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Semester:  Fall 2009



Dates of Attendance: Sep 8 – Oct 20, 2009

Total hours:  96 Total hrs
	Standard

	Section I:
Professionalism/Role Development
	Met or Not Met

	A.  Professionalism 

1. Behavior:

   Demonstrates caring in the practice of professional nursing

           Respectful and courteous to all persons when representing PLU

        Projects professional demeanor in accordance with facility and SON policies

2. Communication:


Clear, effective self-expression with health care team members

                    Maintains effective working relationships with an interdisciplinary team


	Comments
-I volunteer to help with making an admission or discharge smooth, such as bringing a patient outside to their car in a wheelchair, or transferring a patient’s bed from one floor to another.
-I approach the health care team with ideas on how to share the workload in regards to the patients on the floor.  I explain what I will do for whom, etc.

	B.
Accountability and Responsibility for Ethical Practice 

1. Comes prepared for each clinical experience 

2. Accountable for actions in clinical setting

3. Recognizes situations requiring client advocacy and the nurse’s role

4. Recognizes potential dilemmas & conflicts of personal beliefs/values

5. Adheres to confidentiality standards 

6. Participates in pre/post conference 

7. Reports violations of academic integrity to instructor immediately

8. Assignments completed on or before due date

9. Properly cites references, takes credit for own work, does not plagiarize

10. Meets all health and certification requirements by due date

	Met or Not Met

	
	Comments
-I expressed my discomfort in “lying” to a patient when the nurse felt it was necessary.
-I approached a physician about better pain management for a patient who was taking meds affecting another life which she was carrying.

-I arrive early each day with binder, stethoscope, watch, pen light, etc.

-I shred all paperwork with patient information at the end of the day.

	C.  Critically Reflects Upon Own Performance, Identifies Own Need for Growth, 

1.   Accurately assesses own abilities

2. Recognizes own limitations and seeks guidance before implementing interventions


3.     Receptive to questions, suggestions, and feedback
4.     Uses feedback and questions to improve performance as needed.

5.     Consistently progresses toward clinical competency and expanding 

                knowledge base for professional practice

6. Seeks out opportunities to become increasingly proficient


	Met or Not Met

	
	Comments
-I asked for assistance rather than putting self and patient in danger, when patient was too heavy for one person to turn.

-I request guidance when not sure when or how to chart something.
-I expand my knowledge base by seeking opportunities to work with a variety of professionals, such as a floor RN, a charge nurse, in the OR, etc.


	Standard

	Section II:
Core Knowledge
	Met or Not Met

	A.  Nursing Management  

1. Applies theory of selected developmental and/or pathological or environmental processes to clinical practice

2. Seeks out additional resources and information

3. Discriminates normal versus altered processes of health and/or development

4. Takes appropriate action

5. Manages the holistic needs of the client

6. Applies pharmacological principles when administering medications 

7. Demonstrates application of previously learned knowledge and skills.

	Comments: 

-I applied developmental processes by recognizing Erikson’s developmental stage “integrity vs. despair” when caring for an elderly patient, and allowing them to look back on their life, sharing their success in order to feel proud and have integrity.
-When patient having CT scan of abdomen, to rule out MSA, I researched the pathology online to better care for the patient.

-I hold blood pressure medications when systolic pressure is greater than 160.
-I discriminate between normal and altered processes of health by managing diabetes, COPD, CAD, and different types of cancer.
-I managed the holistic needs of the client by asking the client about their spiritual, sexual, physical, and mental health, and if there is anything I can do to help.

	B.  Health Promotion, Risk Reduction and Disease Prevention
1. Maintains a clean, safe environment

2. Communicates health promotion information to clients

3. Risk assessment/prevention

Provides care in a way to insure client safety

Identifies potential risk factors and takes appropriate action


	Met or Not Met

	
	Comments. 

-I communicated health promotion by explaining to a patient lifestyle factors that may have led to his obesity and diabetes, and ways in which to help reach a better weight.
-During the fire drill, I helped to close all the doors and clear the hallways.
-I identified a risk factor after noticing someone had left a patient’s bed high off the ground, while he was a falls risk patient.  I immediately took action by entering the room, lowering the bed and raising the side rails.

	Section III:
Core Competencies
	Met or Not Met

	  Communication 

1. Verbal  


Utilizes therapeutic approaches in communication with clients


Encourages and clarifies client’s expression of needs/feelings/concerns


Demonstrates ability to relate empathetically to client


Gives effective constructive, growth enhancing feedback to clients, peers  

               and staff

2. Nonverbal   


Demonstrates active listening and appropriate timing in the client 

       interaction


Identifies nonverbal cues/behaviors in self and others


Demonstrates understanding of how cues/behaviors support or detract from  

       therapeutic intent/objective

3. Written  
                    Documentation reflects outcomes, assessment, interventions, evaluation, 

                       planning, and behavioral  responses to care
    

Documents  accurately, clearly and  concisely

   Uses appropriate grammar, spelling, and syntax in all documentation and       

              written assignments 
	Comments:
-I therapeutically communicate by letting patients as well as family members express their fears, thoughts, and emotions in regards to current hospital situation. 

-I tell patients that it is normal for them to feel this way, and they are handling things so well.  I also encourage positive thinking and outlooks.

-While listening to patients, I stand or sit openly next to the bed, do not cross arms or put hand on doorknob as if to leave.  I recognize these nonverbal signs and do my best to show comforting posture.

-I always narrate in the SOAPIE format, and document all assessments, interventions, and changes in patient condition.
-I let a patient talk to me about a dream she had, and helped her to work out what it might mean to her.



	Section III: (cont)
Core Competencies
	Met or Not Met
	

	B. Critical Thinking and Reflective Practice
1. Clinical Judgment: 


Recognizes and defines the clinical problem


Prioritizes nursing diagnosis based on assessment

2. Problem Solving


Analyzes information (including assumptions and evidence)


Identifies and seeks out resources used in problem solving


Evaluates information


Considers alternative solutions

3. Decision Making:


Able to identify priorities


Identifies and weighs the important variables in each solution


Draws conclusions based on sound rationale and treatment objectives
	-I make priorities by deciding which patient’s condition needs attention immediately whereas another’s could wait.  A patient in pain versus a patient who is hungry, for example.
-I consider alternative solutions by writing a patient’s wife’s telephone number on the white board as he could never remember what it was.
-I used down-time during clinical to research a patient’s condition in order to better care for the patient.


	

	C. Nursing Process

1. Assesses the client needs and strengths using a nursing framework


Addresses physical, developmental, social, cultural, spiritual, and psychological dimensions

2. Prioritizes appropriate nursing diagnoses/issues
3. Identifies discharge goal

4. Develops mutually acceptable and realistic outcomes for clients


Based on assessment


Related to nursing diagnoses and discharge plan


Appropriate for age, developmental level, culture, sexual orientation


Written in behavioral and measurable terms

5. Implements appropriate nursing interventions


Individualized to the client and setting


Based on evidence


Validates interventions with professional nurse

6. Assesses client learning needs  

                   Age appropriate and incorporates cultural health beliefs 

7. Evaluates effectiveness and appropriateness of interventions


Revises goal and interventions as indicated 
	Met or Not Met
	

	
	-I develop realistic and acceptable outcomes for clients by assessing their strengths and weaknesses, and coming up with goals achievable for their ability level.  A patient with a hx of falls will have no falls while in the hospital, with the implementation of side rails, a bed alarm, and a room free from clutter. 
-I validate interventions with an RN; When a patient complained of difficulty breathing, I first raised the head of the bed before suggesting other things like O2, and the nurse agreed my intervention was best.
-I assess client learning needs by asking the client if they understand their new diagnosis, and asking them to repeat what they have learned.
-I revise goals and set new ones when the patient accomplishes all that were set for them, and is progressing better than expected.  When the diabetic patient verbalizes understanding of a good diet, the new goal is to have them order all meals on their own and evaluate if a proper diabetic diet.
	

	Record of Clinical Patients
Age Range
M/F
Ethnicity
Acute Care/LTC/
Outpt/Inpt/Comm

Obs
Direct
Care

Medical Diagnoses: Primary & Secondary
60s
M
Caucasian
Inpt
X
X
CLL
>85
F
Cauc
Inpt
X
Breast cancer, UTI
50s
F
Cauc
Inpt
X
Hip Fx
>65
M
Cauc
Inpt
X
R Hip Fx, Parkinsons
30s
M
Cauc
Inpt
X
X
Multiple spinal/brain lesions-unsure of etiology
20s
F
Cauc
Inpt
X
Pregnancy, N/V, abd pain
80s
M
Cauc
Inpt
X
Anemia, heart murmer
40s
M
Cauc
Inpt
X
X
Cellulitis-head/scalp/leg, diabetes, genital herpes outbreak
40s
F
Cauc
Inpt
X
X
Portacath infection, G tube, J tube, 
40s
F
Cauc
Inpt
X
X
Abd pain, N/V
70s
F
Cauc
Inpt
X
X
GI bleed, anemia, administered tap water enema
30s
F
Cauc
Inpt
X
Grossly obese, headaches, MRSA
40s
M
Cauc
Inpt
X
X
Diabetes, confusion, disorientation, liver disease
30s 
F
Cauc
Outpt
X
Laproscopic assisted vaginal hysterectomy, with bladder sling
50s
M
Cauc
Outpt
X
Abd hernia repair
Concept Map Titles  Primary Diagnosis & Secondary Medical DX
List all Nursing Dx utilized
Nursing Dx Utilized Con’t
UTI
Acute pain r/t infection as evidenced by pt “guarding” abdomen.
Risk for infection r/t constant indwelling catheter as evidenced by positive bacteria culture of urine and blood.
Hip Fracture
Risk for falls r/t immobility and bilateral weakness in legs secondary to R hip fx, as evidenced by inability to ambulate without assistance and exhibiting difficulty in moving his legs.
Activity Intolerance r/t immobility as evidenced by verbal report of weakness and fatigue, and exertional dyspnea.
Intractable N/V, abd pain
Nausea r/t irritation to the GI system, as evidenced by pt stating “I’m feeling sick to my stomach” and the presence of emesis.
Deficient knowledge r/t self-care activities during pregnancy.
Acute Gastritis
Sleep pattern disturbance r/t N/V, abd pain, as evidenced by pt stating “I’m so tired, and didn’t sleep well last night”, and wanting room quiet and dark during day to rest.
Risk for loneliness r/t physical isolation as evidenced by stating the wish for someone to “chat with” and admits she usually is in garage all day, and doesn’t see family much anymore.
TAH with BSO for dysmenorrheal and menorrhagia
Impaired skin integrity r/t abd incision
Sexual dysfunction r/t altered body structure as evidenced by physician stating “pt. cannot resume sexual intercourse for 6 weeks postoperatively.” 
Fear r/t unfamiliarity with environmental experience as evidenced by pt stating “I’m scared about surgery”.
Risk for compromised human dignity r/t exposure during surgery.
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