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Bakersfield College

Medical Surgical Nursing – B23

Bakersfield College

Associate Degree Nursing Program

Nursing B23

Medical Surgical Nursing Laboratory (Clinical)
INSTRUCTOR:
Gabi Martin, RN, MSN, CCRN


Office:                MS 53




Office Hours:    Tuesday:       10:45 am – 13:45 pm 


               Wednesday: 12:30 pm – 14:30 pm
Skills lab:
   Tues/Wed:   13:45 pm – 14:45 pm
Office Phone #: 661-395-4403
Cell Phone #:     661-204-3010 (for clinical only)

Email:                gmartin@bakersfieldcollege.edu
Web Site:           Inside BC

   http://bcmartin.yolasite.com
CLASS DETAILS

Clinical Schedule (2 units):  
Gabi Martin: Mercy Hospital 2 W, Bakersfield:  Thursday/Friday 6:30 am - 4:00 pm (108 hours) also Bakersfield College Skills Laboratory:  10 hours in skills lab – no computer lab time. 
PAT log-in will be max 3 hours at a time. Please remember to log out before the 3 hours are up or the time is lost. Please log in and out! Attendance will be checked! Hours need to be completed by Wednesday April 25 2012!
COURSE DESCRIPTION

Correlated laboratory experiences are provided with emphasis on the adult client.  Concepts presented in Nursing B23 are applied in a variety of hospital settings.
PREREQUISITE

Concurrent enrollment in Nursing B23

REQUIRED TEXT
Bakersfield College Associate Degree Nursing Program Instructional Syllabus, Nursing B23

Students will need to bring one book from each of the following categories each clinical day:


1.   Laboratory and Diagnostic Reference Book

2. Intravenous Medication Book

3. General Medication Book

4. Nursing Care Plan Book

5. Medical Surgical Text Book
6. Clinical Laboratory Manual
COURSE ACTIVITES

Learning activities are directly related to level outcomes and unit objectives with an emphasis on the nursing process.  The course objectives are accomplished through a variety of assignments on a medical surgical unit or lab practicum.  Students are responsible for laboratory objectives, physical assessments, and written assignments.

COURSE POLICIES

General
Students are expected to attend each clinical day, be punctual, assume responsibility for assigned activities, be active participants in the learning process, and meet all established level objectives.



Cell phones must be turned off or placed in silent or vibrate mode (refer to facility policy).



No children will be allowed in the clinical setting.
Dress Code   Students are to adhere to the dress code as outline in the
Associate Degree Nursing Student Handbook
Attendance
Clinical experience is essential in order for the student to meet all course objectives.  Therefore it is imperative that students attend all scheduled clinical experiences.  Failure to meet course objectives will result in failure of the course.

The attendance polices as outlined in the Bakersfield College Catalog and Associate 
Degree Nursing Student Handbook will be strictly enforced.  One absence only for the 
clinical portion of Nursing B 23. If absences exceed the allowed amount, the student can either drop the course, or receive a letter grade.  It is the student’s responsibility to drop the course.  Clinical “make-up” days will not be routinely scheduled.

Lateness is not acceptable.  2 tardies will be considered one absence.
All absences and tardies must be reported to the clinical instructor, per direction, prior to the start of clinic.

Any disability/illness of three (3) days or more or any communicable illness or pregnancy will require a doctor’s release to return to the laboratory area and be submitted to the course instructor and to the Allied Health office.  Any restriction of activity will be considered in terms of meeting program objectives.  Any change in health status or medication use must be reported to the Director of the ADN Program.

Academic
Honesty       
Please refer to statements on academic honesty located in your Bakersfield College Catalog and Associate Degree Nursing Student Handbook.
Course 

Evaluations   Students are to complete the on-line Class Climate evaluation of the clinical instructor and

clinical site at the end of the rotation.
ASSIGNMENTS

Preparation for client care in the hospital setting:

· Students must attend IV Therapy Laboratory prior to entering the hospital setting.
· Students must have completed the medication administration test with 100% prior to entering the hospital setting.
· Students must complete ATI Skills Module – Physical Assessment prior to entering the hospital setting.
· Students must view OR video in the Skills Lab prior to scheduled OR day.
· Students must receive their patient assignments on Wednesday/Thursday afternoon in order to be able to prepare for patient care on Thursday/Friday morning (respectively).

· SIM – 1 hour to be completed by April 25 2012. Schedule with Nancy Mai

Students must pass clinical skills testing at the end of the semester. This skills testing may include level one and level 2 skills. 3 attempts are allowed for final skills testing. Retests cannot occur on same day as tested. Remediation consists of 1 hour in skills lab.
Nursing Process Paper:

All students are to complete one nursing process paper in B23.  Each process paper will be graded according to the section titled “Laboratory Grading Criteria”.  The process paper is due the Tuesday no later than 2 pm after the care for the process client and be turned in to your clinical instructor in manila envelope – no staples please! The student must inform the instructor by Friday before the end of clinical of the intention to complete a process paper – discuss with clinical instructor planned concept maps and TACTIS. All sections of the process paper must be completed in order to receive a grade. If this process paper does not meet the grading criteria for 75%, the student will be required to complete a second process paper due before the last day of clinical. No process papers will be accepted the last week in the clinical setting.
Weekly Care Plans: 
All students are to submit an abbreviated nursing care plan (ANCP) on the last weekly clinical day they are caring for that client. At least 1 ANCP needs to be submitted prior to the process paper.
Post Conference Assignment

A post conference teaching assignment will be assigned to each student to be presented the week they are team leader.  The topics will be assigned, and may include, but are not limited to QSEN, SBAR, hospital policy/protocols, laboratory tests, diagnostic tests, procedures, or a group of medications.
STUDENT EVALUATION

Evaluation is an ongoing, essential process in education, by which the student is apprised of his/her progress in meeting the level outcomes and unit objectives.  Theory and clinical grades are calculated separately. In order to pass the course, the student must achieve at least 75% in the theory AND 75% in the clinical components.  If the student achieves either less than 75% in the theory component, OR 75% in the clinical component, the student will not pass the course. 

Student performance evaluation is based on the course level outcomes and successful completion of written assignments.  Students must also meet all program critical elements found in the Bakersfield College Associated Degree Nursing Handbook. 
Clinical course is graded on a credit/no credit basis.  All students will receive an evaluation at the end of the rotation.  Students will receive a “credit” grade for Nursing B23 when all of the criteria have been met in the fore mentioned areas, as well as demonstrating competency in the clinical setting and skills lab with competency test based on 1st and 2nd semester skills.
Course Objectives and Expected Laboratory Competencies

COURSE OBJECTIVES

The focus of this course is the development of the theoretical and technical knowledge base to care for multiple adult and geriatrics clients and families in a variety of settings.

Upon successful completion of this course, the student will be able to:

1. Provide direct care utilizing the nursing process in caring for medical-surgical clients and their families with predictable and unpredictable outcomes from general and/or serious disease states involving physiological conditions in a variety of settings to promote and maintain optimal health.

2. Maintain avenues of communication with medical-surgical clients and their families to assess and implement care and support.

3. Employ the nursing process and teaching-learning principles in health promotion and self care to develop and implement teaching plans to instruct medical-surgical clients and their families in meeting short and long term goals. 

4. Manage the care of medical-surgical clients and their families using management principles to plan, set goals and implement.

5. Demonstrate increasing responsibility as a member of the nursing profession in providing care for medical-surgical clients:  acknowledge self-learning needs and develop plans to meet them.

Bakersfield College - Associate Degree Nursing Program

Nursing B23

Clinical Guidelines:
1. Be on the unit and ready at 06:30am.  At this time questions can be asked and answered.  All students’ paperwork will be checked for preparation of safe delivery of nursing care.

2. Breaks – Team leader must be notified of any breaks.  When taking a break, another student must watch and be responsible for your clients (not the hospital staff).  Students are allowed (2) 15 minute breaks and a 30 minute lunch break.  Smoking areas are outside in designated area.  There is no chewing gum, eating, drinking while on the unit.

3. When you have questions during the day, it is expected that you ask the instructor.

4. Report -  SBAR needs to be giving prior to breaks and at the end of the day.

5. Post conference begins at 1500, please be on time.

6. Please turn process papers in a manila envelope, keep all graded assignments together.

7. The checklist titled “Clinical Skills Completed” is due during the last week of clinical.
Laboratory Rotation Responsibilities:
1. You will provide primary care to assigned clients, which means you will meet all their nursing needs.

2. You are to obtain the following information on the evening before clinic:

a. Client initials, room number

b. Medical diagnosis, all identified on admission and write-up the following:

- Pathophysiology and associated signs and symptoms

- Past medical history

- Allergies with client reaction

- Lab values as applicable to the medications you are administering

- Medications to be administered - Review: purpose, action, side effects and special considerations. Basic understanding of medications needed prior to clinical day.

Clinical Day

1. Check assignment for any changes first 
2. Review chart for any new orders, filed reports or new medications
3. Get report from night shift, walking rounds, introduce self and role to nurse and client

4. Begin your shift, assessments, vital signs, basic and advanced patient care

5. No medications are to be administered without prior approval of the instructor

6. Prior to administering your medications, all students will be asked the following:

a. name and purpose of drug

b. action and why you are giving the drug

c. how the drug relates to the client’s disease process

d. dosage of drug and is it correct or not

e. side effects / complications of the drug

f. route to be given – if mixing is involved – min. safe dilution and min. safe infusion
g. special consideration such as B/P, heart rate

h. lab values as appropriate

7. What to bring to clinic each day:

a. Equipment: Watch with second hand, stethoscope, bandage scissors, clamps, pen light
b. Books as directed
Operating Room Objectives
Students must view video in the skills lab before OR experience.

Objectives
1. Student will recall types of surgery:  diagnostic, curative, restorative, palliative and cosmetic.

2. Student will recall types of anesthesia:  general, regional and local

3. Student will discuss factors in determining choice of anesthetic agent to be used.

4. Student will be able to explain fire, explosion, and electrical safety as it relates to the OR.

5. Student will observe positions required for surgery: supine, prone, Trendelenburg, reverse Trendelenburg, lithotomy, lateral, and thyroid exposure.

6. Student will demonstrate gowning and sterile gloving.

7. Student will provide patient will privacy

8. Student will recall the difference in the role and duties of the scrub nurse and circulating nurse.

9. Student will become familiar with the OR record.

10. Student will become familiar with sterile technique and restricted areas of the OR.

11. Student will be able to discuss the importance of shoe covers.

12. Student will be exposed to holding room policies for the surgical check.
13. Student will participate in transporting patient from OR to PACU

14. Student will recall process of patient flow from holding room through OR to PACU
Whenever possible, the student should be allowed to participate in activities in the OR:  gloving, gowning and assisting with procedures.
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Grading Criteria

For 

Nursing Process
Part I (5points)


Cover sheet



(Include course number and name, your name, date and instructor


Demographics and MD Orders



( Client initials, room #, gender, age, code status, advanced directive admission date



(Admitting primary diagnosis




primary diagnosis client admitted with e.g. r/o pneumonia or abdominal pain



(Secondary diagnosis




diagnosis made after admission



(Brief history of present illness




this should include what lead up to the admission and complaint (SBAR format)


•Recent surgical procedures



•Past medical history




list past medical problems and / or surgeries




no patho or signs and symptoms required



•Substance Use

include the use of tobacco, alcohol, street drugs, OTC drugs, length of use and time of last use



•Allergies and client reaction




include patient reaction, state NKDA if appropriate

•Religious preference/ethnicity/marital status/family structure/occupation (if retired or  

            disabled state former occupation)


•Active Physician Orders (also called current physician orders)



All MD orders during assignment to patient (discuss with instructor)




Respiratory treatment: include oxygen L/min, route include respiratory

treatments e.g. albuterol, include dose and route, IVs, treatments, medications as written by MD, diet and labs.

Part II (20 points)


Pathophysiology (2 needed)
•Primary diagnoses – choose one covered per Level 2 syllabus (ask instructor if not sure)

Include a definition of patho (incl. etiology, risk factors, chronicity and prognosis), signs and symptoms, potential complications, lab and diagnostic studies 

and expected findings, and medical and nursing interventions.  Use your pathophysiology concept map for this. 




Highlight patient specific data.
Part III (10 points)


Medications



•Medication List (TACTIS Face Sheet)
Look up all active medication orders, include all routine and prn medications (incl reason)



Include IV solutions and additives, state the reason for IV therapy




Include rate, site, tubing and when it needs to be changed. 


•TACTIS (5 needed)



Start with routine meds, then IV, then prn




Show MD order as it is written by MD




List generic and trade names




Include pharmacological classification of drug




Include why client is taking this specific drug




For prn’s why did the physician order the drug




Identify Drug book used for reference – don’t forget the page number




Therapeutic effect – not the same as action




Action – how it works




Contraindications




Toxic/Side effects – toxic is life threatening, side effects include the most

common, include side effects that are found duplicated with other medications the client is received – bold or highlight these, patient specific



Interventions/Nursing implications

These are special precautions, nursing actions that must be done prior to administering the medications (VS, labs, HR)

                                     Safe dose – recommended dose found in drug book, if does exceed or is less

 than identified does is the text, why, it is ok what should be done?

                                     MSI – minimum safe infusion – how fast can you safely administer the med?




 MSD – minimum safe dilutions for all IV meds refers to what is the minimum

amount of fluid the IV med must be diluted with?  What will you dilute it with?

Part IV (10 points)


Laboratory and Diagnostic exams



•Name and date of test



•Definition and description of test



•Normal and abnormal values



•Analysis of abnormal values in relation to client’s diagnosis



•Make a definite decision about why they are abnormal



•Nursing interventions should be realistic and appropriate for your client



•Note – if there are no abnormal labs state “No abnormal labs”


  If patient does not have a lab drawn indicate N/A

Part V (10 points total)


Physical Assessment (8 points)


•Start with the time you conducted your assessment 

  Include pertinent information under each system



•Include physical assessment for each day care is given


Narrative notes (2 points)


Start with initial statement (i.e. report received, and patient’s general appearance)



Describe care of the patient in a timeline throughout the day



End with who you reported of to, and statement about patient at that time

Part VI (40 points)


Nursing Care Plan



•Nursing Diagnosis




Must correlate with assessment findings

Should be validated by either labs, physical assessment, past medical history, diagnostic exams or present medical diagnosis

Must be written NANDA style with “related to” and “as evidenced by”

Actual nursing diagnosis = “r/t” and “aeb”, High risk = r/t, PC = potential complication.


•Top 4 Nursing Diagnoses 



Identify top 4 pertinent nursing diagnoses




These are the current diagnosis after your initial assessment




Prioritize the list- which is most dangerous to your client, which one, if resolved




deletes other problems, what kept you busy?




Example nursing diagnosis:

Impaired Gas Exchange r/t alveolar membrane changes and excessive mucous productions secondary to COPD e/b dyspnea, tachypnea, tachycardia, PaO2 55, and Sat 88%

High Risk for Aspiration r/t difficulty swallowing

PC:  Pneumonia



•Plan of Care




2 nursing diagnoses which are appropriate for the client

•1 nursing diagnosis should be the #1 priority in regards to pathophysiological needs

•1 nursing diagnosis based on what you feel your care was centered around




Assessment (supportive data)





•Include everything that led you to the dx as well as risk factors.

•Should include physical exam, lab data, diagnostic data, past medical history and present medical diagnosis

•This column should have 5-10 findings




Goals





•Appropriate and realistic short and long term goals





Example of goals:




Short Term - The client will maintain pulse oximetry greater than 90 the 
                                                          end of this shift 





Long Term - The client will have ABG’s within his chronic baseline values 
                                                           of Pa O2 >65% and a SaO2 90% with supplemental oxygen by  

                                                           discharge. 




Nursing Interventions





•All that are applicable – a very minimum of 4




•Prioritize, usually assess first





•specific, what are you assessing for?  Push fluids? How much?




  Did you collaborate with another discipline (i.e. RT), 





  Patient teaching



Rationales





•these should correlate with client’s medical diagnosis





•should be related to the problem





•be client specific





•include references




Evaluation





•was the goal met, is the client making progress towards the goal





•was the goal realistic?

•draw conclusions, continue same plan of care or does it need revisions or additions – evaluate each intervention!
Part VII (5 points)


Summary Statement




•Refer to syllabus for Level 2 Outcomes and objectives



Reference List




•Alphabetized




•APA format preferred




•Include reference on each patho page, medication sheet and with rationales




 use author and year format i.e. (LeMone & Burke, 2008)



Overall Format

•Process paper must be typed, standard font, spelling and grammatically correct,  

    watch page breaks!!



•Late papers, minus 5 point per day




•Attach the Nursing Process Grade Sheet
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MEDICAL SURGICAL NURSING 2 

NURSING PROCESS

Student name:    ______________________

Date of Care:     ______________________

Instructor:          ______________________

PART I:  DEMOGRAPHICS & CURRENT PHYSICIAN ORDERS

	Room # / Initials
	Height
	Weight

(kgs)
	Age / Gender
	Immunization / Date
	Advanced Directive
	Code Status
	Admit 

Date
	Date(s) of Care

	     
	
	
	
	□ Influenza

□ Pneumovax 

□ Tetanus
	□  Yes

□  No
	□Full

□Directed

   □ CPR

   □  Drugs

   □  Ventilator
   □   Defibrillate
□DNR
	
	

	Presenting Signs / Symptoms 

	Admitting Diagnosis

	Secondary Diagnoses (Acquired during hospital stay, subsequent to admitting diagnosis)



	History of present Illness (Sequence of events beginning from admission expanding to day of care- SBAR)



	Recent Surgical Procedure(s) / Date(s)  (Within in the past five years, or relevant to current diagnoses)

	Past Medical History



	Substance Use  (Include type, frequency, and duration)
Tobacco           □ Yes   □ No   

Alcohol            □ Yes   □ No   
Elicit drugs     □ Yes   □ No     
OTC                □ Yes   □ No        

	Allergies / Reactions



	Ethnicity
	Religious Preference
	Marital Status / Family Structure
	Occupation


All CURRENT (ACTIVE) PHYSICIAN Orders

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


time: ________ vS: ____________________________

Time: ________ vs:____________________________
                                                                                             Physcial Assessment                                 Date/Time: __________________
General:________________________________________________________________________________________________________________________________________________________________________________________________________________

Neuro:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cardiac______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Resp________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

GI_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

GU_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MS_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Integumentary_______________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Pysch/Soc___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What cultural influence will affect your care? ______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Narrative notes (include times): _________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PART II:  PATHOPHYSIOLOGY CONCEPT MAP






PART III:  T A C T I S  FACESHEET
Complete a medication list for all drugs, routine and PRN, which includes drug, dose and frequency.  

Routine Medication (PO, IM, IV, etc) 
Parental fluids:  Intravenous Infusions


Intravenous fluid:  composition of fluid


Additives:

Why is your client getting this solution?


Site:

Tubing:
PRN Medications

PO
IV

Other

PART III:  PRESCRIBED MEDICATIONS: T A C T I S
MEDICATIONS – TRADE / GENERIC________________________________________________________________________________________________

DOSE / ROUTE /  FREQUENCY _____________________________________________________________________________________________________
PHARMACOLOGICAL CLASSIFICATION_____________________________________________________________________________________________________________

Why is this client receiving this drug? __________________________________________________________________________________________________
	T

Therapeutic classification
	A

Action
	C

Contraindications

(list only if  contraindicated for this client)
	T

Toxic /Side Effects

(Most  serious & frequent)
	I

Interventions

(Include nsg intervention, labs, parameters for this med)
	S

Safety

(Include MSI *& MSD*for all

IV Meds)

	 


	 


	
	 
	
	Safe dose:     □Yes    □ No

Crush med:   □Yes    □ No


*All meds being titrated (i.e., heparin) state appropriate lab results related to medication administration.


           


** MSI – minimum safe infusion;  MSD – minimum safe dilution






           Reference: ______________________

PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL 

	Test


	Reference Range
	Date

Baseline
	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	WBC

 
	 
	 
	 
	 
	 

	RBCs

 
	
	 
	 
	 
	 

	Hgb

 
	
	 
	 
	 
	 

	Hct

 
	
	 
	 
	 
	 

	MCV

 
	
	 
	 
	 
	 

	MCH

 
	
	 
	 
	 
	 

	MCHC

 
	
	 
	 
	 
	 

	RDW

 
	
	 
	 
	 
	 

	Retic.

 
	
	 
	 
	 
	 

	Platelet

 
	
	 
	 
	 
	 

	Neutrophils


	
	 
	 
	 
	 

	Lymphocytes

 
	
	 
	 
	 
	 

	Monocytes

 
	
	 
	 
	 
	 

	Eosinophils

 
	
	 
	 
	 
	 

	Basophils

 
	
	 
	 
	 
	 


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL


	Test


	Reference Range
	Date


	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	Sodium

 
	
	 
	 
	 
	 

	Chloride

 
	
	 
	 
	 
	 

	Potassium

 
	
	 
	 
	 
	 

	CO2

 
	
	 
	 
	 
	 



	BUN

 
	
	 
	 
	 
	 

	Creatinine


	
	 
	 
	 
	 

	Glucose

 
	
	 
	 
	 
	 



	Magnesium

 
	
	 
	 
	 
	 

	Calcium


	
	 
	 
	 
	 

	Phosphorus

 
	
	 
	 
	 
	 

	INR

 
	
	 
	 
	 
	 

	PT

 
	
	 
	 
	 
	 

	PTT


	
	 
	 
	 
	 

	Why  on anticoag
	
	
	
	
	


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL

	Test


	Reference Range
	Date
	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	AST

 
	
	 
	 
	 
	 

	ALT

 
	
	 
	 
	 
	 

	Acid Phosphatase
	
	 
	 
	 
	 

	Ammonia

 
	
	 
	 
	 
	 

	LDH

 
	
	 
	 
	 
	 

	Alk. Phos.

 
	
	 
	 
	 
	 

	Total Bilirubin

 
	
	 
	 
	 
	 

	Cholesterol

 
	
	 
	 
	 
	 

	Uric acid

 
	
	 
	 
	 
	 

	Total protein

 
	
	 
	 
	 
	 

	Albumin

 
	
	 
	 
	 
	 

	Globulin

 
	
	 
	 
	 
	 

	Amylase

 
	
	 
	 
	 
	 

	Lipase

 
	
	 
	 
	 
	 


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL
	Test
	Range
	Date

	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	 pH
	
	 
	 
	 
	

	 pCO2
	
	 
	 
	 
	 

	 pO2
	
	 
	 
	 
	 



	BE
	
	 
	 
	 
	 



	O2 Sat
	
	 
	 
	 
	 

	HCO3
	
	 
	 
	 
	 

	 Interpretation
	
	 
	 
	 
	 

	*Oxygen
	Device

% FiO2  
	Device

% FiO2 
	Device

% FiO2 
	Device

% FiO2 
	

	Action taken to correct balance?


	
	 
	 
	 
	 


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL

	Test


	Range
	Date

Baseline
	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	Digoxin 

	
	 
	 
	 
	 

	Theophylline 

	
	 
	 
	 
	 

	Dilantin
 
	
	 
	 
	 
	 

	Antibiotics
	
	 
	 
	 
	 



	 


	
	 
	 
	 
	 

	
	
	 
	 
	 
	 

	
	
	 
	 
	 
	 




	Source:
	Range
	Date


	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	Color
	
	
	
	

	Appearance
	
	
	
	

	Spec.gravity
	
	
	
	

	Protein
	
	
	
	

	Glucose
	
	
	
	

	Ketones
	
	
	
	

	Nitrites
	
	
	
	

	Leukoesterase
	
	
	
	

	Bacteria
	
	
	
	

	Blood
	
	
	
	

	Other
	
	
	
	


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL

	Test


	Body Part Involved
	Reason this test performed on client
	Date

 Result
	Date

Result
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	X rays
	
	
	 
	 
	 

	X rays
	
	
	 
	 
	 

	X rays

	
	
	 
	 
	 

	 MRI / CT

	
	
	 
	 
	 



	 

Nuclear Scan

	
	
	 
	 
	 

	Other

	
	
	 
	 
	 


PART IV:  ADULT LABORATORY / DIAGNOSTIC TOOL 

	Test


	Range
	Date


	Date
	Date
	Identify ( (/ Significance / Analysis / Nursing Interventions 

	 
	
	 
	 
	 
	 

	 
	
	 
	 
	 
	 

	 


	
	 
	 
	 
	 

	 
	
	 
	 
	 
	 



	 


	
	 
	 
	 
	 

	
	
	 
	 
	 
	 

	 
	
	 
	 
	 
	 




PART V:  NURSING DIAGNOSES: PRIORITIES AND RATIONALES

	NANDA Statement in Order of Priority
	Rationale for Priority

	1


	

	2.


	

	3.


	

	4.


	


PART V:  PLAN OF CARE

	Priority         #
	NANDA 

Diagnostic Statement
	Goals
	Nursing Interventions
	Rationale
	Evaluation

	
	NDx: (problem)
R/T: (etiology / factor
AEB:  (s/sx; defining characteristics, lab,    

              diagnostic data)


	(list measurable outcomes)
STG:  Client will: 

LTG:  Client will: 


	1.

2. 

3.

4
	1.

2. 

3.

4.
	Goals accomplished?

STG ?          □ Yes          □ No

LTG ?          □ Yes          □ No




PART V:  PLAN OF CARE

	Priority         #
	NANDA 

Diagnostic Statement
	Goals
	Nursing Interventions
	Rationale
	Evaluation

	
	NDx: (problem)
R/T: (etiology / factor
AEB:  (s/sx; defining characteristics, lab,    

              diagnostic data)


	(list measurable outcomes)
STG:  Client will: 

LTG:  Client will: 

 
	1.

2. 

3.

4.


	1.

2. 

3.

4.


	Goals accomplished?

STG ?          □ Yes          □ No

LTG ?          □ Yes          □ No




Part VI:  Summary Statement

Once your process is complete, review each section in terms of specific Level Outcomes including the RN’s role as a Provider of Care, Manager of Care, and Member of the Nursing Profession. Write a short summary statement on how you have met these three RN roles.
Provider of Care:

Manager of Care:
Member of the Nursing Profession:

REFERENCE

NURSING PROCESS GRADE SHEET

Nursing B23 Medical Surgical 2
Name: ________________

	Part
	Grading Criteria
	Possible Points
	Points

Earned
	Comments

	 I


	Demographics

    PMH    
    HP          (2pts)
    Current (active) MD Orders (3 pts)
	5
	
	

	II
	Patho Concept Map  (2 needed)
    Definition, etiology, chronicity, prognosis, risk   

    factors, signs and symptoms, lab and diagnostic  

    studies,  medical and nursing interventions, and  

    potential complications. (Highlight patient specifics)
	20

	
	

	III
	Medications

Tactis Face sheet – list of ALL current meds (2.5pts)
5 TACTIS – (discuss with instructor)
    Client specific (1.5 pts each)
	10
	
	

	IV
	Labs / Diagnostics
    Client specific
    Analysis including nursing intervention
	10

	
	

	V
	Physical Assessment
    Validates diagnosis  (8 pts)
    Narrative nurses notes for day of care (2pts)
	10
	
	

	VI
	Plan of Care

Top 4 Nursing Diagnosis (10 pts)
Prioritized with rationales 
Write up of 2 of top 4 nursing Diagnoses
Goals (5 pts)
    Patient specific

    Realistic and measurable time frame
Interventions and Rationales (20pts)
    Appropriate
    Realistic

    Minimum of 4 per diagnosis
    Prioritized
Evaluation (5pts)
Where the STG and/or LTG met?
	40
	
	

	VII
	Summary Statement

Insightful statement reflecting on care 

    (Use syllabus as guide) (2pts)
Presentation and format  (3 pts)
	5
	
	

	
	FINAL SCORE
	100
	
	Note: Please see comments thru-out paper.


BAKERSFIELD COLLEGE

ASSOCIATE DEGREE NURSING PROGRAM

Weekly Nursing Care Plan

Pt. initials_________                                                                Student Name___________

Room #__________                                                                 Date__________
                          

Situation:__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

Background:_______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Assessment:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recommendation:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
VS______________________________________________  O2 Sat______   Pain Scale______

VS______________________________________________  O2 Sat______   Pain Scale______

IV Therapy:  Solution_____________________________Rate____     Site___________

Medications:

1.




6.


2.




7.


3.




8.


4.




9.

5. 10.

Labs:







Significance:


Na+          Cl-            BUN                 Glu

K+           CO2           Cr


WBC       Hgb                   Plat

                Hct

Other________________________

PHYSICAL ASSESSMENT: 
General Appearance:____________________________________________________________________________________________________________________________________________________________________________________________________________

Neurological:____________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________
Cardiovascular:__________________________________________________________________________________________________________________________________________________________________________________________________________
Respiratory:_____________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Gastrointestinal:_________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Genitourinary:____________________________________________________________________________________________________________________________________________________________________________________________________________
Musculoskeletal:_________________________________________________________________________________________________________________________________________________________________________________________________________
Integumentary:__________________________________________________________________________________________________________________________________________________________________________________________________________
Psycho/Social:____________________________________________________________________________________________________________________________________________________________________________________________________________
What cultural factors influence this client/family?  How do they affect your nursing care?                ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Nursing Notes

	Date
	Time
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Nursing Care Plan

Nursing Dx:____________________________________________________________________

    Interventions


1.________________________________________________________________


2.________________________________________________________________

3.________________________________________________________________

            4.________________________________________________________________

           5._________________________________________________________________

Nursing Care Plan

Nursing Dx:____________________________________________________________________

    Interventions


1.________________________________________________________________


2.________________________________________________________________

3.________________________________________________________________

            4.________________________________________________________________

           5._________________________________________________________________

PART III:  PRESCRIBED MEDICATIONS: T A C T I S
MEDICATIONS – TRADE / GENERIC________________________________________________________________________________________________

DOSE / ROUTE /  FREQUENCY _____________________________________________________________________________________________________
PHARMACOLOGICAL CLASSIFICATION_____________________________________________________________________________________________________________

Why is this client receiving this drug? __________________________________________________________________________________________________
	T

Therapeutic classification
	A

Action
	C

Contraindications

(list only if  contraindicated for this client)
	T

Toxic /Side Effects

(Most  serious & frequent)
	I

Interventions

(Include nsg intervention, labs, parameters for this med)
	S

Safety

(Include MSI *& MSD*for all

IV Meds)

	 


	 


	
	 
	
	Safe dose:     □Yes    □ No

Crush med:   □Yes    □ No


*All meds being titrated (i.e., heparin) state appropriate lab results related to medication administration.


           


** MSI – minimum safe infusion; MSD – minimum safe dilution





           Reference: ______________________

Medication sheet                                                                                




      Student Name: ___________________________                                        Date:_____________

Room #___________       Initials: _______________

IV: Site:________________________________  Solution: _____________________________________ Rate: _____________________________________

	Medication/Dose/Route
Classification?
Pharm & Therapeutic
	Time to given
	Indication and Purpose
        
	Reason for pt getting

Meds?
	Actions---------------
	Contraindications/ 

Side effects
	Interventions:

Labs, VS
	Safe dosage/
Dilution
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Team Leading 

Assist in making team assignment the night before: Teamleaders  (TL) for both Thursday and Friday will meet instructor at clinical site at 1530 on Wednesday

Familiarize yourself with the medical diagnosis, history, labs, and scheduled procedures


Look at current (active) doctors’ orders


Complete Situation and background of  TL paperwork

Decide what type of leadership skills you will develop
In the morning update pt. care assignments by assigning new pts.

Take morning report on team with the unit charge nurse


Make general, focused assessments on the clients (pneumonia pt – breathing ok?), review labs


Make q2 hour rounds on team and team members

Assign breaks and lunches, assuring coverage at all times
Serve as a resource for team members:

Circulate and see that:



Hourly rounds and charting is complete



Ensure that patient care is being done

Monitor I & O, check to see that it is kept up-to-date and that amounts are adequate

Assist and delegate to team members as necessary

Help with any problems that arise, consult with instructor after plan for                          intervention has been made but before implementation

Charting – check that it has been done and is thorough, all pertinent information is reflected, and      

           charting reflects status of the client

Vitals and I & O are complete and recorded on an on-going basis on the client’s door – List of vital     

            signs to instructor by 1000
Diet type and amount in % is recording on the graphic flow sheet in the chart

Make assignments for the following day based on acuity in collaboration with oncoming team leaders

Lead post-conference


Present/teach I during post conference as assigned:
Topics:

Potassium protocol




PICC line care
ECG lead placement




ABC (rapid response)
Isolation precautions




Fall precautions
Chemo precautions




SBAR
National patient safety goals



Discharge paperwork
Incentive spirometer




QSEN
Pressure ulcer prevention measures

Insulin protocol

Medication reconciliation
Pneumovaccine and influenza vaccine

Team Leading Experience
Student’s Name: __________________________                                                             Date: ___________________

Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________

Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________

Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:____________________________________________________________________________________________________________________________________________________________________________________
Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________

Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________

Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________
Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________
Patient care student:   _______________________________           Client’s Initials: _____                   Room#: ______        

Situation: _________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Background: _______________________________________________________________________________________

__________________________________________________________________________________________________Abnormal lab (day prior to TL): _______________________________________________________________________

Assessment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Lab day of care: ____________________________________________________________________________________

Recommendation:_____________________________________________________________________________________________________________________________________________________________________________________

Team Leader Reflection

Review 3 different leadership styles and give examples on how you could use them in your team leading experience (Complete the night before your team leading experience): ________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kind of leadership style did you use? Give an example! Did it work? What would you do different next time? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Review conflict resolution strategies and explain how they might help you as a team leader? (Review night before TL)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did you encounter any conflicts? With co-workers, staff, patient, etc? How did you handle the situation? ____________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe the role of the charge nurse. What are your thoughts about the role of the charge nurse now that you have more insight?  _____________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kind of time management challenges did you encounter? How did you handle it? __________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List the 5 rights of delegation. Did you do any delegating? Did you consider the 5 rights of delegation when delegating?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Any other thoughts you would like to share? _____________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Potential complications





Risk factors





Signs and symptoms





Disease Process _______________________________________


Pathophysiology (Definition / etiology chronicity and prognosis)





Nursing interventions    





Medical interventions, labs and diagnostic studies      
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