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Course Description:

This course focuses on the introduction, development, and application of essential core competencies of professional nursing: critical thinking, communication, assessment, and technical skills in the context of liberal education.  Critical thinking, which underlies independent and interdependent decision-making, is framed within the nursing standards of care and emphasizes quality nursing assessments and best-practice interventions to achieve optimal health outcomes with regard to gender, age, and racial/ethnic variations.  This course also stresses the application of therapeutic and professional/interpersonal communication skills and evidence-based beginning technical skills in laboratory and clinical/community settings. 

Course Learning Outcomes

Within a liberal learning environment informed by Benedictine values and Catholic traditions, students will:

1.
Demonstrate critical thinking through knowledge development and the application of the nursing standards of care (1, 4a)

2.
Perform a comprehensive health assessment that is sensitive to human diversity, including a health history, physical examination, interpretation of findings, and accurate documentation (1, 3, 5a)

3.
Demonstrate therapeutic communication in the development of the nurse-client relationship and provider of care role (1, 5a)

4.
Incorporate foundational technical skills, supported by the appropriate rationale/evidence, in the provider of care role (1, 5a)

5.
Demonstrate professional responsibility, accountability, stewardship, hospitality, and promote human dignity in the provision of nursing care (2, 5a)

Development of the Liberally-Educated Person

This course strives to promote the development of the liberally-educated person. These qualities are defined as:

1.
The student knows how to listen and hear.

2.
The student can read and understand.

3.
The student can talk with anyone.

4.
The student can write clearly, persuasively, and movingly.

5.
The student can solve a wide variety of puzzles and problems.

6.
The student will respect rigor as a way of seeking truth.

7.
The student will practice humility, tolerance, and self-criticism.

8.
The student will understand how to get things done in the world.

9.
The student will nurture and empower the people around them.

10.
The student will be able to see connections so as to be able to make sense of the world and act within it in creative ways.

Learning Environment:
Student learning will be facilitated through lecture, assigned readings, demonstration and return demonstration, computer simulations, case studies, guided observation, discussion, role-plays, and 120 hours of laboratory and clinical experiences.

Evaluation Methods/Course Grade:

In order to pass this course, exam scores and graded work must average 75% or better and the student must complete all other requirements at a satisfactory level. 

1. Written examinations. There will be four (4) unit exams and one (1) 2-hour multiple-choice comprehensive final.
Exam Dates:


Weight

Exam #1
January 29, 2007     

10%



Exam #2
February 19, 2007

10%



Exam #3
March 19, 2007


10%




Exam #4
April 16, 2007


10%




Final Exam
May 10, 2007


20%



2. Development of the Nurse-Client Relationship. Students will complete 3 journal entries and 2 process recordings within the communication experiences due prior to spring break. The criteria for evaluation are found in this syllabus.  Graded:  5%.
3. Application of the Nursing Standards of Care. Students will complete 2 care plans during clinical experiences.  The criteria for evaluation are found in this syllabus.  Graded:  5%.
4. Evidence-based Practice Poster.  Students will perform a comprehensive literature review and summary of the best practice for an assigned foundational technical skill. Criteria for this assignment are found in this syllabus (bring to specified lab). Graded 10%.
5. Laboratory Performance.  There will be 10 unannounced quizzes (10-20 points each) during laboratory sessions related to the prepatory readings and activities. Graded 10%. Students will also receive periodic laboratory performance exercises to complete throughout the term.  Graded S/U.
6. Clinical Performance. The laboratory and clinical evaluation tool is found in this syllabus.  Students must complete all clinical activities at a satisfactory level as designated.  Graded S/U.
7. Foundational Technical Skills. Students must satisfactorily complete the designated MBNAs and other skills test-outs for this course.  The MBNAs are found in this syllabus.  Graded S/U.
8. Comprehensive Health Assessment. Students will perform one (1) complete videotaped health assessment according to the guidelines provided.  Graded:  10%.

Grading Scale:


A
100-92

AB
91-88

B
87-83

BC
82-79

C
78-75

CD
74-70

D
69-65

Required Texts/Materials:


1.  
Ackley, B. & Ladwig, G. (2006). Nursing diagnosis handbook. St. Louis, MO: Mosby.

2.
Craven, R. & Hirnle, C. (2007). Fundamentals of nursing: Human health and function. Philadelphia, PA: LWW.

3.
Lobiondo-Wood, G. & Haber, J. (2006). Nursing research: Methods and critical appraisal of evidence-based practice. St. Louis, MO: Mosby.

4.
Minnesota Nurses Association (2006).  MNA professional practice, ethics, and regulation handbook.  St. Paul, MN: MNA.


5.  
Pickar, G. (2006). Dosage calculations. Clifton Park, NY: Delmar Learning.

6.
Prentice Hall: Real Nursing Skills CD ROMs: Basic Nursing Skills, Intermediate/Advanced Nursing Skills, Physical Assessment
7.  
Wilson, B., Shannon, M., Shields, K., & Stang, C. (2007). Prentice hall nursing drug guide 2007. Upper Saddle River, NJ: Prentice Hall.
8.
Kaplan NCLEX review course enrollment.

9.  
Lab practice and test-out supplies (approximate cost: $48)

10. Two (2) digital recording tapes

11.  Other supplies to purchase prior to February 1:  A watch with a second hand, one (1) digital thermometer and at least 30 disposable probe covers, 1 disposable Fleets enema, 1 box of alcohol preps, a medical dictionary.

Functional Ability Statement:  See College Catalogue/Nursing listing for policy.

· You must notify the instructor within the first week of class if accommodations have been recommended in order to facilitate your learning needs for completion of exams.  Such requests need to be verified by Academic Advising. Every effort will be made to provide the required accommodations. 
Course Policies:

· Professional Accountability Policy – see Student Handbook at http://www.csbsju.edu/nursing/
· Attendance Guidelines – see Student Handbook.

· Absences or tardiness from theory, lab, or clinical will be monitored. All lab and clinical experiences must be made up at the discretion of the course faculty. Any critical incidents will be documented and signed by the student.

MBNAs:


Subpart 2.A.  Use verbal and nonverbal communication skills

6301.1800


Subpart 2.B.  Establish a relationship based on the client’s situation

Subpart 2.C.  Maintain professional boundaries in nurse patient relationships.

Subpart 3.A.  Collect data pertaining to physical and psychological structure and function.

Subpart 3.B.  Collect data pertaining to intellectual, emotional, and social function.

Subpart 3.C.  Collect data pertaining to a patient’s spiritual and cultural function.

Subpart 4.A.  Provide for physical safety.

Subpart 4.B.  Prevent the spread of pathogens.

Subpart 4.C.  Determine when necessary to use sterile technique.

Subpart 4.D.  Maintain sterility of equipment and supplies.

Subpart 4.E.  Maintain integrity of skin and mucous membranes.

Subpart 4.H.  Promote nutrition and fluid balance.

Subpart 4.I.  Promote elimination.

Subpart 4.J.  Promote physical activity.

Subpart 4.K.  Promote restoration or maintenance of physical independence.

Subpart 4.L.  Provide physical comfort.

Subpart 4.M.  Promote rest and sleep.

Subpart 4.N.  Provide for personal hygiene.

Subpart 5.A.  Promote the development of intellectual function.

Subpart 5.C.  Promote social development.

Subpart 6.D.  Implement treatment related to gastrointestinal function.

Subpart 6.E.  Implement treatment related to genitourinary function.

Subpart 6.G.  Implement treatment related to musculoskeletal function.

Subpart 6.H.  Identify sources of information necessary to administer prescribed medication.

Subpart 6J.   Determine the safe range of the dosage prescribed.

Subpart 6K.  Determine the appropriateness of the route for administration of prescribed medication.

Subpart 6M.  Administer prescribed medication

Subpart 7C.  Maintain confidentiality of patient information

Class Schedule

Date:
January 15 
Topic:  
Course overview


Therapeutic Nurse-Client Relationship

Outcomes:


1.  Identify outcomes of the therapeutic relationship

2.  Differentiate therapeutic from social relationships.


3.  Discuss the four basic phases of the therapeutic relationship.

4.  Identify the principles of therapeutic communication.

5.  Identify factors that impact the development of the therapeutic relationship.

Required assignment/reading: 
1.  Craven, pp. 364-373

Date:
January 16 or 17 

Topic:   Assessment and Therapeutic Communication

Outcomes:

1.  Recognize strengths and areas for improvement in one’s own communication style.

2.  Differentiate therapeutic and non-therapeutic communication. 

3.  Identify the Standards of Practice and correlate these with the Nursing Process  

4.  Identify the major components of the health history 

5.  Implement effective communication skills when performing Standard I – Assessment 
6.  Differentiate between assessment using functional health patterns and a body systems approach.
Required assignment/reading:
1.  Prior to class: log on to http://www.queendom.com/cgi-bin/tests/transfer.cgi and go to “my profile premium tests” to take the  

     communication skills test (20 minutes) and the listening skills test (15 minutes). Review the interpretation of results.
2.  Craven, pp. 64-65, 142-147, 150-153, 156-162, 373-382, 434-448. (omit “measuring weight” on page 444-445)
Date:  
January 18 or 19 (Note: Life Uniform is on 4th floor Main Jan. 18 9-12 to order uniforms and name pins)

Topic:   Assessment and Critical Thinking 
Outcomes:
 
1.  Perform a comprehensive health assessment interview 

2.  Differentiate between subjective and objective data 

3.  Modify the health interview based on culture, gender, and age.  

4.  Discuss the relationship among the standards of care, critical thinking, problem solving, and decision-making.

5.  Compare the standards of care and the scientific method.

6.  Identify aspects of critical thinking essential for formulating accurate nursing diagnoses.

7.  Apply methods for identifying significant data, organizing data, and drawing a conclusion.
Required assignment/reading:


1. Craven, pp.  148-150, 221-233

2. Bring the results of your health interview on the form titled: “Assessment of Functional Health Patterns and Application of 

     the Nursing Standards of Care” to class. 
Dates:  
January 22, January 23 or 24

Topic:  Standards of Care: Diagnosis, Planning, Implementing, and Evaluating Nursing Care

Outcomes:

1.  Describe the steps of the nursing diagnostic and planning process.

2.  Differentiate between a nursing diagnosis and a medical diagnosis.

3.  Discuss the process and value of priority setting.

4.  Differentiate between a goal and expected outcome.

5.  Develop short and long-term outcomes.

6.  Identify guidelines for writing accurate outcome and intervention statements.

7.  Distinguish types of interventions (nursing, physician, collaborative).

8.  Select appropriate interventions.

  9. Develop a plan of care for a client 

10. Describe the process for evaluating attainment of outcomes.

11. Make modifications in a plan of care based on evaluation data.

Required assignment/reading:


1. Craven, pp. 180-218
2. Bring Ackley and Ladwig’s Nursing diagnosis handbook A guide to planning care to class.

3. Bring the care plan template (form with “Nursing Diagnosis” at the top) from this syllabus to class

Date: 
January 25 or 26 (8-10:30 class; 11am-12noon introductions to communication client)

Topic:
Standards of Care – putting it all together and Introduction to the communication experience.

Outcomes:

1.  Orient to the communication experience.

2.  Utilize the process recording to begin documentation of the therapeutic relationship.

3.  Recognize common errors in the process of developing a care plan

Required assignment/reading:
1.  Read Kotecki, C. (2002). Baccalaureate nursing students’ communication process in the clinical setting. Journal of Nursing Education, 41, 61-69. You can access this article by going to the library website and accessing ProQuest Nursing Journals (these are all available online); search under Journal of Nursing Education Feb 2002, vol 41, issue 2, pp. 61-69. *You will only be able to access this article from campus.
Date:  
January 30 or January 31
Topic:   Infection Control

Outcomes:
 
1. Apply principles of disease transmission gained from microbiology and pathophysiology  

2. Recognize the use of appropriate infection control measures used in simulated situations 

3. Describe and implement the following isolation practices

a. Airborne precautions

b. Droplet precautions

c. Contact precautions

4. Recognize breaches of infection control practices

5. Adapt infection control principles to nontraditional care settings (e.g. home, accident site) 

6. Apply Standards of Care for clients requiring environmental management 

7. Recognize source of latex allergy triggers and prevention mechanisms

8. Discuss application of environmental management principles to transport of laboratory specimens

9. Explain research evidence regarding the efficacy of infection control practices in health care 

10. Demonstrate hand washing, application of sterile gloves, and setting up a sterile field

Required assignment/readings:
1. Craven, pp. 514-541
2.  View CD ROM Real Nursing Skills: Risk Management: Hand hygiene, PPE, sterile field, specimen collection.

3.  Practice and test out on MBNA 4B (hand hygiene)

4.  Bring 1 package of sterile gloves to lab

5.  Completion of MBNA 4C requires selection of the most appropriate answer on a multiple choice test item.

Date:
February 1 or 2
Topic:
Assessment of Vital Signs:  Temperature, Pulse, Respirations, and Blood Pressure


Outcomes:


1. Describe the basic physiology pertaining to temperature, pulse, respiration, and BP measurement.

2. Demonstrate accurate assessment of temperature, pulse, respirations, and BP.

3. Identify range of expected/acceptable values for temperature, pulse, respiration, and BP measurement.

4. Describe the relationship between vital sign indicators.

5. Discuss variations in vital signs based on age, route, equipment, timing and location.

6. Accurately document vital sign information.

7. Apply the Standards of Care to a client with an alteration in vital sign parameters.

Required assignment/readings:


1.  Craven, pp. 483-512
2.  Bring stethoscope, sphygmomanometer, alcohol preps, thermometer, and probe covers.

3.  View CD ROM Real Nursing Skills: Risk Management: Vital signs
4.  Measure and document 10 sets of vitals (TPR, BP) in lab including at least one set of orthostatic BPs

5.  Measure and document gender, age, and 10 sets of vitals for confidential “clients” outside of lab (DUE 2/8 or 2/9)

Date:  
February 5 through February 9 (need to sign up for 2-hour time block on designated dates)
Topic:   Independent Learning Lab on Hygiene

Outcomes:
 
1. Recognize sociocultural, economic and developmental factors related to hygiene practices

2. Apply the Standards of Care for clients with a self-care deficit

3. Demonstrate health promotion and acute care/restorative measures related to personal hygiene including bathing, grooming, dressing, ear, eye, contact lens, prosthesis, foot, hair, nail, perineal, and oral care

Required assignment/readings:

1. Craven, pp. 726-768
2.  View CD ROM Real Nursing Skills: Self-Care Facilitation: Oral Hygiene, Bathing an Adult Client, and Providing Perineal Care. 

3. Sign up for lab time with TAs (times posted in Main 423); BRING toothbrush.
4. Practice hygiene procedures in the lab

5. Must be checked off by TAs as having completed this activity prior to going into clinical setting 

6. MBNAs 4N and 4E will be tested out in the clinical setting

Date:
February 5 
Topic:   Safety

Outcomes:

1. Perform an assessment and design interventions for the client at risk for injury (falls, seizures, restraints).

2. Identify aspects of the physical examination related to assessing client safety.

3.
Identify research evidence related to effectiveness of safety strategies.

4.
Recognize feasible alternatives to restraints.

Required assignment/readings:


1.  Craven, pp. 670-699
2.  View CD ROM Real Nursing Skills: Risk Management: Applying Restraints

Date:
February 6 or 7 and February 8 or 9
Topic:
Activity and Mobility: Assessing Perfusion and Ventilation

Outcomes:

1. Assess activity-exercise pattern and activity tolerance in the Functional Health Patterns framework

2. Demonstrate observational techniques of the physical assessment: general survey, inspection, palpation, percussion, and auscultation.

3. Demonstrate preparation for the physical examination including providing privacy, infection control, and proper positioning.

4. Identify aspects of the physical examination that relate to activity

a. Assessment of perfusion (heart, peripheral vascular)

b. Assessment of ventilation (lungs)

5. Modify physical examination techniques based on client age or cultural variations.  

6. Differentiate expected and significant findings in activity assessments.

Required assignment/readings:


1.  Craven, pp. 448-451, 461 (cardiac assessment)-469, 830-838, 884-897
2.  TURN IN vital sign documentation (10 clients, include gender, age, BP, P, R, and T for each)

3. Bring stethoscope and continue to practice BP; TEST OUT on BP either 2/13 or 2/14
4.  Participate fully in laboratory-learning activities including documentation of findings

Date:  
February 12
Topic:  
Documentation and Reporting


St. Cloud Hospital General Orientation

Outcomes:

1. Review various health assessment data collection tools.
 

2.
Promote privacy/confidentiality in collecting, recording, and storing health assessment data.

3.
Identify basic principles of documentation.

4.
Utilize appropriate abbreviations when documenting nursing care (see p. 343)

5.
Differentiate source oriented, problem oriented, focus charting, charting by exception, SOAP, PIE and other narrative formats of documentation.

6.  
Perform accurate and concise documentation.

7. 
Recognize and correct common documentation errors.

8.
Identify critical aspects of the end-of-shift report.

9.  
Complete orientation to St. Cloud Hospital by watching welcome video and completing CD modules.

Required assignment/reading:


1. Craven, pp. 235-257
2.  Watch welcome video and complete web general orientation modules for the St. Cloud Hospital. DUE March 5 
Date:  
February 13 or 14 and February 15 or 16
Topic:  
Assessing and Promoting Activity, Mobility, and Safety 

Outcomes:
1.  Assess alignment and mobility within the Functional Health Patterns framework

2.  Identify aspects of the physical examination that relate to mobility: musculoskeletal strength, range of motion, structural integrity, and ambulation

3.  Modify physical examination techniques based on client age or cultural variations.  

4.  Differentiate expected and significant findings in activity assessments.

5.
Compare exercise and immobility and the effects on health

6.
Apply information regarding risk factors to prevent complications of immobility

7.
Identify research evidence related to effectiveness of mobility interventions

8.
Implement body mechanics promotion, positioning, traction, transport, splinting, cast care, bed rest care

9.
Implement energy management and promotion strategies, exercise therapy (ambulation, balance, joint mobility, muscle control, 
prescribed activity/exercise)

10.
Promote venous return through the application of TEDS

11.
Apply knowledge of human structure, function, and physics principles involved in moving, lifting, and ambulating clients
12.
Apply the Standards of Care for clients requiring activity promotion

Required assignment/readings:

1.  Craven, pp. 475, 772-819
2.  View CD ROM Real Nursing Skills: Activity and Exercise: ALL sections   

3.  View CD ROM: Real Nursing Skills: Immobility Management: Applying Elastic Stockings, Transferring, Assisting to Sit on the Side of the Bed

4.  TEST OUT 2/13 or 2/14 on BP measurement (must be within 4mmHg to pass)

5.  Bring MBNAs 4A, 6G, and 4K; you will need to practice these and sign up for a videotape test out time. DUE 2/23
Date:  
February 20 or 21 and February 22 or 23
Topic: 
Evidence-Based Practice

Outcomes:

1.  Differentiate among conduct of research, research utilization, and evidence-based practice.

2.  Describe the steps of evidence-based practice.

3.  Identify barriers to evidence-based practice and strategies to address each barrier.

4.  List three sources for finding evidence.

5.  Discuss strategies for discerning the credibility and utility of evidence.

6.  Describe strategies for implementing evidence-based practice changes.

7.  Use research findings and other evidence to improve the quality of care.

Required assignment/reading: 

1. LoBiondo-Wood, pp 440-469, 483-487 (stop before “A Confidence interval…) and p 498 (Start at “Meta-Analysis”) to p 500 (stop before “Evidence-based Tool #5…).
2.  Pravikoff, D. S., et al, (2005). Readiness of U S nurses for evidence-based practice. American Journal of Nursing, 105(9), 40-51. http://gateway.ovid.com.ezproxy.csbsju.edu/ovidweb.cgi?T=JS&NEWS=N&PAGE=fulltext&AN=00000446-200509000-00025&LSLINK=80&D=ovft
3.  Madsen, D., Sebolt, T., Cullen, L., Folkedahl, B., Mueller, R., Richardson, C., and Titler, M. (2005). Listening to Bowel Sounds: An evidence-based practice project. American Journal of Nursing, 105(12), 40-49. http://gateway.ovid.com/ovidweb.cgi?T=JS&NEWS=N&PAGE=fulltext&AN=00000446-200512000-00029&LSLINK=80&D=ovft
4.  Bring copies of both of the articles assigned for reading and download, from your syllabus, a copy of the “Evidenced-based Practice Poster” assignment and the grading form. 
5. Turn in MBNAs 4A, 6G, and 4K by 2/23.

Date:  March 5, March 6 or 7 and March 8 or 9
Topic: Medication Administration

Outcomes:

1. Utilize current standard medical abbreviations and systems of measurement to interpret drug orders

2.
Demonstrate the ability to use a mathematical formula to calculate drug dosages and convert between and within systems of measurement

3.
Utilize physician orders and medication administration records (MARs) to prepare medications

4.
Demonstrate preparation, administration, and monitoring effects of medications for administration by the oral and topical route

5.
Apply a standard process to avoid medication errors

Required assignment/readings:


1. Craven, pp. 546-572
2. View CD ROM Real Nursing Skills: Drug Management: Oral and topical med sections. 

3. Complete Pickar, pp. 59-63 (do review set), review pp. 63-69 (memorize metric equivalents: one grain = 60 mg, one quart = 1000mL, one pint = 500mL, one teaspoon=5mL, one tablespoon=15mL, one ounce=30mL)

4.  Read Pickar, pp. 73-74, 88-92 (complete practice problems on pp. 91-92), and chapters 7-9 (there are many “practice problems” throughout these three chapters.  Do as many of these problems as you need to do to understand the concepts presented.  Some of the problems will contain abbreviations which you will not recognize because they are no longer accepted for medication administration.  Skip those problems!)

5. Note: if you struggle with basic mathematics, you must schedule an appointment to meet with the TAs to promote mastery of this content. Pickar chapters 1 and 2 provide an excellent review.

6.  Bring Pickar and laboratory supplies related to oral and topical medication administration to lab; participate fully in laboratory-learning activities.

7. You will be videotaping your test out of MBNAs 6H, 6J, 6K, 6M, and 6N; DUE 3/16
Date:  March 12 and March 15 or 16
Topic:  Assessing and Promoting Nutrition

Outcomes:


1. Incorporate concepts from NUTR 335 in obtaining an accurate assessment of nutrition and metabolism

2.
Demonstrate and differentiate expected and unexpected findings of the physical examination indicative of nutrition and metabolism

a. anthropometric measurements

b. the skin, hair and nails

c. the oral cavity

d. the abdomen

e. the thyroid gland

f. the lymphatics

3.
Identify variations in nutrition and metabolism assessment based on human diversity

1.
4. 
Describe nursing measures to enhance appetite


5.   
Implement prescribed diet teaching, feeding, swallowing therapy, and diet staging

6.
Demonstrate assessment for, placement, and maintenance of gastric and intestinal feeding tubes

7.
Describe the potential physical and psychological safety hazards in providing nutrition support and measures to prevent injury/harm

8.  
Apply the Standards of Care for clients with imbalanced nutrition

9.
Discuss evidence-base for performance of select nutrition interventions

10.
Discuss the role of multidisciplinary collaboration to promote optimal client nutrition status

Required assignment/readings:


1. Craven, pp. 459-461, 470-472, 976-998
2.  View CD ROM Real Nursing Skills: Nutrition Support: ALL sections.

3. Bring an individually-packaged applesauce or pudding and spoon and stethoscope

4. Demonstrate MBNA 4H; TEST OUT to occur in clinical setting

5.  TURN IN (by March 16) videotape test outs for MBNAs 6H, 6J, 6K, 6M, and 6N

6. Participate fully in laboratory-learning activities

Date:
March 22 or 23, March 26, and March 29 or 30
Topic:   Urinary and Bowel Elimination 

Outcomes:


1.
Explain the effects of immobility, diet, fluid intake and environment on elimination

2.
Describe the physiological and emotional consequences of altered elimination patterns

3.
Identify aspects of the assessment focus related to assessing elimination.

4.
Demonstrate physical examination related to assessment of elimination.

5.
Identify laboratory and diagnostic studies related to the assessment of elimination.

6.
Differentiate expected and significant findings in the assessment of elimination.

7.
Implement health promotion, acute care and restorative care measures to promote urinary and bowel elimination including bladder irrigation, pelvic muscle exercise, urinary tube care, bladder training, catheterization, incontinence care, retention care, self-care assistance-toileting, incontinence care, irrigation, bowel training, constipation/impaction management, diarrhea management, flatulence reduction, and ostomy care

8.  Apply Standards of Care for clients experiencing altered elimination

9.
Explain the research evidence supporting the efficacy of selected interventions to maintain or enhance elimination

Required assignment/readings:


1.  Craven, pp. 1076-1150
2.  View CD ROM Real Nursing Skills: Elimination Management: ALL sections.

3.  Practice and demonstrate ostomy care, urinary catheterization, enema administration, and bedpan placement

4.  TEST OUT enema administration and bedpan placement (4I and 6D) in lab

5.  Participate fully in laboratory-learning activities

6.  Sign up to videotape TEST OUT MBNA 4D and 6E (DUE April 13)
Date:
April 2 and April 12 or 13
N208 Topic:  Cognition and Perception

Outcomes:

1. Complete a focused assessment of cognition and perception.

2. Demonstrate aspects of the physical examination related to assessment of cognition/perception.

a. Sensory function: eyes, ears

b. Neurological function: cranial nerves, reflexes

c. Cognitive function:  LOC, thought processes, communication

3. Relate laboratory and diagnostic studies to the assessment of cognition/perception

4. Differentiate expected and significant findings in the assessment of cognition/perception 

5. Modify cognitive/perceptive assessment based on human diversity

6. Apply Standards of Care for clients with altered cognition/perception

7. Explain the research evidence supporting the efficacy of selected interventions to maintain or enhance cognition/perception

Required assignment/readings:


1.  Craven, pp. 1211-1263, 451-460, 476-478
2.  Practice, demonstrate, and document assessments related to cognition and perception

3.  A video of a complete health history and physical examination will be provided as an example.
4.  TURN IN (by April 13) MBNA test out 4D and 6E

5.  Sign up to videotape health history and physical examination as needed (can be completed outside of lab; DUE April 20)

Date:
April 19 or 20, April 23, and April 26 or 27
Topic:  Nursing Assessment/Interventions:  Self-Concept, Spiritual Health, Stress/Adaptation, and Sexuality

Outcomes:

1. Identify aspects of the assessment focus related to the above concepts.

2. Modify assessment of above with regard to human diversity

3. Implement interventions to promote the above concepts

4. Identify evidence base for the above interventions

5. Apply Standards of Care for clients experiencing altered self-concept, spiritual health, adaptation, and sexuality

Required assignment/readings:


1.  Craven, pp. 469-470, 474, 1266-1286, 1338-1412
2.  TURN IN (by April 20) complete health assessment videotape

Date:
April 30, May 1 or 2, May 3 or 4
Topic:  Comfort, Sleep and Rest
Outcomes:

1.
Identify aspects of the assessment focus related to assessing comfort, sleep and rest
2.
Compare and select appropriate pain assessment scales for use in nursing practice

3.
Demonstrate physical examination related to assessment of comfort

4.
Modify comfort assessment based on human diversity

5.    Discuss health promotion, acute care and restorative care measures for clients with altered comfort or sleep patterns

6.  
Describe the evidence supporting the efficacy of non-pharmacologic pain control measures


a.  
Relaxation


b.
Guided imagery


c.
Distraction


d.
TENS


e.
Simple massage

      7.  
Discuss barriers to and research based for effective pain management

      8. 
Apply the Standards of Care for clients experiencing acute or chronic pain or sleep alterations

Required assignment/readings:

1.  Craven, pp. 1154-1207
2.  View CD ROM: Real Nursing Skills: Self-Care Facilitation: Massaging a Client

3.  Participate fully in laboratory-learning activities

4.  Read MBNAs 4L and 4M; these will be TESTED OUT during lab

5.  Be prepared to do your Evidence-Based Practice Poster Presentation during one of these labs

Student Name _____________________________________

Communication Experience Instructor __________________

Development of Therapeutic Communication Skills (Part 1)
You will participate in two (2) videotaped scenarios. In this activity, you are the nurse. You will have 2-3 minutes to demonstrate therapeutic communication and interviewing skills. We will then review the tape together and offer formative feedback. Copies of this form will be provided for you.
	TIME 1
	Always
	Sometimes
	Rarely

	Respectful, responsive, caring
	
	
	

	Listens attentively to client
	
	
	

	Appropriate eye contact, body language 
	
	
	

	Elicits feelings and perceptions
	
	
	

	Elicits health beliefs and practices
	
	
	

	Elicits appropriate depth of information
	
	
	

	Responds to verbal cues
	
	
	

	Responds to nonverbal cues
	
	
	

	Uses silence effectively
	
	
	

	Uses restatement effectively
	
	
	

	Uses paraphrasing effectively
	
	
	

	Uses reflection effectively
	
	
	

	Uses clarification effectively
	
	
	

	Uses summarizing effectively
	
	
	

	Uses open-ended questions effectively
	
	
	

	Uses closed questions appropriately
	
	
	

	Avoids false reassurances
	
	
	

	Avoids judging 
	
	
	

	Avoids dismissing concerns
	
	
	

	Avoids defensiveness
	
	
	


What do you feel are your communication strengths?

What do you feel you need to work on most intensely?

What are your goals for the next session?

	TIME 2
	Always
	Sometimes
	Rarely

	Respectful, responsive, caring
	
	
	

	Listens attentively to client
	
	
	

	Appropriate eye contact, body language 
	
	
	

	Elicits feelings and perceptions
	
	
	

	Elicits health beliefs and practices
	
	
	

	Elicits appropriate depth of information
	
	
	

	Responds to verbal cues
	
	
	

	Responds to nonverbal cues
	
	
	

	Uses silence effectively
	
	
	

	Uses restatement effectively
	
	
	

	Uses paraphrasing effectively
	
	
	

	Uses reflection effectively
	
	
	

	Uses clarification effectively
	
	
	

	Uses summarizing effectively
	
	
	

	Uses open-ended questions effectively
	
	
	

	Uses closed questions appropriately
	
	
	

	Avoids false reassurances
	
	
	

	Avoids judging 
	
	
	

	Avoids dismissing concerns
	
	
	

	Avoids defensiveness
	
	
	


Development of Therapeutic Communication Skills (Part 2)
You will again be participating in a video taped therapeutic communication/health interviewing activity with the teaching assistants (TAs). The TA’s are complete the grid during the review of the second video taped activity and will provide ongoing feedback to you. Submit the completed form to the communication experience instructor (indicated on the previous page).

In what areas did you make the greatest progress?

What do you need to continue to work on as you move into your communication experience?

Development of the Nurse-Client Relationship 
This experience is designed to develop nurse-client therapeutic relationship and communication skills. The student will schedule 5 visits with an assigned client with AT LEAST 2 days in between visits. All visits and assignments are to be completed by February 23.  Note:  There are 4 MBNAs related to this experience that are based on the journal entries and process recordings.  These MBNAs must be satisfactorily addressed in the assignments.


1.  Identify therapeutic and non-therapeutic communication techniques


2.  Accurately complete process recordings according to specified criteria


3.  Proceed through the four basic phases of the therapeutic relationship


4.  Reflect on the therapeutic relationship experience


5.  Evaluate strengths and area for improvement in the therapeutic relationship

Session 1 
Focus:  Introduction to the client (see phases of therapeutic relationship)

Assignment:  1-2 page typed journal entry describing thoughts and feelings about initial meeting with client, types of communication techniques and effectiveness, observations of non-verbal communication and environment, and role of this nurse (how did this experience feel differently to you in your new role as nurse?). 

Evaluation:  Turn in journal entry to communication experience instructor within 2 days after the experience.  Graded S/U.  Criteria:  Adequate length and addresses issues in description of assignment.

Session 2 

Focus:  Building trust and rapport; focus on client’s needs or concerns (remember, your job is not to “fix” any problems just explore what these are and how they are perceived); select ONE health issue/concern and explore the client’s FEELINGS about the health state or concern.

Assignment:  Complete a process recording (template, sample and evaluation are included in lab manual) of a segment of the interaction (approximately 15 minutes) that illustrates your progress in:  using open-ended communication techniques and exploring feelings regarding the issue.

Evaluation:  Turn in process recording #1 to communication experience instructor within 2 days after the experience.  Value:  48 points (2%).

Session 3 

Focus:  The process of aging; focus on discussing your client’s perceptions of changes that have been experienced with the aging process; focus on adaptations or adjustments that have been necessary; focus on the client’s FEELINGS regarding these changes.

Assignment:  1-2 page typed journal entry describing thoughts and feelings of client; reflect on this working phase of the relationship. 

Evaluation:  Turn in journal entry to communication experience instructor within 2 days after the experience.  Graded S/U.  Criteria:  Addresses issues in description of assignment.

Session 4

Focus:  Strengths of the client; focus on discussing how the client views his/her strengths and the source of these strengths; focus on what the client sees as his/her future goals and how these can be achieved.

Assignment:  Complete a process recording of a segment of the interaction (approximately 15 minutes) that illustrates your progress in:  using open-ended communication techniques and exploring feelings and plans regarding the issue.

Evaluation:  Turn in process recording #2 to communication experience instructor within 2 days after the experience.  Value:  48 points (2%).

Session 5 

Focus:  Termination of your relationship with the client; focus on evaluating the development of the nurse-client relationship analyzing EACH STAGE; focus on an in depth analysis of the process of termination with the resident; focus on a self-evaluation of your ability to communicate effectively with the client.

Assignment:  3-4 page typed journal entry analyzing each stage of therapeutic relationship, the process of termination and your ability to communicate effectively. 

Evaluation:  Turn in journal entry to communication experience instructor within 2 days after the experience.  Value:  20 points (1%).  Criteria:  Addresses issues in description of assignment.

Student__________________________      Date____________________________       Instructor________________________




Description of Client and Environment:

Objectives for the Interaction:

	Nurse's Verbal and        

 (Nonverbal Behavior)
	Communication technique 

or barrier
	Client's Verbal and

(Nonverbal Behavior)
	Analysis and Evaluation

	
	
	
	


 Summarizing Paragraph: 

Student__________________________      Date____________________________       Instructor________________________

Description of Client and Environment:  Include Client's initials and a brief description of the environment in which the interaction takes place-- room, distractions managed, other people present, sitting positions etc.

Objectives for the Interaction:  List what you hope to accomplish in the content of the interaction: Explore feelings about......    These should concentrate on feelings and emotions; this is not a data collection interview or teaching session.

	Nurse's Verbal and Nonverbal 

Behavior
	Communication technique or 

barrier
	Client's Verbal and Nonverbal 

Behavior
	Analysis and Evaluation

	Verbatim record of what the 

nurse says.  

Describe nonverbal behaviors 

of nurse in a different color or 

enclose in parentheses.
	Classify the communication 

technique or barrier used. 

Clarifying statement

Reflection

Closed-ended question

Changed the focus

Missed client's cue
	Verbatim record of what the 

patient says.

Describe nonverbal behaviors 

of client in a different color or 

enclose in parentheses.
	-Reasons for using selected technique(s)

-Evaluation of effectiveness of technique

-Identification of client feelings, explicit or implied and supporting data

-Rephrasing of nurse questions or statements that might have been more effective.  Label technique used in rephrasing and give rationale.

-Describe own feelings as interactions progresses




Summarizing Paragraph: Summarize your strengths and limitations in this interaction and your overall progress in therapeutic interaction.  (2 to one page in length)

Process Recording Evaluation 

Name___________________ 

Date___________________


Instructor_____________
TOTAL ______/48

Complete the self-evaluation column. Attach process recording to evaluation and submit to your instructor.  All process recordings must record student/client responses verbatim and must include at least 10 client/nurse interactions to be satisfactory.  Process recordings that do not meet these criteria may be given a grade of zero or the student may be required to repeat the assignment at the instructor's discretion. Scale:  0=Not at all 1=Infrequently 2=Most of the time
3=Throughout the interaction
    
	Performance Criteria
	Self
	Faculty
	Analysis Criteria
	Self
	Faculty

	1. Focuses on goals of the interaction or adjusts goals to meet client need(s).
	
	
	11. Describes setting and objectives for interaction.
	
	

	2. Provides for a setting conducive to effective communication
	
	
	12. Identifies communication technique used and reasons for use.
	
	

	3.  Listens attentively to patient.
	
	
	13. Evaluates effectiveness of techniques used.
	
	

	4. Maintains appropriate eye contact and receptive body language.
	
	
	14. When nurse responses are not appropriate or optimal, suggests alternative responses, and provides rationale.
	
	

	5. Speaks clearly, audibly, and directly to client.
	
	
	15. Elicits and identifies client feelings and supporting data.
	
	

	6. Uses language understandable to the patient
	
	
	16. Identifies and labels barriers used by client and nurse.
	
	

	7. Responds to the patient's verbal cues.
	
	
	17. Identifies own feelings and their impact on the interaction.
	
	

	8. Responds to the patient's nonverbal cues.
	
	
	18. Gives rationale for own behavior.
	
	

	9. Allows time for the patient to respond.
	
	
	19. Summarizes own strengths and areas needing improvement.
	
	

	10. Uses at least two different verbal 

communication techniques (clarifying, 

restatement, reflection, summarizing).
	
	
	20. Describes nonverbal communication of 

self and client.      
	
	

	                      TOTAL
	
	
	                              TOTAL
	
	


Evidence-Based Practice Poster

The overall goal of this project is to acquire skills in identifying and utilizing research and other forms of evidence in nursing practice.  Your group (3 students) will be assigned one of the MBNAs used to evaluate demonstration of a foundational technical skill:

· 4B: Prevent spread of pathogens-hand hygiene

· 6M: Administer prescribed medication-oral medication administration

· 4E: Maintain integrity of skin and mucous membranes-oral hygiene

· 4N: Provide for personal hygiene-bathing

· 4A: Provide for physical safety-transferring from bed to wheelchair

· 6G: Implement treatment related to musculoskeletal function-passive range of motion

· 4K: Promote restoration or maintenance of physical independence-active range of motion

· 4D: Maintain sterility of equipment and supplies-setting up a sterile field

· 6E: Implement treatment related to genitourinary function-urinary catheterization

· 4I: Promote elimination-bedpan placement

· 6D: Implement treatment related to gastrointestinal function-enema administration

· 4L: Provide physical comfort-positioning

· 4M: Promote rest and sleep-back rub

· 4J:  Promote physical activity-ambulation

· 4H: Promote nutrition and fluid balance-feeding

Answer the following questions: (1) What is the current evidence related to this skill? (2) How valid is the original protocol that was provided? (3) How would you change the protocol to reflect current evidence?

These questions can best be answered through a thorough review of Chapters 19 and 20 in LoBiondo-Wood, along with the performance of a comprehensive literature review to determine current research related to your group’s topic. Obtain each of the relevant articles. Next, your group should gather additional information from course textbooks (noting and obtaining primary sources related to the skill in the text’s reference list), agency protocols (such as that from the clinical sites), and the Internet.  Provide a succinct summary of your findings and recommendations through the use of a poster presentation. 

The poster should contain four major sections: (1) the current protocol for evaluating this skill including an evaluation of its validity, (2) a reference list of evidence in APA format supporting the best practice for this skill, (3) a succinct summary of the evidence that you located and determined to be valid, important, and applicable; and (3) changes that you would make in the protocol based on evidence. 

Evaluation of this project is based on content, structure, evidence, format, and esthetic qualities of the poster as well as the presentation (3-5 minutes) of your group during the lab in which this skill is introduced. The criteria for evaluation are on the next page of this syllabus. You will be provided classroom and laboratory time in order to begin work on this project.

Some words of advice…Ask yourself – What is the evidence to support each step of the MBNA protocol? Remember, you are asked to rate the strength and quality of these articles according to your current level of knowledge so you can back them up with your rationale for why you think this is a quality article or not if needed. 

Example:

MBNA 4B Prevent spread of pathogens-hand hygiene. This skill is evaluated by: 

1. Determine need for hand washing. Using the first rating scale listed in LoBiondo and Wood on page 451 you might say, “The evidence supporting this step is rated an “A” according to [name the scale you used], meaning “there is evidence from a meta-analysis (cite - your articles using APA, citations within the text) [or there are consistent findings from multiple studies of type II, III, or IV] (cite) that supports the validity of this step of the protocol. Then cite your articles using APA (citations within the text)

2. Avoid contact with sink. Do the same evaluation for this step.

3. Wet hands thoroughly by holding them down ward under the running water.  (etc.)

If you are evaluating every step of this procedure you need to speak to each step of the protocol. This includes evaluation of each step. If however, you are just concentrating on one or two steps of the MBNA, you only need to be evaluating the validity of those steps (and any procedural changes within those steps). So, if you are proposing a change, validate the strength and quality of the literature (research article/guidelines you have gathered) that supports the change (or no change) using one of the three rating scales on pp 451-452.  This does include evaluating the literature that no longer supports the current step/steps of the MBNA.

NURSING DEPARTMENT

Assessment of Communication

Course
__________

Student Name(s)
_________________________

Date
__________

Faculty Evaluator
_________________________
Type of project:     Evidence-Based Practice Poster/Presentation

	
	0
	1
	2
	3
	4
	5

	Content and Composition

· Follows criteria for assignment
	
	
	
	
	
	

	· The topic and content are consistent with the project outcome(s)
	
	
	
	
	
	

	· Information is thorough
	
	
	
	
	
	

	· Information is accurate
	
	
	
	
	
	

	· Information is current (within 5 years)
	
	
	
	
	
	

	· Information is succinct
	
	
	
	
	
	

	    Structure and Organization 

· Poster is logically arranged 
	
	
	
	
	
	

	· Validity of current protocol is displayed
	
	
	
	
	
	

	· Current evidence for protocol is summarized
	
	
	
	
	
	

	· Suggestions for changing the protocol are articulated
	
	
	
	
	
	

	· Protocol revisions are based on evidence
	
	
	
	
	
	

	· Presentation adheres to 3-5 minute time frame
	
	
	
	
	
	

	· The group effectively facilitates discussion of materials
	
	
	
	
	
	

	· Each member takes responsibility for own role within the group
	
	
	
	
	
	

	    Evidence
· Substantiates statements with reputable sources
	
	
	
	
	
	

	· Includes various levels of evidence
	
	
	
	
	
	

	· Utilizes appropriate quantity of sources
	
	
	
	
	
	

	    Expression/Style
· Engaging and creative
	
	
	
	
	
	

	· Professional approach/standards are evident
	
	
	
	
	
	

	· Tone is non-offensive and respectful of others
	
	
	
	
	
	

	· Level and content of language is commensurate with audience
	
	
	
	
	
	

	· Vocalizations are of appropriate volume
	
	
	
	
	
	

	· Eye contact is sufficient to engage audience
	
	
	
	
	
	

	    Format
· Reference list is in APA format
	
	
	
	
	
	

	Total points for each column


	
	
	
	
	
	


Total Points for this assignment = 120




Evaluator Comments: 

Total for this group=_______________  Percent=______
Scoring Guide 
5   =
CONSISTENTLY/ALWAYS/YES

4   =
ALMOST ALWAYS/ABOVE AVERAGE 

3   =
MOST OF THE TIME

2   =
SOME OF THE TIME

1   =
RARELY

0   =
NEVER/NO

Student Name____________________________ Date___________________________________

Comprehensive Health Assessment 

(Complete and turn in with videotape)  

Client Age________

Sex________

Current reason for seeking health care (describe in detail, including onset, duration, signs/symptoms if applicable):

List the current health conditions that you have:

What do you do to manage these health conditions? What difficulties do you have with managing these health conditions?
List medications (prescription and non-prescription) including reason for taking, frequency, and effectiveness:

List allergies (medications, food, environmental, latex) including reaction that occurs:

Describe any alternative/complementary healing practices that you use:

Relevant medical history


Past major illnesses/date(s):

Past surgeries/date(s):

Previous hospitalizations/date(s):
Immunization status


Hepatitis B vaccine (3 doses) dates___________________________________________________


Tetanus booster date_______________________________________________________________

Health Perceptions/Health Management

Describe your cultural affiliation.                                               How does this impact your health?
Describe your spiritual beliefs and practices.                             How do these impact your health?

Rate your health on a scale of 1-10 (10 being excellent):

What kinds of things do you do to maintain and improve your health?
Describe your alcohol, tobacco, and illicit drug use.
Nutrition/Metabolism
Describe in detail a typical day’s dietary (include food and fluid) intake.
Do you use any dietary supplements? If so, which ones?
Have you experienced any recent weight gain or loss? (how much? reason?)
Have you experienced any recent changes in your appetite?
Describe difficulties or issues that you encounter with eating (such as vomiting, heartburn, dental problems, swallowing problems, and/or an eating disorder).
Elimination
How often do you void (urinate) during the day or at night?
Are you experiencing any problems with urination?
How frequently do you experience a bowel movement?
Have you noticed any changes or problems with bowel movements recently?
Activity/Exercise/Safety
Describe your typical exercise patterns (what do you do, for how long, at what intensity).
Do you have any problems with physical exercise such as coughing, shortness of breath, weakness, chest pains, and pain in arms, legs or joints, mobility/movement problems?
Describe any safety concerns that you have.  What do you do to increase safety (seat belt, bike helmet, walking with others)?
Sleep-rest/coping

Rate your stress on a scale of 0-10 (0 being absolutely no stress):

Describe current life stressors:

What have you done to manage these stressors?

Describe any recent changes in your mood such as nervousness, agitation, or sadness:
Describe a typical sleep pattern for you (when do you go to sleep, how long do you sleep, do you feel rested?).

Do you use anything to help you sleep?       If so, what:

Cognitive/Perceptual
Do you have any problems with hearing or vision?
Have you had any recent problems with memory?
Are you currently experiencing any pain?  If so, where, describe pain, what makes it worse/better, rate the pain.
Do you have any chronic conditions that cause pain? If so, describe in detail.

Sexuality/Reproductive Health

For females, describe menstrual patterns. Have there been any changes in the frequency or duration of menstruation over the past year? If yes, describe.

What sexuality or reproductive health concerns do you have? Explain.
General Impressions of Client Health History


List all significant findings:

What are your overall impressions?

Physical Examination

General Survey description

Vital Signs

Temp/route________
Pulse rate/location/rhythm_____ Resp. rate/rhythm_____
BP_______

Physical examination of nutrition/metabolism/hydration indicators

Inspect skin, hair and nails and note findings (draw diagram if needed)

Note the presence of edema and skin turgor

Note moisture level of mucous membranes

Physical examination of activity/exercise/safety indicators
Heart sounds
Capillary refill
Lung sounds
Musculoskeletal examination 
Physical examination of elimination indicators

Bowel sounds

Physical examination of cognitive/perception indicators

Orientation

Pupil examination

Strength of extremities

Balance and coordination

Sensation

General Impressions of Client Physical Examination


List all significant findings from the physical examination:

What are your overall impressions?

BONUS (2 points)

Identify 1 nursing diagnostic statement related to this client based on your findings

Suggested wording for physical examination findings

General survey


Consists of: age, race, sex, general appearance, communication skills, behavior, awareness, orientation, cooperation



Expected findings example: 55 year old white female, alert, cooperative, well groomed, communicates easily, makes eye contact, expressed appropriate concern throughout history.

Skin, hair, nails

Consists of: color, integrity, texture, temperature, presence and description of lesions


Expected findings example: Skin clear, soft, without lesions or tenderness; nail beds pink without clubbing; skin turgor demonstrates instant recoil.

Edema


Consists of: statement of presence or absence of edema, location, grading +1 to +4.


Expected findings example:  No edema present


Significant finding example:  Bilateral edema in lower extremities +3/+4 with pitting; skin taut, dry without lesions, pedal pulses palpable and equal bilaterally, denies pain in lower extremities, ROM full.

Mucous membranes


Consists of: color, integrity, moisture


Expected findings example: mucous membranes, pink, moist, intact.


Significant findings example: mucous membranes deep red, 2 mm circular ulceration present lower lip, mucous membranes dry, sticky.

Heart sounds


Consists of:  presence, quality of S1, S2; any additional heart sounds or murmur


Expected findings example: S1, S2 audible without murmur


Significant findings example: S1, S2 audible with grade 1/6 systolic murmur heard best at the apex.

Capillary refill


Consists of: speed of capillary refill typically measured in seconds


Expected findings example: Capillary refill brisk or capillary refill <3seconds


Significant findings example: Capillary refill sluggish; capillary blood return in 6 seconds.

Lung sounds


Consists of: presence or absence of adventitious lung sounds and location


Expected findings example: Lungs sounds clear bilaterally anterior and posterior lobes


Significant findings example:  Wheezing audible right upper lobe anteriorly does not clear with cough; other lobes clear

Musculoskeletal


Consists of: alignment of extremities and spine, symmetry of body parts, strength, range of motion, presence of pain, appearance of joints


Expected findings example: Spine and extremities in alignment, full ROM, strength intact upper and lower extremities, ambulates without difficulty, denies pain with movement, joints without redness, swelling or tenderness.


Significant findings example:  Shoulder height uneven with right shoulder approximately 1 inch higher than left when standing, knee level also unequal with standing with right knee 1 inch higher than left; 7 degree right-sided thoracic curvature noted with bend-over exam of spine; left knee joint with mild erythema, swelling (edema +1/+4) and mild tenderness with palpation.

Bowel sounds


Consists of: presence or absence of sounds and rate of bowel sounds


Expected findings example: bowel sounds present x 4 quadrants


Significant findings example: bowel sounds hypoactive, audible sounds q 15 seconds in right upper quadrant, bowel sounds hyperactive in other quadrants.

Orientation


Consists of: level of alertness and orientation to person, place, time


Expected findings example: alert and oriented x 3


Significant findings example: lethargic, slow response to stimulus, oriented to person but disoriented to place and time.

Pupil examination


Consists of: papillary equality, shape, reactivity to light, presence of accommodation 


Expected findings example: PEARRLA (“pupils equal and round, reactive to light and accommodate”)


 Significant findings example: Pupils unequal: L)pupil 2mm, R)pupil 4mm; L) pupil reactive to light, R) pupil fixed and dilated.

Strength of extremities


Consists of: intactness or absence of strength upper and lower extremities bilaterally


Expected findings example: Muscle strength appropriate and equal


Significant findings example: presence of weakness noted in right upper extremity, bilaterally lower extremity strength intact.

Balance and coordination


Consists of: presence or absence of problems with balance and coordination usually indicated by gait, standing


Expected findings example: balance and coordination intact, gait even and steady


Significant findings example:  uncoordinated, jerky gait movements, leaning forward and shuffling feet with ambulation

Sensation


Consists of: presence or absence of tactile sensation


Expected findings example:  tactile sensation intact


Significant findings example: lack of sensation right forearm, other tactile sensation intact.

Student Name:_____________________________________

Evaluation of Comprehensive Health Assessment

Total Points: 50

Health history (20 points)






Student score______


Evaluation criteria



History-taking interview complete



History-taking interview relevant, individualized



Expected and significant findings are distinguished



History-taking interview accurately documented



General impressions appropriate based on interview



Approach with client, comfortable, open, therapeutic



Completed history within 20 minutes

Instructor comments:



Physical examination (30 points)





Student score______


Evaluation criteria



Privacy provided for client



Client in gown/areas of examination accessed appropriately



Physical examination organized and systematic



Physical examination techniques accurate and effective



Auscultation findings are stated clearly during the examination



Examination findings accurately documented



General impressions appropriate based on examination



Approach with client comfortable, confident

Instructor comments:

Bonus (2 points)







Student bonus______


Evaluation criteria



Nursing diagnosis is accurate, clear, individualized, and relevant



Contains diagnostic, “related to”, and “as manifested by” 




If “risk for” includes diagnostic and related to statements











Total score___

 Laboratory/Clinical Expectations
Preparation

Preparation guidelines for each laboratory session are provided along with daily outcomes and activities.  You are expected to have done all preparatory reading and pre-class assignments. In lab and clinical, you are expected to work closely with group members and offer constructive guidance/feedback during all activities.

Attendance

You are required to attend the laboratory and clinical sessions as scheduled.  In the event of an absence, the laboratory session or clinical session must be made up within 2 weeks of the missed lab.  Failure to complete the appropriate make-up activities will result in a NO PASS for the course.  Clinical or lab make-up will be arranged with the clinical faculty/course coordinator.  A fee may be assessed for additional faculty time in making up a clinical experience.

Assignments

Unless otherwise stated, in-lab written assignments (i.e. interview guides, documentation, etc.) are due immediately following the lab session.  Failure to complete and turn in an ungraded lab or clinical assignment will result in an unsatisfactory for that assignment and will result in a NO PASS for the course.

Evaluation Methods


Any student receiving an unsatisfactory on an activity or assignment completed within the laboratory or clinical setting has one opportunity to re-do the assignment.  If the assignment is found satisfactory, the student may proceed.  If the activity is again deemed unsatisfactory, the student will receive a NO PASS on this activity and subsequently will not pass the course.  A student may re-do up to two (2) written assignments.  Any subsequent no-pass grades on written assignments or activities will warrant a no-pass for the course.  The one exception to this is any clinical activity, which is determined to be critically unsafe (for example, leaving an uncapped needle in a patient’s bed).  The student will be asked to leave the clinical setting and may not proceed in the course. 

Skills Test-outs


The skill test outs or demonstrations (MBNAs) are used to observe your ability to perform selected skills either on a peer, mannequin, or client. You are required to show competency and be checked off three (3) times prior to be allowed to perform a skills test out. The student will have ONE opportunity to re-do a skills test-out deemed unsatisfactory.  Similar to activities and assignments in the lab, the student may re-do up to two (2) skills test-outs. Test outs involving multiple MBNAs count as 1 skill test out. Subsequent no passes on skills test outs will result in a no-pass for the course. Unsuccessful MBNA test-outs performed in the clinical setting MAY NOT BE MADE UP and will result in a NO PASS for the course.  You are required to wear you uniform for video-taped skills test outs and any re-tests! The lab and TA assistance hours are posted.  
Videotaping

Some of the skills test outs are designated as a videotaped activity.  You are expected to complete any videotaped sessions outside of the scheduled lab time.  DO NOT erase previous skills test outs that have been videotaped.  Use the videotape as a continuous documentation of progress in the course.  Please set the videotape at the beginning of the skill to be evaluated prior to turning in the videotape for evaluation.  Make sure that the videotape is clear and at an appropriate angle so that the skill can be effectively evaluated.  If the faculty is unable to clearly visualize the skill/process, the videotape will be returned and is to be re-done.  Videotaping equipment will be made available in the lab.  Some activities are safely and effectively videotaped outside of the lab if equipment is otherwise available.  Label the videotape with your name and course number.

Clinical Experiences

Clinical Experience Outcomes 

See course outcomes.

Description of Experience

The clinical rotation schedule will be provided.  The clinical experience consists of 2 site placements:  an urgent care setting (3 days) and a nursing home setting (3 days).  FREQUENT HANDWASHING is critical.  The focus in the urgent care setting is on the focused health interview, basic nursing assessments, and related interventions.  The focus in the nursing home setting is on basic nursing assessments and related nursing interventions.  In the nursing home setting, you will be tested out on 4 MBNAs:  4E, 4N, 4H, and 4J.  You will need to wear your uniform and name pin.  BRING: stethoscope, black pen, a copy of the care plan form, and MBNAs as needed.

Urgent Care Setting Assignments 

Week 1 and 2:  Orientation, health assessments, basic interventions, and clinical site documentation on the agency forms.  CONFERENCE TOPICS: (1) The presence of Benedictine values (hospitality, stewardship, and listening) and Catholic traditions (human dignity and human equality) in the clinical setting. (2) Leadership characteristics noted in nurse managers and nursing staff in the clinical setting.
Week 3:  Select one client and complete a care plan using form provided including complete data collection, synthesis, analysis, development of a nursing diagnosis, outcomes, interventions, evaluation and modifications.  The evaluation criteria are also included in this syllabus.  Due:  Monday following clinical experience.  Graded:  100 points (2.5%)
Nursing Home Setting Assignments

Over the three (3) weeks that you are in the nursing home setting you will begin, enhance and complete development of a nursing plan of care for your assigned client.  Graded:  100 points (2.5%).  You will also be expected to safely and effectively implement, evaluate and modify interventions as directed based on what you have learned in class.  YOU WILL NOT BE EXPECTED to provide any interventions that have not been discussed in theory or that you have not tested out on in the lab.   You will also be tested out on 4 MBNAs in this clinical setting.  

CONFERENCE TOPICS: (1) The presence of Benedictine values (hospitality, stewardship, and listening) and Catholic traditions (human dignity and human equality) in the clinical setting. (2) Leadership characteristics noted in nurse managers and nursing staff in the clinical setting.
Final Clinical Conferences

Final clinical conferences will occur with your last clinical instructor on either April 26 or 27.  You will sign up for individual appointments with the clinical instructor.  Your clinical instructor will provide feedback regarding your clinical performance using the clinical evaluation tool.

Student Name__________________________________

Date_________________________________________

Clinical Instructor_______________________________

College of St. Benedict/St. John’s University

Assessment of Functional Health Patterns and Application of the Nursing Standards of Care

1.  Assessment of Demographic Information

Client age_______ Sex______ Who is your primary support person?__________________  Primary Language Spoken______________________

Religious Background______________________    Advanced Directives?  YES   NO               Code Status?  FULL CODE 
    DNR

Cultural/Ethnic Affiliation(s)___________________Place of Birth/Yrs in U.S.________________  Health Insurance _________________

2.  Relevant Medical History
Current reason for seeking health care______________________________________
Allergies_____________________________________

Describe this health problem in detail ______________________________________________________________________________________

Past major illnesses/date(s)_______________________________________________________________________________________________

Past surgeries/date(s)________________________________________________________________________________________________

Previous hospitalizations/reason/date(s)_________________________________________________________________________________

Current health conditions____________________________________________________________________________________________

Current medications client is taking____________________________________________________________________________________

Alternative/Complementary healing practices____________________________________________________________________________

3.  Assessment of Functional Health Patterns

	Health Perception and Health Management: A person’s perceived level of health and well-being and their practices related to maintaining their health
	Assessment Data

	How would you describe your present state of health? How do you know when you are healthy?

What kinds of things do you do to maintain or improve your health?

Have you made any changes in your lifestyle to improve your health?

What goals to you have for improving your health?

Do you have health beliefs or cultural practices that are different from the care you are receiving here?

Are you up-to-date on immunizations? If no, which do you need?

Have you had any recent exposures to communicable illnesses?

Describe smoking/drug/alcohol use patterns.

For those with an acute or chronic illness:

What do you know about your current health/health conditions? What do you believe caused your illness?

How do you manage health conditions that you currently have?

What kind of changes have you had to make because of your illness?

Do you have adequate resources to get the supplies, medications, and health care services that you need to care for your illness?


	


	Activity and Exercise:  A person’s ability to engage in activities of daily living as well as their responses to activities to activities requiring energy, endurance, physical conditioning, and coordination
	Assessment Data

	Describe the type, frequency, and amount of physical exercise that you engage in on a regular basis.

What are your leisure activities?

How are you able to do the following:

     Feeding yourself?

     Bathing?

     Dressing and grooming?

     Toileting?

     Transferring?

     Ambulating?

     Stair climbing?

     Shopping?

     Cooking?

     Home maintenance?

How does your health affect your ability to engage in physical activities?

Have you fallen recently or do you feel unsteady when walking?

Relevant Physical Findings

Vital signs

Heart/peripheral vascular assessment

Lung assessment

Musculoskeletal assessment

Labs:  oxygen sats, WBC/differential


	


	Nutrition and Metabolism: The pattern of food and fluid consumption relative to metabolic need and nutritional processes
	Assessment Data

	Have you experienced any recent weight gain or loss?

Have you had any recent change in appetite?

Describe daily fluid intake.

Are you on a special diet? If so, what type?

Are there any foods you avoid? If so, for what reason? Are these foods prohibited for cultural/religious reasons? Describe.

Do you use any vitamin supplements?

Do you have any problems with chewing, swallowing, indigestion, mouth sores, dentition?

Do you have dentures? If so, any problems encountered?

Have you noticed any changes in your nails, hair, or skin?

Relevant Physical Findings

Height/weight

Skin/mucous membrane assessment

Abdominal assessment

IV site condition

Laboratory values:  electrolytes, Hgb, glucose, cholesterol/triglycerides/ HDL/LDL
	


	Elimination: Bowel and bladder elimination functions and patterns
	Assessment Data

	Do you have any problems with diarrhea, constipation or bowel incontinence? If so, what do you do for these?

How often do you have a bowel movement?

Have you noticed any bowel changes recently?

How often do you void during the day or at night?

Any problems with urination including urinary incontinence?

Relevant Physical Findings

Abdominal assessment (bowel sounds)

Condition of ostomy

Condition of urinary catheter 

Laboratory values:  UA/UC, BUN, creatinine


	


	Cognition and Perception: Patterns of sensory experiences and cognitive functions
	Assessment Data

	Do you have any problems with hearing or vision?

Do you use a hearing aid?

Do you wear glasses or contact lenses?

What is the best way for you to learn to do new things (reading, demonstrating, videos)?

Are you experiencing pain? If so where, when, what makes it worse/better, describe pain, rate the pain?

Have you had any recent problems with memory?

Any numbness, tingling, weakness, changes in coordination, tremors?

Have you experienced headaches, seizures or blackouts recently?

Have you had any mood changes such as nervousness or depression?

Relevant Physical Findings

Mental status exam/Glasgow coma scale

Cranial nerves

Reflexes

Motor/sensory function

Vision/hearing screening


	


	Sleep and Rest:  Sleep, rest, and relaxation patterns

Self-Perception and Self-Concept: A person’s attitude toward self including identity, body image, and sense of worth

Roles and Relationships: A person’s roles in life and the nature of their relationship to others

Coping and Stress Tolerance: A person’s perception of stress and their own coping abilities as well as their response to stress

Values and Beliefs: A person’s values, beliefs and spirituality
	Assessment Data

	Do you feel rested after sleep?

Are you experiencing any sleep problems? Difficulty falling or staying asleep?

What helps you sleep well?

What most concerns you about your health/health condition?

What do you identify as your strengths or weaknesses?

Who do you live with? Describe your family.

Describe the relationship you have with those you live with/other family or significant others.

Who makes health decisions in your family?

How does your health/illness affect those significant to your life?

How would you rate your current level of stress?

What do you do when you are under stress?

What major changes/losses have occurred in the past year?

What is most important in your life?

How do you meet your spiritual needs? 

Do you have a religious affiliation? If so, how should this or other values/beliefs be integrated into the care that is provided?
	


NURSING DIAGNOSIS:                                                          






Date: __________________
	1. Outcome Label (NOC, p.            ):                                                                                                                     2. Outcome Label (p.           ):                                           

      Indicators (2 or more, specific, measurable)                                                                                                              Indicators (2 or more, specific, measurable)

      CLIENT WILL:                                                                                                                                                               CLIENT WILL:



	
Individualized Activities to Meet Outcome
	

	
Evaluation of Outcomes

	Nursing Intervention Label (NIC, p.          ):

           Activities (Action, Content, Time)

           NURSE WILL:

Nursing Intervention Label (NIC, p.          ):

           Activities (Action, Content, Time)

           NURSE WILL:


	
	Were your outcomes achieved?

Goal Met

Partially Met

Not Met

Supporting Data

Modification Needed?

Outcome1 Indicator 1

Outcome 1 Indicator 2

Outcome 1 Indicator 3

Outcome 2 Indicator 1

Outcome 2 Indicator 2

Outcome 2 Indicator 3

Suggested modifications:




Evaluation: Application of Nursing Standards of Care 
Student Name__________________________________  Instructor_______________________________  Total Points______________
ASSESSMENT DATA EVALUATION

All identified assessment parameters which are applicable are addressed 
If not appropriate or possible to assess a parameter, indicate with “NA” and explain why assessment is not possible

Subjective words/terms like; good, normal, WNL, are not used

Both objective and subjective data are collected

All data is accurate, thorough and complete

5 points possible for each functional health pattern assessment area 

Total possible points: 35
Identifying information and relevant history (5), Health perception/management (5), Activity/exercise/safety (5)

Nutrition/metabolism (5), Elimination (5), Cognition/perception (5), Sleep and rest through values/beliefs (5)

















________

NURSING DIAGNOSIS








A priority nursing diagnosis is selected based on assessment data (5 points)
An actual nursing diagnosis is selected (as opposed to a “risk for”) (1 point)
Diagnosis includes:  NANDA problem statement (3 points), etiology 

(3 points), symptoms (3 points)






Total possible points: 15


________

OUTCOMES (NOC)
Outcome Labels (2) match assessment data (6 points)

Indicators:


Two (2) client centered relevant indicators are selected for each outcome label (6 points)


Indicators address the Goal, Tool, and Time (6 points)


Total possible points: 18


________
INDIVIDUALIZED NURSING ACTIVITIES TO MEET OUTCOME (NIC)






Nursing Intervention Labels are relevant to outcomes and assessment data (6 points)

Activities are: 

Within the nursing scope of practice of the student (2 points)





Include Action, Content, Time (6 points)


Individualized for current patient situation (6 points) 


Total possible points:  20


________

EVALUATES OUTCOMES

Indicates level of outcome achievement
(6 points)
Indicates supporting data (3 points)
Indicates modifications needed (if any) (3 points)



Total possible points:  12
































Total out of 100

________

Student Name_____________________________________

Evaluation of Laboratory and Clinical Performance

Evaluation is based on student performance in the laboratory and clinical setting as indicative of meeting related course outcomes. In order to progress, the student MUST be performing at a SATISFACTORY LEVEL for all performance indicators.  Students performing in an unsatisfactory manner will be given verbal and written feedback describing the unsatisfactory behavior(s) and suggestions for improvement.  Any behaviors considered UNSAFE by the laboratory or clinical instructor will warrant immediate action (i.e. removal from the laboratory or clinical setting and documentation using a critical incident form).  Refer to the student handbook for more complete details regarding policies on laboratory and clinical performance and program progression.

Key:  
S=satisfactory U=unsatisfactory/unsafe   NI=needs improvement FOLLOWED BY INITIALS OF FACULTY EVALUATOR    
Outcome










   MBNAs or Lab    Clinical (wk1-3)   Clinical (wk4-6)

	Demonstrates knowledge development and critical thinking through the application of the nursing Standards of Care. 

     A.  Completes accurate assessments based on functional health patterns (MBNA 3A, 3B, 3C)

     B.  Develops a relevant, individualized, prioritized plan of care

     C.  Applies knowledge gained in theory class to laboratory and clinical setting 

     D.  Differentiates expected and unexpected assessment findings

     E.  Alerts faculty or nurse preceptor of unexpected findings and takes appropriate action
	3A

3B

3C
	
	

	Performs a comprehensive health assessment that is sensitive to human diversity, including a health history, physical examination, interpretation of findings, and accurate documentation.

     A.  Accurately completes health assessments and physical examinations in the laboratory and clinical settings relative to age, gender, and cultural variations

     B.  Accurately interprets findings

     C.  Accurate and complete documentation of health assessment findings
	
	
	

	Demonstrates therapeutic communication in the development of the nurse-client relationship and provider of care role.

     A.  Listens attentively to clients (Benedictine value)

     B.  Uses appropriate verbal and nonverbal communication skills (MBNA 2A)

     C.  Establishes a relationship based on the client’s situation (MBNA 2B)

     D.  Maintains confidentiality of client information (MBNA 7C)

     E.  Maintains professional boundaries in nurse-patient relationships (MBNA 2C)
	2A

2B

7C

2C
	
	

	Incorporates foundational technical skills, supported by the appropriate rationale/evidence, in the provider of care role.

    A.  Demonstrates competency in the performance of foundational technical skills:

            1.  Vital signs

            2.  Body mechanics

            3.  Hand washing (MBNA 4B)

            4.  Hygiene procedures (MBNAs 4E and 4N)

            5.  Range of motion (MBNAs 6G and 4K)

            6.  Position/transfer (MBNAs 4A and 4L)

            7.  Ambulate a client (MBNA 4J)

            8.  Assist with food/fluid intake (MBNA 4H)

            9.  Determine when necessary to use sterile technique (MBNA 4C-“S” indicates student passed multiple choice test item)

           10. Maintains sterility of equipment and supplies (MBNA 4D)

           11. Implements treatment related to genitourinary function (MBNA 6E)

           12.  Promotes elimination and gastrointestinal function (MBNAs 4I and 6D)

           13.  Promotes rest and comfort (MBNA 4M)

           14.  Safely administers oral and topical medications (MBNAs 6H, 6J, 6K, 6M)

    B.  Demonstrates ability to perform a comprehensive literature review and summarizes information related to a select foundational technical skill
	4B

4E

4N

6G

4K

4A

4L

4J

4H

4C

4D

6E

4I

6D

4M

6H

6J

6K

6M
	
	

	Demonstrates professional responsibility, accountability, stewardship, hospitality, and promotes human dignity in the provision of nursing care.

     A.  Adheres to nursing standards of practice 

     B.  Utilizes suggestions for positive behavior change

     C.  Participates fully in clinical conferences

     D.  Demonstrates accountability for own actions

            1.  Participates fully in laboratory learning activities

            2.  Is dependable, honest, and responsible for actions

            3.  Clarifies information needed to provide care

            4.  Submits written work on time

            5.  Reports to class, laboratory, and clinical unit on time

            6.  Recognizes errors and takes corrective action

            7.  Personal appearance follows agency expectations

            8.  Performs cares in an organized and efficient manner

            9.  Adjusts time management plan to meet needs of client

    E.  Demonstrates stewardship when utilizing resources (Benedictine value)

    F.  Demonstrates hospitality in the laboratory and clinical settings (Benedictine value)

    G.  Respects human dignity of client through the consistent provision of privacy (Catholic value)
	
	
	


Clinical week 1-3 
Date________________ Student signature ________________________ Faculty signature___________________________
Clinical week 4-6
Date________________ Student signature_________________________ Faculty signature___________________________

Minnesota Board of Nursing Abilities
2A, 2B, 7C

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY 

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:   6301.1800      
Subp: 2A

Nursing Ability:

2   
Interaction with Patients




A  
Use verbal and nonverbal communication skills

Rule:
6301.1800
Subp:
2B

Nursing Ability:
2
Interaction with Patients

B
Establishing a relationship based on the client’s situation

Rule:
6301.1800
Subp:
7C

Nursing Ability:
7
Reporting and Recording

C
Maintain confidentiality of patient information

Course:
 NRSG 218 Professional Nursing Core Competencies

Predeterminations
A. Nursing action(s) to be evaluated:  Effective utilization of therapeutic communication skills

B. Evaluation situation or stimulus presented to the student: Students will interact with an assigned client in a community setting; evaluation method: graded process recording.

C. Criteria for judging students’ performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

______ 1.    *Maintains client confidentiality through use of initials only and minimal identifying information (location of residence) on process recording. 

______2.
Describes setting for the interaction, which is conducive to therapeutic communication

______3.
Determines goal(s) for the interaction

______4.     *Initiates the therapeutic relationship by introducing self, explains nature and expectations of professional relationship, minimizes distractions, and provides privacy  

______5.
Details process of communication, indicating verbal and non-verbal interactions 

______6.
Employs at least two different therapeutic communication techniques

______7.
Responds to client verbal and non-verbal cues

______8.
Focuses on exploration of client feelings related to the goal

______9.
Evaluates the working phase of the therapeutic relationship

_____10.
Modifies working phase of the relationship as needed to assist client in achieving goals

_____11.     *Analyzes interaction and identifies barriers to communication

_____12.
Suggests alternate responses to barriers when appropriate

D. Basis for deciding whether the student possesses each nursing ability

Items 1, 4, and 11 relate to the safety of the client.  All items must be performed at a satisfactory level to pass.  An S= the criteria is completed satisfactorily, a U= performance is unsatisfactory.

Date______________________________
Summative Evaluation  S_____ U_____         
Evaluator’s Signature_______________________________________________

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
2C

COLLEGE OF SAINT BENEDICT/SAINT JOHN’S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:   6301.1800        Subp      2C

Nursing Ability:
2.  Interaction with patients


C. Maintain professional boundaries in nurse-patient relationships

Course: NRSG 218 Professional Nursing Core Competencies



Predeterminations
A.  Nursing action(s) to be evaluated: Student will maintain professional boundaries by effectively initiating, developing, and terminating a therapeutic relationship.

B.  Evaluation situation or stimulus presented to the student:
Initiation, development, and termination of a therapeutic relationship with an assigned client in the community. Evaluation method: process recording.

C.  Criteria for judging students’ performance.  Criteria are 1) measurable, 2) appropriate to the nursing ability, 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:




      1.   *Maintains confidentiality.

___2.    Clearly indicates to the client the goal-driven nature of the professional relationship. 

___3.  
Discusses plans for termination of the relationship upon initiation of the client contact and with each encounter.

___4.
Avoids disclosing highly personal or irrelevant information during client interaction.

___5.
Indicates and works toward client-focused goals for each interaction.

___6.    Terminates professional relationship with client when goals are met.                                   

D.  Basis for deciding whether the student possesses each nursing ability 

Item 1 relates to safety.  All criteria must be satisfactorily performed to pass.  An “S” will be placed before the criteria if it is completed satisfactorily.  A “U” will be placed by criterion that is unsatisfactory.

DATE:                                             Summative Evaluation: S           U  ____       
Evaluator’s signature: ___________________________________________                                                                                     
* Denotes mandatory safety criteria

Minnesota Board of Nursing Abilities
5A

COLLEGE OF SAINT BENEDICT/SAINT JOHN’S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:  6301.1800      
Subp 5A

Nursing Ability:

5.   Psychosocial Nursing Care

A. Promote development of or maintenance of intellectual function.

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations:   

A.
Nursing action(s) to be evaluated:  The student will listen and facilitate conversation in order to promote or maintain intellectual function. The student will focus on client strengths as well concerns related to aging. 

B.
Evaluation situation or stimulus presented to the student:  Development of intellectual function while interacting with an assigned client in a community setting; Evaluative method: Process recording.

C.  Criteria for judging students’ performance.  Criteria are 1) measurable, 2) appropriate to the nursing ability, 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:






      1*.
Maintains confidentiality. 

___2.
Environment is conducive to listening and facilitating conversation.

___3*.
Assesses client cognitive function by determining accuracy of client responses to questions and coherence of non-verbal and verbal cues.  

___4.
Clarifies, paraphrases, and summarizes to ascertain accuracy and validity of responses.

___5*.
Addresses disorientation as needed through redirection, clarification, and referral to designated agency if safety issues are present. 

___6.    Promotes intellectual development by identifying sources of strength and future plans. 

___7.
Facilitates exploration of client feelings regarding changes related to aging including issues related to memory and cognition.

D.  Basis for deciding whether the student possesses each nursing ability 

Items 1, 3, and 5 relate to safety.  Overall 6 out of the 7 criteria must be satisfactorily performed to pass.  An S=the criteria is completed satisfactorily.  A U=performance is unsatisfactory.

Date______________________________
Summative Evaluation  S_____ U_____         
Evaluator’s Signature_______________________________   

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
5C

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:
6301.1800
Subp:
5C

Nursing Ability:
5
Psychosocial Nursing Care

C
Promote Social Development

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A. Nursing action(s) to be evaluated:  Student will assess and promote the social development of an assigned client in a community setting.

B. Evaluation situation or stimulus presented to the student: Promotion of social development through interacting with an assigned client in a community setting. Evaluative method: Process recording.

C. Criteria for judging students’ performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

    1*.
Maintain confidentiality. 

__2.
Determine social practices and resources for client.

__3.
Explore client goals related to socialization.

__4.
Facilitate promotion of socialization through discussing ways for client to achieve socialization goals. 

__5.
Refer client to designated resources as needed to further facilitate socialization.

D. Basis for deciding whether the student possesses each nursing ability

Item 1 relates to the safety of the patient and must be performed satisfactorily.  Overall, 4 out of the 5 criteria must be performed satisfactorily to pass.  An S= the criteria is completed satisfactorily, a U= performance is unsatisfactory.

Date______________________________
Summative Evaluation  S_____ U_____         
Evaluator’s Signature___________________________________________________

*Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4B


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:                                6301.1800





Subp:                               4B

Nursing Ability:
4-Physical Nursing Care

B-Prevent spread of pathogens

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will demonstrate medical aseptic hand washing technique

B.
Evaluation situation or stimulus presented to the student: In a simulated college laboratory setting the student will demonstrate medical aseptic hand washing

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

Criteria Checklist:

____1.* Determine whether you will be performing a sterile or clean procedure
____2. *Remove all rings prior to washing hands and providing nursing care

____3.* Avoid contact with sink

____4.* Wet hands thoroughly by holding them downward under the running water.

              ____ 5.* Apply soap.

____6.* Use firm rubbing, circular movements to wash the palm, back and fingers of each hand and both wrists. Continue this motion for 10 seconds.

____ 7.*Rinse well.

____ 8.*Dry hands and arms thoroughly with paper towel.

____9.*Turn off water using paper towel to grasp handle of faucet.

D. Basis for deciding whether the student possesses each nursing ability: All items relate to the safety and each item must be satisfactorily performed to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U_____         
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria     

Minnesota Board of Nursing Abilities
4C

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:     6301.1800           Subp: 4C





Nursing Ability:
4-Physical Care Nursing

C-Determine when necessary to use sterile technique

Course: NRSG 218 Professional Nursing Core Competencies 

Predeterminations
A.
Nursing action(s) to be evaluated: The student will determine when necessary to use sterile technique.

B.
Evaluation situation or stimulus presented to the student: The student will correctly answer a multiple choice test item given a choice of situations when sterile technique is or is not necessary.

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

 Criteria Checklist:

_____1.* Given a scenario, correctly identifies when sterile technique is necessary.

D.  Basis for deciding whether the student possesses each nursing ability: Item 1 relates to the safety and each item must be satisfactorily performed. An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U ______        
Evaluator’s Signature____________________________________________

* Denotes mandatory safety criteria

Minnesota Board of Nursing Abilities
6H, 6J, 6K, 6M
COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:                                6301.1800





Subp:                               6H, 6J, 6K, 6M, 6N
Nursing Ability:
6-Delegated Medical Treatment
H-Identify sources of information necessary to administer prescribed medication
J-Determine safe range of dosage prescribed
K-Determine appropriateness of the route of administration for medication
M-Administer prescribed medication 

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will judge the appropriateness of a prescribed medication. The student will safely administer and judge the effectiveness of a prescribed medication.
B.
Evaluation situation or stimulus presented to the student: In a simulated college laboratory setting the student will identify sources of information and decide whether or not to proceed with medication administration. The student will safely administer an oral medication and judge the effectiveness of the prescribed medication.
C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

Criteria Checklist:

____1.* Confirms medical order for prescribed medication in client chart. 

____2. * Refers to Medication Administration Record (MAR) for consistency with medical order.

____3.* Confirms any client allergies with chart AND client/caregiver verbalization. 

____4. * Reviews client health history to determine consistent match with prescribed medication

____5.* Determines appropriate medication uses, route of administration, specific medication preparation or pre-administration assessments, dose range, contraindications, side effects, and potential adverse effects with the Physician’s Desk Reference (PDR) or nursing drug handbook. 

____6. * Verbalizes a decision to either proceed with administering medication or clarify order with MD.
____7. * Wash hands

____8. * Correctly prepare oral medication by checking three times for correct medication (when removing from drawer, when checking medication against order, and when removing medication from package or after pouring into cup).

____9. * Identify client using two approved forms of identification.

____10.* Correctly inform client regarding purpose and details of medication to be administered

____11. * Perform any needed assessments prior to administering medications

___12. * Adhere to 5 rights of medication administration (drug, dose, time, route, client, time)

___13. * Position client as to prevent aspiration and promote swallowing medication

___14. * Administer medication.

___15. * Wash hands.

___16. * Assess for desired and side effects of medication within designated time frame.

___17. * Document medication administration and effects within institutional guidelines.

D. Basis for deciding whether the student possesses each nursing ability: All items relate to the safety and each item must be satisfactorily performed to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U_____         
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria     

Minnesota Board of Nursing Abilities
4E


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:     6301:1800
Subp: 4E





Nursing Ability:    4-Physical Nursing Care

E-Maintain integrity of skin and mucous membranes

Course:   NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will provide oral hygiene

B.
Evaluation situation or stimulus presented to the student: In the clinical setting the student will provide oral hygiene

C.  
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

     1.*
Wash hands. 

___2.*
Provide privacy.

___3.*
Identify client and explain procedure.

___4.
Gather supplies.

     5.*
Assist the client to a position that minimizes risk for aspiration.

     6.*
Apply clean gloves.

     7.*
Assess the client’s oral cavity.

     8.
Place a towel under client’s chin.

     9.
Apply a small amount of toothpaste to brush.

     10.
Gently, in a circular motion, clean chewing surfaces, inner tooth surfaces, outer tooth surfaces and tongue.

     11.
Have client rinse mouth as needed with water and expectorate into emesis basin.

     12.
Remove and dispose of gloves.

__13.* 
Make sure bed is in low position, side rails are up and call light is within reach.

     14.*
Wash hands.

     15.
Document procedure and condition of mucous membranes, gums and teeth.

Items 1, 2, 3, 5, 6, 7, 13and 14 relate to the safety and must be satisfactorily performed.  Overall, 13 out of 15 of the items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U _____        

Evaluator’s signature____________________________________________________

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4N


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:   6301.1800        Subp: 4N





Nursing Ability:
4-Physical Nursing Care

N-Provide for personal hygiene

Course:       NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated:  The student will provide for personal hygiene by demonstrating hygiene procedures

B.
Evaluation situation or stimulus presented to the student: In the clinical setting the student will assist with hygiene procedures.

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

Criteria Checklist:

     1.*  Wash hands and wear gloves.

__2. *  Assess client capabilities and restrictions.

     3.
Gather necessary equipment.

     4.*
 Identify client and provide privacy.
     5.
 Explain procedure to client.

     6.
 Fill basin, tub, or prepares shower with water that feels very warm to the wrist.

     7.*  Create a safe environment in regard to bed height, side rails, shower chair, grab bars, etc.

___8.*  Adheres to basic hygiene principles:


____washes face without soap, using different sections of wash cloth for each eye, moving from inner to outer canthus; dries eyes thoroughly.


____determines client preference in regards to soap for rest of bath; uses gentle foam cleanser for  
elderly clients
____ washes (in order) face, arms, back/chest, legs, feet, and perineum (front to back in women)


____washes extremities with long, firm strokes, from distal to proximal. 


____ changes water as needed, particularly between feet and perineum if using basin


____ always dries each body part thoroughly before moving on to the next part

    9. Dress client in clean clothing/gown.

__10.* Provide for safety such as by placing bed in low position, side rails up, call light within reach. 

    11.*Wash hands.

    12. Document procedure and assessments.

D.  Basis for deciding whether the student possesses each nursing ability: Items 1, 2, 4, 7, 8, and 10 relate to safety and must be satisfactorily performed.  Overall, 11 out of 12 of the items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U ____        
Evaluator’s Signature____________________________________________________ 
*Denotes mandatory safety criteria 

Minnesota Board of Nursing Abilities
4A, 4K, 6G

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation

Rule:    6301:180      
Subp:   6G

Nursing Ability:
6-Delegated Medical Treatment


G-Implement treatment related to musculoskeletal function

Rule:    6301.1800  
Subp:  4K

Nursing Ability:    
4-Physical Nursing Care


K-Promote restoration or maintenance of physical independence

Rule: 6301.1800 
Subp: 4A

Nursing Ability:
4-Physical Nursing Care


A-Provide for physical safety

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.  Nursing action(s) to be evaluated: PROM, AROM, transferring to a wheelchair

B.  Evaluation situation or stimulus presented to the student: In a simulated laboratory setting, the student will perform PROM with a client with right-sided weakness, will assist the client with AROM on the left side and will then transfer the client from a bed to a wheelchair. 

C.  Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance


Criteria Checklist:

____1. *Check agency regarding “no lift” policies and use mechanical lifting/transferring devices safely

____2.* Obtain needed equipment (wheelchair, transfer belt, mechanical lifting device).

       3.* 
Wash hands.

       4.*
Identify client and provide privacy.

       5.* 
Assess client capabilities and restrictions.

       6.* 
Lower the bed to flat position, raise the bed to working  height and lower the side rail on  the side you are 
working; client is in supine position.  

       7.  
Explain all procedures.

       8.  
Put all joints on right side through full range of motion as tolerated 3 times and identify each motion to the 
appropriate joint being targeted.

       9.  
Forward and lateral flexion and rotation of the neck.

       10.  
External and internal rotation, flexion, extension, abduction, adduction and cross adduction of the arm.

       11. 
Flexion, extension of the elbow.

       12. 
Pronation and supination of the forearm.

       13. 
Flexion, extension, hyperextension, ulnar and radial deviation of the wrist.

       14. 
Move the thumb in circle and in opposition to each finger.

       15. 
Flexion, extension, hyperextension, abduction and adduction of fingers/thumb.

       16. 
Flexion and extension of the knee/hip.

       17. 
Abduction, adduction and rotation of the hip.

       18. 
Dorsiflexion and plantar flexion of the foot, inversion, and eversion.

       19. 
Flexion, extension, abduction, and adduction of the toes.

       20. 
Roll client on left side to raised side rail and perform hyperextension of shoulder and hip. Return supine.
      21.  * Elevate the head of bed (HOB) to 45 degrees, put upper side rails up on both sides and put the bed in the 
low position.

      22. 
Direct client to do each fully 3 times: Nod head yes and shake head no (flexion, extension, rotation) 

      23. 
Place ear to shoulder (lateral flexion)

      24.
Reach with arm overhead, put hand on head,  reach to side and behind back (shoulder flexion, abduction, 
internal/external rotation, elbow flexion, extension).

      25.
Flex, extend fingers and toes
      26. 
Point all toes inward and outward (hip internal and external rotation).

      27. 
Move leg as if riding a bicycle (knee flexion/extension)
____28.* Put on shoes or slippers.

____29.* Position wheelchair parallel to and touching the side of the bed position the wheelchair on the side of the 
bed that allows the patient to move toward his/her strong side.  

____30.* Lock wheels on the wheelchair.

____31.* Elevate the head of the bed to high fowler’s position. 

____32.* Assist client to a "dangling" position and assess for weakness and/or dizziness.

____33.* Apply transfer belt.  

____34.* Position your (nurses) knee farthest from wheel chair between client’s leg.

____35.* Grasp transfer belt, and have client push off from the bed.

____36.* Bend knees, back straight, use rocking motion to assist client to standing position 

____37.* Assess client balance. 

____38.* Have client turn slowly and move backward toward wheelchair, reaching with one hand back to feel the 
wheelchair handle, until his/her legs (thighs) touch wheel chair.

____39.* Place foot closest to bed between client’s knees, bend knees, flex hips, and lower client into the 
wheelchair, keeping your back straight.

____40.* Reposition client as needed.

       41.* Put call light within reach.

___42.
Document procedure and results.

___43.* Wash hands.

D.  Basis for deciding whether the student possesses each nursing ability: 

All starred items relate to the safety of the patient and each item must be satisfactorily performed to pass.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U _____  

Faculty Signature_____________________________________ *Denotes safety criteria
Minnesota Board of Nursing Abilities
4D


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:     6301.1800 
Subp: 4D





Nursing Ability:

4-Physical Nursing Care

D-Maintain sterility of equipment and supplies

Course:
NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will set up a sterile field.

B.
Evaluation situation or stimulus presented to the student: In a simulated laboratory setting the student will set up a sterile field, including demonstration of sterile gloving procedures. 
C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

Criteria Checklist:

     1.*
Wash hands.

     2.*
Assess need for setting up a sterile field and state rationale for maintaining sterility.

     3.*
Following principles of sterile technique, set up a sterile field with the designated sterile equipment.

D.  Basis for deciding whether the student possesses each nursing ability: All items relate to the safety of the patient and each item must be satisfactorily performed to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U____         
Evaluator’s Signature____________________________________* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
6E

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule:     6301.1800





Subp:    6E

Nursing Ability:    6-Delegated Medical Treatment

   E-Implement treatment related to genitourinary function

Course:
NRSG 218 Professional Nursing Core Competencies

Predeterminations
A. Nursing action(s) to be evaluated: The student will perform a urinary catheterization

B. Evaluation situation or stimulus presented to the student: In a laboratory setting the student will perform a urinary catheterization using a maniken

C. Criteria for judging students’ performance.  Criteria are 1) measurable 2) appropriate to he nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:

_____1. * Check physician’s order for catheterization for this client. Suggest use of anesthetic lubricant if available.
_____2 .   Gather necessary equipment.

_____3. *  Wash hands.

_____4. * Identify client.

_____5.   
Explain procedure.

_____6. *  Provide privacy.

_____7.     Elevate bed to appropriate height.

_____8.     Place the patient in a dorsal-recumbent position.

_____9.    Place waterproof pad under patient’s buttocks and perineal area.

_____10.     Drape the patient using a blanket to cover both legs and upper body.

_____11.   Open outer plastic wrap of cath kit and urine collection bag, save cath kit bag to place contaminated items.

_____12. *Place sterile drape beneath buttocks.

_____13. *Don sterile gloves.

_____14.   Move sterile catheter kit between patient's legs.

_____15. *Test balloon if using Foley catheter before placing in bladder.

_____16. *Open betadine swabs and lubricant placing moderate amount of lubricant in sterile area.

_____17.   Separate and hold labia open with nondominant hand

_____18. *Use betadine (one swab per wipe) to clean meatus in this order: one side, opposite side, middle.

_____19. *Lubricate and guide the catheter gently through the urethra until the urine begins to drain.

_____20. *Inflate the retention balloon if applicable.

_____21.   Carefully retract the catheter until you feel resistance if applicable.

_____22.  *If indwelling, state at this point that you would use sterile dominant hand to connect and secure a sterile urine collection bag to the urinary catheter; secure the tubing to the client and to the bed.

_____23.   Remove all equipment and discard contaminated items.

_____24. *Lower bed, side rails up, call light within reach.

_____25. *Wash hands.

_____26.  Document procedure and results.

D.  All starred items must be performed at a satisfactory level to pass.  Overall 23 of 26 items must be completed to be considered satisfactory.  An S= the item is completed satisfactorily.  A U=unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U_____        
Evaluator’s Signature_____________________________________* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4I


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:   6301.1800    Subp: 4I





Nursing Ability:
4-Physical Care Nursing

I-Promote elimination

Course:
NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will place a client on a bedpan.

B.
Evaluation situation or stimulus presented to the student: In a simulated college lab the student will place a bedridden patient on a bedpan.

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

_____1.* Wash hands

_____2.   Gather equipment.

_____3.* Provide privacy.

_____4.*  Identify client and explain procedure.

_____5.* Put on clean gloves.

_____6.* Raise bed to working height, lower head of bed to flat position and assist the client to roll onto one side, back side toward you.

____  7.   Place bedpan firmly against buttocks and down into the mattress with open rim toward client's feet.

____8.   Keeping your hand against the bedpan, place your other hand around the client's far hip. Ask the client to roll back onto the pan, flat in bed. 

____ 9.* Raise head of bed 60 degrees and put bed in lowest position with side rails up.

____10.*Place call light within easy reach.

Items 1, 3, 4, 5, 6, 9 and 10 relate to safety and must be satisfactorily performed.  Overall, 9 out of 10 of the items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U         
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria

Minnesota Board of Nursing Abilities
6D


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:     6301.180
Subp:    6D

Nursing Ability:
6-Delegated medical treatment

D-Implement treatment related to gastrointestinal function

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated:  The student will administer a disposable enema

B.
Evaluation situation or stimulus presented to the student: In a simulated college laboratory setting, the student will state rationale for and simulate procedure for administration of enema

C.
Criteria for judging students’ performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

     1.*
Check the physician's order for an enema.

     2.
Collect appropriate equipment.

     3.*
Correctly identify client.

     4.
Explain procedure.

     5.*
Wash hands.

     6.*
Provide privacy.

     7.
Raise bed to appropriate height.

     8.*
Assist client into left Sim's position with right knee flexed and side rail up on side which client is facing.

     9.
Place protective waterproof pad under patient's hips and buttocks.

     10.
Cover client exposing only rectal area.

     11.
Put on clean disposable gloves.

     12.*  
Administer enema using prepackaged disposable container directions.

     13.
Ask patient to retain solution for the amount of time indicated on the package.

     14.
Discard container and disposable gloves in appropriate receptacle.

     15.*
Assist patient to bathroom, commode, or on bedpan.

     16.*
Wash hands.

     17.
Document enema administration and results. 

D.  
Items 1, 3, 5, 6, 8, 12, 15, and 16 relate to the safety of the patient and each item must be satisfactorily performed.  Overall, 14 out of 17 of the items must be performed at a satisfactory level to pass.  An S= the item is completed satisfactorily.  A U=unsatisfactory performance.

Date______________________________      Summative Evaluation  S_____   U______         
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria

Minnesota Board of Nursing Abilities
4L


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation

Rule :6301:1800 
Subp: 4L






Nursing Ability:
4-Physical Nursing Care

L-Provide physical comfort

Course:  NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will place client in a position of comfort.

B.
Evaluation situation or stimulus presented to the student: In a simulated college lab the student will reposition a bedridden client to their desired position of comfort.

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient, and 4) ascertain the accuracy of student performance

Criteria Checklist:

____1.*
Wash hands.

____2.*
Identify client and provide privacy.

____3.*
Assess client comfort level currently and determine a position change is necessary to increase comfort.

____4.
Raise bed to appropriate working height and lower head of bed.
____5.
Turn and reposition client using effective and safe body mechanics.

____6.
Assure correct body alignment.

____7.
Support client with pillows, reduce pressure areas, and prevent contractures. 

____8.
Reassess comfort after position change, adjust as needed.

____9.*  Bed in low position, side rails up, call light within reach.

___10.*
Wash hands.

___11.
Document procedure and results.

D.  Items 1, 2, 3, 9, and 10 relate to the safety of the patient and each item must be satisfactorily performed.  Overall, 9 out of 11 of the items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U ____        
Evaluator’s Signature____________________________________________________ 

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4M

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:     6301.1800      Subp: 4M






Nursing Ability:
4-Physical Nursing Care

M-Promote rest and sleep

Course:

NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.
Nursing action(s) to be evaluated: The student will promote rest and sleep by providing a backrub.

B.
Evaluation situation or stimulus presented to the student: In a simulated college lab the student will promote rest and sleep by providing a backrub to a client who is anxious at HS.

C.
Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance.

Criteria Checklist:

     1.*
Wash hands.

__2.*
Identify client, provide privacy.

__3.*
Assess current concerns causing anxiety and ask the client if they would like a back rub to promote rest.

_   4.
Raise bed to working height and place client in comfortable position near nurse with near side rail down.

     5.
Apply and warm a small amount of lotion to hands moving first to sacral area, massaging in circular motion (friction).

     6.
Move hands up the center of the back and then over both scapulae using a smooth, firm gliding stroke (effleurage).

     7.
Massage in a circular motion over both scapulae.

     8.
Move hands down the sides of the back in a long, smooth, gliding stroke (effleurage).

     9.
Massage over the right and left iliac crests (friction).

     10.
Continue process for 3-5 minutes.  Do not allow hands to leave client’s skin.  

     11.
Knead skin by grasping tissue between thumb and fingers (petrissage).  Knead upward along one side of spine from buttocks to shoulders and around nape of neck.  Knead or stroke downward toward sacrum. Repeat on other side of spine.

     12.
Complete massage with long stroking movements and tell client back rub is ending.

     13.
Pat dry any excess lotion with a towel.

     14.
Assist client to a comfortable position.

     15.* 
Return bed to low position, side rails up, call light within reach.

__16. *
Wash hands.

     17.
 Document procedure and assessments.

D.  Items 1, 2, 3, 15 and 16 relate to the safety of the patient and each item must be satisfactorily performed.  Overall, 14 out of 17 of the items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance. 

Date______________________________      Summative Evaluation S_____   U  _____       
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4J

COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule: 6301.1800
Subp:
4J

Nursing Ability:
4-Physical Nursing Care

J-Promote physical activity

Course:
NRSG 218 Professional Nursing Core Competencies

Predeterminations
A.  Nursing action(s) to be evaluated: Ambulation of assigned client.

B.  Evaluation situation or stimulus presented to the student: In a long term health care facility, the student will ambulate a client.

C.  Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to the nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance.

Criteria Checklist:

_____1.* Wash hands.

_____2.
*  Assess clients physical capabilities and restrictions.

_____3.
 * Obtain needed equipment.

_____4.* Identify client and explain procedure.

_____5.* Assist client with stable non-skid shoes.

_____6.* Place bed in low position, elevate head of bed and assist client to sitting position at edge of bed using safe body mechanics.

_____7.* Apply transfer belt.

_____8.* Assess the client for dizziness, balance or faintness.

_____9.* Grasp transfer belt, use safe body mechanics, assist client to stand.

____10.* Ambulate client standing to the side and slightly behind the client and continue to assess balance 


and gait.

____11.*  Return client to desired location and safely place in position of comfort.

____12.* Wash hands.

____13.
*  Document procedure.

D.  All items relate to the safety and each item must be satisfactorily performed to pass.

Date______________________________      Summative Evaluation S_____   U   ___      
Evaluator’s Signature____________________________________________________

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
4H


COLLEGE OF SAINT BENEDICT/SAINT JOHN'S UNIVERSITY


DEPARTMENT OF NURSING


Minnesota Board of Nursing Abilities Evaluation
Rule:    6301:1800      
Subp: 4H





Nursing Ability:

4-Physical Nursing Care


H-Promote nutrition and fluid balance

Course:  NRSG 218 Professional Nursing Core Competencies 

Predeterminations
A. Nursing action(s) to be evaluated: The student will assist with food and fluid intake.

B. Evaluation situation or stimulus presented to the student: The student will assist a resident in a long term health care facility with eating and drinking based on the residents physical limitations and needs

C. Criteria for judging student’s performance.  Criteria are 1) measurable 2) appropriate to he nursing ability 3) address the safety of the patient and 4) ascertain the accuracy of student performance

Criteria Checklist:

___1.* Identify client.

___2.   Assist client with washing hands.

___3.* Assess client’s ability to feed self. 

___4. * Wash hands

___5.* Gather supplies, food, and fluids assessing for correct diet and temperature of foods/fluids.

___6.   Prepare tray and assist client with feeding.

___7.* Notify client if foods or fluids are hot.

___8.   When finished, assist client to wash hands and face as needed.

___9.* Wash hands.

___10.   Document intake.

D.  Items 1, 3, 4, 5, 7, and 9 relate to safety and each item must be satisfactorily performed.  Overall, 8 out of 9 items must be performed at a satisfactory level to pass.  An S will be placed before the item if it is completed satisfactorily.  Item numbers that are circled indicate unsatisfactory performance.

Date______________________________      Summative Evaluation S_____   U ____        
Evaluator’s Signature__________________________________

* Denotes mandatory safety criteria
Minnesota Board of Nursing Abilities
3A

COLLEGE OF SAINT BENEDICT/SAINT JOHN’S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule: 6301.1800
Subp 3A      

Nursing Ability:

3. Nursing Observation and Assessment of Patients

A. Collect data pertaining to a patient’s physical and physiological structure and function
Course:   NRSG 218 Professional Nursing Core Competencies 



Predeterminations
A.  Nursing action(s) to be evaluated: Collection of data pertaining to an individual’s physical and physiological structure and function.  

B.  Evaluation situation or stimulus presented to the student:  This is a videotaped activity in the lab where the student will collect data from another individual pertaining to physical and physiological structure and function; Evaluation method: documentation of findings.

C.  Criteria for judging student performance.  Criteria are 1) measurable, 2) appropriate to the nursing ability, 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:




___1.  *Perform accurate assessments of the following functional health patterns:

a. Health perception and management

b. Nutrition and metabolism

c. Activity and exercise

d. Elimination

e. Cognition and perception

___2.  *Collect physical findings related to the following functional health patterns:

a. Nutrition and metabolism

b. Activity and exercise

c. Cognition and perception

D.
Basis for deciding whether the student possesses each nursing ability: 

All items relate to patient safety.  Overall all criteria must be performed at a satisfactory level to pass.  An “S” will be placed before the criteria if it is completed satisfactorily.  A “U” will be placed by a criterion that is unsatisfactory.

Date: _______________________  Summative Evaluation: S _____  U _____

Evaluator’s signature: _____________________________________________
Minnesota Board of Nursing Abilities
3B

COLLEGE OF SAINT BENEDICT/SAINT JOHN’S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule: 6301.1800
Subp 3B      

Nursing Ability:

3.  Nursing Observation and Assessment of Patients

B. Collect data pertaining to a patient’s intellectual, emotional, and social function
Course:   NRSG 218 Professional Nursing Core Competencies



Predeterminations
A.
Nursing action(s) to be evaluated: Collection of data pertaining to patient’s intellectual, emotional, and social function.

B.
Evaluation situation or stimulus presented to the student: This is a videotaped activity in the lab where the student will collect data from another individual pertaining to intellectual, emotional, and social function

C.
Criteria for judging student performance.  Criteria are 1) measurable, 2) appropriate to the nursing ability, 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:




___1.  * Perform accurate assessments of the following functional health patterns:

f. Cognition and perception

g. Self-concept

h. Roles and relationships

i. Stress and stress response

j. Values and beliefs

D.
Basis for deciding whether the student possesses each nursing ability: 

All items relate to patient safety.  All criteria must be performed at a satisfactory level to pass.  An “S” will be placed before the criteria if it is completed satisfactorily.  A “U” will be placed by a criterion that is unsatisfactory.

Date: _______________________  Summative Evaluation: S _____  U _____

Evaluator’s signature: ____________________________________

Minnesota Board of Nursing Abilities
3C

COLLEGE OF SAINT BENEDICT/SAINT JOHN’S UNIVERSITY

DEPARTMENT OF NURSING

Minnesota Board of Nursing Abilities Evaluation
Rule: 6301.1800
Subp 3C     

Nursing Ability:

3.  Nursing Observation and Assessment of Patients

C. Collect data pertaining to a patient’s spiritual and cultural function.
Course:   NRSG 218 Professional Nursing Core Competencies



Predeterminations
A.
Nursing action(s) to be evaluated: Collection of data pertaining to patient’s spiritual and cultural function.

B.
Evaluation situation or stimulus presented to the student: This is a videotaped activity in the lab where the student will collect data from another individual pertaining to spiritual and cultural function.

C.
Criteria for judging student performance.  Criteria are 1) measurable, 2) appropriate to the nursing ability, 3) address the safety of the patient, and 4) ascertain the accuracy of student performance.

Criteria Checklist:




___1.  * Perform accurate assessments of the following indicators:


a. Primary language and country of origin


b. Cultural or ethnic group affiliation


c. Health practices influenced by cultural or ethnic affiliation 


d. Needs of client based on cultural/ethnic practices


e. Religious affiliation


f. Beliefs about spirituality


g. Health practices influenced by spiritual beliefs


h. Needs of client based on spiritual beliefs 

D.
Basis for deciding whether the student possesses each nursing ability 

All items relate to patient safety.  All criteria must be performed at a satisfactory level to pass.  An “S” will be placed before the criteria if it is completed satisfactorily.  A “U” will be placed by a criterion that is unsatisfactory.

Date: _______________________  Summative Evaluation: S _____  U _____

Evaluator’s signature: ____________________________________
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