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Covenant School of Nursing

IM8 Clinical Experience- Daily Events Record

Student:% UNIT: PV preceptor: L guyen Anduson

Instructions:

l. Student’s responsibility:

This form must be presented to the
Preceptor on the first day of clinical.
Write the highlights & skills
observed / performed every each
clinical time.

Discuss with the preceptor & write

the areas to improve before the end
of the shift,

2. Preceptor’s responsibility:

- Must give feedback on the areas to
improve & instruct the student to
write on the allotted space.

3. Student & preceptor must sign their
Initial every each clinical day.
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1. Team work-Rapid response . _ T
2. learning opportunities —Staph infection 10/2373018
3. Post op admission
Areas to improve: s
1. Assessment _—
2. Anticipation of patient needs Student
3. working on skills on Blood draw ot f
Skills observed & performed: A.San
1. NGT insertion Preceptor
2. Orthostatic vital sign
3. Trach suctioning
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Purpose: This inv
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Introduction: Pre.A:orv of required skills Is to comleted on classroom orientation,

Preceptorship Cllnlcasl‘!:']smen‘= Mark an X on each skills that d
me= Write the date & preceptor's initial that describes y
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escribes your experience.

|Student's Pre-Assessment

Skills

No Experience

CPE

performed Independently

I. Assessment

a. Gestational age

A

-EDC/LMP

- Ballards Scoring

)1

1.Physical

2. Neurological

b. Physical assessment

- Integumentary

- HEENT|

our experl

- Respiratory

- Cardiovascular

clinical Midterm s i

Clinical Time
[preceptorship T2 dependently L ——

performed in

Pre
supervlsed________

- Gastrointestinal

- Genitourinary

- Muscoskeletal

> PP

- Neurological

c. Behavioral Assess't
- Neonatal

abstinence

scoring

d. Pain Assessment

- NPASS/FLAC
- NPASS sedation

e. Vital signs

f. Apgar scoring

1. Medication

a. Perorem
b.NGT/OGT

c.Topical |
d.IM-Vastus lateralis

e. Rectal

f.Nasal

g.0Opthalmic

h. IV/Central line

i. Calculate dosing

j. Calculate drips

k. Emergency drug

sheet

11I. Care management
a. IVF/CVL

1.UVC

2 UAC

_ Change of fluids

- Transducer
maintenace &
calibration/level

“Transducer set Up
Blood collection

4. BROVIAC
52 peripheral
arterial line
_ Clave change
~Dressing change
~Adm. of TPN
_Adm. Lipids
_ Assist CVL
placement
|V. Chest Tubes Mgt.
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—epome |

et

et

.t

I

|t

| —

B N

L —

]

e

10

I
T
e
A

I
I




- Set u CTUbes
- Assist | CTubes

lacement
Teémoval
- CTube er‘Sslng =
Change

- Monltoﬁn8
3. Suction level

C. Alr leaks -

V. Enterq) Feedings
~Insertion OGT/NGT

-~ Removal of tubes

- Check plaCEment

& residua)

- Calculate mi/min
- Dressing Change
- Care of Ostomy
- Care of gastric

decompression
VI,

-
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- Suctionin g —
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Dressing ch —
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- Check for air leak
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I. Labofatory

b, Drainase level
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- Check MD orders 5 i
- Collection

a. Heel stick X

b. Blood draw

-Broviac ~

C. Tracheal /
[ —

nasal aspirate
d. Skin swab

- Diagnostic test
a. Urinalysis

b. Blood culture
C. Glucometer

A (3%
o

d. Urine drug test

e.Lp |

)

f. Thoracentesis

- Interpret Lab.

results

a. CBC|

b. BMP/CMP

c. ABG

d. CXR

VIIl. Oxygen MGT.

- HFJV

- HFOV

- NIPPV

- A/C Mode

- SIMV-Invasive

- Bubble CPAP

- CPAP vent

- HFNC |

- Nasal Cannula

- Ventl Mask

- Weaning (ROAR)

VIlll. NICU age appr't

equipments

- Incubator

- Radiant warmer
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h. Vital signs e B Enaa
XI. Collaborative \\\L\¥ 0 lm
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- Diagnostic Y 1
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- Chaplain \\ﬁ.‘
Xl Adm/Discharge | —
- Routine adm, s
|- Small Baby adm \( \VE’
- Bed Preparation |y
- Unit transport ¥ i) \J
- Education v
b. Dscharge
- Newborn screening
- Hearing screening
- CHD screening
- Car seat challenge
\
- Education
Xlll. Others
a. Assist | w
- Adm. surfactant [ ¥
- Intubation J
- Eye exam X
b. Participate in code VK
team | U
c. Observe
- NSDelivery
- Ceasarian section _
d. Practice Infection | P
control protocols -
e. Prep for pre-op ».
f. Post op mgt.
g. Monitoring INEE
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