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=Student
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preceptor on the first day of clinical. | 3. Post op admission 10/23/2018
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clinical time. 2. Anticipation of patient needs Student
- Discuss with the preceptor & write | 3. working on skills on Blood draw
the areas to improve before the end | Skills observed & performed: A. Santos
of the shift. 1. NGT insertion Preceptor
2. Preceptor’s responsibility: 2. Orthostatic vital sign
- Must give feedback on the areas to 3. Trach suctioning
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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Capstone Preceptor Appraisal of Student Performance

Preceptor Completes and Reviews with Student

Studenf./(hf< W/l/\ L\’}L-Q VAN
)

1. Pleasa reflect on the student’s clinical performance during the capstone preceptorship and rate the following:

Midterm: [

Final:

Unlt:TDl(al)

Below Average
Performance

Neads Significant
Guidance

Satisfactory Outstanding
Performance Performance
Needs Average Needs Minimal

Guidance

Guidance

l
|

|
|

Student uses the Nursing Process to provide
comprehensive, evidence-based nursing
| practics. (Graduate Competency (GC) 1)

O

O

care using time management and

\Student coordinates and develops a plan of
prioritization. (cc 1 & 3)

\ Student makes safe clinical decisions. (Gc 3)

Student advocates for patient/family rights
and quality nursing practice. (GC 4)

Student uses professional, assertive, and
collaborative communication. (cc 2, 5, & 6)

Student documents according to agency/unit
standards. (GC 2)

Student develops teaching/leamning
strategies to meet patient/family needs. (Gc 3

i S S

&7)
[ Student assumes a leadership role in clinical
practice. (c8)

Student is self-directed and demonstrates an
interest in learning. (Gc 8)
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2. What do you think are the student’s personal strengths?
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3. What have you identified as an opportunity for improvement for the student?
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Instructional Modeule *: Capstone Precepted Clinical Experience Skills Check list

Critical Care Unit: NICU & PICU

purpose: This inventory of required skills is to comleted on classroom orientation, Clinical Midterm & Clinical Finals
jmtroduction: Pre-Assessment= Mark an X on each skills that describes your experience.
preceptorship Clinical Time= Write the date & preceptor’s initial that describes your experience.

[Student’s Pre-Assessment

Preceptorship Clinical Time

i |

Skills

No Experience

CPE

Performed Independently Supervised

performed indep ¥

I, Assessment

a. Gestational age

-EDC/LMP

- Ballards Scoring

1 Physical

2. Neurological

b. Physical assessment

- Integumentary
- HEENT|

- Respiratory

LG Qo

- Cardiovascular

L(: 124(0

Mo 'Mﬁf
Me (2]

Gastrointestinal

LG /b

Mb 4

- Genitourinary

Mp |

- Muscaskeletal

- Neurological

XX Ix )(7z><_

LG T
LG 2k

X 1% X % X

A 20—

c. Behavioral Assess't

- Neonatal

abstinence

SCoring
d. Pain Assessment

| - NPASS/FLAC

X

K

1241

‘ - NPASS sedation

‘e, Vital signs

X

f Apgar scoring

il. Medication

a. Per orem

b.NGT/OGT

LGP

c.Topical l

Id. IM-Vastus lateralis

[: Rectal l

[nasat |

g.Opthalmic
h. Iv/Central line

(G (2(1b

I

i. Calculate dosing

j. Calculate drips

X

(Y]

k. Emergency drug
sheet

<

. Care g

N
#

LG [/

a. IVF/CVL

1. UvVC

2 UAC

7

/5,197!.

- Change of fluids

- Transducer
maintenace &

calibration/level
- Transducer set up

AT TH

- Blood collection

3 pICC |

4. BROVIAC

5. Peripheral

arterial line

- Claye change

- Dressing change
- Adm. of TPN

-Adm. Lipids

- Assist CVL

placement

1V. Chest Tubes Mgt.

- Check MD orders




- Set up CTubes

Assist in CTubes
placement

remaoval
- CTube dressing

change
- Monitoring

a. suction level
b Drainage level

c Air leaks
V. Enteral Feedings

Insertion OGT/NGT
- Removal of tubes

- Check placement
& residual

[2[ 3L

- Monitor

<Pk

UG

- calculate ml/min

VL

- Dressing change

- Care of Ostomy

L -_Care of gastric

decompression
|Vi. Tracheostomy Mat.

14 110

l - Check placement |

L 1314

- Suctioning

XDx [\

K X

Lo Y]

|- Dressing change |
- Check for air leak i

| siteg 02 |

|ViL_taboratory
L - Check MD orders

|
{ - cColiection I]’

a.Heel stick

T T e e O

[ b Blood draw

W3 [ 4

Mo (X1]

-Broviac

-UC

c. Tracheal /

nasal aspirate

d_Skin swab

1
Diagnostic test ‘
2. Urinalysis |

|

JJJJJJ

¢. Glucometer

d. Unne drug test
e P ]

\ R
L =
i
| b.Blood culture
|
}

f. Thoracentesis
- Interpret Lab.

results

( (., (#io

a. cac]

Lo 12/10

b. BMP/CMP

DI pe

LG(2io

c. ABG

L& (310

d. CXR

Viil. Oxygen MGT.

- HEV

- HFOV

- NIPPV

{6 @llo

b3

- A/C Mode

- SIMV-Invasive
- Bubble CPAP

- CPAP vent
- HFNC |

Mo 7

M L e

- Nasal Cannula
- Venti Mask

- Weaning (ROAR)
VIlll. NICU age appr't

equipments
- Incubator

- Radiant warmer




hototherd T

ht care
2 Biltly

T Check transcu”

taneous Bilirubin

© Check Bilihgth

distance

X, Documentation

- Timely I

- Accurate
- Correct abrev't

- Process
a. Admission

d. Discharge
e Transfer

f. Teaching
[2]]1 Mo

12/

XX

B Assessment
19/11 o

1 I

1212

h. Vital signs
Xl. Collaborative

Communication

- Referrals

“SBAR | v N3/ (gX

(1A

- Physician
- Pharmacy

- Diagnostic

- Respiratory

‘ - Case manager

| - chaplain

\Xi1. Adm/Discharge

hMmussuon

— |
]
—

B e = A [ %

|
|- Routine adm. > (21t

Tl

- Small Baby adm
- Bed Preparation [/ mo

X

- Unit transport

- Education 4, 12/1In

b. Dscharge
- Newborn screening

|- Hearing screening [

{ - CHO screening

| - Car seat challenge

[ - Education

XIli. Others

a Assist |

- Adm. surfactant

- Intubation
- Eye examn X, 1#-/10(%!

b. Participate in code

team

c. Observe

- NSDelivery

- Ceasarian section

d. Practice Infection o 12/16 (o] v

(Mo UG

control protocols

e Prep for pre-op

f Post op mgt

Monitoring

-IcP X

-EVD

Student Name (primrTr\jg‘-u.\ [_,ow"(/j

Student Sisnatuvvf 4 Qy/

Clinical Unit: PI ¢ Date; Preceptor:(_i/l"f‘-“\ C’o.rc i




