IM8 Capstone Preceptorship: Student Self-Evaluation

L. Please reflect on your performance during the capstone preceptorship and rate yourself on the following:

-

| need significant

Jrguidance

-
| need average

Tl need minimal

guidance

|_quality for patients, self and others

a. Safety/Quality: | Integrate nursing care using
evidence-based practice to promote safety and

—

guidance
~

J’F

b. Communication: | Communicate and collaborate
effectively with patients, family, and members of the

Interdisciplinary team in various healthcare settings.
(Documentation, Patient advocacy, & SBAR)

c. Clinical judgement: | Integrate use of current

evidence-based practice and clinical competence
when making clinical decisions in the provision of
Patient centered care. (Clinical judgement model)

-

— > —

d. Patient centered care ' | Integrate nursing care for
patients from diverse backgrounds based on patient
age, culture, values, and educational needs.

e. Professionalism: | Integrate knowledge, skills, andgT
attitudes required of the professional nurse,

embracing lifelong learning to improve the quality of
healthcare.
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What do you think are your personal strengths?

Willingne s& & apiliry 1o lear (M

3. What have you identified as a personal opportunity for Improvement?
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IM8: Capstone Appraisal of Student Performance

(preceptor Completes and Review with student)

Student;I\!l@(M&nd(@U Midterm:
Unit: [Jﬂlld(eﬂ'\b E’O Finals:

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

Clinical Learning Outcomes Below Average Satisfactory Outstanding
Performance Performance Performance
Needs Significant | Needs Needs Minimal
| Guidance %Average Guidance | Guidance

a. Safety/Quality. Integrate nursing care using

evidence-based practice to promote safety and quality
for patients, self and others g
b. Communication: Communicate and collaborate

v

effectively with patients, family, and members of the
Interdisciplinary team in various healthcare settings. /
(SBAR, Documentation, patient advocacy) |

c. Clinical judgement: Integrate use of current
evidence-based practice and clinical competence
when making clinical decisions in the provision of J

patient centered care. (Clinical Judgement model)

d. Patient centered care: Integrate nursing care for

patients from diverse backgrounds based on patient J |
age, culture, values, and educational needs. | |
e. Professionalism: Integrate knowledge, skills, and |

attitudes required of the professional nurse, |

embracing lifelong learning to improve the quality of /
healthcare

2. What do you think are the student’s personal strengths?

Willing 10 jump n ¥ help Where ever Nceded - Intexrcsted 1
learving . med admin

3. What have you identified as an opportunity forimprovement for the student?
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| Instructional Modeule 8: Capstone Precepted Clinical Experience Skills Check list
Emergency Unit clinical skills ( Adult & Pedi)
Purpose: This inventory of required skills is to comleted on classroom orientation, Clinical Midterm & Clinical Finals
H Introduction: Pre-Assessment= Mark an X on each skills that describes your experience.
Preceptorship Clinical Time= Write the date & prgc_:eptor's initial that describes yourexperiencé-
I ‘Student's Pre - Assessment / Preceptorship Clinical Time
Skills |No Experience [ cre JPerformed Independently upervised Performed independenL)
1. Triage Assessment X

| | I !
i |a. Vital signs | # é [ Zﬁ X X

b. Head-to Toe X

|

¢c. Home medication “

[d_.l'riage cﬁa_tfgories; T{ B ' A
e. Documentation Vv j

2. Medication

— - + -
a. PO x

b.IVPB |

c. M

d.IV push | l
!

+

+

e. M

f. Subcutaneous
g. Intradermal
h. Topical
E.Nasal

). Rectal | A #
3. Peripheral IV
a3 * —%
a.Initiate X A
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b.Monitor

c.Blood draw

d. Removaj

4. Oxygen Therapy
|

2. Nasal Cannula

=

b.Face Mask

c.High flow z_/{

5. Urinary Catheter ) -

la.Insertion k X ‘ | X

#b.Collect specimen | A | p.4 | X

Fc.MonitLoring | A T X s | -

d. Removal [ | [ X

6.Blood sugar test [ |

fa. Use of glucometer X X T

Lb.Fmger stick L)( t A 1 - |
c. Heel stick A | [ o
a1 : = -
L;l_r-lsgertionL L XH r _ N

b. Gavage | A N . ) i

%c.FIushing 1 [ X A ﬁ —]

d. Medication 7 X | A |

e. Initiate feeding l j A _ X 4 j
JffEDSCk residual 7 7\ | |
Lg.Removal | K | - - i
_f. Drainage A | | |
(CT & Rectal tube) h | :
a. Measure output T | A X |

. # 1 ,

b.Collect output | X [ |
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, nonthrcatcnmg, cnthumstic, etc.)

Adjusts tcachmg to divers settings (bed.nde, chartmg. nurses stntxon, ete. )

Coaches me on my cl clinical/ t:chmcal skills (pancnt history, assessment, proccdural chartmg)

Incorporates rescarch data andlor practice guidelines into teachmg

-_—
Teaches dmgnosth shlls (chmcal reasoning, selection/interpretation of tests, etc. )

Teaches effective patient md/or family communication skills

e

' Teaches principles of cost- -appropriate care (resource utilization, etc.)
|  —

e

- 1..What did you like best about-your preceptor?
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¢. Monitoring

-+

d. Removal

9. Ostomy

P. Measure output
b.Skin care

c. Change bag

d Monitor

—

9. Documentation

a.Admission

b. Assessment

c. Vital signs

d Discharge

e. Transfer

M [X >'d>( < | > >N P\

TTT

10. Collaborative

Communication

a.SBAR

Fﬂ

b Case Mgt

c.Physician

-

d.Pharmacy

e. Diagnostic

f.Respiratory

g. Chaplain

h. Child life

I. SANE

1
> [ [ > > [ | > =

J. Security

11. Unit Routines

a. Massive BT

[

b. Sepsis protocol |

c. Stroke Protocol

d. Chest pain protocol

+

e,

e. Suicidal ideation

- -

f. Child/adult abuse

|

g. Referral to Hosp

h. Admission

I. Discharge

— -

j. Transfer N

12. Patient education

a. Medication

b Safety

c.Diet

d. Activity

e. Follow-up

f. Community

1

resources

13. Test

a Strep test

b. Flu test

c. Alcohol level

d.Drug test 1

2>l >

14. Code Blue

a. Observe

b. participate

x| <

15. Others

d

b




