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Clinical Goals for this Class:

Mental Health Nursing Clinical NRS420
By the end of this clinical rotation, students should be able to:
· Adequately prepare for the care of assigned patient(s)

· Provide a plan of care for assigned patients including rationale for interventions and pathophysiology of conditions specific to your client using the nursing process prior to administering any patient cares.

· Patient assignment to be one patient potentially advancing to two patients dependent on unit and type of patient assigned.

· Receive report to organize provision of care for the shift.

· Report off to co-assigned nurses when leaving the unit for breaks or at the end of shift

· Chart on assigned patients to include flow sheets, MARs, interactive notes and computerized charting (where required).

· Identify the roles of the psychiatric nurse and other members of the treatment team

· Identify the value of milieu and groups

· Practice new therapeutic communication techniques and evaluate own communication patterns

· Differentiate between therapeutic and social relationships and begin to develop therapeutic relationships

· Utilize the nursing process by assessing patients, prioritizing needs and planning care for and intervening with psychiatric patients

· Demonstrate professional, ethical behavior at all times by collaborating with other members of the health care team in providing care to psychiatric patients
· Discuss the continuum of psychiatric care

· Discuss different psychiatric diagnoses and what accompanying signs and symptoms are

· Discuss medications and other treatment modalities used in the psychiatric milieu

· Provide competent care of one patient 

· Utilize appropriate dosage calculation and techniques for medication administration
· Demonstrate application of the principles of Relationship-Based-Care in working with the Psychiatric patient.

· Clinical paperwork will include the following: 

· 1-2 Mental status exams 

· 1-2 Interpersonal Process Recordings (IPR) assessments

· Nursing care plans as assigned by clinical instructor

· Weekly journaling as assigned by clinical instructor

· Drug cards for all medications for assigned patient(s)
· All clinical paperwork will be graded by the clinical instructor.
NRS420 BSN Clinical Objectives

Upon completion of the clinical component of this course, the student will be prepared to:
I. Integrate and utilize the standards of professional nursing practice when engaged in the art and science of nursing with clients, families, and communities across the life span at the baccalaureate level. 

II. Demonstrate professional, legal, and ethical behaviors at all times by collaborating with other members of the health care team in providing care to assigned clients.
III. Apply effective communication skills with assigned clients and their families, peers, agency personnel, and clinical faculty while in-patient as well as in a case management role after discharge at a level expected of a baccalaureate prepared nurse.
IV. Utilize the steps of the nursing process to formulate nursing diagnoses based on assessment, prioritize, and implement realistic nursing interventions for 2-3 clients with increasingly complex needs to improve and/ or maintain their optimal level of functioning.

V. Assess the bio-psycho-social-cultural, and spiritual needs of the client, family, and community as they relate to personal goals of wellness.

VI. Competently integrate nursing interventions that support patient advocacy and compassion.
VII. Integrate principles of growth and development across the life span in providing client care.

VIII. Incorporate concepts of teaching-learning when engaged in education of clients, families, and communities, and acknowledges the need for personal life-long learning.
IX. Demonstrate an understanding and relate the principles of relationship-based care across the life-span.
X. Investigate and integrate evidence-based practice findings related to holistic care for clients, families and communities.

Clinical Evaluation:

Clinical is graded on a pass/fail (P/F) basis. Failure of the clinical experience will result in failure for the entire course. In order to achieve a passing grade in the clinical component of this course, the student must: 

1. Demonstrate safe, quality nursing care:

a. Come prepared to the pre-conference/pre-shift meeting with the instructor having researched the pathophysiology and medications specific to the assigned patient

b. Demonstrate orally and/or in writing, as required by the instructor, nursing care plans for each patient

c. Seek help from the instructor as needed; do not perform new skills/additional skills without consent or supervision of the instructor.

d. Compute math/medication calculations correctly; have calculations checked prior to administering medications.

e. Demonstrate ability to perform assigned skills safely as needed.

2. Demonstrate acceptable professional behavior during the clinical experience:

a. Report pertinent changes in the patient’s health status immediately to the instructor and co-assigned nurse.

b. Report requests for medications or treatments for patients not assigned to the appropriate staff person; do not administer medications or treatments to patients not directly assigned without consent/supervision of the instructor.

c. Report off to instructor and co-assigned nurse prior to leaving the unit for any reason. 

3. Complete medication/drug cards per DSN standards, as appropriate.

4. Adhere to clinical attendance policies for all clinical unit orientations, assigned clinical days and other clinical assignments*

5. Satisfactorily complete the following assignments as directed by the Clinical Nursing Faculty.

Failure to meet the clinical objectives and adhere to clinical guidelines will result in a grade of unsatisfactory (fail) and/or termination of the clinical experience.   

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. Give any intravenous medication (IV Push) without direct supervision by a Registered Nurse; must be the clinical instructor unless specifically approved otherwise by the clinical instructor.
3. Perform any task that requires certification or advanced “instruction” (i.e., arterial blood gas (ABG) puncture, chemotherapy, remove PICC lines, telemetry, glucose monitoring—check with nurse managers, etc.).

4. Take physician orders, verbal or phone.  Transcribe chart orders.

5. Initiate invasive monitoring, regulated epidural analgesia, solely monitor patient following conscious sedation.

6. Witness or sign out controlled drugs in Accudose, Pyxis or Meditrol medication delivery systems.

7. End of shift controlled drug count (if applicable).  May not have controlled drug keys in their possession (if applicable).

8. Verify blood administration and/or witness blood administration forms.

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

10. Any policy and/or procedure that facility restricts student from performing.

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

12. Any task outside the RN 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 prescribed for each assigned patient. Students will not be administering medications to patients in this clinical experience.

· 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 below:

Medication Knowledge Base:

	Pt. initials
	Rm #

	Name of Drug
	Generic: Aspirin/acetylsalicylic acid – Brand: Ecotrin®

	Classification
	Antipyretic, non-narcotic analgesic. Anti-inflammatory, antiplatelet

	Use for this patient
	Reduce risk of MI by prevention of clots

	Action – as applies to this patient
	Prevention of clots due to anti-platelet action or reduces fever by action on hypothalamus heat-regulating center and vasodilation or reduces inflammation and pain by blocking prostaglandin synthesis, 

	Dosage Range
	Varies dependant on use from 80mg qd to 1.3G q6h

	Patient Dosage
	80 mg qd for antiplatelet action

	IV rate
	N/A

	Contraindications
	Hypersensitivity, bleeding disorders, use caution in pregnant/breastfeeding women.

	Side Effects
	Tinnitus, hearing loss, N&V, bruising, bleeding

	Labs
	Monitor hgb, hct, serum salicylate level (long-term use)

	Nursing Interventions/

Patient Teaching
	1. Give with food, milk

2. Monitor for abdominal pain or bleeding

3. Enteric-coated absorbed more slowly but less bleeding risk

4. Check with prescriber for use with OTC or other Rx drugs 

5. Advise patient to report any increased bleeding, bruising, or nose bleeds

6. Advise patient to take with food

	Must do
	Weekly skin checks for increased bruising


· ‘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.

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, mental health nursing and pediatrics.
· At least one care plan (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. At least three nursing diagnoses should be included in each nursing care plan. 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
Psychiatric diagnosis:  Antisocial Personality Disorder
Nursing diagnosis statement:  "Ineffective coping related to inadequate psychological resources”

Notice the related to portion did not say antisocial personality disorder, rather it stated the pathophysiology behind the psychiatric 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 antisocial personality disorder patient . . . 
Goal and Outcome #1:  Client will ask directly for basic needs.

.

Goal and Outcome #2:  Client will demonstrate appropriate behaviors.
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 anxiety 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 antisocial personality disorder patient . . . 
Goal/outcome #1 interventions w/ rationale:  

1)  Provided positive reinforcement when client uses non-manipulative behavior to ask for needs. Rationale: When client receives positive reactions to his appropriate behavior, he will become motivated to continue the behavior.
2) All requests, favors, etc will be channeled to two specific staff members.  Rationale:  This limits the client’s ability to utilize manipulation to secure his needs.

Goal/Outcome #2 interventions w/ rationale:
1) Set boundaries on client’s behavior.  Rationale:  If the client becomes self aware of his behavior and is able to respond to limits, his behavior will become more appropriate.

2)  Provide clear and concise consequences to client for inappropriate behavior. Rationale: Client will learn to control behavior in an effort to avoid unwanted consequences.
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 antisocial personality disorder patient . . . 

Evaluation of Goal #1: Client states awareness of manipulative behavior and is able to ask directly for basic needs.
Evaluation of Goal #2:  Client is able to develop alternative behaviors to deal with negative feelings and demonstrates appropriate behaviors to frustration and anger.
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Nursing Care Plan Form 
Student Name:
                                     Date:                                                 

Patient (initials only):                                    Patient Mental Health/Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include  at least two 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 two 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.

 
	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 (initials only):                                    Patient Mental Health/Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include  at least two 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 two 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.

 
	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 (initials only):                                    Patient Mental Health/Medical Diagnosis:


Nursing Diagnosis (use PES/PE format):

	Assessment Data

(Include  at least two 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 two 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.

 
	Statement #1

Statement #2  
	1.

2.
3.
1.
2.

3.

	1.

2.
3.
1.
2.

3.

	Outcome #1

Outcome #2




Denver School of Nursing

Nursing BSN Competencies

	The student enrolled in the upper-division nursing program (BSN) is responsible for demonstrating technical competencies in:

HANDWASHING

BATHS

BACKRUBS

ORAL HYGIENE

BEDMAKING

SPECIAL SKIN CARE

VITAL SIGNS

INTAKE AND OUTPUT

ENEMA

SPECIMEN COLLECTION

SPECIMEN TESTING

RESTRAINTS

ISOLATION

RANGE OF MOTION

PATIENT TRANSFER & POSITIONING

CHARTING

ORAL AND TOPICAL MEDICATION

  ADMINISTRATION TO ADULTS

UNIVERSAL PRECAUTIONS

BLOOD AND BODY FLUID PRECAUTION

PRE-OP CHECK LIST

NG TUBE INSERTION AND IRRIGATION

SURGICAL SCRUB

SURGICAL GOWNING

STERILE GLOVING

URINARY CATHETERIZATION

OXYGEN ADMINISTRATION

ORO- AND NASO- PHARYNGEAL SUCTIONING

CONTINUOUS BLADDER IRRIGATION

BLADDER IRRIGATION

DOUCHE

OPENING STERILE PACKAGES, ESTABLISH STERILE FIELD

STERILE DRESSING CHANGE

CALCULATE DRUG DOSAGES

PARENTERAL MEDICATIONS


INTRAMUSCULAR INJECTIONS


SUBCUTANEOUS INJECTIONS


INTRADERMAL INJECTIONS


INTRAVENOUS THERAPY


Start IV


Administer IV medications (with supervision)


Discontinue an IV


Calculate IV drip rate


Adjust drip rates


Monitor, record, and calculate IV credits


Assess signs & symptoms of infiltration


Hang a primary IV


Change tubing


Heparin lock or Buffalo cap and saline/


Heparin flushes application

TRACTION AND PIN CARE
	NEUROVASCULAR ASSESSMENT (CMS check)

ORTHOSTATIC BP MEASUREMENTS

ASSESSMENT OF CHEST PAIN

DOPPLER PULSES

ADMINISTRATION OF ALL PARENTERAL MEDICATIONS



IV medications



Trouble-shoot an IV



Infusion pump basics



Calculate complex IV problems

CENTRAL VENOUS ACCESS DEVICES

MEDICAL AND SURGICAL ASEPSIS


Neutropenic precautions


Infectious disease precautions

PREPARATION OF NURSING CARE PLANS

ASSESSMENT OF:


Edema


Breath Sounds

DIABETIC TEACHING


Insulin administration


Blood sugar monitoring

RESPIRATORY HYGIENE


Mechanical devices


Tracheostomy care and suctioning


Care of chest tubes

PLANNING, IMPLEMENTING AND EVALUATING PATIENT CARE

CHANGE OF SHIFT REPORT

GASTROINTESTINAL INTERVENTIONS


Drainage tubes


Feeding tubes


TPN and lipids


Ostomy care




Denver School of Nursing

NRS420 BSN Clinical Evaluation Tool

	AREA OF CLINICAL PERFORMANCE
	GRADE

	
	Unsatisfactory
	Satisfactory
	Comments

	Professional Development
	
	
	

	Therapeutic Relationships
	
	
	

	Nursing Process
	
	
	

	Process Recordings
	
	
	


   Student Signature





   Date

    CTA/Clinical Instructor Signature




   Date

   Faculty Signature





   Date

Clinical Agency 












	Instructor’s Comments:

	

	

	

	

	

	

	

	

	

	

	Student’s Comments:

	

	

	

	

	

	

	


DENVER SCHOOL OF NURSING

STUDENT VERIFICATION OF INFORMATION RECEIVED

By signing this form, I, ________________________________________, verify that 1) I have received the 

                                                              Student’s Name Printed

DSN NRS420 BSN Clinical Packet; 2) the guidelines and information presented in the packet have been explained to me satisfactorily; and 3)  I agree to abide by the guidelines and information presented in the packet.

______________________________________________    __________________

Student Signature                                                                    Date

______________________________________________    __________________

Faculty Signature                                                                    Date

Faculty to return to the Education Administration Office.

