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DIRECTIONS FOR USE:

Each week the students evaluate themselves based on the competencies using the performance code on page 2.  The performance code includes the terms Satisfactory (S), Needs Improvement (NI), Unsatisfactory (U), and Not Available (NA).  The faculty will initial if in agreement with the student’s evaluation.  If there is a discrepancy in the performance code evaluation between the student and the faculty, a note is written on the comment section by the faculty with the rationale for the evaluation.
All clinical competencies are critical to meeting the objectives of the course.  If the final performance code is unsatisfactory in any one of the competencies, a grade of unsatisfactory is given.  If a pattern of unsatisfactory performance occurs after performing the competency satisfactorily, this also constitutes a grade of unsatisfactory.  An unsatisfactory as a final score in any single competency results in a clinical course grade of unsatisfactory; this is a failure of the course.  The terms Satisfactory and Unsatisfactory will be used in evaluating the final grade or clinical course performance.

	METHODS OF EVALUATION:
	ABSENCE (Refer to Attendance Policy)

	
	

	Nursing Care Process
	Date
	Number of Hours
	Make up

	Clinical Reports
	2/5/2013
	4 (Cardiac Diagnostics)
	2/14/2013 Done JBR

	Skills Lab Demonstration
	
	
	

	Interactions with Instructors
	
	
	

	Planning, Organization, Execution of Nursing Care
	
	
	

	Documentation of Patient Care
	
	
	

	Interactions with Patients, Families and Staff
	
	
	

	Psychomotor Skills
	Faculty Name
	Initials

	Completion of Clinical Assignments
	Therese M. Bower, EdD, MSN, RN, CNS, CNE
	TB

	Participation in Pre/Post Clinical Conferences
	Frances Brennan, MSN, RN
	FB

	Online Clinical Discussion Groups
	Joli B. Reising MSN, M.Ed, RN, CNS, CNE
	JBR

	
	Amy M. Rockwell MSN, RN
	AR

	
	
	


PERFORMANCE CODE

SATISFACTORY CLINICAL PERFORMANCE

Satisfactory  (S):
Safe; accurate each time, efficient, coordinated; confident, focuses on the patient; some expenditure of excess energy; within a reasonable time period; appropriate affective behavior; occasional supporting cues; minimal faculty feedback related to written clinical work.

Needs Improvement  (NI):
Safe; accurate each time; skillful in parts of behavior; focuses more on the skill and self rather than the patient; inefficient, uncoordinated, anxious, worried, flustered at times; expends excess energy within a delayed time period, frequent verbal and occasional physical directive cues in addition to supportive cues; faculty feedback required in several areas of clinical written work.

UNSATISFACTORY CLINICAL PERFORMANCE

Unsatisfactory  (U):
Failure to achieve the course competency, safe but needs faculty reminders constantly, not always accurate, unskilled, inefficient, considerable expenditure of excess energy, anxious, disruptive or omitting behaviors, focus on skills and/or self, continuous verbal and frequent physical cues, unsafe, performs at risk to patient/clients/others, unable to function, incomplete, erroneous, faulty, illegible clinical written work, no feedback sought from instructor or response to feedback not evident in submitted written work.  If the student does not self-rate a competency the competency is graded “U.”  A “U” in a competency must be addressed in writing by the student in the Evaluation of Clinical Performance tool.   The student response must include how the competency has been or will be met at a satisfactory level. If the student does not address the “U,” the faculty member (s) will continue to rate the competency unsatisfactory.

OTHER

Not Available (NA):  
The clinical experience which would meet the competency was not available.

	Cardiac Diagnostics
	
	Special Procedures
	
	
	Telemetry
	

	Date 1/14/13
	Initial JBR
	
	Date 1/6/13
	Initial JBR
	
	Date 3/12/13
	Initial

	
	
	
	
	
	
	
	

	Shift Report Competency
	
	Infusion Center
	
	Patient Advocate

	Date 1/13/13
	Initial JBR
	
	Date 3/14/13
	Initial TB
	
	Date
	Initial

	
	
	
	
	
	
	
	

	Supervisor
	
	Case Manager
	
	ER
	

	Date 3/19/13
	Initial TB
	
	Date 3/13/13
	Initial  TB
	
	Date 3/26/13
	Initial

	
	
	
	
	
	
	
	

	Week 1 
	Skills Competencies
	
	
	
	
	
	

	Date 1/7/13
	Initial FB
	
	
	
	
	
	


	Objective
	

	1.  Utilize concepts of patient-centered care in the coordination and delivery of nursing measures to patients with complex problems and provision of care for groups of

     patients. (1,2,5)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Manage complex patient care situations with evidence of preparation and organization.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	b. Assess systematically and comprehensively as indicated by patient circumstances.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	c. Include patient and family perspectives when planning, giving and adapting care.
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	d. Perform nursing interventions appropriate to the established plan of care. 
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	e. Create a safe environment for patient care. 
	NA
	S

U
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	f. Respond appropriately to alarms on ECG monitors, IV controllers, mechanical ventilators and other equipment.
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	g. Reassess to check responses and monitor patient outcomes.
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	

	Clinical Location
	Skills Lab
	4C  Observation
	4C (Evening)
	4C
	Special Procedures
	4P
	4C
	SimMan: Arrhythmias
	Mid-Term
	Infusion Center & Case Management
	Nursing Supervisor
	Digestive Health & ER
	
	
	Patient Advocate
	Makeup Week
	


Comments:

Kristin, According to clinical orientation procedure “late clinical tools and/or clinical assignments will receive an unsatisfactory for the clinical assignment week.” You received unsatisfactory for each applicable competency for week 1 and 2 because the due date was Friday January 18, at 0800am. Remember to address each competency with plan for improvement!

WEEK2

1E: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical.FB
1F: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical.FB
1G: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical.FB
Week 4 – Excellent care on a complex patient with ET tube, OG, Ventilator, PICC line, etc. JBR

Week 6- Great job with your patient care this week; Cardiac Cath with post-cath hematoma; Hemodialysis patient. AR
Week 7 – Care of a complex pt. on the ventilator, tube feedings, Chest tube, foley, dressings, various IV fluids and medications, etc. well done! JBR
Week 8 – High-fidelity simulations scenarios of emergency dysrhythmias, assessments and treatments completed. Well done.  JBR

	Objective
	

	1.  Utilize concepts of patient-centered care in the coordination and delivery of nursing measures to patients with complex problems and provision of care for groups of

     patients. (1,2,5)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

h. Apply the principles of asepsis when indicated with the correct technique.
	S

U
	S

U
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	i. Practice established precautions for infection control.
	S

U
	S

U
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	j. Administer PO, SQ, and IM medications independently observing the six rights of medication administration.
	S

U
	NA
	S
	S
	NA
	NA
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	k. Perform venipuncture skill with beginning dexterity and evidence of preparation. MGT.
	S

U
	S

U
	NI
	NA
	NA
	NA
	NA
	NA
	NI
	NA
	NA
	S
	
	
	
	
	

	l. Demonstrate preparation and safety in the initiation of IV therapy and the administration of IV medications.
	S

U
	S

U
	S
	S
	NA
	NA
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments: 
WEEK 1

1H: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical .FB
1I: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical .FB
1J: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical .FB
1K: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
1L: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
WEEK 2

1H: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
1I: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
1K: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
1L: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. F
	Objective
	

	2.  Formulate nursing care plans, care maps and clinical reports that demonstrate holistic care, evidence-based practice and clinical judgment.  (1,2)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Correlate relationships among disease process, patient’s history, patient symptoms, and present condition. CC
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	b. Monitor for potential risks and anticipate possible early complications. CC
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	c. Recognize changes in patient status and take appropriate action.  
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	d. Clarify reasons behind diagnostic studies and effects of treatments.
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	e. Correlate ECG rhythm to pathophysiology and side effects of treatment. CC
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	f. Research the actions, uses, side effects, interactions and nursing implications for medications administered.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	g. Engage in patient centered evidence based practice discussions.
	NA
	U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments:

WEEK 2 (2G): I received a “U” for 2g because I failed to participate in the online discussion board.  I will ensure that this does not happen again in the future by making sure that I contribute timely to the discussion board as required. FB

2/12/13 Presented EBP alert topic, Pulmonary Artery Pressure Measurements, during clinical conference– complex topic but did well. JBR

	Objective
	

	2.  Formulate nursing care plans, care maps and clinical reports that demonstrate holistic care, evidence-based practice and clinical judgment. (1,2)*


	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

h. Choose two priority nursing diagnoses for an assigned patient. CC 
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	NA
	NA
	
	
	
	
	

	i. Justify actual nursing diagnoses using defining characteristics. CC
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	NA
	NA
	
	
	
	
	

	j. Compose realistic, measurable goals for nursing diagnoses. CC
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	NA
	NA
	
	
	
	
	

	k. Utilize the ABCDE Standardized Bundle process for assigned patient. CC
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	NA
	NA
	
	
	
	
	

	l. Implement evidence based, patient-centered and prioritized interventions. CC
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	NA
	NA
	
	
	
	
	

	m. Evaluate plan of care; patient achievement of goal and revise plan when necessary. CC
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	NA
	NA
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	 TB
	TB
	
	
	
	
	
	


Comments:

	Objective
	

	3.  Participate in leadership experiences with a mentor to impact team performance, patient safety, and quality indicators. (1,3,4)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Summarize witnessed examples of patient advocacy. 
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	b. Discuss communication techniques observed during clinical: assertive, positive, negative, including feedback. 
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	c. Describe the QI management system observed during case management clinical. MGT 
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	S
	S
	S
	
	
	
	
	

	d. Explore processes utilized to monitor quality and safety in healthcare areas.
	S

U
	S

U
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	e. Discuss strategies to achieve fiscal responsibility in clinical practice. 
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	S
	S
	S
	
	
	
	
	

	f. Clarify roles and accountability of team members related to delegation. MGT
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	S
	S
	S
	
	
	
	
	

	g. Determine the priority patient from assigned patient population. MGT
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments:

WEEK 1 (3D): I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
WEEK 2 (3D): I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
3A WEEK 3: Patients’ family was upset because they had not gotten to speak with doctor the prior day, since he came during restricted visiting hours.  They felt their questions were left unanswered.  The RN notified the physician of this, and he came in today and took the family to a private meeting room for a lengthy discussion of their mother’s condition, plan for care, and her possible outcomes.  The family seemed to be satisfied that their concerns were addressed and questions were answered.  This made them less anxious, and more receptive to the caregivers for their mother. FB
3B WEEK 3: The first 2 days in ICU the majority of the communication I witnessed, especially by the nurses, was a positive assertiveness.  They answered questions or made statements regarding patient care with confidence and experience in their responses.  The staff seem to work well together, and for the most part, have a good rapport with each other and the physicians.  I received positive feedback from both nurses I was with.  Rochelle thanked me for remembering to follow up with the feeding tube, stating that she had actually forgotten that it was not running and needed re-assessed.  They both thanked me for the help I did, and said I did a good job. FB
3E WEEK 3: I’m not sure if I’m going in the right direction here, but the first thought that came to mind was ensuring that all supplies obtained for a patient are actually charged to that patient.  Also, ensuring that supplies are not wasted; for example, ending up with several rolls of tape or barrier cream in one patients’ room, because nurses failed to check first to see if the patient already had that supply. That is exactly what is meant by fiscal responsibility and it is the responsibility of all! Good Job! FB

WEEK 4

3A: The patients’ wife was staying at the bedside and had been there for several hours.  She was obviously stressed and concerned for her husband.  I asked her if I could get her anything, such as a cup of coffee.  She was very grateful and said she would love to have a cup of coffee.  When I asked the nurse where the coffee was, she told me to “let her know that you will do it this time, but in the future, she would need to go to cafeteria, because the coffee is for patients.”  While this may be true, I felt that it was a small comfort that I could provide for her, so that she didn’t have to leave her husband before his procedure.  I did not repeat what I was told to, since I was the one that offered to get her the coffee.  I think that discretion should be used in different situations.  My asking her about her needs and offering a beverage was my way of opening up a dialogue with her, in order to allow her to ask any questions or let me know how we can help her.  JBR
3B: I don’t feel like I saw a whole lot of staff communication today, simply because I was in the patients’ room the entire time I was on the floor.  Sandy was really the only one that I communicated with.  All of our interactions were very professional.  If I had a question, she answered them for me.  She made me aware of any new orders that I needed to initiate, and was always available and easy to find if needed.  At the end of the day, she took the time to thank me, and said that I had done an excellent job.  I felt as though she was sincere in her compliment, as I feel that I definitely cut down her workload and was able to work nearly independent and with little direction.  Although the nurses seem to have fun and joke around at times, they are definitely a professional group.  They all seem to be very focused and diligent in their monitoring and care for patients, and I don’t see a lot of “horseplay” as in some other less intensive areas.JBR
3E: Ensuring that staff levels are appropriate for the current census is important in achieving fiscal responsibility.  Because the census was unusually low this morning, there were probably too many RN’s scheduled to work the shift.  It would be easy to allow everyone to go ahead and work their hours, just in case they got more patients later.  This would require less work for the charge nurse, and keep her from having to deal with possibly having to mandate low time, a phone call that doesn’t always go over well.  However, by being diligent in not allowing for over-staffing “just in case”, we can ensure that money is not wasted in paying for unnecessary worked hours.  This benefits everyone in the long run by increasing the chance that raises will be given out, keeping the cost of care down for the patient, and decreasing the chance for lay-offs or cuts to staffing to become necessary. Great Examples! JBR
WEEK 5
3A: While admitting our first patient for an angiogram, the patients’ daughter mentioned him being on Coumadin, stating that he had stopped it as ordered.  The nurse immediately stopped what she was doing and drew blood to send for coag studies.  She didn’t have an order for this, but knew that it would need to be done, to ensure his levels were acceptable to go ahead with the procedure.  If she had not caught this when she did, and acted quickly, the patient may have experienced a significant delay to his procedure.  Also, had it been overlooked totally, and the levels were too high, the patient could have had problems with bleeding from his puncture sight or during the actual procedure.
3B: Communication between co-workers, and with physicians and patients was all very positive.  They were assertive with talking with physicians, and it was obvious that they knew what they were talking about.  The nurses tailored their style of communication for each patient/family.  If a patient was obviously very reliant on a family member for information, she would direct questions to both of them.  They were all very brisk and to-the-point in their communications, but without seeming to be short or rude.  I think this is typical of many outpatient areas, simply because of the high volume of patients they see every day.  While it’s important to give each patient quality care and not appear rushed, it’s also important to be efficient in completing admissions/care.  
3E:  A good example I saw today was in the angiogram suite.  During the procedure, they often use several different wires, balloons, and stents for one patient.  The cost of these devices is huge.  Even though the physician often wants to be handed a stent as soon as he asks for it, the tech was careful to stop and show him the package while verbally stating the size.  She waited for a verbal confirmation from the physician before opening the package.  This technique is used in OR, too.  While it often receives an eye-roll from the physician, it saves a lot of money if they thought they asked for something different.  If an item is placed on the field by mistake, the hospital ends up eating that cost.  Since these devices are often $1000+, which can really hurt the profits.  Excellent examples! JBR

WEEK 6
3A: I feel that I acted as a patient advocate this week in caring for my patient.  She was complaining of groin pain and had continuously dropping blood pressures after her heart cath.  I had to report this to several people, quite a few times, before they finally ordered an ultrasound and CT scan.  I think they only did that because they were annoyed.  It turns out that the patient did have a hematoma forming.  Unfortunately, this issue did cause her at least 1 extra day in the hospital, since she needed blood transfusions.  You did an excellent job with this patient and circumstance!  Your assessment and critical reasoning skills were that of an experienced RN.  Keep up the great work. AR
3B: I didn’t see a lot of positive communications on 4P; it reminded me a lot of 3T.  Replies to questions were often short and with a sarcastic tone, even from the charge nurses.  I felt like I was being annoying any time I had to ask a question, if I was acknowledged at all.  I think this type of communication probably leads to people avoiding communicating things, because they don’t want to face that type of attitude.  It is often difficult to work with those who have inappropriate communication skills. AR
3E: I feel like I am repeating myself, but it’s important to not duplicate supplies in a patients room, such as toiletries, tape, bandages.  Also, it seems that laundry is an area where there could be cost savings.  They put a new complete pack of laundry in each patients cabinet every morning.  However, there is often still at least half a pack of clean linens in there.  When the patient leaves, anything that has been opened is sent for washing.  This must be quite a large amount of clean linens being returned for cleaning.  Seems like it would be more cost effective to just replace a clean gown or towel if that’s all that is missing, rather than providing a whole new pack that someone will rip open to take another gown out of. This is true; I believe that this practice was started so that each room would have an adequate supply of linen available to the nurse for the care of the patient.  Housekeeping personnel deliver these, and as they are packaged in plastic wrap they are clean for each patient.  It would not be as sanitary to provide individual pieces.  Great cost saving idea however!  AR
WEEK 7
3A: The nurse who we received report from on my patient acted as a patient advocate.  The patient was unresponsive and did not seem to be in pain just by looking at her.  Overnight however, she began to respond, and shook her head “yes” saying she was in pain.  There were no PRN meds ordered for her.  The nurse contacted the physician and got an order for PRN pain medications to give her. 
3B: Once again, the communication that I observed during my time on 4C was all very positive.  I noticed that the physicians on that unit do seem to have a lot of confidence in the opinions of the nurses.  While I was in the room, 3 different physicians came in to see the patient. Each one of them asked me about the patients current condition, and asked “is there anything you need from me?”.  I thought this was very good, and fosters an open line of communication between the nurses and physicians.
3E: Another way to ensure fiscal responsibility is ensuring that unnecessary testing is not being done.  While this isn’t so much something that a nurse can control, the physicians definitely have to ensure that there is a balance between making sure that necessary testing is preformed, while not ordering other tests that really aren’t necessary.  My patient had 3 different physicians, and all were ordering and changing her meds and testing.  The nursing staff can help in this area by ensuring that duplicate testing is not ordered. Great examples. JBR

WEEK 8
3A: Because we were not in the clinical environment this week, this does not apply.
3B: Because we were not in the clinical environment this week, this does not apply.
3E: Because we were not in the clinical environment this week, this does not apply.JBR
WEEK 9
3A: The case manager acted as a patient advocate by following up with a case from the prior week. A young child had been in the ER, and she had been a part of the case.  Although the patient was discharged, and she could have just gone on with her current work, she took the time to make several phone calls and check up on that patient.  She determined that the family had not done what they were supposed to, which meant she would be making contact with Children’s Services.  Without her doing that, the patient may have been one that slipped through the cracks. Absolutely and no one wants a problem or to let a child slip through the cracks. TB
3B: The case manager’s job is 99% communication, whether it be with family, patients, or fellow staff.  She was very assertive in her communications, letting others know exactly what she meant to say.  However, she was not aggressive or rude.  She started off her conversations with a smile and friendly greeting, and got right to the point of her reason for calling.  
3E: The case manager helped with fiscal responsibility by doing chart reviews each day.  She made sure that patients were entered in the right way.  Also, she described the job title of documentation specialist.  These people go through the charts and make sure that the hospital can get paid for every possible thing.  She explained that sometimes, physicians may dictate something they did, but not be clear about it.  The documentation specialist can follow up with them and let them know that if they word it differently, they could bill for the service.
WEEK 10
3A: There was a patient on the floor who was 105.  Although she had not be a 1:1 earlier in the day, the charge nurse felt that she should be, because she seemed to become a bit more confused in the evening. She kept trying to crawl out of bed.  The charge nurse made some phone calls, and got another UC for the floor, so that the patient could be 1:1.  This prevented having the patient climb out of bed, and possibly injure herself.
3B: The communication I observed was very good.  The floor nurses were in constant contact with the charge nurse on 4N.  They gave her frequent updates on their patients.  She also was a big help to the floor nurses, in acting as a resource for questions that staff had, jumping in to answer call lights, and doing whatever she could to help out.
3E: One way to ensure fiscal responsibility on the floors is to ensure that each patient is charged for every supply they are given.  It’s easy to get busy and run to grab something with the plan to come back later and charge for it, but this can often be overlooked.  By taking the time to charge the patient for the items as you take them, you can ensure that the patients’ account is charged correctly.TB
WEEK 11
3A: During report on 3T, we were told that one of the patients’ spouse was upset because Dr. Chabin, who had been consulted, had not come in to see the patient.  He normally has the chest vest treatment at home, 3 times per day.  She had frequently brought this up to the nurses throughout the day, and had been a bit unpleasant with them.  They had been telling her to wait until Dr. Chabin came in, and he could order it then.  As soon as we were done receiving report, we went to that room and spoke with the patient/family.  We told them we could put in a call to the doctor, and see if he wanted to order it.  We quickly got an answer for them, and the patient was receiving his treatment by 10pm.  The wife was much happier, and went home for the night once we told her there was an order.  By making a quick phone call, we took care of the issue, instead of labeling the woman as a “difficult spouse”.  The outcome also benefited the patient, as he was given the treatments that help his condition at home.
3B: I saw a lot of positive communication again this week.  I have noticed that Stephanie spends a lot of time educating her patients.  She takes every opportunity to provide them with education.  For example, during our admission, we were talking with the patient about the pneumonia/flu vaccines.  Stephanie also brought up the tetanus shot.  Our patient said she cannot remember ever having had one as an adult.  She was now 65.  Stephanie explained to her that she really needed to look into getting a booster, to not only protect herself, but in order to have immunity from pertussis, which could be dangerous if passed on to her grandchildren.  She was very surprised to learn that she could expose them to illness d/t her not having a vaccine booster.  She plans to speak with her doctor as soon as she is out of the hospital.
3E: Fiscal responsibility can be ensured by careful scheduling of employees.  For example, using an RN to do a 1:1 with a patient would be much more expensive that having a UC sit with the patient.  However, I have seen instances where they did not have adequate staffing coverage and needed to pay an RN to sit with a patient for 1:1 care.  I saw last week how much time the supervisors put into looking at the staffing levels for the upcoming 24 hours.  
	Objective
	

	4.  Critique self performance, healthcare systems, processes, practices and regulations on a weekly basis. (5,6)*


	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Reflect on a clinical situation that you handled well and one you would handle differently in the future.  
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	b. Evaluate your overall performance in the clinical area for the week.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	c. Demonstrate initiative in seeking new learning opportunities.
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	d. Describe factors that create a culture of safety. (error reporting, standardization, and communication, etc).
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	e. Practice use of standardized EBP tools that support safety and quality.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments:

WEEK 2 (4C): I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
4A WEEK 3: Good: The patient was due for a 250mL water bolus;  I checked residual and it was 60+mL.  I reported this to the RN and was told to give the fluid bolus, stop the tube feed, and re-assess residual in one hour.  I completed all this independently and entered a nursing note to document my actions.  At 1hr, the residual was 25mL, which I reported to the RN.  She instructed me to restart the tube feed, and thanked me for following up with it, because she had forgotten about it.  Prior to this patient, I had not had any tube feed experience, so I felt that I handled this well, and was able to take the required actions independently, based on the decision made by the RN. FB
Needs Improvement: While I was providing care for the patient, her ECG alarm started alarming a V2-V6 lead failure.  I immediately reported this to the RN, and she said to check all the leads and connections.  Not finding anything that could be causing the alarm, I went back to the RN, and was told “not to worry about it”.  I followed her instructions and the alarm eventually stopped on its’ own.  In the future, I think I should be more active in investigating the cause of the alarm, even if benign, so that if it happens in the future, I know why it happened and how to stop it. FB
4B WEEK 3: On Tuesday, I was very nervous and timid, and frankly terrified to be in ICU.  I did get to do several new things, such as IV pushes and central line medication administration, and also OG tube placement verification.  However, for each of those skills, I had to ask questions each step of the way because I had never done it before, and was nervous.  Also, I had some trouble getting all of the charting completed in an organized manner, and ended up fixing a lot of it at the end of my shift.  On Wednesday, I had a much better feel for what I needed to do.  I was much less nervous, although still unsure of many skills.  I was able to work much more independently.  I organized a plan for myself so that I knew what I needed to do, and when to do it.  I was able to complete all required interventions, chart on them at the time I was doing them, and had a much more organized night.  The patients’ family thanked me when I was leaving on the second night, and said that they really appreciated the time and care that I gave to their mother. It will get better with each clinical experience. FB
4D WEEK 3: Definitely the environment where nurses feel that it is safe and encouraged to admit to mistakes and near misses- if one person made the mistake or nearly did, there’s a good chance that someone else also has or would do the same in the future.  By making others aware of how mistakes are made, and calling attention to areas that may pose risk to patients, procedures can be altered or put into place that ensure it doesn’t happen in the future. FB
WEEK 4

4A: Handled well: I feel I did a very thorough job in caring for my patient today.  I completed all interventions, including medications, on time and very accurately.  When he went to the cath lab, his orders all changed after returning to the unit at 12:30pm.  I had to account for missed assessments while he was off the floor, complete the re-assessment for 12pm, do a FSBS so that we could get him lunch, since the NPO was removed, change the IV fluids that were previously hanging to all new fluids, enter the I/O for the shift, put a note in to provide information on his having undergone the procedure, and at the same time enter 15 minute VS and puncture site assessments for an hour, followed by 30 minute checks.  I did all of these things on my own, and charted all of the information in the 1½ hours that I had to get it finished in, since we were done at 2pm.  When I left at 2pm, all of the patients charting had been completely caught up and I had completed all of the post-procedure orders that were given.  The nurse thanked me when I reported off to her, and said that I did a great job for the day.  I know that she would have had a tough time being able to get all of the vitals and charting done because she was tied up in her other patient’s room for the hour and a half after he returned from the procedure.  This would have forced her to have quite a bit of charting to do after her shift ended.  I know that I gave really good care to my patient today, and charted the care correctly.

Could have done differently:  Getting all of the tasks done along with charting them took until 2pm.  Because the direction of the patients care had changed, and there was a lot of new orders to replace previous ones, I felt that the handoff report that I gave was not very good, and very disorganized.  If I had been the RN taking care of that patient, I probably would have waited until after the handoff to catch up my charting, so that I could have my information better organized.  However, because I am the one that did the care, and was going to be leaving, I had to get all of the charting done.  I am going to make myself a checklist that I can use, which will help me to organize my thoughts as I am giving report.  I also need to make sure that I take a moment to organize my thoughts before diving right into the report, because I was feeling a bit flustered by the time I got to conference. Good JBR

4B:   So far, my confidence is increasing with each clinical shift that I complete.   My performance is getting better as well, as I learn the routines and ways to make organization of care more efficient.  I have found that if I take the time at the beginning of the day to actually put my “plan” onto paper, I am much more organized and efficient throughout the day.  I have a sheet that is broken up hourly.  I wrote in when the meds were due, and planned when I needed to complete specific interventions.  For example, I knew that at 8am and 12pm, I needed to complete the hourly, every 2 hour, and the 4 hour interventions.  I also made space to write down the hourly VS in the boxes.  Doing it this way ensured that I did all I needed to at one time, and had the information written down.  If I didn’t get to chart the VS right away, they were organized and acted as a reminder later that they needed to be put into the chart.  I really am beginning to like this area of care.  I like that each nurse only has 2 patients.  Even though they require a high level of nursing care, I like that I am able to give each patient the quality of care they deserve.  On the med-surg floors, it seems like the majority of time is spent charting what should be done, rather than ensuring that it is done correctly.  I like that in ICU, the nurses are able to change or initiate care based on their assessment of the patient.   It is important to me to work in an area where I feel that I am making a positive contribution to the patients’ recovery, and not just going down a list and checking the boxes off all day long.  I think you would do well in this area. JBR
4D: There is a lot of pressure in healthcare to move quickly, and avoid delays.  Its easy in this environment to overlook important details, or be afraid to stop the process and investigate further if something feels wrong.  Shortcuts are done and procedures may be skipped.  Examples of this are failing to verify the patients’ name and DOB before giving a med, since you are in a hurry, and just did it 5 minutes ago.  Verbal orders may not be read back because of an impatient physician.  Failing to do all 3 checks when giving a med because it takes too long to do that with 15 meds at once.  Skipping an assessment because you assume it hasn’t changed from when you checked it 1 hour ago;  using the copying assessments in the document spreadsheet tab without bothering to actually go through each item to ensure it is accurate; omitting procedures that are done specifically for safety reason, such as the “Time Out” being done correctly prior to an invasive procedure.  All of these type of situations happen on a daily basis in all areas of the hospital.  Although giving in to the pressure to be fast is easy to do in some environments, it’s important to adhere to the proper practice and not contribute to putting a patient at risk. True! JBR

WEEK 5
4A:  Because my experience was all observation this week, I don’t really have anything to critique myself on.  We were taken to the angio suite and told to watch the procedures from the control room.  
4B: I think my overall performance was satisfactory.  I displayed a professional appearance, a positive attitude, and asked appropriate questions.  I prepared ahead of time for the experience by reading about the procedures performed in that department.
4D: In this area, where similar procedures are done all day long, it’s important to implement the “Time Out” before starting a procedure.  This ensures that the whole team is in agreement on the right patient, correct procedure, and correct location.  While I did see the dry-erase board on the wall with the words Time Out printed on it, I never saw or heard the procedure being done.  This is something that is part of the National Patient Safety Goals.  It’s also used in OR, but not every single time, like it should be.  This is something I plan to keep with me and use as a circulator in these types of cases.  I understand the importance of it, and feel that if I do it from the beginning of my career as an RN, it will be easier to ensure that it’s done for each of my patients. Good point – this is a national standard and must be done every time! It only takes once for a disaster…JBR
WEEK 6
4A: The situation that I handled well is the same one I think I would handle differently in the future.  My patient was having symptoms of a hematoma forming.  I did good at frequently checking the area and reporting the changes in pain and BP.  However, it took quite awhile before the issue was taken seriously and acted upon.  When I am the RN in that situation in the future, I feel that I could have done better for the patient by being more assertive in communicating with the appropriate people.  However, as  a student, I don’t always have that option, and I think I did the best I could. You did an excellent job!  This was reported directly to the physician and his RN, several times.  As the thigh began to change, further studies were ordered.  In this case, frequent assessment (as you did) and reporting (as you did) is what you as the RN must do.  These are difficult and troubling situations. AR
4B: I am pleased with my overall performance this week.  I was organized and provided my patient with quality care in an efficient manner.  My communication with my preceptor and instructors was good, and I showed evidence of being prepared for clincials. Agreed! AR
4D: I saw the same issues this week in failing to perform a “Time-Out” before invasive procedures when I observed in the cath lab.  I really feel that this is a hospital-wide issue that needs to be improved.  I work in OR, and can honestly say that the procedure could be done better and adhered to more frequently.  The outpatient areas I have observed lately are really lacking in their use of this important intervention. It sounds as if all departments of the hospital could use a refresher on this vital issue! AR
WEEK 7
4A: The situation I feel I handled well this week was in my communication with physicians.  I tend to stay in the patients room, so I was in there for at least 3 different physicians, when they came in to do rounds.  Each of them asked me questions about lab values, patient status, urine output, etc.  I was able to answer their questions and provide all of the information they needed.  Something that I could have done better would be performing passive ROM to all of her extremities.  She only had 1 arm in restraints, so I did release the restraints and do passive ROM each hour for that arm.  However, looking back, I could have done it with all of her extremities, and it may have benefited her, since her left side was weakened from the stroke.  You communicated well with the physicians. Yes she should have had all 4 extremities ROM JBR

4B: I feel I did a good job this week.  My patient had a lot going on, including chest tube, skin tears, IV antibiotics, quad lumen, foley catheter, ET tube, and on OG tube for feeding.  I acted independently in giving her care.  I also was able to gain new learning opportunities.  She needed a bladder scan and a blood draw from her central line.  I had not done either of those before, but told the nurse that I would like to do them with my instructor.  And you did a great job with her. JBR
4D: It was apparent this week how important it is to communicate between the nurses and physicians.  In one morning, my patient had 4 different physicians come in, and all were adding/changing orders for medications.  There had been an order for 10mg Vit. K to be given IM.  Another physician came in before we gave it.  He said absolutely NOT! Not only was the dose too high, but because of her INR of 8.5, an IM injection could cause bleeding.  He instead ordered 2.5mg to be given through the OG, which I did.  It was obviously effective because the next morning, her INR was at a therapeutic level.  This just proves that its okay to question an order that may seem “fishy”.  True JBR

WEEK 8
4A: I feel that I did pretty well during SimMan.  I have been working to learn the material by studying ACLS protocols.  I need to be able to get ACLS certified ASAP, for my job in OR and Digestive Health.  My plan is that by learning the material using the ACLS guidelines from the beginning, it will be easier for me to get that certification and really know the material.  I could have definitely improved in my communication when “running” the code.  I need to continue studying the arrhythmias and the treatments for them, so that I can be more comfortable in that role, and confident in my actions.
4B: Overall, I feel I did a pretty good job in SimMan, since that was our first time actually trying to put our skills to the test.  I feel much better having gotten to do it in practice, in case I am put in that situation with an actual patient.  While there is obviously a lot more I need to know and learn about arrhythmias and treating them, especially in emergent situations, I am off to a good start. It does take time and practice in recognizing the various rhythm strips.
4D: It was apparent in SimMan how important it is, especially in an emergent code situation, to be able to stay calm, think clearly, communicate very well with everyone else, and to do the role I am assigned.  We only had 4 people in the room, and its easy to see how easily things could get misunderstood or miscommunicated; especially when everyone is under the increased stress of a patient going downhill.  If people panic, or attempt to cross over into another team members’ role, (for example, the person giving meds acting on their own, without communicating with the person running the code or the recorder) the safety of the patient could be in danger.  It’s also easy to see how important it is to know the ACLS guidelines cold, so that treatment can be initiated immediately, without trying to look up dosages, or being unsure of what medication to use. True situation where good communication is a must! JBR

WEEK 9
4A: I don’t have anything for this, because all of my experiences were observation only.
4B: My clinical were observation only.  I arrived on time and dressed appropriately.
4D: Identifying the patients before initiating any treatment is very important.  In an area like the infusion center, where they know the patients from seeing them all the time, it would be easy to skip over this step.  However, this could easily lead to a medication error.  They were very careful to use 2 identifiers before starting a patient’s treatment, even though they knew the patient.TB
WEEK 10
4A: I did well this week on my first night with my preceptor.  I didn’t take any patients of my own the first night, but just learned how she does things and how the floor “flows”.  She had a very heavy load with her patients, so I was able to help out by doing some assessments, passing meds, and charting on several of the patients.  Something I plan to improve is to take at least 2 patients on my next day with my preceptor, and begin to work a bit more independently.
4B: I got quite a few new experiences this week, including doing peritoneal dialysis on a patient, and drawing blood from a PICC line, as well as changing a central line dressing.  I feel I did quite well this week.
4D: A culture of safety is achieved by constantly being vigilant, and being proactive in solving problems before they occur.  For example, one of the patients became confused and kept trying to get out of bed.  Rather than taking a chance on her falling, they quickly assigned a UC to be a 1:1 with her, so that she did not have a fall or injury. Great job with skills – were you able to care for at least two patients this week? TB Because it was my first day precepting with her, I did not take any patients of my own.  I received report on all 5 of the patients she was assigned to, and we worked together and shared all of the patients.  It gave me a chance to get re-oriented to the floor, and to see how she handles her day.  It worked out nicely because she said that the patients she had were an extremely heavy load.  I got quite a few new experiences that night, including doing peritoneal dialysis, drawing blood from a PICC line, changing central line dressings, and caring for a patient with an epidural catheter, and one with a pain pump.  
WEEK 11
4A: I felt that one area that I improved in and did well this week was in my ability to program IV pumps, troubleshoot them, and hanging IV meds.  I feel very comfortable in programming the pump, as well as retrieving the data for charting.  I had the opportunity to troubleshoot several alarms and fix the issues.  One area that I need some improvement in is the transferring and ambulation of the surgical patients.  Because I haven’t had a lot of experience in caring for post-surgical patients, I am not yet confident in how to help them in getting out of bed, sitting, etc.  I think I will gain more comfort in doing this as I get more experience with patients who have had knee, hip, and back surgery.  I just want to make sure I know the correct way to help them, so that I don’t do something to cause them more or unnecessary pain.
4B: I feel that I made good progress this week.  We were floated to 3T until 3am.  I took 2 patients of my own on 3T, and also helped Stephanie with her 2 patients.  Once we returned to 4N at 3am, we only had 3 patients, and I took all 3 patients for the rest of the shift.  Stephanie was available to answer questions I had, but I did all of the assessments/meds/charting on 3 patients.  My plan is to take 3 patients next Friday, for the entire shift, and hopefully take 4 Saturday, and for the rest of my scheduled times; this will ensure I meet the goal of being able to handle 80% of the normal workload for an RN on 4N.
4D: I learned that it’s okay to question a dose of medication that is ordered.  One of our patients on 3T had a pain pump that was delivering 6mg Dilaudid per hour, and 4mg demand doses q15minutes, up to 16mg/hr, for a total of 22mg/hr being possible for the patient to receive.  Stephanie saw that dose, and immediately started double checking the order, since the normal doses she sees on 4N are 0.1-0.4 mg/hour.  She verified the dose by going back and finding the original written order.  She also spoke with pharmacy about the dose.  She very carefully checked the settings on the pump, and monitored the patient very closely.  The order was correct and there were no mistakes found, but it was nice to see that she didn’t just go on someone else’s word, and investigated the order herself.  Had that been a mistake (someone read 6 instead of 0.6)  that could have been lethal for the pt.
	Objective
	

	5.  Collaborate with members of the healthcare team, patients, families, faculty and peers through written, verbal and nonverbal methods, and by utilizing computer

      technology.  (3)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Establish collaborative partnerships with patients, families, peers, and coworkers.
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	b. Use therapeutic communica-tion skills in routine patient care situations and in interactions with patient’s families.
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	c. Teach patients/families based upon learning and discharge needs, and readiness to learn.
	NA
	NA
	S
	S
	S
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	d. Collaborate with members of the healthcare team to achieve optimal patient outcomes.
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	NA
	S
	S
	
	
	
	
	

	e. Deliver an effective and informative change-of-shift patient report.
	NA
	NA
	NA
	NI
	NA
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	f. Document nursing care measures, medication administration on the PCS system and the eMAR.
	NA
	NA
	S
	S
	NA
	S
	S
	NA
	S
	NA
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments:
WEEK 2 

5A: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
5D: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB

	Objective
	

	6.  Analyze methods utilized by nursing to develop the profession, advance the knowledge base, ensure accountability and improve the outcomes of care delivery. (4,5,6)*



	Weeks of Clinical
	1
	2
	3
	4
	5
	6
	7
	8
	Midterm
	9
	10
	11
	12
	13
	14
	Make

up
	Final

	Competencies:

a. Value the need for continuous improvement in clinical practice based on new knowledge.
	S

U
	S

U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	b. List an example of a legal or ethical issue observed in the clinical setting.
	NA
	NA
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	c. Recognize threats to healthcare providers, patients and families in the clinical environment. 
	NA
	S

U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	d. Comply with the FRMCSN “Student Code of Conduct Policy.”
	S

U
	U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	e. Exhibit professional behavior in appearance, responsibility, integrity and respect.
	S

U
	S

U
	S
	S
	S
	S
	S
	S
	S
	S
	S
	S
	
	
	
	
	

	
	FB
	FB
	FB
	JBR
	JBR
	AR
	JBR
	JBR
	JBR
	TB
	TB
	
	
	
	
	
	


Comments:

WEEK 1

6A:  I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
6D: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
6E: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
WEEK 2

6A: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
6C: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
6D: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
6E: I received a “U” for this competency for this week because I failed to turn my tool in by Friday at 8am.  I will ensure this does not happen in the future by ensuring that my tool and paperwork is submitted by Friday at 8am for all future clinical. FB
WEEK 2: I received a “U” for 6d because I failed to turn in my clinical tool by the due date/time.  I will ensure this does not happen again in the future by having my tool turned in by Friday at 8am. FB

6B WEEK 3: One legal issue that we became aware of is the use of the copy/paste feature when charting.  While this can be a great feature to help keep a nurse from having to repeat themselves in charting continuously for unchanged parameters, I noticed how common it was for the copy and paste feature used, and no information to be changed for hours at a time, and in one case for a 24 hour period.  I found that the same comment that I had charted the prior day was copied/pasted the next day.  Also, they rarely changed the “position turned to” intervention.  This could create a legal issue in that they can’t prove that they actually did turn that patient every hour if they charted that they were on their right side for 6 hours straight.  It doesn’t matter what they actually did; the record that they charted will be the legal word in a court case.  It’s also easy to see how, without careful attention to remove or change anything that wasn’t actually done/heard/or seen, a nurse may be leaving assessment pieces in their documentation that no longer apply to the patient. Very good observation! FB
WEEK 4 (6B): When we were told that the pt would be going to cardiac cath lab in approximately 1 hour, I immediately asked Sandy what things I needed to do to get the patient ready for his procedure. She said that everything was done, and the patient was ready to go.  They picked him up and we went to the lab and they began preparing for the procedure by positioning the patient, shaving the groin, and hooking the patient up to the monitors.  The tech who was charting suddenly realized that there was no signed consent on the chart.  Luckily they hadn’t given Versed yet, so he quickly ran in there and had him sign while he was lying on the table.  Failure to obtain informed consent is a serious legal issue, and this was a near-miss.  The nurse did not think to have the consent ready.  The lab assumed it was there and didn’t check.  It was a last minute catch by the tech.  I believe the nurse should have made sure that the consent was on the chart, but the staff from cath lab should have checked for consent before they ever left the unit.  However, they were in such a hurry that they did not look at the chart at all, and actually forgot to take it with them.  Had they done a proper handoff communication, they would have spoken to the primary nurse and ensured everything was in order, and that pre-op orders had been initiated and completed. How easily it can happen! JBR
WEEK 5 (6B): While I thought it was really nice that the family members that came with the patient were brought back to the procedure room so that the doctor could discuss his findings and recommendations, it’s important to double check with the patient ahead of time to make sure they are okay with this.  They may not want their treatment discussed with the entire group, and if information is shared against the patients’ wishes, this could result in a HIPPA violation.  It’s important to take a moment and tell the patient that you are ready to go get their family.  Tell them that the doctor is going to show them the pictures and talk about his findings and treatment plans.  Ask the patient if it is okay for all of them to come back, or if he would rather have some wait out front.  Good point…JBR

WEEK 6 (6B): I think my safety issue example is also a legal issue.  Performing a “Time-Out” in the room, in the presence of patient and physician, prior to starting an invasive issue is not being done adequately in many areas of the hospital.  While this is a safety issue for the patients, it could very easily turn into a legal issue for the hospital if a mistake is made and proper procedures to reduce risks for error were not done.  Very good point Kristin. AR
WEEK 7 (6B): My patient was unresponsive, but needed blood products to be given.  In order to do this, the nurse had to make contact with her POA and obtain consent through her before we could give her blood.  Luckily her daughter was easy to reach, and although she wasn’t coming into the hospital regularly, she was doing her part as the POA.  She was also realistic about her mothers’ condition.  She understood the condition she was in, but wanted to give her a few days to see if she improved.  However, she stated that she was not going to let them trach her, or place a PEG tube.  This is obviously a touchy area for many placed in her position, so it was nice to see that she was handling the situation well. Good example. JBR

WEEK 8 (6B): We discussed the issue of DNR orders in the instance of a code situation.  We talked about how lifesaving treatment may be started before finding out that there is a DNR in place.  This can be the case of an ER patient, or even in a visitor who codes.  While healthcare providers have a duty to take action, should we be provided with DNR orders, the treatment should be stopped.  This could turn from an ethical issue to a legal one, if life-saving measures are taken for a patient, if that patient did not want the treatment, and had the documents in place to state their wishes.  It’s also important to know the status of your own patient, so that the decision to initiate a code can be made without having to think about it. Yes and this happens in real life! JBR

WEEK 9 (6B): I encountered a situation this week that I had not faced before.  Last week, we saw several ambulances at my neighbor’s house, and wondered what was going on.  When I did my case management clinical, it turned out that my neighbor was one of the patients on 4P.  I saw his daughter there who is a friend of ours.  When I went home that night, I was very careful to make sure I didn’t mention seeing her or her father.  If I had came home and filled in my family on the “juicy details”, that would have been a serious HIPPA/legal issue.  Yes, for sure.  TB
WEEK 10 (6B): An ethical situation I encountered this week was in the 105 year old patient.  They were planning to take her to surgery on Monday to amputate her leg.  I am not sure that I would agree with putting her through that if I were her family.  At 105, I can’t imagine that the surgery would be beneficial to her.  This would likely make her bedridden, because of her age and condition.  I wouldn’t think that she has a large amount of time remaining, and the issue becomes the quality of time that she has left. Personally I agree – but we cannot judge we can only educate them on the options. TB
WEEK 11 (6B): This is related to the patient from last week, who was 105, and scheduled to go to surgery Monday for a leg amputation.  I had thought about her all week, and hated to see her taken to surgery.  She apparently did very well in surgery and left PACU very quickly, with no issues.  However, the patient passed away within 24 hours of the surgery.  I was sad to hear this.  I don’t think she had a lot of time to live, whether or not she went to surgery.  However, it becomes an issue of weighing how much time is going to be added to life, and the quality of that time.  As nurses and caregivers, we have to honor the wishes of patients and their families.  We do have an obligation to ensure that they understand the consequences of their choices, and are aware of all options.  I don’t know what the specifics were of her case, but it was sad to hear that she made it to 105, and put through a procedure that made her last days/hours more painful and in a hospital instead of at home.
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