Dose:

Classification:

Indication:

How does it work?
Onset/Peak/Duration:

Adverse Effects:

Assessment: [JHR []BP []Resp
Other:

Labs:

Teaching:

Infusion rate: mi/hr gtt/min

Medication:

Generic Name:

Dose/Route/Frequency:

Time:

Recommended/Usual Dose:

Classification:

Indication:

How does it work?
Onset/Peak/Duration:

Adverse Effects:

Assessment: [JHR []BP []Resp
Other:

Labs:

Teaching:

Infusion rate: mi/hr gtt/min

Medication:

Generic Name:

Dose/Route/Frequency:

Time:

Classification:

Indication:

How does it work?
Onset/Peak/Duration:

Adverse Effects:

Assessment: [[JHR []BP [JResp
Other:

Labs:

Teaching:

Infusion rate: ml/hr gtt/min

21
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MEDICATION

ACTION

NURSING CONSIDERATIONS

Recommended/Usual Dose:

Generic Name:

Dose/Route/Frequency:

Indication:

How does it work?

Other:

Medication: Classification: Assessment: [[JHR []BP [JResp
Other:
Generic Name: Indication: Labs:
Teaching:
Dose/Route/Frequency: How does it work?
Onset/Peak/Duration:
Time:
Adverse Effects: _ _
Recommended/Usual Dose: Infusion rate: ml/hr gtt/min
Medication: Classification: Assessment: [ [JHR []BP [JResp
Other:
Generic Name: Indication: Labs:
Teaching:
Dose/Route/Frequency: How does it work?
Onset/Peak/Duration:
Time:
Adverse Effects: _ _
Recommended/Usual Dose: Infusion rate: ml/hr gtt/min
Medication: Classification: Assessment: [ [JHR []BP [JResp

Labs:

Teaching:

22
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MEDICATION

ACTION

NURSING CONSIDERATIONS

Time:

Recommended/Usual Dose:

Onset/Peak/Duration:

Adverse Effects:

Infusion rate: ml/hr gtt/min

23
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DAILY* ORGANIZATION PLAN

Clinical Date: Ward
*Daily Organizational Plan MUST be ready at 0700 each clinical day.
Time STUDENT ACTIVITY Time STUDENT ACTIVITY
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
O O O O
O O
Client Name: Medical Dx: Room/bed #

PRIORITY NURSING DIAGNOSIS

INTERVENTIONS

INTERVENTIONS

24
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DAILY ORGANIZATION PLAN

Client Name: Medical Dx: Room/bed #
1.
2.
3.
NOTES:
Client Name: Medical Dx: Room/bed #
PRIORITY NURSING DIAGNOSIS INTERVENTIONS INTERVENTIONS
1.
2.
3.
NOTES:

25
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One Minute Care Plan
Client Initials: Age: RM #: Date:

Student Name:

Medical diagnosis: Brief Background Statement:

Ongoing Medical Issues:

Resolved Medical Issues:

Priority Nursing Diagnosis:

1.

2.

3.

Priority Nursing Assessment #1:

Short term goal:

Long term goal:

Pertinent Labs/Diagnostic Test:

Priority Nursing Interventions:

1.

2.

3.

Evaluation of interventions and goal achievement:

Priority Nursing Assessment #2:
26
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Short term goal:

Long term goal:

Pertinent Labs/Diagnostic Test:

Priority Nursing Interventions:

1.

2.

3.

Evaluation of interventions and goal achievement:

Priority Nursing Assessment #3:

Short term goal:

Long term goal:

Pertinent Labs/Diagnostic Test:

Priority Nursing Interventions:

1.

2.

3.

Evaluation of interventions and goal achievement:

NOTE: Goals should match nursing assessment

Environmental Assessment:

WHAT IS MOST IMPORTANT WHEN IMPLEMENTING INTERVENTIONS?

WHAT IS MOST IMPORTANT WHEN WORKING WITH THE PATIENT?

27
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HEALTH ASSESSMENT SUMMARY

Student's Name Date of Assessment Location of Client

Client's Initials Date of Admission Primary Language

Summarize or briefly state what caused the client to come to the hospital (chief complaint) (include age, sex, race)

List all prior health problems including surgeries with approximate dates:

List medications client was taking prior to this hospitalization and client’s reason for taking medication (including prescriptions, herbs, over-the-
counter).

List significant family health history:

Allergies: No [] Yes [] Ht. Wi.
Substance Use/Abuse:

Alcohol  No [JYes[] Type Amount consumed/day Last use:

Drugs No [JYes [] Type Amount consumed/day Last use:

Smoking No []Yes [] Packs per day
Caffeine  No []Yes[] Cups per day

28



LAC School of Nursing
N233 L - Intermediate Medical/Surgical & Psychiatric Nursing Clinical

Admitting Diagnosis (discuss briefly):

Current Diagnosis (including pathophysiology):

Summarize what has happened to this client since being admitted to the hospital (include all diagnostic tests):

Other pertinent client information:

a. Predominant stressor: (intra-, inter-, extrapersonal)

b.  Variables: (physiological, psychological, spiritual, sociocultural, developmental

29
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MEDICATIONS

Medication name, dose,
Route, Frequency, Time

Classification

Indication

Action
(Include onset, peak
duration of meds)

Pt. Teaching/Nursing
Responsibility

Labs

Side Effects

30
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Lab Values: Date: Date:

Admission Current Significance of Findings

Lab Test Normal Values Labs Results Specific to Patient

Anion Gap

Na*

K+

Cl

C0o2

Glucose

Calcium

Mg++

Phosphorus

BUN

Creatinine

Alk Phos

Total Protein

Albumin

AST

ALT

WBC

RBC

HGB

HCT

MCV

MCH

MCHC

RDW

Platelet

Neutrophil

Lymphocyte

31
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Monocyte

Esionophil

Basophil

Pro-Time

INR

APTT

Troponin

Pre Albumin

' |
UA:

Color

Clarity

SG

pH

Protein

Ketones

Uroblinogen

. ______________________________________________________________________________|
ABG:

p02

02 Sat (pulse
0X)

pH

pCO02

HCO3

N233L - ASSESSMENT
Date of Assessment:

Vital Signs: BP T P R
32




LAC School of Nursing
N233 L - Intermediate Medical/Surgical & Psychiatric Nursing Clinical

Neurological:

Cardiovascular:

Respiratory:

Gastrointestinal:

Genitourinary:

Integumentary:

Psychosocial:

Musculoskeletal:

Other:

LIST ALL MEDICAL ORDER:

33
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NURSING 233L

List ALL nursing diagnoses for your client (PRS format), and collaborative problems.
Rank order the priority of problems identified.

Nursing Diagnoses:

Potential Complications:

34
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NURSING CARE PLAN

ASSESSMENT DIAGNOSIS PLANNING IMPLEMENTATION EVALUATION
SUBJECTIVE: P: INTERVENTIONS: Goal:
R:
S:
OBJECTIVE: GOAL:

NURSING CARE PLAN
35
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ASSESSMENT DIAGNOSIS PLANNING IMPLEMENTATION EVALUATION
SUBJECTIVE: P: INTERVENTIONS: Goal:
R:
S:
OBJECTIVE: GOAL:

NURSING CARE PLAN

36




LAC School of Nursing

N233 L - Intermediate Medical/Surgical & Psychiatric Nursing Clinical

ASSESSMENT DIAGNOSIS PLANNING IMPLEMENTATION EVALUATION
SUBJECTIVE: P: INTERVENTIONS: Goal:
R:
S:
OBJECTIVE: GOAL:

37
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STUDENT NAME:

NURSING CARE PLAN RUBRIC

eMultiple errors

eSome information is

DATE:

e|nformation is complete

Health Data noted. missing. oClearly presented and
o Categorization is properly categorized.
incorrect.

Mechanics o Contains many ¢ Contains several o Almost entirely free of

Priority Nursing
Problems/ Nursing
Diagnoses/ Potential
Complications

errors that blocks the
reader’s
understanding

e Does not follow
APA format

eDoes not meet
objectives of N233L
eNot supported by
health data.

e Not in PRS format

errors but does not
impede overall
understanding

¢ Follows APA
format

¢ Meets objectives of
N233L

e Prioritized based
on review of health
data

e PRS format

spelling, punctuation
and grammatical errors
o Follows APA format

o Clearly written, and
meets the objectives of
N233L

e Prioritization is based
on analysis of health
data

¢ PRS format.

Assessment

eData not pertinent to
the client

eNot supported by
client information.

eNot clearly written
but pertinent to the
client

eSupported by client

oClearly written and
pertinent to the client.

o Assessment is detailed
appropriate to the

information client’s situation
oGoal does not eNot clearly written | eClearly written, logical,
Diagnosis / Goal address nursing or lacks logic and realistic
problem. ¢ Goal not easily
identified. oGoal is measurable and

easily identified.

Intervention /
Implementation/

eMultiple errors or
breach in client
safety.

o Not completely
appropriate

eInterventions are
clearly written and
logical

Evaluation
e Does not include | e Rationale not eRationale appropriate
rationale clear or does not and demonstrates
demonstrate critical thinking
critical thinking
¢ Goal not e Goal clearly eRationale for goal
evaluated. addressed being met or not is
clearly stated
TOTAL POINTS:
NOTE:

This assignment must be completed and submitted by the date established by the instructor.
Incomplete assignments will not be graded and result in an unsatisfactory grade.

Assignments submitted after the due date will not be accepted and result in an unsatisfactory grade.
An unsatisfactory in any evaluation criteria of the assignment will result in an unsatisfactory grade.
An unsatisfactory grade for this assignment will result in an unsatisfactory grade in N233L.
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SUBSTANCE RELATED CLIENT

SKILLS RUBRIC

Student name:

Date:

All criteria must be met to receive a satisfactori cI;rade.

Assessment

(verbal/non-verbal)

o Does not identify risk factors

o Unable to differentiate between
commonly abused substances

o0 Unable to identify clinical
manifestations of substance
withdrawal

o Does not identify evidence of
substance use pattern(s)

o Does not to identify timing of
last used of substance

o Identifies at least 3 risk factors

o Differentiates between
commonly abused substances

o Identifies at least 3 clinical
manifestations of substance
withdrawal

o Identifies evidence of substance
abuse

o Identifies timing of last used of
substance

Communication

0 Repeated non-therapeutic
communication (verbal/non-
verbal)

o Does not to identify
Community resources

0 Consistently uses therapeutic
communication appropriately
(verbal/non-verbal)

0 Identifies community resources

Safety

o Does not identify
environmental hazards related to
the situation

o Unable to prioritize nursing
interventions based upon clinical
presentation

o Identifies environmental hazards
related to the situation

O Prioritizes nursing interventions
based upon clinical presentation

Collaboration

o Solo intervention

0 Collaborated with another
healthcare professional using
ISBARR

Knowledge: O Satisfactory o Unsatisfactory

Skills: o Satisfactory o Unsatisfactory
Attitude: O Satisfactory o Unsatisfactory
COMMENTS:

Instructor: Date:
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SUICIDAL CLIENT

SKILLS RUBRIC

Student name:

Date:

All criteria must be met to receive a satisfactori irade.

Assessment

(verbal/non-verbal)

0 Does not identify risk factors

o Does not respond appropriately
to covert statements

oDoes not respond appropriately
to over statements

0 Avoids exploration of client's
feelings or probing

o Imposes personal beliefs

o Identifies at least 3 risk factors

o Identifies covert statements and
responds appropriately

0 Identifies overt statements and
responds appropriately

0 Assess client's perception of the
situation

0 Utilizes facts about suicide to
guide assessment

Communication

0 Repeated non-therapeutic
communication (verbal/non-
verbal)

0 Not based upon cultural client
assessment

o Non-empathetic

o Dismisses client's emotions

o Consistently uses therapeutic
communication appropriately
(verbal/non-verbal)

0 Based upon cultural client
assessment findings

o0 Empathetic

o Validate emotions

Safety

o Does not identify immediacy

0 Does not identify contraband

o Identifies immediacy of plan

O Identifies safety hazards related
to the situation

Collaboration

o Solo intervention

0 Collaborated with another
healthcare professional using
ISBARR

Knowledge:
Skills:
Attitude:

COMMENTS:

o Satisfactory
o Satisfactory
o Satisfactory

o Unsatisfactory
o Unsatisfactory
o Unsatisfactory

Instructor:
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PSYCHIATRIC CLINICAL ORIENTATION

All students are expected to be in the clinical area at 0645. Listening to report is
essential to the safe delivery of client care. Report begins at varying time depending on
the facility where you are assigned. In fairness to all students the clinical day begins
at 0645. Students who arrive later than 0700 or miss change of shift report will be
marked absent. All other attendance policies are as written in the Student Handbook.

You may be issued a set of keys to the psychiatric facility. Please be aware that these are
locked facilities and key security is a serious matter. Be aware that your instructor will
check periodically to assure that keys are properly taken care of. Failure to comply with
the guidelines will result in a Warning. All keys must be returned at the completion of
the rotation.

The DHS dress standard will be enforced by each instructor. As a professional student
and representative of the school, appropriate and safe attire is expected, i.e., closed shoes
with stocking or socks, NO high heels, NO athletic clothing, NO low cut garments, NO
tee-shirts with logos NO sweat shirts or sweat pants, NO jeans and tatoos must be
reasonably covered.

School Identification is to be visible at all times on the left or right shoulder in the
clinical area. Students without appropriate identification badge will be sent home and
marked as absent.

Authorization of an instructor is required for visits to the clinical area during unscheduled
clinical hours. For professional and safety reasons, students are not to give out phone
numbers or addresses to clients or visitors.

Grounds for failure include but are not limited to:

e Hitting or abusing a client (s)

e Falsifying any client's record

e Sexually provocative behavior (verbal and/or non-verbal) or accepting sexual
advances

¢ Giving out personal phone numbers or addresses

e Visiting the client (s) after hours
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SAFETY PRECAUTIONS:

e  Your responsibility when a client is imminently assaultive or actually
assaultive is to stay out of the way.

e  Call for assistance if you observe an agitated client - don't attempt to manage
him/her alone.

. When there is an altercation between a client and a staff member - don't
become involved - call for assistance.

o If an assaultive client approaches you - move out of the way.

o Interact with clients in the presence of others - don't take a client into a room
alone and close the door.

o Be alert when you walk down hallways.
e  Avoid touching clients if possible.

o Do not discuss topics on politics, sex, or religion with clients.
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PSYCHIATRIC NURSING DOCUMENTATION STANDARDS

The recorded nursing observations should reflect a clear picture of the client's condition on
admission and throughout his/her hospital stay as well as nursing interventions. The nursing
observations should demonstrate what nursing staff did for the client, how it was done, the
frequency with which nursing staff interacted with the client, how the client was behaving,
observations of his/her physical condition and how the client responded to nursing staff's
interactions. Charting should also include what the client said about him/herself, both verbal and
non-verbal and how he/she was able to cooperate with the medical regimen and activities. These
observations should be reflected in the care plan established for the individual.

GUIDELINES

Follow the institutional policy established for documentation.

1. Assessment and Progress Notes must be charted about each assigned client each day.
Significant behavior, however, should be charted at the time that it occurs.

2. Use the client's own words whenever possible.
3. Use descriptive words and phrases about the client's behavior. Avoid diagnostic terms.

4.  Chart objectively what you see and hear, not what you believe, conclude or assume. What
or how the client states he/she feels, not what or how you think he/she feels.

5. Never chart another client's name in your client's chart. Refer to the other client as "other
male peer” or "other female peer."”
CLIENTS WHO ARE AT RISK AND REQUIRE SPECIAL PRECAUTION
THE CLIENT IN RESTRAINTS
It is the responsibility of the Primary Nurse to determine the need for restraints and/or
seclusion. It is therefore his/her responsibility to make an entry on the Progress Note
regarding the type of "assistive control” necessary. Any student nurse working with this

type of client may chart all other information regarding the client's behavior but references
to restraints/seclusion should be left up to the Primary Nurse.
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THE CLIENT WHO IS SUICIDAL

Chart client behavior and physical whereabouts throughout the charting period. Does the
client try to be alone? At what times? Question the client every shift regarding ongoing
suicidal ideations and content of hallucination and chart anything the client says. Try to
quote these statements exactly if possible. Report these statements to the Charge Nurse
and chart that it was reported and to whom. Chart any radical changes in mood or
behavior (i.e., if a depressed client suddenly becomes cheerful or more depressed, or if a
withdrawn client becomes more active and involved with others). This could be a danger
signal and the client needs to be closely observed.

THE CLIENT WHO IS AN ELOPEMENT RISK
Know the client’s whereabouts at all times. Chart anything the client says that indicates

he wants to leave the hospital. Check with the client throughout the shift regarding
continued feelings about leaving.
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PSYCHIATRIC CASE PRESENTATION EVALUATION CRITERIA

Purpose: This assignment is designed to help you apply the nursing process to clients
with selected psychiatric disorders. This assignment will follow the theory
lecture on the assigned disorder.

Preparation: Students will decide, as a group, on one client from the ward who best fits the
description of the psychiatric disorder assigned. Each student should spend
some time interacting with the client. The presentation should be divided up to
assure equal division of labor. There are three (3) areas of investigation
necessary to present a thorough case:

The following cognitive skills will be evaluated:
Theory and History:

Discuss the most likely theoretical concept(s) underlying the
client's problem and explain each.

Describe the client's current behavior.

Describe the reason for hospitalization.

Discuss the past history of psychiatric problems

including family history of mental disorder

Treatment Team:

Identify client's goal during hospitalization
Discuss family involvement in the treatment plan
Medical Doctor - List medications that the
client is on, side effects that the client

has experienced?

What is the cognitive level of the client

What is the leisure activity of the client,

prior to hospitalization?

What are the discharge plans for the

client? ldentify referral sources

in the community that maybe of help after D/C,
e.g., Medical Case Worker, Social Worker, etc.

Nursing Care:

Formulate a list of all client problems.
Identify the 3 priority nursing diagnosis.
Identify one short-term goal for each nursing
diagnosis.

List two therapeutic interventions appropriate
for each of the three nursing diagnosis.
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Client
identification

PROCESS RECORDING RUBRIC

= Incomplete client
identification.

= Identifies client’s initials, age,
sex, cultural background, reason
for admission, diagnosis and
current medications.

= Identifies client’s initials, age,
sex, cultural background, reason
for admission, diagnosis and
current medications.

Mechanics = Multiple errors. = Has a few errors in format * May have a few errors in
format
= Errors indicate a = Contains errors in grammar,
misunderstanding of punctuation, and spelling, but = May contain few errors in
directions does not impede understanding grammar, punctuation, and
Multiple errors in grammar, spelling, but does not impede
punctuation, and spelling. understanding
Scenario Does not describe physical = Describes environment in = Recognizes how the
setting of interaction. which the interaction takes place | environment and nonverbal
* Identifies nonverbal communication affects the
communication. interaction.
Problem = Does not recognize client’s | = Identifies client’s problem(s) = Recognizes the client as a
problem = Identifies defense unique individual with
or defense mechanism(s) mechanism(s) used by client consideration of values,
used by client developmental and sociocultural
influences in relation to mental
illness
Goal * Does not identify goal of = Identifies goal of interaction.
interaction that is appropriate to the client
situation
Stressors Does not recognize = [dentifies interpersonal and = Analyzes how stressors impact

interpersonal and extra-
personal stressors

extra-personal stressors

the client’s mental health and
adaptation

Therapeutic
communication

= Identifies <5 TCT or
= Fails to recognize

= Identifies 5 TCT correctly
= Identifies client’s feeling(s).

= I[dentifies >5 TCT appropriate
to client’s emotional state and set

techniques communication blocks or goal of interaction.

(TCT) = Oblivious to client’s
emotional state.

Analysi S * Multiple errors or * Communication safe and = Analysis demonstrate critical

appropriate for client situation. thinking and depth of
= Breach in safety. = Identifies communication understanding of the process
errors.
= Gives rationale for each
technique used.

Summary = Does not recognize or = Limited evidence of critical = Recognizes patterns and
identify own feelings during | thinking relevant to the overall themes of the interaction
interaction. process. process, uses critical thinking

* Identifies own feelings in the and analyzes own feelings in the
process. process.
TOTAL POINTS
NOTE:

This assignment must be completed and submitted by the date established by the instructor.
Incomplete assignments will not be graded and result in an unsatisfactory grade.

Assignments submitted after the due date will not be accepted and result in an unsatisfactory grade.
An unsatisfactory in any evaluation criteria of the assignment will result in an unsatisfactory grade.
An unsatisfactory grade for this assignment will result in an unsatisfactory grade in N 233L.
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MENTAL HEALTH FIELD ACTIVITY RESOURCES
I.  COURT
Location Map

1945 Hills St., Los Angeles, California 90065

Il. WEBSITES:

http://www.nami.org
http://www.lasuperior.org
http://www.lacourt.org/division/mentalhealth/ MH0014.aspx
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SUPPORT GROUP

OBSERVATION REPORT

Student name: Date:
Name of group: Location:
Contact person: Phone #:

Purpose of group:

Group facilitator (qualifications):

Your perception about group prior to attending the group:

Your perception of the group after attending the group:

How does the group help group members?

The experience helped me understand/appreciate the value of support groups.
Strongly agree Agree Disagree Strongly disagree
Because of my experience, | am more likely to refer clients to a support group.

Strongly agree Agree Disagree Strongly disagree
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INTERDISCIPLINARY COLLABORATION

1. Identify discipline.

2. Discuss the function of this discipline.

3. List the types of collaborative activities.

4.  Write a short synopsis of your experience collaborating with this discipline.

5. ldentify the resources this discipline can apply to meet client and/or family outcome goals.

6.  State the nursing responsibilities in interdisciplinary collaboration.

STUDENT SIGNATURE:

DISCIPLINE SIGNATURE:
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CENTRAL VENOUS CATHETER CARE/MAINTENANCE

At the completion of this skills lab, the student will:

1.  Demonstrate a central venous catheter dressing change.

2. ldentify the complications of central venous catheters.

3. Discuss the clinical indications for a central venous catheter.

4.  Discuss the management of a central venous catheter.
TEACHING METHOD: Skills Lab
EVALUATION METHOD: Demonstration

Video

REQUIRED READING: Berman, pp 1339-1341

Central VVenous Catheter Protocol
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CENTRAL VENOUS CATHETER VIDEOS on INTRANET

DEPARTMENTS TAB
CLINICALJSERVICES
UNDER CLINICAL SERVICEéCLICK NURSING SERVICES
EDCOS (to the‘lfar left column)

CENTRAL VENOUS CATHETER CARE

VIEW EACH OI!THE 7 VIDEOS
Video Duration
J Introduction 09:27
J CVC Protocol 16:56
J Accessing Central Line Ports 05:43
J Central Venous Catheter Dressing Change 15:32
. Valve Change 06:58
J Implantable port care 15:48
. Troubleshooting 04:56

1) NURSING CLINICAL PROTOCOLS (Central Venous Catheter)

a. Nursing Clinical Protocols: Clinical Protocols

i. 068 — Central Venous Catheter — Section 1

ii. 069 - Central Venous Catheter — Section 2 (Care and Maintenance
Guidelines)

b. Nursing Clinical Protocols: Procedures

i. Proc 1415 - Central Venous Catheters: Care, Maintenance,
Troubleshooting, (DO NOT REMOVE ANY CVC)

C. Nursing Clinical Protocols: Patient Teaching Protocols

i. PTP 1508 — Chronic Central Venous Catheters
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2)NURSING CLINICAL PROTOCOLS (Intravenous)

a. Nursing Policy Manual : Care of Patients

i. 911 - Intravenous Therapy
ii. 911-A - Attachment: Approved Intravenous Push Medication List-Adult

b. Nursing Clinical Protocols: Clinical Protocols

i. 134 —Electrolyte Replacement: Intravenous

ii. 277 — Intravenous Therapy
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STUDENT NAME:

CENTRAL LINE CARE - RUBRIC

All of the criteria must be met satisfactorily to establish competence.

Criteria

Unsatisfactory

Satisfactory

Student
Performance

Knowledge of
Standard of Care

o Fail to verbalize essential
elements of central line care
standards per textbook

and/or institutional protocol

O Correctly verbalizes
essential elements of central
line care per textbook and/or
institutional protocol

Assessment

o Incomplete or inaccurate
assessment of Central
Venous Line Site

o Complete and accurate
assessment of Central
Venous Line Site

Skill Performance

0 Incorrect selection of
central line care equipment

OR
o Incorrect use of equipment

OR

o Does not follow a logical
sequence of procedural
implementation

OR

o Violates principles of
asepsis and does not
recognize and/or corrects
violation

OR
o Does not explain the
procedure to the client

o Correct selection of central
line care equipment

AND
o Correct use of equipment

AND

0 Implements logical
sequence of procedure

AND

0 Maintains principles of
asepsis and/or recognizes
violation

AND
o Explains the procedure to
the client

Documentation

o Fail to verbalize correct
procedural documentation

O Verbalizes correct
procedural documentation

O  Unsatisfactory

Comments:

Instructor:

O Satisfactory

Date:
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AIRWAY SUCTIONING

At the completion of this skills lab, the student will:
1.  Demonstrate safe and effective airway suctioning.

a.  Select appropriate equipment for suctioning a client
b.  Describe the correct position and method for suctioning a client safely

2. Discuss the nursing responsibilities before, during, and after suctioning.

TEACHING METHOD: Skills Lab
EVALUATION METHOD: Demonstration
REQUIRED READING: Berman, pp. 1266-1275t
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Student name;

AIRWAY SUCTIONING - SKILLS RUBRIC

All of the Criteria must be satisfactorili met to establish comietence.

indications for airway
suctioning

Equipment 0 Incomplete gathering of | 0 Gathers all equipment
equipment necessary
0 Incorrect use of o Correct use of equipment
equipment

Assessment o Does not identify o Correctly identifies

indications for airway
suctioning

Preparing the

o Does not position the

o Positions the client

does not self-correct
violation of aseptic
technique

client client correctly for appropriately for the given
procedure scenario
Asepsis o Does not recognize or o Correct use of aseptic

technique

o Self corrects violation of
asepsis

Skill Performance

o Does not lubricate
catheter OR lubricates
catheter with wrong
solution

o Advances catheter
incorrectly

o Fails to apply suction
control correctly

o Fails to rinse the
catheter

o Fails to dispose the
catheter correctly

O Lubricates catheter with
appropriate solution

oAdvances suction catheter at
correct depth

o Applies suction control
correctly

o Rinses catheter

o Disposes of the catheter
correctly

Evaluation

o Fails to discuss post-
procedure assessment and
documentation

o Discusses post procedure
assessment and documentation

Communication

o Does not communicate
with client

o Introduce self and procedure,
establish a mode of non-verbal
communication

o Unsatisfactory

Comments:

Instructor:

o Satisfactory

Date:
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TRACHEOSTOMY CARE

At the completion of this skills lab the student will be able to
1.  Demonstrate suctioning via an artificial airway.
2. Demonstrate tracheostomy care.
3. Be familiar with Specimen Trap.
* Note:

1. Goggles or face shield should be used in standard precautions.
2. Check ward/area protocols before pre-oxygenating clients.

TEACHING METHOD: Skills Lab
EVALUATION METHOD: Demonstration
REQUIRED READING: Berman, pp 1276-1279t

Berman, p 1269-1271 in Skill box 50-2
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Student name:

TRACHEOSTOMY CARE - SKILLS RUBRIC

All of the Criteria must be satisfactorili met to establish comﬁetence.

rationale for Trach care

Equipment o Incomplete gathering of | o Gathers all equipment
equipment necessary
o Incorrect use of oCorrect use of equipment
equipment

Assessment o Does not identify o Correctly identifies

rationale for Trach care

Preparing the

o Does not position the

o Positions the client

does not self-correct
violation of aseptic
technique

client client correctly for appropriately for the given
procedure scenario
o Does not recognize safety | o Considers safety
precautions measures and precautions
Asepsis o Does not recognize or o Correct use of aseptic

technique

o Self corrects violation of
asepsis

Skill Performance

o Does not remove and / or
replace inner cannula

o Soaks and / or rinses
inner cannula incorrectly

o Does not clean incision
site and tube flange

o Unsafe application of
trach ties and dressing

o Removes and replaces
inner cannula correctly

o Soaks and rinses inner
cannula in correct solutions

o Cleans incision site and
tube flange

o Safe application of trach
ties and dressing

Evaluation

o Fails to discuss post-
procedure assessment and
care

o Discusses post-procedure
assessment and care

Communication

o Does not communicate
with client

o Introduce self and
procedure, establish a mode
of non-verbal
communication

o Unsatisfactory

Comments:

Instructor:

o Satisfactory

Date:
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CHEST TUBE DRAINAGE SYSTEMS

At the completion of this skills lab, the student will:
1.  Describe the purpose, methods, and nursing responsibilities related to chest tubes.

2. Discuss the pathophysiological conditions in which a chest tube is required:

a. Pleural effusion
b. Hemothorax

C. Pneumothorax
d. Empyema

3. Discuss the common placement/location of chest tubes.
4.  Ildentifies the components of a chest tube drainage system.

a.  Name the three chambers of a chest tube drainage system
5. List the requirements in the management and care of a chest tube.

6.  List the steps in troubleshooting problems with chest tubes.

TEACHING METHOD: Skills Lab
EVALUATION METHOD: Demonstration
REQUIRED READING: Berman, pp 1279-1280
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Student name:

CHEST TUBE - SKILLS RUBRIC

All of the Criteria must be satisfactorily met to establish competence.

Equipment o Incomplete gathering of o Gathers all equipment necessary
equipment
o Correct use of equipment
o Incorrect use of equipment
Indications o Does not identify indications o Correctly identifies indications
for chest tube(CT) for chest tube
OR AND
o Does not discuss the difference | o Correctly discusses the difference
between mediastinal and pleural between mediastinal and pleural CT
CT
Assessment Fail to discuss assessment of CT: | Discusses assessment of CT:
o Types (mediastinal VS pleural) | o Types (mediastinal VS pleural)
o Dressing and need for change 0 Dressing and need for change
o Complications o Complications
Positioning o Does not position the client o Positions the client appropriately
correctly for the given scenario
Asepsis o Does not recognize or does not | o Correct use of aseptic technique
self-correct violation of aseptic OR
technique o Self corrects violation of asepsis
Skill o Incorrect set up the chest tube o Correctly sets up the chest tube
Performance according to physician orders according to physician orders
(any or all may be
evaluated) o Does not identify CT drainage | o Identifies CT drainage system air
system air leakage leakage
o Does not take action in case of | o0 Takes appropriate action in the
an air leak case of air leak
0 Incorrect dressing change o Correct dressing change
o Incorrect action in chest tube o Correctly intervenes in CT
emergencies emergencies
Evaluation o Fails to discuss post-procedure | o Discusses post procedure

assessment and documentation

assessment and documentation

Communication

o Does not communicate with
client

o0 No client teaching verbalized

O Introduce self and provide client
teaching as appropriate to given
scenario

o Unsatisfactory

Comments:

Instructor:

O Satisfactory

Date:
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BLOOD AND BLOOD PRODUCTS
At the completion of this skills lab the student will:

1. Discuss the nursing responsibilities in the administration of blood and blood
products
. Prior to transfusion
. During transfusion
. After transfusion

2. Select the appropriate equipment required in a blood transfusion.

3. Discuss the signs and symptoms of a blood transfusion reaction
. Febrile non-hemolytic
. Allergic
. Hemolytic transfusion reactions

4.  Discuss nursing responsibilities when a blood transfusion reaction occurs (or

suspected).
TEACHING METHOD: Skills Lab, Video
EVALUATION METHOD: Demonstration
REQUIRED READING: Blood and Blood Products Protocol

Berman, pp. 1292-1298
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BASIC ECG INTERPRETATION

At the completion of this skills lab, the student will:

1.
2.

Identify normal electrocardiogram pattern.
Identify two (2) methods to calculate the heart rate.
Measure:

o P-R interval
QRS complex
o QT interval

Identify common dysrhythmias:

Sinus bradycardia

Sinus tachycardia

Atrial flutter

Atrial fibrillation

Premature ventricular contractions (PVC)
Ventricular tachycardia (V-tach)
Ventricular fibrillation (V-fib)

Asystole

First degree AV block

Second degree AV block

Third degree AV block

Paroxysmal Supraventricular Tachycardia (PSVT)

Demonstrate correct ECG lead placement.

Identify ST segment elevation.

TEACHING METHOD: Skills Lab, Video

EVALUATION METHOD: Demonstration

REQUIRED READING: Lewis, et. al., Medical-Surgical Nursing, Chapter 36

Lewis, et.al, Study Guide for Medical-Surgical Nursing,
Chapter 36

RECOMMENDED READING:  Basic Arrhythmia Module (in the Library)
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Cardiac Cycle: refer to picture/diagram

P wave -

PR Interval -

QRS Complex -

ST Segment -

T Wave -

U Wave -

is the depolarization of the atria.

measures the depolarization time from the sinus more
through the bundle of His and into the bundle branches.

represents depolarization of the ventricles. Three waves are

usually seen:

. Q wave is the first negative wave

. R wave is the first positive wave

. S wave is the first negative wave which follows first
positive wave

may either be isoelectric or slightly elevated.

indicates repolarization or electrical recovery of the
ventricles.

occasionally this wave is seen. The exact mechanism of its
formation is unknown, but it is sometimes diagnostic. With
the appearance of the P wave, the cycle begins again.

-R intervaljQ R S|

prinervall g p
I

L

-
Q-T
interval
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DIAGRAM OF ELECTROCARDIOGRAPHIC
COMPLEXES, INTERVALS, AND SEGMENTS
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Method to Calculate Heart Rate:

1.

Count the number of cycles in a 6-second strip and multiply by 10. This method can
be used when the rhythm is either regular or irregular.

R wave/6-sec strip x 10 = rate/min

Counting boxes between R-waves discussed in clinical conference is accurate only if
the rhythm is regular.

Count the small boxes between R and R and divide into 1500.

Systematic Assessment of Rhythm Strip

1.

What is the rate?

a.

b.

To determine the ventricular rate, measure the distance between two
consecutive R waves (R-R interval).

To determine the atrial rate, measure the distance between two consecutive P
wave (P-P interval).

Is the rhythm regular or irregular?

a.

To determine if the ventricular rhythm is regular or irregular, measure the
distance between two consecutive R-R intervals and compare that distance
with the other R-R intervals. If the ventricular rhythm is regular, the R-R
intervals will measure the same.

To determine if the atrial rhythm is regular or irregular, measure the distance
between two consecutive P-P intervals and compare that distance with the
other P-P intervals. If the atrial rhythm is regular, the P-P intervals will
measure the same.

Generally, a variation of up to 0.12 seconds (3 small boxes) is acceptable. The
slower the heart rate, the more acceptable the variation.

Is there one P wave before each QRS?

a.
b.

C.

Are P waves present and uniform in appearance?

Is there a P wave before each QRS or are there P waves that are not followed
by QRS complexes?

Is the atrial activity occurring so rapidly that there are more atrial beats than
QRS complexes?

Is the PR interval within normal limits?

a.

If the PR interval is less than 0.12 or more than 0.20 second, conduction
followed an abnormal pathway or the impulse was delayed in the area of the
AV node.

Is the PR interval of conducted beats constant or does it vary?
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5. Is the QRS narrow or wide?
a.  What is the duration of the QRS complex?

1)  Ifitis 0.10 second or less (narrow), it is presumed to be supraventricular
in origin.

2)  Ifitisgreater than 0.12 second (wide), it is probably ventricular in
origin.

b. Do the QRS's occur uniformly throughout the strip?

6. Is theQT interval too long?
Normal QT interval is 0.34-0.43 (sec)

7. Interpret the rhythm specifying the site where the dysrhythmias originated (sinus),
the mechanism (bradycardia), and the ventricular rate. For example, "sinus

bradycardia with a ventricular response (rate) of 38 minute."”

8.  How is the rhythm clinically significant?

COPD CASE STUDY
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My name is Mrs. Freewall and my husband James Freewall and | have just recently moved to the
area. We have an appointment to see Dr. Day next week but my husband is having shortness of
breath and has a fever of 101.

The nurse instructs Mrs. Freewall to bring her husband to the office and bring any medical
records in her possession.

Mr. Freewall is 78 years old.
During the interview you learn the following information:
» Past Medical/Surgical History
— Heart failure following myocardial infarction at age 68 years
— COPD (on 2 L home oxygen)
— Hypertension
— Appendectomy
* Family History
— Father died of myocardial infarction at age 59 years (diabetes, hypertension, smoker)
— Mother alive (atrial fibrillation, heart failure)
— Healthy siblings
» Social History

Married, 3 children

40 pack year smoking history (quit after MI)

Worked on a farm

No alcohol or illicit drug use

* Medications / Allergies

Lisinopril 20 mg twice daily

— Metoprolol 50 mg twice daily
— Spironolactone 25 mg daily
— Furosemide 40 mg daily

— Salmeterol/fluticasone 50/500 dry powdered inhaler (DPI) one puff inhaled twice
daily

— Tiotropium DPI one cap inhaled daily

— Home oxygen 2L
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» According to his wife they sometimes get confused about what to use when, so the nurse is
not sure which medications he actually takes.

* NKA
* Unable to determine when last pneumococcal vaccine was given
» Patient and wife don’t recall “a pneumonia shot”

» Does know he got his “flu shot” last month at a grocery store

Records Review

Mr. Freewall medical file reveals (brought in by wife)
— Echocardiogram with EF of 25%

— Spirometry with FEV1 35% predicted that does not change significantly after inhaled
bronchodilator

Are these findings consistent with a diagnosis of COPD?

YES
NO

Using Gold’s criteria what is Mr. Freewall’s stage of COPD?

Given Mr. Freewall’s h/o COPD what s/s might the nurse be looking for or asking
guestions about?

His wife has noted no change in his alertness or mental status. When you inquire, the wife states
that he usually has a cough, worse in the morning, productive of gray sputum, gets short of
breath if he walks more than 10 feet, and has episodes of wheezing if he gets sick (e.g. with an
upper respiratory infection). He usually is able to help around the house with light work and
fixing things from a seated position.

Physical Assessment

Vital Signs: BP 128/74; P 68, reg; RR 32; Ht 5ft 6 in; Wt 122 Ibs; T 101.5 °F oral
e Unable to speak in full sentences, audible wheezing, alert and oriented

Audible wheezing, no accessory muscle use

Nails: tar stains, clubbing

Hunched over-can’t sit up straining

Chest: diffuse wheezing to auscultation
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e Heart: regular, No murmurs

What diagnostic test would the nurse anticipate the healthcare provider ordering?

Given Mr. Freewall’s COPD identify 3 potential cardiac complications.
1.
2.
3.

List three potential pulmonary complications of Mr. Freewall’s COPD.

1.
2.
3.

List three potential non-cardiac and pulmonary complications of Mr. Freewall’s COPD.

1.
2.
3.

Which of the following is the least likely cause of Mr. Mr. Freewall’s symptoms?
A. COPD exacerbation

Recurrent aspiration

Heart failure

Pneumonia

m oo w

Asthma exacerbation

The nurse check’s his O2 sat and finds that it is 86%
The healthcare orders CXR and results show hyperinflation and RLL pneumonia.

What is Mr. Freewall’s primary risk factor for the development of his COPD?

What risk factors might increase the risk of severe COPD exacerbations?
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What clinical factors does Mr. Freewll possess that places him at risk of severe COPD
exacerbation?

What are the potential complications of Mr. Freewall’s COPD?

What is Mr. Freewall’s strongest social support?

As the nurse performing the physical assessment should the healthcare provider treat him
as an outpatient or inpatient? Why

The healthcare provider decides that he is going to hospitalize him.
While waiting for EMT transport the healthcare provider instructs the nurse to place him
on oxygen by nasal cannula. In addition to the oxygen, the nurse anticipates he will order
which of the following?

a. Arformoterol

b. Albuterol
¢. Formoterol

d. Budesonide

Which of the following are indications for antibiotics in clients with acute exacerbations of
COPD? Select all that apply
A. Dyspnea

B. Increased volume of sputum
C. Change of sputum purulence
D. Presence of comorbidities

E.Need for mechanical ventilation
F.Low procalcitonin level

G. Presence of viral infection

History of exacerbations

Upon questioning the wife, the nurse finds that Mr. Freewall has had 5 exacerbations in the past
year, three of which were treated with antibiotics and oral steroids. Because of this info he gets
diagnosed with community acquired pneumonia.

Why community acquired pneumonia?
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Which antibiotic regimen does the nurse anticipate will be ordered for this hospitalization?
a. Sulfamethoxazole/trimethoprim every 12 hours

b. Amoxicillin/clavulanate every 12 hours
c. Ceftriaxone plus azithromycin every 24 hours

d. Pipercillin/tzaobactam every 8 hours, levofloxacin every 24 hours and vancomycin every
12 hours

Hospital Course
During hospitalization, he receives the following treatment:
¢ Nebulized albuterol/ipratropium every 4 hours as needed

e Prednisone 60 mg daily by mouth
e 1 gm IV ceftriaxone plus 500 mg oral azithromycin daily

e Oxygen to maintain PO2 > 60 mmHg

What is the purpose of the Prednisone?

What is the purpose of nebulized albuterol in the treatment of Mr. Freewall?

Preparing for discharge
¢ In completing the medication reconciliation forms, the nurse notes that Mr. Freewall had a
complex medication regiment at time of admission

e It is clear, during discussions with him, the he is having difficulty complying with his
medication regimen

What medications would the nurse identify in the medication reconciliation form(s)?

What medications should not be included as part of the medication reconciliation?

What can the nurse do to simplify Mr. Freewall’s medication compliance?

Arterial Blood Gas Interpretation Case Study

Case#1
List the normal ranges for the listed components of an Arterial Blood Gas:

pH PaO2 Sa02 PaCO: HCOs"
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Based on these normal ranges that you have identified, interpret the ABG’s of the clients listed
below:

Jane Doe 45 year old female, admitted for a severe asthma attack, with increased SOB x3 hours.
Her ABG results are as follow: pH 7.22, PaO2 88, PaCO2 55, HCO3s- 25

Results pH PaO. PaCO:; HCO3"

Case #2

John Doe 55 year old male with a history of recurring bowel obstruction, is admitted for
intractable vomiting for several hours. His ABG results are as follow: pH 7.50, PaO2 80, PaCO:
42, HCO3s- 33.

Results pH PaO: PaCO; HCOg3-
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Case #3
Interpret the following ABG’s
pH=7.30 pH=7.38
PaO2 =90 PaCO2= 48
PaCO2 =48 HCOs3-=30
HCOs3-=30
Results pH PaO: PaCO> HCOgs
Results pH PaO. PaCO:> HCOs"
Case #4

When the client develops an acid-base imbalance, the body attempts to compensate. The body
will try to overcome either respiratory or metabolic dysfunction in an attempt to return the pH

into the normal range.

A client can be uncompensated, partially compensated, or fully compensated. When an acid
base disorder is either uncompensated or partially compensated, the pH remains outside the
normal range. In fully compensated states, the pH has returned to within the normal range,
although the other values may still be abnormal.

Fully Compensated States

Arterial Blood Gas Interpretation

pH PaCO; HCOgs"
Respiratory Acidosis normal, but < 7.40 0 )
Respiratory Alkalosis normal, but > 7.40 \’ \2
Metabolic Acidosis normal, but < 7.40 J \2
Metabolic Alkalosis normal, but > 7.40 ) 0
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Partially Compensated States

pH PaCO: HCOs3-
Respiratory Acidosis \s ) )
Respiratory Alkalosis ) 2 J
Metabolic Acidosis \2 \2 J
Metabolic Alkalosis T T )

Notice that the only difference between partially and fully compensated states is whether or not
the pH has returned to within the normal range. In compensated acid-base disorders, the pH will
frequently fall either on the low or high side of neutral (7.40). Making note of where the pH
falls within the normal range is helpful in determining if the original acid-base disorder was

acidosis or alkalosis.

Case #5

John Doe, a renal client on dialysis is admitted to the hospital because he missed last two dialysis
appointments. His ABG reading is as follows: pH 7.32, PaO2 92, PaCO2 32, HCO3™ 18

Results

pH

PaO,

PaCO,

HCOs3"

Case #6

Jane Doe has chronic COPD and is being admitted for surgery. Her admission labwork reveals
an arterial blood gas as follows: pH 7.35, PaO2 50, PaCO2 48, HCO3" 28

Results

pH

PaO-

PaCO,

HCOj3"

Case #7

John Doe is a trauma client with an altered mental status. His initial arterial blood gas result is
as follows: pH 7.33, PaO2 105, PaCO2 62, HCO3™ 35

Results

pH

PaO,

PaCO,

HCOs3s-
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AMBULATORY CARE ROTATION

Directions for the Ambulatory Care Rotation in the Outpatient Building/Clinic Tower and
Comprehensive Health Centers.

A. Clinical Rotation

8 days of ambulatory care

Please note the time you are scheduled for the clinics: 0700-1530. There will be
some variation on the starting times (and possibly ending times) for certain clinics
which will be discussed with you at the beginning of the rotation.

B. Forms That Must Be Completed

1.

Twenty (20) informal teachings in the ambulatory care setting by the end of
week 4.

Weekly activities due at the end of each week (4 in total).
One Cultural Assessment Interview due week 3.
One Formal Teaching project to be scheduled by instructor by week 4.

Evaluation of outpatient clinic experience due at the end of the experience.
e Evaluations for each clinic to be completed.

Students may not combine any of the written forms in less clinical weeks that are
indicated, i.e., two teaching forms may NOT be submitted for a one-week clinical
experience.

C. Under the direction and guidance of an instructor from the College of Nursing
and the Outpatient Nurse Manager(s) or designee, the nursing student will:

1.

Implement infection control and safety measures per ambulatory health care
provider policy and procedure.

Participate in screening procedures of the assigned clinic.

Utilize all components of the nursing process to implement standards of care
that promote health or prevent health care problems.

Promote a positive work environment for all ambulatory health care staff
members.
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5. Prioritize client, client family and/or community education based on the needs
identified by the client(s).

6. Devise and implement client and/or client family education which demonstrate
sensitivity to ethnic and cultural diversity.

7. When providing care and/or providing education:

a.  Answer client and client family questions and concerns relative to
ambulatory health care.

b.  Complete a nursing assessment of the client.

c. Implement standards of care based on the nursing assessment and the
attending physician's plan of care.

d.  Provide information regarding the client's planned care to the client and
client family.

e. Document on the appropriate client forms.
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AMBULATORY CARE ROTATION or MEDICAL SURGICAL ROTATION
CULTURAL ASSESSMENT INTERVIEW

For Ambulatory Care, the following assignment will be required as one of the requisites
to satisfactorily pass the rotation: (See Rubric)

1. You will need to interview a client in Ambulatory Care or MedSurg rotation.
(Permission is required from client)

2. You will need to ask the client about his/her culture in relations to values,
beliefs and customs for your client. (May include health, health maintenance,
illness, nature of man, religion, food-eating patterns/preferences, family
roles/behaviors/structure, view of authority figures, communication
preferences and others that you find pertinent).

3. Based on the Cultural Assessment interview, compare your research finding to
the literature in order to complete the N232 writing assignment.
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AMBULATORY CARE ROTATION
FORMAL TEACHING PROJECT

Student(s): Clinic:

Student(s): Clinic:

A. Learning Objectives

1.

B. Teaching Strategies and Visual Aids Used

C. State how you would know if your teaching is effective.

D. If teaching were ineffective, what could you do differently to make it effective?
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FORMAL TEACHING - RUBRIC

Student(s) name: Date:

All criteria must be met to receive a satisfactory grade.

CRITERIA UNSATISFACTORY SATISFACTORY
Client learning objectives o Lists learning objectives o States 3 client learning
inappropriate to target audience objectives appropriate for the
target audience
o Does not use objective terms o Uses objective terms
Teaching strategies 0 Teaching strategies not 0 Teaching strategies selected
appropriate for target audience with careful consideration of

target audience
o No teaching aid used in
presentation

o Teaching aid(s) inappropriate o Teaching aid(s) selected is/are
for the target audience appropriate for the target
audience
o Teaching aid(s) utilized is/are o Teaching aid(s) selected is/are
not standard or pre-approved standard or pre-approved
Evaluation tool o Evaluation tool is not based o Evaluation tool is based upon
upon objectives objectives
Presentation o Presentation is disorganized O Presentation is well organized

o Presentation does not engage the | 0 Presentation engaged the
audience audience

o Presentation delivered within
set time frame

NOTE:

This assignment must be completed and submitted by the date established by the instructor.
Incomplete assignments will not be graded and result in an unsatisfactory grade.

Assignments submitted after the due date will not be accepted and result in an unsatisfactory grade.
An unsatisfactory in any evaluation criteria of the assignment will result in an unsatisfactory grade.
An unsatisfactory grade for this assignment will result in an unsatisfactory grade in N233L.

COMMENTS:

Instructor: Date:
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AMBULATORY CARE ROTATION - INFORMAL TEACHING

Student: Clinic: Date:
Client | Reason for Teaching Performed Was Teaching | Discuss Client’s Response to Teaching
Initials | Client’s Visit Effective? (yes
or no)

1.
2.
3.
4.
5.

AMBULATORY CARE ROTATION - INFORMAL TEACHING
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Student: Date:
Client | Reason for Teaching Performed Was Teaching | Discuss Client’s Response to Teaching
Initials | Client’s Visit Effective? (yes
or no)

1.
2.
3.
4.
5.

AMBULATORY CARE ROTATION - INFORMAL TEACHING
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Student: Clinic: Date:
Client | Reason for Teaching Performed Was Teaching | Discuss Client’s Response to Teaching
Initials | Client’s Visit Effective? (yes
or no)
1.
2.
3.
4.
5.
AMBULATORY CARE ROTATION - INFORMAL TEACHING
Student: Clinic: Date:
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Client | Reason for Teaching Performed Was Teaching | Discuss Client’s Response to Teaching
Initials | Client’s Visit Effective? (yes
or no)
1.
2.
3.
4.
5.
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AMBULATORY CARE ROTATION
WEEKLY ACTIVITIES

Student Name: Date(s):

(Week #1)

Time Reported In: (Day #1) Clinic Assigned:

| participated in the following activities on Day #1.:

DAY #1: Time Reported Off:

Signature of Responsible Person:

Time Reported In: (Day #2) Clinic Assigned:

| participated in the following activities on Day #2:

DAY #2: Time Reported Off:

Signature of Responsible Person:
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AMBULATORY CARE ROTATION
WEEKLY ACTIVITIES

Student Name: Date(s):

(Week #2)

Time Reported In: (Day #1) Clinic Assigned:

| participated in the following activities on Day #1:

DAY #1: Time Reported Off:

Signature of Responsible Person:

Time Reported In: (Day #2) Clinic Assigned:

| participated in the following activities on Day #2:

DAY #2: Time Reported Off:

Signature of Responsible Person:
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AMBULATORY CARE ROTATION
WEEKLY ACTIVITIES

Student Name: Date(s):

(Week #3)

Time Reported In: (Day #1) Clinic Assigned:

| participated in the following activities on Day #1:

DAY #1: Time Reported Off:

Signature of Responsible Person:

Time Reported In: (Day #2) Clinic Assigned:

| participated in the following activities on Day #2:

DAY #2: Time Reported Off:

Signature of Responsible Person:
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AMBULATORY CARE ROTATION
WEEKLY ACTIVITIES

Student Name: Date(s):

(Week #4)

Time Reported In: (Day #1) Clinic Assigned:

| participated in the following activities on Day #1:

DAY #1: Time Reported Off:

Signature of Responsible Person:

Time Reported In: (Day #2) Clinic Assigned:

| participated in the following activities on Day #2:

DAY #2: Time Reported Off:

Signature of Responsible Person:

12/1/2017ge
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