Clinical Boot
Camp

Instructional Module 4
AY24-25




Attendance

Review Attendance Policy in Student Handbook

Notify your clinical instructor by text 60-30 min. prior to

designated start time.
Notify Miss Starch via text & email the day you are absent

Students can miss 1 clinical day/module w/o makeup.

— A 2"d clinical absence must be made up during Week 8

— Any more clinical absences will result in course failure even if

total absences do not exceed 3

— Clinical absences will be counted for module 8 capstone
clinical unit placement.



Dress Code

Scrunchies, headbands, or head coverings (scrub caps) may be
worn in any colors or patterns as long as it is clean, not wrinkled
and with no offensive or inappropriate designs on it.

Uniforms: Celil Blue Top with Navy pants and a Ceil Blue Scrub
Jacket

Black, white, navy, or gray short sleeve or long sleeve T-shirts may
be worn under uniforms

Facial piercings must be limited to one small, unobtrusive stud
piercing.

Students may wear 2 earring studs per eatr.

Ear gauges are required to be filled. No ear bars may be worn.
Body art (tattoos) should be covered if possibly offensive.

Nail polish may be worn if it is not chipped

Students failing to comply with the dress code while on campus
or in the clinical setting will be subject to disciplinary action that
may result in a tardy and/or an absence as outlined in the school
attendance policy.



Competency Performance
Examination (CPE) A

« CPE will be in a high-fidelity simulation
environment at Covenant Simulation
Center

— CPE prep will take place before CPE.

— CPE will take place in Week 7. Thisis a
graded CPE and is 10% of your module

grade. You are allowed 2 attempts.

— Areflection on the CPE experience is due
by 1700 Friday to ADVISOR’s Dropbox.




Reflective Practice

+  Students will use the form provided Iin N
LMS to reflect on their CPE Simulation \
experience.

 Follow the directions on page 1, using
the examples as a guide.

* You may not refer to any individual by
name (patients, students, instructors, or
staff)

«  Submit the completed Reflective Practice
form to your Advisor’s DropBox in LMS
no later than 1700 Friday after the CPE.




Reflections for CPE

Reflections are due by 1700 on Friday following the experience

Covenant School of Nursing Reflective Practice

NN

Learning to be a reflective practitioner includes not only acquiring knowledge and skills, but
also the ability to establish a link between theory and practice, providing a rationale for
octions. Reflective practice is the link between theory and practice and a powerful means of

LUze this template to complede the Reflective Practice o

Covenant School of Nursing Reflective Practice

. Do mot exceed the space in each hox. Any ot visihle fo you is lost
using theory to inform practice thus promoting gyidence based practice.” (Tsinggs et =1, 2014) Step 1 Description Step 4 Analysis
Gibbs
Reflective Using the Reflective Practice template, document each step. The suggestions in
Cycle the boxes may help you as you reflect on the incident. This Reflective Practice
m document will be reviewed by faculty and then you will post the final reflection in
% & your LiveBinder folder.
Step 1 Description Step 4 Analysis
A description of the incident, with relevant details. Eemember to maintain = What can you apply to this situation from your
patient confidentialty. Don'tmake judgments yet or try to draw previcus knowledge, studies or research?
conclusions; simply describe the events and the key players. Setthe + What recent evidence is in the lterature surrounding tis
scenel Itmight be useful to ask yourself the following questions situation, if any?
= Whathappened? « Which thearies or bodies of knowledge are relevant to the
* Whendidit happen? situation — and in what ways?
+ Where were you? +  What broader issues arise from this event?
= Whowasinvolved? +  What sense can you make of the situation? Step 2 Feelings Step 5 Conclusion
= Whatwere you doing? *  Whatwas really going on?
= Whatrole did you play? *  Were other people’s experiences similar or differentin
+  What roles did others play? importantways?
*+ Whatwasthe resuit? +  Whatis the impact of different perspectives eg,
personal/ patients / colleaques’ perspectives?
Step 2 Feelings Step 5 Conclusion
Don'tmove on to analyzing these yet, simply describe them. = How could you have made the situation betier?
= How were you feeling at the beginning? +  How could others have made the situation befier?
= What were you thinking at the time? = What could you have done differently?
+  How did the event make you feel? = What have you learned from this event?
+  What did the words or actions of others make you think?
= How did this make you feel?
+  Howdid you feel about the final Quicome?
+  Whatis the mostimpartant emation or feeling you have
about the incident?
* Whyis this the mast impartant feeling? Step 3 Evaluation Step 6 Action Plan
Step 3 Evaluation Step 6 Action Plan
= Whatwas good about the event? = What do you think overall about this situation?
= \Whatwas bad? = What conclusions can you draw? How do you justify
= Whatwas easy? these?
= Whatwas difficult? = With hindsight, would you do something differently next
- Mk susmn snan 17 timn s ke

[?  Text Predictions: On 'ﬁ?( Accessibility: Investigate




Simulation

- All students will have a simulation experience during clinical

rotations. Hours 0830-1200 on Tues. & 0830-1200 Wed.

* Mrs. Webster or Mrs. Burnett will emall you information
before Tuesday.
— You & a partner will be assigned scenarios in advance

— Each student will complete a Medication sheet & Simulation

Patient Worksheet for your scenario

« Worksheet pages 1 & 2 and Medication Sheet are DUE at
beginning of Day 1

— Contact Mrs. Webster and Mrs. Burnett with any questions



Hospital S
Clinical
Expectations

Clinical on hospital units
- Tues. 0630-1330
- Wed. 0630-1200




Weekly Clinical Expectations

= Clinical Assighment = Two Patients

—You will choose 2 patients, with the assistance/approval of the instructor
& will provide supervised nursing care for those patients.

= Assume Primary Nurse Role
— Obtain report and follow on all TPCN's patients

—Use a tool that works for you to get your day organized

—Bathing and vital signs to be done primarily by aide, however, if RN is
doing baths and vitals, you are to do these skills also

—Limit documentation in EHR to items an aide charts — VS, rounding, 1&0,

etc.

— All other student documentation will be on paper, to be submitted to

instructor.



Weekly Clinical Expectations

Medications

—Administer medications to PRIMARY patient, unless other
arrangements are made with instructor. You may also
administer medications to other patients with the TPCN.

—Discuss medication’s classification, indication for use, and
route of administration. Assessment data for administration
decisions should be readily available. Teach your patient
about all medications you are administering & explain side
effects or adverse reactions monitoring.

—ALL medication administration MUST BE SUPERVISED
by instructor or licensed nurse. This includes NS flushes.

— Graduate nurses & orientees cannot give medications
with students.

—Do not give any medication you did not draw up yourself
or observe being drawn up/reconstituted.



Hospital Clinical forms

= You will need the following forms printed each week:
Daily Physical Assessment flowsheet (4) — primary

and secondary patients, 2 for each day of clinical — to
be completed before lunch

Diagnostic Worksheet (1) — primary patient only
Medication Worksheet (1) — primary patient only.
Limit to 10 medications and your IVF

Physical Assessment Narrative (1) — primary patient

The Physical Assessment Narrative should be
completed at the conclusion of the first clinical day,
NOT during the shift.




Clinical forms

Place all completed forms in the clinical folder provided
to you and submit to your instructor by 0630 on second

day of clinical.

« Daily Physical Assessment Flowsheet — complete on

primary & secondary patients each day before lunch

« Physical Assessment Narrative — primary pt

« Diagnostic Worksheet - primary pt

« Medication Worksheet — primary pt




Clinical
Forms

Forms are in LMS In the
Clinical folder.




O Mause=2 O Vomiting [ Incomtinant

Stcal Calar [+ 3 3

Abdomen: O Scft OFmm O Distended [0 Guarding
Bowel Scands: T Active O Hypo O Hyper 0 Absent
X Jrmadrancs Appetite: (1 Good O Fair O Poor
Orec OMNGT ODHETEarl

Commenix:

hioves Extramities: 0411 OFRa OFL OLa OLL
O Fain O Swelling O Ztifmess 0 Tendemess 0l Weak
O Deformities O Contractures 0 Spasms O Paralvsis
Ol Amepusation Gazt [ Speady O Unst=ady
Comments:

FERIFHERAL VASCULAFR NEUROLOGY FSY CHOSOCIAL CARDICVASCULATR
S+-EBounding anable to occlade 2+Stroap able o Family at bedside Y O Edema [ &eneralized O Dependant
ooclude  1+-TWeak palpable 0-}on palpable Ol Alert O Cwmient=d O Cowmfused O Comatose Fitting Or O OieDzo Oz
E—— —L O mes — . D Zedated O Drassy Cougk Befles OF O ) ) T T
E::Il ?bz;_:l_'_' u1.|. = !\i‘: :l.CfgnE'nc:l H W Folloms Simpls Commands: 17 M Gag ¥ Op | a Terges WHL Oy Ox
Codl Calf Tendemess/Sw=lling R L hluscle Stremgth: (5-Strong. W-Weak, M-Nane) Abnprmall Heart Spands ¥ OW
Ted Hose OY OX scDs OF ONM Grips Et Lt [ — Lt e S T
O Plexipulses Capillary FeSll: Secands Comments: e B
Affazted exremizy pulze verified with Doppler Y 0 | Fesporse to Questions: 0l Feadily O Slowdy iome | DFFRL Saee Flyythm:
Palses: Fadial E L OCaimFelazed O Quiet O Withdramm O Froendly —
Tiedal T Ol Festlesz M Appeo. for age 0 Hostle'Angry — e = =5
Toss Tib E T OCrying OAnzious O Concermed E.-_- =EE RIS A -
" Facial expreszions: [IFlat [ Responsive [ Grimace = "
Comments: 2oin expTe ; —_ Fa i - Samcibvrby, Mods_
O Seizure Precagtion [ Sedation Vacaticm Drars for T s cm Site
IMeurn Assesiement Epicardial wires O%Y O
Comments: Faneanan: Pacemaksr S
CASTROINTESTINAL SEELETAL O I eft subelsvicolar [ Riphs subclaviculsy

INCISIONSWOUNDS/ DEAING

GENITOURIMNARY

EYEE, EARS, NOSE, THROAT

Urime: O Clear O Sadiment O Clowdy DY ellow;
O Amber OElocdy Vaids

Ol Faolay Size Fr Insertion Diate

O Urosteany O BRP O Urizal Bedpan O BSC 0 Incomtinems
Comments:

Zclera: A White O Yellos: (O Red

Scleral Edema: OY ON SoreThroet OY O
Mazal Drainage: Y OM

Camments:

AFRTERIAL AND VENOUS SITES

PUOLMONARY

A CWitoa: Rodnoas = Swellng E-Rodecax C-Ewciing D-Dmasng
O Fugular OrOL Start

O Zaobelavian R OL Start:

aFICC OxOL Star:

Ol Pexipk=ra1 OROL Stamt:

Ol Peripheral DO RDOL Stamt:

Ol Amerial Line OROL Srart

Ol Fazmoral O Fadzal

OraE co OF OL Stmer:

Hemodialyss Access Location
O Graft O AV Fistula O Thrill O Bruit

FRespirations: O Mo Dismess I20E Ol Labored
Ol Acceszary Muscles 0 Skellow: [ Apnea O Tachyprea

O FA o2 AMc OVerd hack O Trach Callar
O Mon rebreather O T-Piece [ Vemtikazor: DI BiPAP/CPAP
2 ETT = cm ¥ Ehiley Trach

BV at bedside Oy On

Obturaar at bedside OF OM

Cough: O Froductive O Mor Productive [ Nane
Sacreations: Color, Comzz o

Amt. O Cepious O doderar= O hfinimal
Comments:

O Meome

#1 Location:

O Zurares O Smples'Clips 0 Featention Sapares
O Feddened O Suwwilen O Drainage'Coloz

O Trpem ta Air ] Diressin,
O Comments

21 Location

O Zubares O Smples'Clips 0l Fatention Sapares
O Feddened O Suwwilen O DraimapeColor

O Opem ta Air T Direszin

O Camments

25 Location:
O Zubares O StaplesClipe O Fetertion Sntmres

O Feddemed O Suemllen O Drainage/Calor

O Opan ta Air T Dressinzs

O Comments

24 Location:
Ol Sutares O StaplesClipe [ Retention Sutures
O Feddened O Svmllan O Drainage'Colar

O Opan ta Air T Dressings

SEIN ASEESSMENT

LIES: 1. Clear (Mormal) Z. Crackles 3. Wheazas
4. Diminished 5. Absent 5. Rub

O 2kix Intact

Skin ascecoment podas:

1. Abracices 1. Decaobitic 3. Ernices 4. Iecicicn

5. Fadpnecs 6. Edema 7. Fack E. Lacerations

8. Patechize 10. Hematoma 11, Elicter 12, Stomea

12, Sotwres 14, Sapl=x 15, Othes

ZEkin Color nommal for patient O [

OFzle OCyanotc Ol fzudice -

O Shizy O Clammy 0 Cacl UL

O Diaphoratic :

Eradezn Scals Scome,

Ol 1 Eraden Scale = 15 initiate
Skin Care Prosoecd

LE
i

Comments:

O Comments
CHEST TUSES
O Maome
21 Ol Flezral Onfadizzrinal OL OR
O Zuction O Grawity

Drainage Calar: O Sarows O Sarpuinous O
Airle=k OY ON O Plenmvaz [ Thoreseal
Camments
27 A Plewral Oifedizsreal OL OR
O Zucton O Gravity
Drainage Calar: 0 Saraes O Sarprinous O
Air-leak OY O™ O Flewravaz O Thoraseal
Commenss
23 A Plewral Oifediastesl OL O
O Zuction O Grawity
Dirainage Calor: 0 Sevows O Sanpuinous O
Air-leak OY OmM O Fleumvac O Thoraseal

Commenss

O Imitial Aszessment [ See Mammative for Addidonal information  3ipnatore
O 2o Chanpes to initial acpecms et () Sae Marrative for Oz Sipnature

Ol o Changss to presioos assessment O Sae Marrative for s Signamre

Diate: Time
Dixte: Time
Tate: Time

COVEMNANT SCHOOL OF NURSING STURDENT DOCUMENTATION

DAILY ASSESSMENT

Complete
for
BOTH
primary &
secondary
patients
BEFORE
lunch
EVERY
clinical
day




Diagnostic Worksheet

Diagnostic Worksheet

Covenant Mormal Covenant Normal
Dates Dates
Marik high / low values : Values Mark high / low values : Values
with (1 or<) :‘C"ﬁg'“s‘ ¢ valuss vy Admit Most with (- or) :‘C"ﬁg'r'SS:"C_"E'fif'fs""e'j'r Admit Most
fromiaboratony o fromiaboratory o
lshorafary. day Recent lshoratory. day Recent

WBC 3.6-10.8 k/uL Sp Gravity
o |HGB 14-18 g/dL Protein
3 HCT 42% - 52% Glucose

RBC 4.7-6.1 mfulL Ketone

PLT 150 - 400 kjul S [Nitrite

Leukocytes

Glucose 70-110 mg/dL Bilirubin

Sodium 134 - 145 mmol/L Blood

Potassium 3.5 - 5.3 mmol/L pH

BUM 5-21 mg/dL

Creatinine 0.8-1.5 mg/dL Other

Chloride 98 - 108 mmal/L Labs
% Calcium 8.4-11.0 mg/dL Date Culture Site Result
U |Mg++ 1.6 - 2.3 mag,/dL Blood

Total Protein 5.5 - 7.8 g/fdL Urine

Albumin 3.4 -5 g/dL Wound

Total Bilirubin 0.1-1.3 Wound

AST(SGOT) 5-45 u/L

ALT (SGPT) 7-72 ufL

Alk Phos (ALP) 38 - 126 u/L Other Diagnositic / Procedures

Examples: CT/Xray/MRI/Parscentesis
Cholesterol 200mg/dL Date | Type Result
-5 |IRIG 0-150 mb/dL ' :
5 5 [HDL >60mg/dL Admission day or PreOp info. For admit day.
Jo [LDL 0-100 mg/dL . .
Consult with faculty regarding all other

GFR Referto lab specific data .

Tsn 935 5.5 ULUL note abnormal & be able to discuss.
£ |Digoxin 0.8-2 ng/dL You can use arrows or letters H/ L to note
£ PT 10.0 - 12.9 secs .
£ [INR Therapeutic 2 - 3 the high and low values
8 PTT 25.3 — 36.9 sacs oo T TOE ST OO TIITR TOESTITC

BNP 5 -100 pg/dL

CKMB 0 -5 ng/fdL

Troponin neg = < 0.07 ng/mL




Physical Assessment Narrative

Write about PRIMARY patient only. DUE at 0630 on second day

Gastrointestinal (bowel habits, appearance of abdomen, bowel sounds, tenderness to
Student Mame: Date:

palpation)

Patient Physical Assessment Narrative

PHYSICAL ASSESSMENT MARRATIVE BY SYSTEMS: (Complete using assessment check list and

reminders below). Last BM

GENERAL INFORMATION (Time of assessment, admit diagnosis, general appearance] Genitourinary-Reproductive (frequency, urgency, continence, color, clarity, odor, vaginal

bleeding, discharge)

Neurological-sensory (LOC, sensation, strength, coordination, speech, pupil assessment)

___Urine output {last 24 hrs) LMP (if applicable)

Musculoskeletal (alignment, posture, mobility, gait, movement in extremities, deformities)

Comfort level: Pain rates at (0-10 scale) Location:

Psychological/Social (affect, interaction with family, friends, staff]

Skin {skin color, temp, texture, turgor, integrity}

EENT {symmetry, drainage of eyes, ears, nose, throat, mouth, including dentition, nodes, and

swallowing)

Wounds/Dressings

Respiratory {chest configuration, breath sounds, rate, rhythm, depth, pattern)

Other

Cardiovascular (heart sounds, apical and radial rate, rhythm, radial and pedal pulse, pattern)




Medication Sheet

Limit 10 drugs & IVF for PRIMARY pt. DUE at 0630 on second day

Adult/Geriatric Medication Worksheet — Current Medications & PRN from 12pm prior day to 12pm current day
St Date:

atient Allergies:
Primary IV fluid and rate:

Patient specific reasoning for IYMuids (including type isotonic, hypotonic, hypertonic):

Generic Name | Dosage IVP-List diluent solution, volume, | Patient specific therapeutic reasoning | Patient specific teaching with
with route | and rate of administration reasoning
and IVPB- List concentration and rate
schedule of administration

Time Frame: noon Monday until noon Tuesday.

Ask instructor before finalizing the 10 meds for your list




Post Conference

« Post conference will be on
Tuesday and Wednesday of
clinical

» The focus will be a detailed
assessment of your patients.

» The expectations will be given for
your specific unit by the clinical
Instructor.

1/7/2025



Clinical Judgement Model

Be able to discuss your clinical patient on Wednesday in detail
and describe how you utilized your clinical judgement in caring
for the patient.

Clinical Judgment Model — (Layer 3)

Recognize Analyze Prioritize Generate Take Evaluate
Cues > Cues > Cues > Solutions »  Actions > Outcomes
Assessment Analysis Planning Implementation Evaluation

Nursing Process




Suggestions for Organizing your thoughts
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Care Map located in Reference Tools folder under Lessons




Critical Thinking

Student Name: Date:
Adult/Geriatric Critical Thinking Worksheet
1. Disease Process & Brief Pathophysiology- 2. Factors for the Development of the 3. Signs and Symptoms-
Disease/Acute lliness-
4. Diagnostic Tests pertinent or confirming of 5. Lab Values that may be affected- 6. Current Treatment-

diagnosis-

Adopted: August 2016, revised October 2018

Form is found in Clinical
folder under lessons




Critical Thinking

Student Name:

Date:

7. Focused Nursing Diagnosis:

11. Nursing Interventions related to the Nursing
Diagnosis in #7:
1.

Evidenced Based Practice:

8. Related to (r/t):

9. As evidenced by (aeb):

Evidenced Based Practice:

10. Desired patient outcome:

Evidenced Based Practice:

12, Patient Teaching:
1.

13. Discharge Planning/Community Resources:
1.

Adopted: August 2016, revised October 2018

Form is found in Clinical

folder under lessons




Critical Thinking

Student Name: Date:

Please complete for each patient vou care for during your clinical rotations.

1. Do you have concerns about your patient today? (Why or why not?)

(=]

What will you be closely monttoring today with this patient?

3. What umportant assessments will you need to make?

4. What potential complications could develop today with this patient?

Lh

How will you identify these complications, and how will vou prevent this from occurring?

Form is found in Clinical
folder under lessons




Student
Clinical
Evaluations




Student Clinical Evaluations

= Evaluations will be based on clinical performance and

documentation.

= Documentation is expected to be complete and

accurate, with evidence of critical thinking.

= Your module advisor will email a link to you, and you will
be able to view your evaluation through this link for the

entirety of the module.



Trustpoint
clinical
expectations

Time:Tuesday 06:30- 1330 and
Wednesday 0630-1200

Paperwork: Reflection Form

1/7/2025 add footer here (go to view menu and choose header



Trustpoint clinical paperwork

Covenant School of Nursing Reflective Practice Covenant School of Nursing Reflective Practice

Learning to be a reflective proctitioner includes not only acquiring knowledge and skills, but

olso the ability to estoblish a link between theory ond proctice, prowiding o rationale for
octions. Reflective proctice is the link between theory ond proctice ond a powerful meons of
using theory to inform proctice thus promoting exidence based proctice.” (Txpgas et at, 2014)

Using the Reflective Practice template, document each step. The suggestions in
the boxes may help you as you reflect on the incident. This Reflective Practice
document will be reviewed by faculty and then you will post the final reflection in

your Liveinder folder.

Use this lemplade b complede the Refiecive Practice documentation. Do nol exceed the space in each box Ay information nol visible 1 you is st

Step 1 Description Step 4 Analysis
Adescripton of the incident, with relevant detals. = Whatcan you apply 10 This SRU300N F0m your
paent confidentalty. Don't make jucgments yet ce try 1o draw prénious knowleoge, sudies or research?
conclsions, simply describe the events and he key players, Setthe + Whatrecent evidence is in the Merature summounding this
m’nmmwn&wmmm situaton, f any?
Whathappened? « Which theories o bodkes of knowlecge ae rekvant 1 the
*  Whendidithappen? S0t - 30d In what ways?
= Where were you? = Whatbeoader issuis arse from this event?
* Whowasimohed? +  What sense can you maie of the siuaton”?
*+  Whatwere you Going? «  Whatwas realy going on?
*  Whatrole dd you play? *  Were other people’s expenences simiar or ciffarent in
*  Whatroles 0 others piay? importantways?
* Whatwas the resur? *  Whatis the impact of different perspectives gg,
personal/ pabents / colieaques’ perspectives?
Step 2 Feelings Step 5 Conchusion
Don‘lrrmcnbana‘fzngheseyﬂ simply descrde them *  Howcould you have made the stuaton betier?
How were you feeling at the begnning? *  Howcould others have mace the S0uaton betier?
*  Whatwere you thinking at the tme? *  What could you have done dfferenty?
= Howdc !e event make you feel? = What have you leamed from this event?
*  Whatdid the words or acions of Others make you think?
*  Howdd ths make you feel?
*  Howdd you feel about the fnal culcomy?
= Whatts the most important emotion of feeling you have
about the incident?
*  Whyis this he most important feeling?
supxemuoa supombnm
What was good about the event? What 0o you think overall about this situation?
*  Whatwasbad? *  What conchusions Can you draw? How do you sty
*  Whatwaseasy? hese?
*  Wihhindsight, would you 6o something dfferently next

*  Whatwas dificut?

B ]

S, et )

Step 1 Descripion Step 4 Analysss
Step 2 Fesings Step 6 Conchusion
Step 3 Evaration Step 6 Acton Pian
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