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Clinical Packet
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Revised 06-20-2011 by Medical-Surgical Nursing Instructors
REQUIRED ASSIGNMENTS 

WEEKLY ASSIGNMENTS: Students need to create one (1) care plan with two (2) nursing diagnosis statements for each  patient; first page of the patient profile data form (with pathophysiology); medication preparation log. 
Additional paperwork may be assigned at the clinical instructor’s discretion based upon student need

QUARTERLY ASSIGNMENTS: Med-Surg students need to do the above PLUS: 

Med-Surg I students need to do at least one complete patient profile data form, graded by the clinical instructor, per quarter.
Med-Surg II students need to do at least two complete patient profile data forms, graded by the clinical instructor, per quarter.
LIMITATIONS TO CLINICAL PRACTICE

During this clinical rotation, students may, with preceptors’ consent and supervision, assume responsibility for all the nursing activities within the preceptors’ roles.  The following are exceptions to this rule.

Students may not do the following:

1. Witness any consent forms.

2. Administer any IV (intravenous) push medications without direct supervision by a Registered Nurse.

3. Perform any task that requires certification or advanced instruction (e.g., arterial blood gas (ABG) puncture, chemotherapy, removal of central venous catheters, interpretation/monitoring of EKGs).

4. Take physician orders either verbally or by phone.  

5. Transcribe physician orders.

6. Initiate invasive monitoring.

7. Regulate epidural analgesia.

8. Remove epidural catheters.

9. Remove surgically inserted drains and/or tubes (e.g., Jackson-Pratt drains, Hemovac drains) with direct supervision by a Registered Nurse.
10. Solely monitor patient during and following conscious sedation.

11. Witness wasting or the sign out controlled medications in Accudose, Pyxis, or Meditrol medication delivery systems.

12. Perform end of shift controlled medication count (if applicable). 

13. Have controlled medication keys in their possession (if applicable).

14. Verify blood products and/or witness blood administration forms.

15. Perform any invasive procedure on each other in any setting. (i.e., injections, catheterization, IV starts). 

16. Interventions that the facility restricts the student from performing.

17. Any skill/procedure that has not been covered in a nursing lab.

18. Medication administration should not occur in NRS 105 Foundations of Nursing.
19. Any task outside the Registered Nurse’s scope of practice as identified by facility.

Any questions regarding specific procedures or responsibilities should be directed to the Denver School of Nursing faculty.  Students are expected to maintain standards of care of the facility and function within the scope of their knowledge, skills, and abilities.

MEDICATION KNOWLEDGE BASE

· Drug required knowledge is mandatory for each medication to be administered for each assigned patient. 

· If you can memorize and retain information without writing it down, you may do this, but you may not pass medications without this knowledge at hand – use of reference materials at the cart side or at the PIXIS is time prohibitive and must be a rare back-up system.

· Student must be prepared to recite required knowledge base (as outlined below) at med-cart or PIXIS as requested by instructor.

· Using a drug knowledge tool is useful in review for future clinical rotations and for NCLEX review and to prepare for different patients.  

· Medication knowledge base MUST include the MINIMAL information as reflected following page-Medication Preparation Log (MPL)
·  ‘Must do’ could be ‘Take pulse’ for drugs affecting heart rate or rhythm, ‘Take BP’ for drugs affecting BP, Check K+ before administering for potassium supplements, Check BG for insulin or other drugs affecting BG, etc.
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Medication Preparation Log (MPL)
                 Student Name: ________________________



                      Clinical Rotation Date: __________________

	Patient Identifier: 

Code Status:

Allergies: 


	Diagnosis: 

Relevant Medical/Surgical History:

	Drug (Generic/Trade)
	Pt. Dose/ Normal Range
	Route
	Time
	Reason for RX
	Top 4 Side Effects
	Nrsg Implications/ MUST KNOW

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


NURSING CARE PLAN GUIDELINES AND INSTRUCTIONS

· In order to maintain consistency within the DSN nursing program, the following guidelines must be adhered to when writing nursing care plans. 

· ADPIE (assessment, nursing diagnosis, plan, interventions, and evaluation) is used to teach the nursing process.

· Students will be taught the relationship between NANDA (North American Nursing Diagnosis Association), NIC (Nursing Interventions Classification), and NOC (Nursing Outcomes Classification).

· Beginning in Foundations of Nursing, students will be taught, in detail, to use this format presented here. In addition, they will be instructed on how to use their nursing care plan reference.

· This format will be used for clinical rotations and other educational activities/assignments in foundations of nursing, medical-surgical nursing, and pediatrics.

· Please note that content mapping may be used as a teaching tool but cannot be used instead of the nursing care plan presented in this document.

· At least three care plans (which include nursing diagnosis statement, plan, interventions, and evaluation), based on the student’s history and physical which is recorded on the “Patient Profile Database” form, are required for each patient you cared for during the clinical rotation.  One nursing diagnosis should be addressed on psycho-social-cultural aspect. The data form can be found later in this packet.

· Each care plan needs to be on a separate “Nursing Care Plan Form.”  These forms can be found on later in this packet.
· Please make copies of the data and nursing care plan forms and/or keep the electronic file that has been sent to you.
Assessment

· Assessment should be recorded on the “Patient Profile Database” form

· The assessment is the basis for the nursing diagnosis statement

Nursing Diagnosis Statement

General format for an actual diagnosis:  

Nursing diagnosis related to X as evidenced by Y and Z.
 

General format for a potential or “at risk” diagnosis:

Nursing diagnosis related to X.

The nursing diagnosis statement is written using the PES (problem, etiology, signs/symptoms) format:

· Problem 

· Nursing diagnosis 

· Etiology or cause of problem

· The "related to" portion of the statement 

· There should only be one cause stated per nursing diagnosis, because each etiology may have a different set of goals, outcomes and interventions, although the problem or nursing diagnosis may be the same. 

· The etiology cannot be a medical diagnosis 

· Signs & symptoms (also called defining characteristics)  

· The "as evidenced by" portion of the statement 

· These are determined through your assessment of the patient

· Two objective or subjective s/s must be listed per statement

· For potential or “at risk” diagnoses, signs and symptoms should not be included in the nursing diagnosis statement
EXAMPLE OF A NURSING DIAGNOSIS STATEMENT
Medical diagnosis:  Stroke

Nursing diagnosis statement:  "Immobility related to motor track dysfunction as evidenced by weakness and lack of coordination."

Notice the related to portion did not say stroke, rather it stated the pathophysiology behind the medical diagnosis that is causing the problem.

Plan or Goals & Outcomes Statement

General guidelines:

·    The goals and outcomes statement make up the plan portion of the nursing process

· The goal and outcomes statement should be written as one statement

· Each nursing diagnosis should have two goals
· The goal and outcome should be prioritized within the care plan

· The goal is patient and/or family focused and should be mutually determined by the nurse and the patient and/or family

· The goal should not be the goal of the nurse

· The goal may be short-term (hours to a week) or long-term (> 1 week)
The goal and outcome statements are written using the SMART (specific, measurable. attainable, realistic, time-specific) format

· Specific:  What needs to be accomplished?

· Measurable:  How will the nurse, patient, and/or family know that the goal has been met?

· Attainable:  Can the goal be met with the resources available?

· Realistic:  Does the patient and/or family have the physical, emotional, and mental capacity to meet the goal?

· Time-specific: When will the goal be achieved by?    

EXAMPLES OF GOAL AND OUTCOME STATEMENTS
For the stroke patient . . . 

Goal and Outcome #1:  Patient will perform ROM exercises each hour during the shift.

.

Goal and Outcome #2:  Patient will ambulate from bed to door twice by the end of shift

Interventions with Rationale

General guidelines:

· There should be at least two interventions with rationale for each goal statement.

· The interventions can be strictly nursing based or collaborative (e.g., medication for nausea as ordered by MD) in nature

· Interventions need to be specific:  what, when, how much, and how often
· Each intervention should be referenced
EXAMPLES OF INTERVENTIONS WITH RATIONALE
For the stroke patient . . . 
Goal/outcome #1 interventions w/ rationale:  

1)  Educate patient about importance of ROM exercises.  Rationale:  If patient understands the

     importance of ROM exercises (to maintain and increase strength), the patient is more likely to

     participate in exercises (Potter & Perry, p. 4). 

2)  Assist patient with ROM exercises while teaching him how to perform ROM exercises.  

      Rationale:  Patient needs to be instructed on how to perform ROM exercises, and performing

      the exercises while instructing the patient will solidify his understanding so he can perform 

      exercises on his own (Potter & Perry, p. 5). 

Goal/Outcome #2 interventions w/ rationale:

1)  Determine amount of assistance needed to get patient out of bed and ambulate  Rationale: 

     Weakness and lack of coordination can cause the patient to be off balance which could put 

      him at risk for a fall.  

2)  Clear walkway of hazards.  Rationale:  Patient is at risk for falls so clearing hazards will 

      provide a safe path to ambulate (Potter & Perry, p. 3). 

Evaluation
General guidelines:

· Evaluation occurs to determine whether or not the goals were met

· Evaluation should occur at the end of the shift.  

· If the goal was not met or partially met, the student should discuss why it was not met and state what should be done differently, if anything.

EXAMPLE OF EVALUATION OF GOALS

For the stroke patient . . . 

Evaluation of Goal #1:  Patient understood the need to perform ROM exercises, but will need continued reinforcement until he is able to perform exercises independently.  Will continue with the current plan.

Evaluation of Goal #2:  Patient exceeded goal by walking 4 times.  Will modify current plan by increasing distance of walk (from bed to nurses’ station).
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Sample Nursing Care Plan

Student Name:  Sally Jones
                                     Date:   3/17/08                                              

Patient  Identifier: 123                                                Patient Medical Diagnosis:
Stroke
Nursing Diagnosis (use PES format): Impaired physical immobility related to motor track dysfunction as evidenced by weakness and lack of coordination
	Assessment Data

(Include  at least three-five subjective and/or objective pieces of data that lead to the nursing diagnosis)
	Goals & Outcome

(Two statements are required for each nursing diagnosis.  Must be Patient and/or family focused; measurable; time-specific; and reasonable.)


	Nursing Interventions

(List at least three nursing or collaborative interventions with rationale for each goal & outcome.)
	Rationale

(Provide reason why intervention is indicated/therapeutic; provide references.)
	Outcome Evaluation & Replanning

(Was goal(s) met?  How would you revise the plan of care according the patient’s response to current plan of care?)

	1.  +2 weakness on left 

     upper and lower 

     extremity

2.  Inability to walk without 

     assistance (patient 

     shuffles when walks and

     gets confused as to   

     which leg needs to 

     move to propel forward)

 
	Statement #1:  Patient will perform ROM exercises each hour during the shift.

Statement #2:  Patient will ambulate from bed to door twice by the end of shift.


	1. Educate pt about importance of ROM exercises.  Rationale:  If pt understands the importance of ROM exercises (to maintain and hopefully increase strength), the pt is more likely to participate in exercises (Potter & Perry, p. 4). 

2.  Assist pt w/ ROM exercises while teaching him how to perform ROM exercises.  

3. Consult with physical therapist for strength training and development of a mobility plan
1. Determine amount of assistance needed to get patient out of bed and ambulate.  

2.  Clear walkway of hazards.  Pt is at risk for falls so clearing hazards will provide a safe path to ambulate (Potter & Perry, p. 3). 


	1.  If patient understands the important of ROM exercises (to maintain and hopefully increase strength), the patient is more likely to participate in exercises (Potter & Perry, p. 4).

2.  Pt needs to be instructed on how to perform ROM exercises, and performing the exercises while instructing the patient will solidify his understanding so he can perform exercises on his own (Potter & Perry, p. 5).

3. Techniques such as gait training, strength training, and exercise to improve balance and coordination can be very helpful for rehabilitation patients (Tempin, Tempkin, & Goodman, 1997)

1. Weakness and lack of coordination can cause the pt to be off balance which would put him at risk for a fall.  Determining level if assistance needed before trying to assist out of bed and ambulate will prevent a fall for the patient (Potter & Perry, p. 2). 

2.  Pt is at risk for falls so clearing hazards will provide a safe path to ambulate (Potter & Perry, p. 3). 


	Outcome #1: Pt partially met goals.  He was open to and understanding of the need to perform ROM exercises, but he still needs guidance in how to perform.  Will continue to with current plan.

Outcome #2:  Patient exceeded goal:  he walked 4 times. Wil modify plan to increase distance (to nurses’ station).




EVALUATION CRITERIA FOR NURSING CARE PLANS (NCP)

Patient Profile Database Form (30%)

______Assessment: All subjective and objective data are documented on form (10%)
______Pathophysiology: Should be based on the medical diagnosis (10%)
  ______Laboratory Data: Noted as normal or abnormal and reason abnormal (10%)
             Medication Preparation Log (10%)

______ Medications: 

             Nursing Care Plan Forms (60%)

   ______Nursing Diagnosis Statements: (15% points possible-see breakdown below)
               _____Three statements are written (1 %/statement for a total of 3% possible points)
             _____Only NANDA-approved nursing diagnoses are used (1 %/statement for

                        a total of 3 % possible)
             _____ Statements are written in PES (for actual diagnoses) or PE (for potential or “at risk” 

                        diagnoses) format (1%/statement for a total of 3%  possible)

             _____Diagnosis is supported by assessment data (1%/statement for a total of 3% possible)

             _____ Nursing diagnoses are listed from highest to lowest priority. Life threatening 

                        diagnoses (e.g. ABCs, infection, etc.) come first, then safety, then all others.    

                        Usually existing problems come before “risk for" problems (1%/ statement for a 

                        total of 3% possible)

______Plan:  Goals and Outcomes Statements: (12 % possible-see breakdown below)
             _____Two statements are required for each nursing diagnosis statement (2 %/ statement for a total of 6% possible)

             _____Statements are prioritized (1%/set of goals for a total of 3% possible)

             _____Statements are written in SMART format (1 %/ statement for a total of 3% possible)

______ Nursing Interventions with Rationale:   (27 % possible-see breakdown below)
             _____ Each goal has two interventions (0.5%/intervention for a total of 9% possible)
             _____ Each intervention has a rationale with a reference (0.5%/intervention for a total of 9% possible)

             _____ Statements are specific (what, when, how much, how often) (0.5%/intervention for total of 9% possible)

______Evaluation:  (6 %-1% for each goal evaluation)

State if goal has been met; if not met or partially met, discuss whether will continue or modify plan 
Final Grade: ___________   Date:____________    Instructor signature: __________________________

Evaluation minimum 85% required for a rating of ‘pass’, if not, student must rewrite care plan by end of clinical rotation. After that, it may consider as “fail”. 

PATIENT PROFILE DATA FORM
	Student Name:

	

	

	Date of Care:


Patient Identifier: 
Age:



Gender:  Male  (  Female (

	

	Admission Date:

	Reason for Hospitalization:

	

	

	Medical Diagnoses:

	

	Surgical Procedure(s):

	

	Date:

	Pathophysiology/Description of present illness/medical diagnoses or surgical procedures (Continue on back of this page, no less than 3-5 sentences per diagnosis/procedure, include how the present illness/condition relates to or is impacted by comorbidities or previous illness, symptoms to watch for and any current treatments pertinent to the patient)



Advance Directives

Living Will:   ( yes  ( no  

Do Not Resuscitate Order (DNR) ( yes  ( no

Medical Durable Power of Attorney:  ( yes  ( no (If yes, relationship?)
 

Laboratory Data 

Write normal value range, exact value for patient, and indicate if this is normal, high, or low; if abnormal state pathophysiology resulting in abnormal value – students MAY NOT use the term WNL or chart by exception on this form.

	White Blood Count (WBC) 


	Potassium

	Differential (Diff)


	Blood Glucose

	Hemoglobin (HGB)


	Glycohemoglobin

	Hematocrit (HCT)


	Cholesterol

	Platelets (PLT)


	Low-density Lipoproteins

	Prothrombin Time (PTT)


	Urine Analysis

	International Normalized Ratio (INR)


	Activate Partial Thromboplastin time (APTT)



	Other abnormal data related to patient’s situation:



	Description of overall data analysis




Diagnostic Tests

	Chest X-Ray



	EKG


	CT/MRI


	Other:




Medications (Use back of sheet if more space is needed; required medication knowledge for each of these drugs must be present to pass medications)
*Note: You may integrate this part with medication preparation log

	Medication/Time of Administration/Reason given medication
	Medication/Time of Administration/Reason given medication

	
	

	
	

	
	

	
	

	
	

	Allergies


	Last pain medication given



	Where is the pain?


	Pain rating on 0-10 scale


Treatments (Eg: PT, OT, RT, etc)
	Treatment


	Treatment



	Support Services


	Consultations



	Other:



Diet/fluids
	Type of diet:


	Restrictions:


	Appetite: 



	Fluid intake:  
	Tube feedings (type and rate)


	Problems swallowing, chewing, dentures



	Needs assistance with feeding


	Nausea or vomiting


	Over-hydrated or dehydrated



	Other:


	
	


Intravenous Fluids

	Type and rate


	Site(s)



	IV dressing dry, no edema or redness at site


	Other:




Elimination

	Last bowel movement (LBM)


	24 hour urine output:


	Catheter  ( yes  ( no


Type:

	Circle problems that apply:
	Bowel
	Urinary

	Constipation
	Hesitancy
	Diarrhea

	Frequency
	Flatus
	Burning

	Incontinence


	Odor


	Other:




Activity

	Ability to walk/Gait


	Type of activity orders


	Assistive Devices



	Fall risk assessment rating


	Side rails (number) 


	Weakness



	Restraints  ( yes  ( no
	
	


Physical Assessment Data

	BP


	TPR



	Height


	Weight




Write exactly what you see/hear/etc. and indicate if this is normal, abnormal, hyper, or hypo; if abnormal then state pathophysiology resulting in abnormal assessments – students MAY NOT use the term WNL or chart by exception on this form.

Neurological/Mental Status 
	LOC A&OX3, Confused


	Motor ROM X 4 extremities



	Sensation X 4 extremities


	Pupils PERRLA



	Sensory deficits (hearing, vision, taste, smell, sensation)



	Other:




Musculoskeletal System 
	Bones, joints, muscles (fractures, contractures, arthritis, spinal curvatures, etc.)


	Extremity circulation checks (pulses, temperature, sensation, edema)



	TED hose, Compression devices

( yes  ( no  Type:
	Cast/splint/collar/brace



	Other:




Cardiovascular system 
	Pulses


	Capillary Refill


	Neck Vein Distention



	Edema (degree, pitting, location)


	Sounds: S1, S2, regular/irregular


	Chest pain



	Other:




Respiratory System 
	Depth, rate, rhythm


	Use of accessory muscles


	Cyanosis  ( yes  ( no

Location:

	Sputum: color, amount


	Cough:  productive, nonproductive


	Breath Sounds:  clear, rales, wheezes, location



	Chest tube/drain:  location


	Use of O2:  nasal cannula, mask, trach collar


	Flow rate of O2


	O2 humidification

( yes  ( no
	Pulse Oximetry: ____ % oxygen saturation
	Smoking History

( yes  ( no

	Other:




Gastrointestinal System
	Abdominal pain, tenderness, guarding, distention, soft, firm


	Bowel sounds X 4 quadrants



	NG tube: describe drainage


	Ostomy: describe stoma site & drainage



	Other:




Skin and Wounds 
	Color, turgor


	Rash, bruises


	Describe wound(s) location, size



	Edges approximated yes no


	Drains (type & location)


	Characteristics of drainage



	Dressings (clean, dry, intact)


	Sutures, staples, steri-strips, other


	Risk for decubitus ulcer assessment rating



	Other:



Eyes, Ears, Nose, Throat (EENT) 
	Eyes: redness, drainage, edema, ptosis


	Ears: drainage



	Nose: redness, drainage, edema


	Throat: pain, edema



	Other:




Psychosocial and Cultural Assessment
	Religious preference


	Marital status

	Health care benefits and insurance


	Occupation

	Emotional state


	Other:




Additional information utilized by facility specific to patient diagnosis
	Standardized fall risk assessment (eg: tool, score range, etc.)

	Pressure Ulcer (Skin) Risk assessment (tool, risk factors, etc.)
	Standardized Nursing Care Plans/Clinical Pathway for Diagnosis 
	Patient Education Materials (Available apply for diagnosis)


Nursing Care Plan Form
Student Name:
                                     Date:                                                 

Patient Identifier:                                          Patient Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include  at least three-five subjective and/or objective pieces of data that lead to the nursing diagnosis)
	Goals & Outcome

(Two statements are required for each nursing diagnosis.  Must be Patient and/or family focused; measurable; time-specific; and reasonable.)


	Nursing Interventions

(List at least three nursing or collaborative interventions with rationale for each goal & outcome.)
	Rationale

(Provide reason why intervention is indicated/therapeutic; provide references.)
	Outcome Evaluation & Replanning

(Was goal met?  How would you revise the plan of care according the patient’s response to current plan ?)

	1.

2.

3.

 
	Statement #1

Statement #2  
	1.

2.
3.

1.
2.

3.


	1.

2.
3.

1.
2.

3.


	Outcome #1

Outcome #2




Nursing Care Plan Form

Student Name:
                                     Date:                                                 

Patient Identifier:                                          Patient Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include  at least three-five subjective and/or objective pieces of data that lead to the nursing diagnosis)
	Goals & Outcome

(Two statements are required for each nursing diagnosis.  Must be Patient and/or family focused; measurable; time-specific; and reasonable.)


	Nursing Interventions

(List at least three nursing or collaborative interventions with rationale for each goal & outcome.)
	Rationale

(Provide reason why intervention is indicated/ therapeutic; provide references.)
	Outcome Evaluation & Replanning

(Was goal met?  How would you revise the plan of care according the patient’s response to current plan?)

	1.

2.

3.

 
	Statement #1

Statement #2  
	1.

2.
3.

1.
2.

3.


	1.

2.
3.

1.
2.

3.


	Outcome #1

Outcome #2




Nursing Care Plan Form

Student Name:
                                     Date:                                                 

Patient Identifier:                                          Patient Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include at least three-five subjective and/or objective pieces of data that lead to the nursing diagnosis)
	Goals & Outcome

(Two statements are required for each nursing diagnosis.  Must be Patient and/or family focused; measurable; time-specific; and reasonable.)


	Nursing Interventions

(List at least three nursing or collaborative interventions with rationale for each goal & outcome.)
	Rationale

(Provide reason why intervention is indicated/ therapeutic; provide references.)
	Outcome Evaluation & Replanning

(Was goal met?  How would you revise the plan of care according the patient’s response to current plan?)

	1.

2.

3.

 
	Statement #1

Statement #2  
	1.

2.
3.

1.
2.

3.


	1.

2.
3.

1.
2.

3.


	Outcome #1

Outcome #2









