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NUR 102 Course Overview

NUR 102 meets on Thursdays for lecture and Fridays for skills lab and clinical rotations.
[bookmark: _Toc490650248]Skills Videos and Quizzes
The first three weeks of each semester skills demonstration videos will be available on D2L, the learning management system, on the Sunday before class. Each student is expected to watch all of the assigned skills videos and complete the “Ticket to Lab” quiz located on D2L by 11:59pm on Thursday before the scheduled skills lab day. The quizzes are at most 10 questions each and can be multiple choice, true/false, or select all that apply questions related to the required skills videos for that week. Videos must be viewed before students are allowed to take the quiz. 
Students will have 3 attempts to pass the “Ticket to Lab” quiz with at least an 80%. If a student does not complete the quiz with at least an 80% or does not complete the quiz prior to 11:59pm on Thursday, the student will receive at least an “ED” on their clinical evaluation tool for that week.
It is encouraged for all students to complete the “Ticket to Lab” quiz before attending that week’s lecture on Thursday. Once in class students will able to discuss any questions or concerns that they may have regarding the skills and material before the lab on Friday.
Example: Eight skills videos are available for week one on Sunday, January 8th.  Before 11:59pm Thursday, January 12th students must watch all eight of the skills videos and complete one attempt of the online “Ticket to Lab” Quiz.  Students must successfully complete the quiz with an 80% or higher before they come to lab on Friday, January 13th.
[bookmark: _Toc490650249]Skills Lab Logistics
Skills lab is from 7:00am-2:30pm on the first three Fridays of the semester. During that seven hours the student’s goal is to successfully pass a check off for all skills assigned that day with an 80% or greater, while not missing any critical steps. Other than requiring that they check off on the Handwashing skill first there is no order assigned to when the skills are checked off.  Students have the opportunity manage their time and prioritize their own skills practice schedule so they have more time to practice skills where they feel less confident. 
The majority of the instructor’s time during skills lab day is taken up with skills check-offs.  With 8 students being required to check-off on 8 skills that day, that is a minimum of 64 check-offs if every student is successful at every skill. Instructors are available for questions and help with the skills practice in-between check-offs.  In order to give support to the students for their questions and provide them with accountability for their practices students are provided with laptops to connect to their D2L accounts during lab time where they have access to review the skills videos and access to the practice submission forms.  Collaborative learning is encouraged and the students work in groups of two or three.  One student acts as the nursing assistant performing the skills, one student acts as the patient and one student acts as the instructor “grading” and checking off the skills steps on the online practice form as they are performed.  Once the skill is complete and the student hits submit the practice form is automatically submitted to the Cognito form database where the data can easily be reviewed by the instructor during class and exported to an Excel spreadsheet at a later time. It is suggested that during the initial practice the student that is “grading” their team member help prompt the student through the skills practice if needed.  This helps the student performing the skill by boosting their confidence in their ability and it helps the student with the laptop because they are constantly reviewing the steps assessing their partner’s moves and assisting them.  As the number of practices increases and the student gains mastery over the skills the student that is “grading” their team member remains quiet allowing the student to earn the 100% on their own before they go to check-off with their instructor.
The main priority is placed on the 22 skills mandated by the Department of Health and Human Services.  Other skills are reviewed and practices are submitted but check-offs are only required for the 22 skills.  
Example: A student feels very comfortable performing the handwashing and PPE skills.  They practice those two skills a minimum of one time each and their classmate submits their practice forms through D2L.  The student successfully checks-off on those two skills with their instructor early in the morning.  The student felt they need more time to practice their blood pressure and radial pulse skills. They managed their time so they could practice those skills over and over throughout the day until they feel they have mastered the skills. For each practice they perform a form is submitted online.  Then they are able to check-off on blood pressure and radial pulse skills whenever they feel confident they understand the skill and are confident they will be successful; as long as it is completed before the end of class at 2:00pm. 
In the case that a student is unsuccessful during a skills check-off, whether it be due to an overall score of less than 80% or missing a critical step they are encouraged to go back and practice that skill again during lab time until they feel they have mastered the skill.  If the student is unsuccessful a second time they are then required to schedule and attend a one-on-one remediation session with the course coordinator during an open lab opportunity the next week.  They must successfully pass the skill with an 80% or higher and not miss any critical steps during this third attempt or they will be dropped from the course. 
[bookmark: _Toc490650250]High Fidelity Human Simulation Manikins
High-fidelity simulation manikins are provided to the students for practice and check-offs on blood pressure, pulse, respiration, catheter care, perineal care, and TED hose.  During practice the manikin’s vital signs are programmed by the students using a SimPad, so they can practice as many times as they need to; this allows for the opportunity to introduce a wide range of readings both normal and abnormal to “test” each other with.  During check-offs the manikin’s vital signs are programmed by the instructor which eliminates any discrepancies between what was heard by the instructor and what was heard by the student. After the students have gained experience in the clinical setting the high-fidelity simulation manikins are utilized for patient assessment scenarios, where the students will put what they have learned all together and be required to be observant of their surroundings and interact with their patient.  Each student participates in a minimum of one scenario during the course.  More scenarios are introduced into the curriculum as time permits. See Appendix E: Supplemental Instruction Scenarios.
[bookmark: _Toc490650251]Skills Lab Guidelines

1. Treat all Simulators, Classmates, Faculty, Staff, Guests and Yourself with dignity and respect.

2. Students SHOULD NOT have their shoes on while lying on the beds. Students should not be in or on the beds unless performing procedures. Also refrain from sitting or placing your feet on tables or work surfaces.  Refrain from placing your feet on chairs.
3. At the end of each lab session, students are to re-stack chairs and straighten beds. Equipment should be folded or packaged neatly and put in its proper place. 

4. The simulation lab rooms are assigned at the start of the semester. Any other use of the simulation lab must be scheduled and reserved through the Simulation Specialist, 803-822-3038. Students attending open lab sessions will be required to show a picture ID and sign in and out for documentation purposes.

5. There can be NO smoking, eating, drinking, or chewing gum in skills lab rooms. 

6. Students who wish to make-up an absence must schedule this with course coordinator. 
*Remember: Only 1 absence/make-up is allowed for clinical*

7. Students must wear required uniforms to all skills labs. Maintain the highest standards of personal appearance, language, dress and demeanor. Exhibit the same professional behaviors as expected in the hospital.

8. Wherever available latex free items have been ordered; however some items within the lab including manikins may contain latex. It is the responsibility of the individual student or instructor to make it known if they have a latex sensitivity and to take appropriate precautions. Only latex free gloves will be purchased for the laboratory.


[bookmark: _Toc490650252]Table of Equivalents

You must memorize the following values and conversion factors. You will need to know these conversions to calculate intake and output.


[bookmark: _Toc490650253]Equivalents

1 gram (g) = 1000 milligram (mg)

1 kilogram (Kg) = 1000 gram (g)

1 milligram (mg) = 1000 microgram (mcg)

1 kilogram (Kg) = 2.2 pound (lbs.)

3 teaspoons (t, tsp) = 1 tablespoon (T, tbsp.)

1 teaspoon (t, tsp) = 5 milliliters (ml)

1 ounce (oz.) = 30 milliliters (ml)

1 ounce (oz.) = 2 tablespoons (T, tbsp.)

16 fluid ounces (oz.) = 1 pint (pt.) = 2 cups (c)

2 pints (pt.) = 1 quart (qt)

16 ounces (oz.) = 1 pound (lb.)

1 tablespoon (T, tbsp.) = 15 milliliters (ml)

1 cubic centimeter (cc) = 1 milliliter (ml)

1 liter (L) = 1000 ml

**See also card that was included with textbook. Has listed some of the commonly used equivalents**


[bookmark: _Toc490650254]Table of Med Terms

You should memorize the following med terms. You may see these again during class, clinical, and on exams. 

[bookmark: _Toc490650255]Abbreviations
1. abd – abdomen 	2. ac – before meals
3. ADL- activities of daily living 	4. Ad lib – as desired
5. BP – blood pressure 	6. BR –bed rest
7. BRP –bathroom privileges 	8. BID – twice a day
9. BM –bowel movement 	10. c (with a line over it) – with
11. CPR – cardiopulmonary resuscitation 	12. hs - hour of sleep 
13. I & O – intake and output 	14. MmHg – millimeters of Mercury		
15. NPO – nothing by mouth 	16. OOB – out of bed 
17. OT – occupational therapy 	18. pc – after meals 
19. PO – by mouth 	20. prn – as needed
21. PT – Physical Therapy 	22. q- every
23. qh – every hour 	24. q2h, q3h… – every 2 hours, every 3 hours, etc.
25. RT – respiratory therapy 	26. s (with a line over it) – without
27. stat – immediately 	28. TPR – temperature, pulse, respiration
29. TID – three times a day 	30. UA – urinalysis
31.w/c - wheelchair
[bookmark: _Toc490650256]Prefixes
1. a, an – not, without, lack of, absence	2. ab – away from
3. ad – toward 	4. ante – before
5. anti, contra – against 	6. arte, arterio – artery
7. brady – slow 	8. card, cardio – heart
9. cyano – blue 	10. cyst, cysto – bladder
11. dys – abnormal, difficult 	12. hemo, hemato – blood
13. hyper – increased, abnormally high 	14. hypo – decreased, abnormally low
15. in, im, un – not 	16. inter – between
17. macro, mega, megal – abnormally large 	18. os, stoma, stomat, stomato – mouth
19. phleb, phlebo, veni, veno – vein 	20. tachy – rapid
21. vas, vaso, angi, angio – vessel
[bookmark: _Toc490650257]Suffixes
1. graph – instrument for recording data 	2. gram – record of data
3. itis – inflammation 	4. lysis – destruction, separation, loosening
5. ology, logy – study of	6. os – mouth
7. oste, osteo – bone 	8. paresis – weakness
9. plegia – paralysis 	10. penia – decrease in
11. rhea – flow, discharge 	12. scope – instrument for viewing
13. scopy – examination 	14. spasm – contraction, cramp
15. pnea – breathing
[bookmark: _Toc490650258]Roots
1. Abdomin, abdomino – abdomen 	2. Brachi, brachio – arm
3. Celi, celio – abdomen	4. Cephal, cephalo – head
5. Cervic, cervico – neck	6. Therm, thermo – heat, temperature
7. Thorac, thoraco – chest, thorax


[bookmark: _Toc490650259]MTC Nursing Department DO NOT USE List – Med Terms
	Prohibited Abbreviation
	Appropriate Abbreviation or Alternative

	U or u
	Write “unit(s)”

	IU
	Write “International Units”

	Trailing Zero: Decimal followed by a zero following a whole number (ex: 1.0 mg)
	Never write a zero after a decimal point (correct: 1 mg)

	Lack of a leading zero and decimal prior to a fraction   (ex: .3 mg)
	Always use a zero before a decimal point (ex: 0.3 mg)

	μg (microgram)
	Write “mcg” or “microgram”

	τ, ττ, τττ
	Write the words “one” “two” or “three”

	3 d
	Write out “Days” or “Doses”

	Qd or qd
QID or qid
QOD or qod
	Write “daily”, “four times daily”, “every other day”

	> (greater than)
< (less than)
	Write “greater than” and “less than” 

	@
	Write out “at”

	cc
	Write out “cubic centimenter”

	D/C
	Write out “discharge” or “discontinue”

	IN
	Write out “inch”





[bookmark: _Toc490650260]Unit 1 Objectives and Assigned Preparation

[bookmark: _Toc490650261]Lab Focus 
Preventing Infection, Assisting with Assessment, Oxygen Needs, & Emergency Care

[bookmark: _Toc490650262]Objectives
At the end of unit one, the student should be able to:

1. Give examples of blood-borne pathogens as described by OSHA. 
2. Describe and give examples of Standard Precautions as described by OSHA.
3. Describe the types of isolation techniques and the use of personal protective equipment.
4. List conditions that promote the growth of bacteria. 
5. Describe the signs and symptoms of an infection. 
6. Define nosocomial infection. 
7. Compare medical and surgical asepsis, and disinfection versus sterilization. 
8. Describe clean versus dirty areas.
9. Describe and give examples of biohazardous waste and disposal of such waste. 
10. List emergency response to and observation of residents with fainting and seizures.
11. Describe the ABC’s of emergency care. 
12. Identify procedures for disasters/fires. 
13. Describe measures and importance of avoiding the need for restraints. 
14. Describe and demonstrate proper hand washing techniques. 
15. Demonstrate proper use of alcohol based hand rub for cleaning hands.
16. Demonstrate the proper use of gloves.
17. Demonstrate management of an obstructed airway (Heimlich maneuver). 
18. Develop written and demonstrate oral reporting of resident information.
19. Demonstrate the proper technique for obtaining and recording vital signs:
a. Temperature: oral, axillary, rectal, and tympanic membrane method using glass and electronic thermometers
b. Pulse: locate various sites and characteristics of pulse
c. Respiration: normal respirations, rate and rhythm, and terminology for variations in breathing
d. Blood pressure: hypotension/hypertension, factors affecting blood pressure
e. Weight: techniques for ambulatory and non-ambulatory residents
20. Evaluate and interpret the normal range of vital signs.
21. Describe the care and safety of a resident receiving oxygen. 
22. Describe changes in resident’s condition.
23. Describe observations and reporting of signs of acute illness, including:
a. Shortness of breath
b. Rapid respiration
c. Fever
d. Cough
e. Chills
f. Pains in chest
g. Blue color to lips
h. Pain
i. Nausea/Vomiting
j. Drowsiness
k. Excessive thirst
l. Sweating
24. Describe the role of the nurse aide in reporting identified changes in resident’s condition. 
25. Create a list of non-verbal signs and symptoms suggesting pain. 
26. Describe and list comfort measures for residents with pain. 	
[bookmark: _Toc490650263]Assigned Preparation

	Reading: Chapters 12, 21, 26, and 31

	Videos: Need to watch prior to skills lab 
· Hand Washing 
· Counting/Recording Radial Pulse
· Counting/Recording Respirations
· Donning/Removing PPE
· Measuring/Recording Blood Pressure
· Giving Modified Bed Bath
· Feeding Client who Cannot Feed Self
· Measuring/Recording Oxygen Saturation and Temperature (Oral and Axillary)

Quiz: Week 1 “Ticket to Lab” quiz on D2L completed with an 80% or better.

[bookmark: _Toc490650264]Equipment Needed
1. Bag of skills lab supplies
2. Skills check-off book
3. Course textbook
4. Stethoscope (Latex Free)
5. BP cuff (Latex Free)
6. (2) Towels and (2) Washcloths
7. Spoon
8. 1 small cup of yogurt, pudding, applesauce, or something similar (No food containing nuts)
*Please alert your partner and instructor if you have any food allergies you feel we need to be aware of.

[bookmark: _Toc490650265]Skills to Be Covered in Lab 

1. Hand Washing 
2. Counting/Recording Radial Pulse – using a high fidelity human simulation manikin
3. Counting/Recording Respirations – using a high fidelity human simulation manikin
4. Donning/Removing PPE
5. Measuring/Recording Blood Pressure – using a high fidelity human simulation manikin
6. Giving Modified Bed Bath 
7. Feeding Client who Cannot Feed Self
8. Using a Pulse Oximeter
9. Taking Electronic Temperature

[bookmark: _Toc490650266]Learning Activities

1. Discuss the proper technique for hand washing
2. Discuss importance of handwashing
3. Practice proper handwashing
4. Discuss the types of isolation precautions
5. Practice donning and removing PPE 
6. Discuss the normal values for vital signs 
7. Practice measuring and recording radial pulse, respirations, blood pressure, oxygen saturation, and temperature
8. Discuss the proper technique for feeding a client who cannot feed self
9. Recognize different diet consistencies
10. Feed client who cannot feed self
11. Practice performing modified bed bath

[bookmark: _Toc490650267]Directions for Skills Rubrics 
You can use these rubrics to practice your skills at home or with a partner during class/open skills lab. The links to the rubrics are in each weeks’ D2L module.  Use the provided laptops in class to have your partner check you (yes or no, dependent upon whether you performed the step correctly or not) while you practice the skills. It doesn’t matter who is signed in to D2L.  Fill in the name of whoever is practicing the skill and that is what will be recorded when you click “Submit” on the D2L form.  Critical steps are in bold. Note that if you miss any of the critical steps you do NOT pass the skill.  (These skills steps are based on the SC Nurse Aide Handbook skills listing.)
[bookmark: _Toc490650268]
Skill #1 Rubric: Hand Hygiene (Hand Washing)


Critical Actions: This scenario has 11 graded items with 2 critical items.

1) Lather all surfaces of hands, wrists and fingers, producing friction for at least 20 seconds, keeping hands lower than the elbows and fingertips down.
2) Rinse all surfaces of hands, wrists and fingers keeping hands lower than the elbows and fingertips down.

Enter practice steps into the Hand Hygiene Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Address client by name and introduces self to client by name.
	
	
	

	2. Turns on water at sink.
	
	
	

	3. Wets hands and wrists thoroughly. 
	
	
	

	4. Applies soap to hands. 
	
	
	

	5. Lathers all surfaces of hands, wrists, and fingers producing friction, for at least twenty (20) seconds, keeping hands lower than the elbows and fingertips down. 
	
	
	

	6. Clean fingernails by rubbing fingertips against palms of the opposite hand. 
	
	
	

	7. Rinse all surfaces of wrists, hands, and fingers, keeping hands lower than the elbows and the fingertips down. 
	
	
	

	8. Uses clean, dry paper towel/towels to dry all surfaces of hands, wrists, and fingers then disposes of paper towel/towels into waste container. 
	
	
	

	9. Uses clean, dry paper towel/towels to turn off faucet then disposes of paper towel/towels into waste container or uses knee/foot control to turn off faucet. 
	
	
	

	10. Does not touch inside of sink at any time. 
	
	
	

	11. Address client by name and introduces self to client by name.
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Hand Hygiene Total Points		/11 =		%


[bookmark: _Toc490650269]Skill #8 Rubric: Donning and Removing PPE (Gown and Gloves)

Critical Actions: This scenario has 13 graded items with 2 critical items.
1) Before removing gown, with one gloved hand, grasps the other glove at the palm, remove glove. 
2) Slips fingers from ungloved hand underneath cuff of remaining glove at wrist, and removes glove turning it inside out as it is removed. 

Enter practice steps into the Donning and Removing PPE Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	YES
	NO
	Notes

	1. Picks up gown and unfolds.
	
	
	

	2. Facing the back opening of the gown places arms through each sleeve.
	
	
	

	3. Fastens the neck opening. 
	
	
	

	4. Secures gown at waist making sure that back of clothing is covered by gown (as much as possible).   
	
	
	

	5. Puts on gloves. 
	
	
	

	6. Cuffs of gloves overlap cuffs of gown.  
	
	
	

	7. Before removing gown, with one gloved hand, grasps the other glove at the palm, remove glove. 
	
	
	

	8. Slips fingers from ungloved hand underneath cuff of remaining glove at wrist, and removes glove turning it inside out as it is removed. 
	
	
	

	9. Disposes of gloves into designated waste container without contaminating self. 
	
	
	

	10. After removing gloves, unfastens gown at neck and waist.  
	
	
	

	11. After removing gloves, removes gown without touching outside of gown.
	
	
	

	12. While removing gown, holds gown away from body without touching the floor, turns gown inward and keeps it inside out.
	
	
	

	13. Disposes of gown in designated container without contaminating self. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Donning and Removing PPE Total Points		/13 =		%


[bookmark: _Toc490650270]Skill #11 Rubric: Gives Modified Bed Bath (Face, One Arm, Hand & Underarm)

Critical Actions: This scenario has 19 graded items with 1 critical item.

1) Wash eyes with wet washcloth first (no soap) using a different area of the cloth for each stroke, washing inner to outer aspect then proceed to wash face.

Enter practice steps into the Modified Bed Bath Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Provide privacy with a curtain
	
	
	

	3. Removes gown and places in soiled linen container, while avoiding overexposure of the client
	
	
	

	4. Before washing, checks water temperature for safety and comfort and asks client to verify comfort of water
	
	
	

	5. Puts on clean gloves before washing client
	
	
	

	6. Beginning with eyes, washes eyes with wet washcloth (no soap), using a different area of the washcloth for each stroke, washing inner aspect to outer aspect then proceeds to wash face
	
	
	

	7. Dries face with towel
	
	
	

	8. Exposes one arm and place towel underneath
	
	
	

	9. Applies soap to wet washcloth
	
	
	

	10. Washes arm, hand and underarm, keeping rest of body covered
	
	
	

	11. Rinses and dries arm, hand and underarm
	
	
	

	12. Moves body gently and naturally, avoiding force and over-extension of limbs and joints
	
	
	

	13. Puts clean gown on client
	
	
	

	14. Empties, rinses, and dries basin
	
	
	

	15. After rinsing and drying basin, places basin in designated dirty supply area
	
	
	

	16. Disposes of linen into soiled linen container
	
	
	

	17. Avoids contact between candidate clothing and used linens
	
	
	

	18. After placing basin in designated dirty supply area, and disposing of used linen, removes and disposes of gloves (without contaminating self) into waste container and washes hands
	
	
	

	19. Signaling device is within reach and bed is in low position
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
Modified Bed Bath Total Points	/19 =		%
[bookmark: _Toc490650271]Skill #6 Rubric: Counts and Records Radial Pulse


Critical Actions: This scenario has 7 graded items with 1 critical item.

1) After obtaining pulse by palpating in radial artery position, records pulse rate within plus or minus four (4) beats of evaluator’s reading.

Enter practice steps into the Counts and Records Radial Pulse Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly maintaining face-to-face contact when possible.
	
	
	

	2. Perform hand hygiene 
	
	
	

	3. Place fingertips on thumb side of wrist to locate radial pulse
	
	
	

	4. Counts beats for one full minute
	
	
	

	5. Ensure signaling device is within reach
	
	
	

	6. Perform hand hygiene
	
	
	

	7. After obtaining pulse by palpating in radial artery position, records pulse rate within plus or minus four (4) beats of evaluator’s reading.   
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)

Counts and Records Radial Pulse Total Points	/07 =		%


[bookmark: _Toc490650272]Skill #7 Rubric: Counts and Records Respirations


Critical Actions: This scenario has 5 graded items with 1 critical item.

1) Records respiration rate within plus or minus two (2) breaths of the evaluator’s reading.

Enter practice steps into the Counts and Records Respirations Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly maintaining face-to-face contact when possible.
	
	
	

	2. Counts respirations for one full minute
	
	
	

	3. Ensure signaling device is within reach
	
	
	

	4. Perform hand hygiene
	
	
	

	5. Records respiration rate within plus or minus two (2) breaths of evaluator’s reading.
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)

Counts and Records Respirations Total Points		/05 =		%


[bookmark: _Toc490650273]Skill #12 Rubric: Measures and Records Client’s Blood Pressure

Critical Actions: This scenario has 12 graded items with 1 critical item.

1) After obtaining reading using BP cuff and stethoscope, records both systolic and diastolic pressures each within plus or minus 4mmHg of evaluator’s reading.
Enter practice steps into the Measures and Records Blood Pressure Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly maintaining face-to-face contact when possible
	
	
	

	2. Before using stethoscope, wipes bell/diaphragm and earpieces of stethoscope with alcohol.   
	
	
	

	3. Client’s arm is positioned with palm up and upper arm is exposed.   
	
	
	

	4. Feels for brachial artery on inner aspect on arm, at bend of elbow. 
	
	
	

	5. Places blood pressure cuff snugly on client’s upper arm, with sensor/arrow over brachial artery site. 
	
	
	

	6. Earpieces of stethoscope are in ears and bell/diaphragm is over brachial artery.   
	
	
	

	7. Candidate inflates cuff between 160 millimeters of Mercury (mmHg) to 180 mmHg. If beat heard immediately upon cuff deflation, completely deflate cuff. Re-inflate cuff to no more than 200 mmHg.
	
	
	

	8. Deflates cuff slowly and notes the first sound (systolic reading) and last sound (diastolic reading). If rounding needed, measurements are rounded UP to the nearest 2 mmHg. 
	
	
	

	9. Removes cuff. 
	
	
	

	10. Signaling device is within reach. 
	
	
	

	11. Before recording, washes hands. 
	
	
	

	12. After obtaining reading using BP cuff and stethoscope, records both systolic and diastolic pressures each within plus or minus 4 mmHg of evaluator’s reading. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)

Measures and Records Blood Pressure Total Points		/12 =		%
[bookmark: _Toc490650274]Skill #10 Rubric: Feeds Client Who Cannot Feed Self

Critical Actions: This scenario has 14 graded items with 1 critical item.

1) Before feeding client ensure patient is in an upright sitting position (75-90 degrees).
Enter practice steps into the Feeds Client Who Cannot Feed Self Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, and maintaining face-to-face contact whenever possible.
	
	
	

	2. Before feeding, looks at name card on tray and ask client to state name. 
	
	
	

	3. Before feeding client, client is in an upright sitting position (75-90 degrees).
	
	
	

	4. Places tray where the food can be easily seen by client.  
	
	
	

	5. Candidate cleans client’s hand with hand wipe before beginning feeding. 
	
	
	

	6. Candidate sits facing client during feeding. 
	
	
	

	7. Tells client what foods are on tray and asks what client would like to eat first. 
	
	
	

	8. Using spoon, offers client one bit of each type of food on tray, telling client the content of each spoonful.  
	
	
	

	9. Offers beverage at least once during meal.   
	
	
	

	10. Candidate asks client if they are ready for next bite of food or sip of beverage. 
	
	
	

	11. At end of meal, candidate cleans client’s mouth and hands with wipes. 
	
	
	

	12. Removes food tray and places tray in designated dirty supply area. 
	
	
	

	13. Signaling device is within client’s reach. 
	
	
	

	14. After completing skill, washes hands.  
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Feeds Client Who Cannot Feed Self Total Points	/12 =		%


[bookmark: _Toc490650275]Unit 2 Objectives, Assigned Preparation, & Learning Activities

Lab Focus: Assisting with Comfort, Hygiene, and Grooming

[bookmark: _Toc490650276]Objectives 
At the end of unit two, the student should be able to:

1. Explain and demonstrate the types of baths and the techniques for each. 
2. Describe and demonstrate grooming measures, such as for the mouth, and dentures.
3. Describe and demonstrate dressing techniques used for special populations, such as those with resistive and/or combative behavior and physical disabilities.

4. Describe and demonstrate the technique and principles for making an occupied, unoccupied bed, and surgical bed.

5. Explain and discuss the nurse aide’s role in preparing the resident for rest and sleep. 
6. Discuss the procedures for AM and PM care. 
7. Recognize assistive devices used with dressing.  
8. Describe and demonstrate grooming measures, such as for the hair, and shaving a male patient. 

9. Demonstrate the use of a manual and electric bed. 
10. Describe the maintenance of room temperature in the long-term care facility. 
11. Describe the care of a resident who is receiving tube feedings, IV therapy, and G-tube feedings.

12. Describe changes in resident’s condition. 

[bookmark: _Toc490650277]Assigned Preparation

	Reading: Chapters 15, 16, and 17

	Videos: Need to watch prior to skills lab 
· Performs modified PROM 1 Shoulder
· Performing Modified PROM 1 Knee/1 Ankle
· Applying One Knee High Elastic Stocking 
· Assists Client to Ambulate with Gait Belt
· Assists to Transfer Client from Bed to Wheelchair with Transfer Belt
· Providing Perineal Care for Female 
· Positioning Client on Side
· Dressing Client with Affected (weak) Right Arm

Quiz: Week 2 “Ticket to Lab” quiz on D2L completed with an 80% or better.

[bookmark: _Toc490650278]Equipment Needed

1. Bag of skills lab supplies
2. Skills check-off book
3. Course textbook
4. Stethoscope (Latex Free)
5. BP cuff (Latex Free)

[bookmark: _Toc490650279]Skills to Be Covered in Lab

1. PROM on the shoulder, knee, and ankle
2. Assisting a client to ambulate
3. Transferring the client from the bed to wheelchair
4. Positioning the client of side
5. Applying an elastic knee high stocking – using a human simulation manikin
6. Dressing a client with an affected arm
7. Providing perineal care for male and female – using a high fidelity human simulation manikin
[bookmark: _Toc490650280]Learning Activities

1. Discuss proper technique for performing PROM
2. Practice performing passive range of motion exercises
3. Practice dressing a client with an affected arm
4. Discuss the proper use of an elastic knee high stocking
5. Practice applying one knee high elastic stocking
6. Discuss proper technique for using a transfer belt with a client
7. Practice ambulating a client and transferring the client from the bed to the wheelchair using a transfer belt
8. Discuss proper technique and reasoning for positioning patients in bed
9. Practice positioning the client on their side
10. Discuss the proper technique for proving perineal care to female and male
11. Practice providing perineal care on a female

[bookmark: _Toc490650281]Directions for Skills Rubrics 
You can use these rubrics to practice your skills at home or with a partner during class/open skills lab. The links to the rubrics are in each weeks’ D2L module.  Use the provided laptops in class to have your partner check you (yes or no, dependent upon whether you performed the step correctly or not) while you practice the skills. It doesn’t matter who is signed in to D2L.  Fill in the name of whoever is practicing the skill and that is what will be recorded when you click “Submit” on the D2L form.  Critical steps are in bold. Note that if you miss any of the critical steps you do NOT pass the skill.  (These skills steps are based on the SC Nurse Aide Handbook skills listing.) 


[bookmark: _Toc490650282]Skill #15 Rubric: Passive Range of Motion (PROM) for Knee & Ankle

Critical Actions: This scenario has 10 graded items with 1 critical item.

1) While supporting the limb, moves joints gently, slowly and smoothly through the range of motion, while supporting the limb, discontinuing exercise if patient verbalizes pain.
Enter practice steps into the PROM for Knee and Ankle Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, and maintaining face-to-face contact whenever possible. 
	
	
	

	2. Privacy is provided with a curtain, screen, or door. 
	
	
	

	3. Instructs client to inform candidate if pain is experienced during exercise.  
	
	
	

	4. Supports leg at knee and ankle while performing range of motion for knee.  
	
	
	

	5. Bends the knee and then returns leg to client’s normal position (extension/flexion) (AT LEAST THREE (3) TIMES unless pain is verbalized). 
	
	
	

	6. Supports foot and ankle close to the bed while performing range of motion for ankle.  
	
	
	

	7. Pushes/pulls foot toward head (dorsiflexion) and pushes/pulls foot down, toes point down (plantar flexion) (AT LEAST THREE (3) TIMES unless pain is verbalized).
	
	
	

	8. While supporting the limb, moves joints gently, slowly, and smoothly through the range of motion, discontinuing exercise if client verbalizes pain.  
	
	
	

	9. Signaling device is within reach and bed is in low position.  
	
	
	

	10. After completing skill, washes hands.  
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
PROM for Knee and Ankle Total Points 	/10 =		%


[bookmark: _Toc490650283]Skill #16 Rubric: Performs Modified Passive Range of Motion (Prom) for One Shoulder

Critical Actions: This scenario has 10 graded items with 2 critical items.

1) Perform arm flexion/extension 3 times appropriately.
2) Perform arm abduction/adduction 3 times appropriately.

Enter practice steps into the PROM for One Shoulder Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Provide privacy with a curtain
	
	
	

	3. Instruct client to inform if pain is experienced during exercise
	
	
	

	4. Supports client’s upper and lower arm while performing range of motion for shoulder
	
	
	

	5. Raises client’s straightened arm from side position upward toward head to ear level and returns arm down to side of body (flexion/extension) (AT LEAST THREE (3) TIMES unless pain is verbalized). Supporting the limb, moves joint gently, slowly, and smoothly through the range of motion, discontinuing exercise if client verbalizes pain
	
	
	

	6. Moves client’s straightened arm away from the side of body to shoulder level and returns to side of body (abduction/adduction) (AT LEAST THREE (3) TIMES unless pain is verbalized). Supporting the limb, moves joint gently, slowly, and smoothly through the range of motion, discontinuing exercise if client verbalizes pain
	
	
	

	7. Signaling device is within reach and bed is in low position
	
	
	

	8. After completing skill, washes hands
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
PROM for One Shoulder Total Points	 	/08 =		%


[bookmark: _Toc490650284]Skill #3 Rubric: Assists To Ambulate Using Transfer Belt

Critical Actions: This scenario has 13 graded items with 2 critical items.

1) Before assisting to stand, client is wearing shoes. 
2) Before assisting to stand, client is assisted to sitting position with feet flat on floor

Enter practice steps into the Ambulate Using Transfer Belt Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Before assisting to stand, client is wearing shoes
	
	
	

	3. Before assisting to stand, bed is at a safe level
	
	
	

	4. Before assisting to stand, checks and/or locks bed wheels
	
	
	

	5. Before assisting to stand, client is assisted to sitting position with feet flat on floor
	
	
	

	6. Before assisting to stand, applies transfer belt securely at the wait over clothing/gown
	
	
	

	7. Before assisting to stand, provides instruction to enable client to assist in standing including prearranged signal to alert client to begin standing
	
	
	

	8. Stands facing client positioning self to ensure safety of candidate and client during transfer. Counts to three (or says other prearranged signal) to alert client to being standing
	
	
	

	9. On signal, gradually assists client to stand by grasping transfer belt on both sides with an upward grasp (candidate’s hands are in upward position) and maintaining stability of client’s leg
	
	
	

	10. Walks slightly behind and to one side of client for a distance of ten (10) feet, while holding onto the belt
	
	
	

	11. After ambulation, assists client to bed and removes transfer belt
	
	
	

	12. Signaling device is within reach and bed is in low position
	
	
	

	13. After completing skill, washes hands
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Ambulate Using Transfer Belt Total Points 	/13 =		%


[bookmark: _Toc490650285]Skill #22 Rubric: Transfer Client from Bed to Wheelchair Using Transfer Belt

Critical Actions: This scenario has 19 graded items with 2 critical items.

1) Before assisting to stand, client is wearing shoes. 
2) Before assisting to stand, client is assisted to sitting position with feet flat on floor

Enter practice steps into Transfer from Bed to Wheelchair Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, while maintaining face-to-face contact whenever possible.
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before assisting to stand, wheelchair is positioned alongside of bed, at head of bed facing foot, or at foot of bed facing head.   
	
	
	

	4. Before assisting to stand, footrests are folded up or removed. 
	
	
	

	5. Before assisting to stand, bed is at a safe level.   
	
	
	

	6. Before assisting to stand, locks wheels on wheelchair. 
	
	
	

	7. Before assisting to stand, checks and/or locks bed wheels  
	
	
	

	8. Before assisting to stand, client is assisted to a sitting position with feet flat on the floor.   
	
	
	

	9. Before assisting to stand, client is wearing shoes.  
	
	
	

	10. Before assisting to stand, applies transfer belt securely at the wait over clothing/gown.   
	
	
	

	11. Before assisting to stand, provides instruction to enable client to assist in transfer including prearranged signal to alert when to begin standing.  
	
	
	

	12. Stands facing client positioning self to ensure safety of candidate and client during transfer. Counts to three (or says other prearranged signal) to alert client to begin standing. 
	
	
	

	13. On signal, gradually assists client to stand by grasping transfer belt on both sides with an upward grasp (candidates hands are in upward position) and maintaining stability of client’s legs. 
	
	
	

	14. Assists client to turn to stand in front of wheelchair with back of client’s legs against wheelchair. 
	
	
	

	15. Lowers client into wheelchair. 
	
	
	

	16. Positions client with hips touching back of wheelchair and transfer belt is removed. 
	
	
	

	17. Positions feet on footrests. 
	
	
	

	18. Signaling device is within reach. 
	
	
	

	19. After completing skill, washes hands.   
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
TRANSFER CLIENT FROM BED TO WHEELCHAIR USING TRANSFER BELT
Total Points		/19 =		%


[bookmark: _Toc490650286]Skill #17 Rubric: Positions on Side

Critical Actions: This scenario has 12 graded items with zero critical items.


Enter practice steps into the Positions on Side Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, while maintaining face-to-face contact whenever possible. 
	
	
	

	2. Privacy is provided with curtain. 
	
	
	

	3. Before turning client, lowers head of bed. 
	
	
	

	4. Raises side rail on side to which client’s body will be turned. 
	
	
	

	5. Slowly rolls onto side as one unit toward raised side rail.  
	
	
	

	6. Places or adjusts pillow under head for support. 
	
	
	

	7. Candidate positions client so that client is not lying on arm. 
	
	
	

	8. Supports top arm with supportive device.  
	
	
	

	9. Places supportive device behind client’s back.  
	
	
	

	10. Places supportive device between legs with top knee flexed; knee and ankle supported.  
	
	
	

	11. Signaling device is within reach and bed is in low position.  
	
	
	

	12. After completing skill, washes hands.  
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Positions on Side Total Points		/12 =		%


[bookmark: _Toc490650287]Skill #21 Rubric: Provides Perineal Care (Peri-Care) for Female

Critical Actions: This scenario has 18 graded items with 3 critical items.
1) Washes genital area, moving from front to back, while using a clean area of the washcloth for each stroke.  
2) Using clean washcloth, rinses soap from genital area, moving from front to back, while using clean area of washcloth for each stroke.  
3) After washing genital area, turns to side, then washes and rinses rectal area moving from front to back using a clean area of washcloth for each stroke.
Enter practice steps into Provides Peri-Care for Female Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, while maintaining face-to-face contact whenever possible.
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before washing, checks water temperature for safety and comfort and asks client to verify comfort of water. 
	
	
	

	4. Puts on clean gloves before washing perineal area. 
	
	
	

	5. Places pad/linen protector under perineal area before washing. 
	
	
	

	6. Exposes perineal area while avoiding overexposure of client. 
	
	
	

	7. Applies soap to wet washcloth. 
	
	
	

	8. Washes genital area, moving from front to back, while using a clean area of the washcloth for each stroke.  
	
	
	

	9. Using clean washcloth, rinses soap from genital area, moving from front to back, while using clean area of washcloth for each stroke.  
	
	
	

	10. Dries genital area moving from front to back with towel. 
	
	
	

	11. After washing genital area, turns to side, then washes and rinses rectal area moving from front to back using a clean area of washcloth for each stroke. 
	
	
	

	12. Repositions client. 
	
	
	

	13. Empties, rinses, and dries basin. 
	
	
	

	14. After rinsing and drying basin, places basin in designated dirty supply area. 
	
	
	

	15. Disposes of used linen into soiled linen container and disposes of linen protector appropriately.
	
	
	

	16. Avoids contact between candidate clothing and used linen. 
	
	
	

	17. After disposing of used linen, and placing used equipment in designated dirty supply area, removes and disposes of gloves (without contaminating self) into waste container and washes hands. 
	
	
	

	18. Signaling device is within reach and bed is in low position. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Provides Peri-Care for Female Total Points		/18 =		%


[bookmark: _Toc490650288]Skill #9 Rubric: Dresses Client with Affected (Weak) Right Arm


Critical Actions: This scenario has 9 graded items with 1 critical item.

1) Assists client to put the right (affected/weak) arm through the right sleeve of the shirt before placing garment on left (unaffected) arm.
Enter practice steps into the Dresses Client with Weak Arm Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, while maintaining face-to-face contact whenever possible.
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Asks which shirt he/she would like to wear and dresses him/her in shirt of choice. 
	
	
	

	4. While avoiding overexposure of client, removes gown from the unaffected side first, then removes gown from the affected side and disposes of gown into soiled linen container.  
	
	
	

	5. Assists client to put the right (affected/weak) arm through the right sleeve of the shirt before placing garment on left (unaffected) arm.  
	
	
	

	6. While putting on shirt, moves body gently and naturally, avoiding force or over-extension of limbs and joints. 
	
	
	

	7. Finishes with clothing in place. 
	
	
	

	8. Signaling device is within reach and bed is in low position. 
	
	
	

	9. After completing skill, washes hands. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)

Dresses Client with Affected (Weak) Right Arm Total Points	 	/09 =		%


[bookmark: _Toc490650289]Skill #2 Rubric: Applies One Knee-High Elastic Stocking


Critical Actions: This scenario has 10 graded items with 1 critical item.

1) Assists client to put the right (affected/weak) arm through the right sleeve of the shirt before placing garment on left (unaffected) arm.  
Enter practice steps into the Applies One Knee-High Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure, speaking clearly, slowly and directly, while maintaining face-to-face contact whenever possible.
	
	
	

	2. Privacy is provided with a curtain. 
	
	
	

	3. Client is in supine position (lying down in bed) while stocking is applied.   
	
	
	

	4. Turns stocking inside-out, at least to the heel.   
	
	
	

	5. Places foot of stocking over toes, foot, and heel. 
	
	
	

	6. Pulls top of stocking over foot, heel, and leg.   
	
	
	

	7. Move foot and leg gently and naturally, avoiding force and over-extension of limb and joints. 
	
	
	

	8. Finishes procedure with no twists or wrinkles and heel of stocking, if present, if over heel and opening in the toe area, if present, is either over or under toe area.   
	
	
	

	9. Signaling device is within reach and bed is in low position.  
	
	
	

	10. After completing skill, washes hands.  
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)

Applies One Knee-High Elastic Stocking Total Points	 	/10 =		%


[bookmark: _Toc490650290]Unit 3 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650291]Lecture Focus
Assisting with Safety, Fall Prevention, Body Mechanics, Moving and Transfers, Exercise and Activity, & Rehabilitation and Restorative Nursing Care
[bookmark: _Toc490650292]Objectives 
At the end of unit three, the student should be able to:
1. Demonstrate the use of good body mechanics for the nurse aide. 
2. Describe and demonstrate passive range of motion exercises.
3. Demonstrate the proper technique used in applying and removing elastic stockings. 
4. Differentiate between the following terms: bedrest, partial weight bearing, and dangling. 
5. Explain the care and use of foot boards, trochanter rolls, handrails, bed cradles, trapeze bars, crutches, canes, and walkers. 
6. Describe types of adaptive equipment used to promote resident independence. 
7. Describe the use of various mechanical lifts.
8. Demonstrate the following positions: Fowler’s, Semi-Fowler’s, prone, and supine. 
9. Demonstrate the appropriate techniques used in turning, positioning, and lifting a resident in bed.
10. Define and discuss physical and occupational therapies as related to resident care. 
11. Describe the goals and outcomes of rehabilitative services for resident independence. 
12. List members of the rehabilitative team and their role in promoting independence. 
13. Describe and demonstrate the use of transfer (gait) belt. 
14. Describe the care and use of prosthetic and orthotic devices.
15. Demonstrate the appropriate techniques in transferring and ambulating, with or without assistive devices. 
16. List ways to prevent falls.
17. Describe the immediate response to and observations of a resident who has fallen. 
18. Describe changes in resident’s condition. 
19. List emergency response to and observation of residents with bleeding.
20. Identify ways to control bleeding.
[bookmark: _Toc490650293]Assigned Preparation

Reading: Chapters 9, 10, 13, 14, 23, and 27
Videos: Need to watch prior to skills lab
· Cleaning Upper or Lower Dentures
· Providing Catheter Care for Female
· Providing Mouth Care
· Assisting Client with Bedpan
· Measuring/Recording Urinary Output
· Measuring/Recording Weight of an Ambulatory Client
· Providing Foot Care on One Foot
· Making an Unoccupied Bed
Quiz: Week 3 “Ticket to Lab” quiz on D2L completed with an 80% or better.
[bookmark: _Toc490650294]Equipment needed 

1. Bag of skills lab supplies
2. Skills check off book
3. Course Textbook
4. Stethoscope (Latex Free)
5. BP cuff (Latex Free)
6. (2) towels and (2) washcloths

[bookmark: _Toc490650295]Skills to be Covered in Lab

1. Cleaning Upper or Lower Dentures
2. Providing Catheter Care for Female – using a high fidelity human simulation manikin
3. Providing Mouth Care
4. Assisting Client with Bedpan
5. Measuring/Recording Urinary Output
6. Measuring/Recording Weight of an Ambulatory Client
7. Providing Foot Care on One Foot
8. Making Closed/Open/Occupied Bed

[bookmark: _Toc490650296]Learning Activities
1. Discuss proper technique for cleaning dentures/providing mouth care
2. Practice cleaning upper and lower dentures and providing mouth care
3. Discuss the role of the CNA when caring for a patient with a Foley catheter
4. Practice providing catheter care on a female
5. Discuss normal and abnormal urinary output
6. Practice measuring urinary output
7. Practice measuring and recording the weight of a client
8. Discuss the uses for a closed, open, and occupied bed
9. Practice making a closed, open, and occupied bed
[bookmark: _Toc490650297]Directions for Skills Rubrics 
You can use these rubrics to practice your skills at home or with a partner during class/open skills lab. The links to the rubrics are in each weeks’ D2L module.  Use the provided laptops in class to have your partner check you (yes or no, dependent upon whether you performed the step correctly or not) while you practice the skills. It doesn’t matter who is signed in to D2L.  Fill in the name of whoever is practicing the skill and that is what will be recorded when you click “Submit” on the D2L form.  Critical steps are in bold. Note that if you miss any of the critical steps you do NOT pass the skill.  (These skills steps are based on the SC Nurse Aide Handbook skills listing.) 


[bookmark: _Toc490650298]Skill #20 Rubric: Provides Mouth Care

Critical Actions: This scenario has 16 graded items with 1 critical item.

1) Cleans mouth (including tongue and surfaces of teeth) using gentle motions.
Enter practice steps into the Provides Mouth Care Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before providing mouth care, client is in upright sitting position (75-90 degrees)   
	
	
	

	4. Puts on clean gloves before cleaning mouth. 
	
	
	

	5. Places clothing protector across chest before providing mouth care. 
	
	
	

	6. Secures cup of water and moistens toothbrush. 
	
	
	

	7. Before cleaning mouth, applies toothpaste to moistened toothbrush.   
	
	
	

	8. Cleans mouth (including tongue and surfaces of teeth) using gentle motions.   
	
	
	

	9. Maintains clean technique with placement of toothbrush.   
	
	
	

	10. Candidate holds emesis basin to chin while client rinses mouth. 
	
	
	

	11. Candidate wipes mouth and removes clothing protector.   
	
	
	

	12. After rinsing toothbrush, empty, rinse, and dry the basin and place used toothbrush in designated basin/container.  
	
	
	

	13. Places basin and toothbrush in designated dirty supply area.  
	
	
	

	14. Disposes of used linen into soiled linen container.  
	
	
	

	15. After placing basin and toothbrush in designated dirty supply area, and disposing of used linen, removes and disposes of gloves (without contaminating self) into waste container and washes hand.  
	
	
	

	16. Signaling device is within reach and bed is in low position.  
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Provides Mouth Care Total Points 	/16 =		%
[bookmark: _Toc490650299]
Skill #14 Rubric: Measures & Records Weight of Ambulatory Client

Critical Actions: This scenario has 7 graded items with 1 critical item.

1) Records weight based on indicator scale. Weight is within plus or minus two (2) pounds (lbs.) of evaluator’s reading. If weight recorded in kilograms (kg), weight is within plus or minus 0.9 kg of evaluator’s reading.

Enter practice steps into the Measures and Records Weight Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Client has on shoes before walking to scale. 
	
	
	

	3. Before client steps on scale, candidate sets scale to zero, then obtains clients weight. 
	
	
	

	4. While client steps onto scale, candidate stands next to scale and assists client, if needed, onto center of scale. 
	
	
	

	5. While client steps off scale, candidate stands next to scale and assists client, if needed, off scale before recording weight.  
	
	
	

	6. Before recording, washes hands. 
	
	
	

	7. Records weight based on indicator scale. Weight is within plus or minus two (2) pounds (lbs.) of evaluator’s reading. If weight recorded in kilograms (kg), weight is within plus or minus 0.9 kg of evaluator’s reading. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Measures and Records Weight Total Points 	/07 =		%


[bookmark: _Toc490650300]Skill #13 Rubric: Measures and Records Urinary Output


Critical Actions: This scenario has 8 graded items with 1 critical item.

1) Records contents of container with plus or minus 25 mL/cc of evaluator’s reading.
Enter practice steps into the Measures and Records Urinary Output Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Puts on clean gloves before handling bedpan. 
	
	
	

	2. Pours the contents of the bedpan into measuring container without spilling of splashing any of the urine outside of container.   
	
	
	

	3. Measures the amount of urine at eye level with container on flat surface. 
	
	
	

	4. After measuring urine, empties contents of measuring container into toilet.  
	
	
	

	5. Rinses measuring container and pours rinse water into toilet. 
	
	
	

	6. Rinses bedpan and pours rinse water into toilet. 
	
	
	

	7. After rinsing equipment and before recording output, removes and disposes of gloves (without contaminating self) into waste container and washes hands. 
	
	
	

	8. Records contents of container with plus or minus 25 mL/cc of evaluator’s reading.   
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Measures and Records Urinary Output Total Points		/08 =		%


[bookmark: _Toc490650301]Skill #4 Rubric: Assist With Use of Bedpan

Critical Actions: This scenario has 17 graded items with 1 critical item.

1) Places bedpan correctly under client’s buttocks.
Enter practice steps into the Assist with Use of Bedpan Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before placing bedpan, lowers head of bed. 
	
	
	

	4. Puts on clean gloves before handling bedpan.  
	
	
	

	5. Places bedpan correctly under client’s buttocks. 
	
	
	

	6. Removes and disposes of gloves (without contaminating self) into waste container and washes hands. 
	
	
	

	7. After positioning client on bedpan and removing gloves, raises head of bed. 
	
	
	

	8. Toilet tissue with within reach.   
	
	
	

	9. Hand wipe is within reach and client is instructed to clean hands with hand wipe when finished.   
	
	
	

	10. Signaling device is within reach and client is asked to signal when finished. 
	
	
	

	11. Puts on clean gloves before removing bedpan. 
	
	
	

	12. Head of bed is lowered before bedpan is removed. 
	
	
	

	13. Avoids overexposure of client. 
	
	
	

	14. Empties and rinses bedpan and pours rinse into toilet.  
	
	
	

	15. After rinsing bedpan, places bedpan in designated dirty supply area. 
	
	
	

	16. After placing bedpan in designated dirty supply area, removes and disposes of gloves (without contaminating self) into waste container and washes hands. 
	
	
	

	17. Signaling device is within reach and bed is in low position. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
Assist with Use of Bedpan Total Points 	/17 =		%
[bookmark: _Toc490650302]Skill #19 Rubric: Provides Foot Care on One Foot

Critical Actions: This scenario has 17 graded items with zero critical items.


Enter practice steps into the Provides Foot Care on One Foot Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before washing, checks water temperature for safety and comfort and asks client to verify comfort of water.
	
	
	

	4. Basin is in a comfortable position for client and on protective barrier.
	
	
	

	5. Puts on clean gloves before washing foot.
	
	
	

	6. Client’s bare foot is placed into the water.
	
	
	

	7. Applies soap to wet washcloth.
	
	
	

	8. Lifts foot from water and washes foot, including between the toes.
	
	
	

	9. Foot is rinsed, including between the toes.
	
	
	

	10. Dries foot, including between the toes.
	
	
	

	11. Applies lotion to top and bottom of foot, removing excess (if any) with towel.
	
	
	

	12. Supports foot and ankle during procedure.
	
	
	

	13. Empties, rinses, and dries basin.
	
	
	

	14. After rinsing and drying basin, places basin in designated dirty supply area.
	
	
	

	15. Disposes of used linen into soiled linen container.
	
	
	

	16. After cleaning foot and equipment, and disposing of used linen, removes and disposes gloves (without contaminating self) into waste container, washes hands.
	
	
	

	17. Signaling device is within reach.
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Provides Foot Care on One Foot Total Points		/17 =		%
[bookmark: _Toc490650303]Skill #18 Rubric: Provides Catheter Care for Female

Critical Actions: This scenario has 16 graded items with two critical items.

1) While holding catheter at meatus without tugging, cleans at least four inches of catheter from meatus, moving in only one direction (i.e. away from meatus), using a clean area of cloth for each stroke. 
2) While holding catheter at meatus without tugging, rinses at least four inches of catheter from meatus, moving only in one direction, away from meatus, using a clean area of the cloth for each stroke.

Enter practice steps into the Provides Catheter Care for Female Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Explain procedure speaking clearly, slowly and directly, maintaining face-to-face contact when possible
	
	
	

	2. Privacy is provided with a curtain.  
	
	
	

	3. Before washing, checks water temperature for safety and comfort and asks client to verify comfort of water. 
	
	
	

	4. Puts on clean gloves before washing. 
	
	
	

	5. Places linen protector under perineal area before washing. 
	
	
	

	6. Exposes area surrounding catheter while avoiding overexposure of client. 
	
	
	

	7. Applies soap to wet washcloth. 
	
	
	

	8. While holding catheter at meatus without tugging, cleans at least four inches of catheter from meatus, moving in only one direction (i.e. away from meatus), using a clean area of cloth for each stroke. 
	
	
	

	9. While holding catheter at meatus without tugging, rinses at least four inches of catheter from meatus, moving only in one direction, away from meatus, using a clean area of the cloth for each stroke. 
	
	
	

	10. While holding catheter at meatus without tugging, dries at least four inches of catheter moving away from meatus.   
	
	
	

	11. Empties, rinses, and dries basin. 
	
	
	

	12. After rinsing and drying basin, places basin in designated dirty supply area. 
	
	
	

	13. Disposes of used linen into soiled linen container and disposes of linen protector appropriately. 
	
	
	

	14. Avoids contact between candidate clothing and used linen. 
	
	
	

	15. After disposing of used linen and cleaning equipment, removes and disposes of gloves (without contaminating self) into waste container and washes hands. 
	
	
	

	16. Signaling device is within reach and bed is in low position. 
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Provides Catheter Care for Female Total Points		/16 =		%


[bookmark: _Toc490650304]Skill #5 Rubric: Cleans Upper or Lower Denture

Critical Actions: This scenario has 12 graded items with zero critical items.


Enter practice steps into the Cleans Upper or Lower Denture Cognito form link on your D2L page.
Learners have the opportunity for repetitive practice of skills to promote development toward mastery.
A high fidelity human simulation manikin will be utilized for this skill during skills lab.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	1. Puts on gloves before handling denture.  
	
	
	

	2. Bottom of sink is lined and/or sink is partially filled with water before denture is held over sink. 
	
	
	

	3. Rinses dentures in moderate temperature running water before brushing them. 
	
	
	

	4. Applies toothpaste to toothbrush. 
	
	
	

	5. Brushes surfaces of denture.   
	
	
	

	6. Rinses surfaces of denture under moderate temperature running water. 
	
	
	

	7. Before placing denture into cup, rinse denture cup and lid.  
	
	
	

	8. Place denture in denture cup with moderate temperature water/solution and places lid on cup.   
	
	
	

	9. Rinses toothbrush and places in designated toothbrush basin/container.   
	
	
	

	10. Maintains clean technique with placement of toothbrush and denture.   
	
	
	

	11. Sink liner is removed and disposed of appropriately and/or sink is drained.   
	
	
	

	12. After rinsing equipment and disposing of sink liner, removes and disposes of gloves (without contaminating self) into waster container and washes hands.   
	
	
	


(These skills steps are based on the SC Nurse Aide Handbook skills listing.)
	
Cleans Upper or Lower Denture Total Points		/12=		%


[bookmark: _Toc490650305]Unit 4 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650306]Lecture Focus
Assisting with Urinary Elimination, Bowel Elimination, Nutrition/Fluids, and Specimens

[bookmark: _Toc490650307]Objectives 
At the end of unit four, the student should be able to:

1. Describe observation and recording of types of bowel movements. 
2. Describe and demonstrate the procedure for emptying and changing a colostomy bag of a resident with an established colostomy (no irrigations). 

3. Describe and perform the procedure for catheter care (no irrigations) and perineal care.
4. Show the procedure for assisting residents with bedpans/urinals. 
5. Describe and demonstrate the technique for administering the bedpan and urinal, and for care of the incontinent resident.  
6. Summarize a bowel and bladder-retraining program. 

7. Describe observations and reporting of signs of acute illness, including:
a. Blood, pus, or sediment in urine
b. Difficulty urinating
c. Frequent urination in small amounts
d. Pain or burning on urination
e. Urine with dark color or strong odor
8. Describe changes in resident’s condition.
9. Demonstrate the collection, labeling, and transportation of specimens of urine, stool, and sputum. 

10. Identify the importance of proper hydration.
11. Describe proper hydration, including: intake, output, and restricting/forcing fluids.
12. List warning signs of dehydration. 
13. Explain therapeutic diets and the use of supplemental and in-between meal feedings. 
14. Demonstrate feeding techniques and describe hydration measures.
15. Describe the warning signs that indicate a risk for unintended weight loss. 
16. Recognize assistive devices used with meals. 
17. Define and discuss speech therapy as related to resident care. 
[bookmark: _Toc490650308]Assigned Preparation

	Reading: Chapters 18, 19, 20, and 22
[bookmark: _Toc490650309]Fluid and Meal Intake Calculations

**Will complete during class. May want to print off Fluid Calculation Sheet from D2L**
Directions: Read the descriptions below and calculate the intake that each patient consumed and the output, in ml.
1. Mr. Williams is on a mechanical soft diet. He consumed the following for breakfast: 1 cup grits, 1 ½ cup coffee, 3oz. orange juice, 1 cup yogurt, and ½ cup plain Jell-O. 
After breakfast Mr. Williams used the bathroom. He voided 450ml of clear, yellow urine and had one soft BM.
Intake ____________________	Output____________________
2. Ms. Taylor is on a regular diet. She consumed the following for lunch: 1 turkey and cheese sandwich, 8 oz. beef broth, 6 crackers, ¼ L of soda, ½ cup peaches, and 1 popsicle.
After lunch Ms. Taylor used the bathroom. She voided 375 ml of clear, yellow urine, had one incontinent episode of a large soft BM. Ms. Taylor also had 4 oz. emesis after complaints of nausea. 
Intake ____________________	Output____________________
3. Mrs. Jordan is on a dysphagia (puree) diet. She consumed the following for dinner: ½ c. mashed potatoes, 4 oz. pureed grilled chicken, 3oz. pureed green beans, 1 cup of honey-thickened milk, 2 cups honey-thickened water, and 4oz pudding. 
After dinner Mrs. Jordan used the bathroom and had 10 oz. diarrhea and 500 ml dark amber urine. 
Intake ____________________	Output____________________
** After you have calculated fluid intake, look at food pictures and determine the percentage of food eaten by each patient **

1. ____________________ % 
2. ____________________ %
3. ____________________ %
4. ____________________ %
[bookmark: _Toc490650310]Unit 5 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650311]Lecture Focus 
The Person’s Rights, Restraint Alternatives/Safe Use, & Assisting with Wound Care and Pressure Ulcers
[bookmark: _Toc490650312]Objectives
At the end of unit five, the student should be able to:
1. Describe the Resident’s Bill of Rights and list examples of each right. 
2. Describe the nurse aide’s role in promoting resident’s independence, such as allowing resident to make personal choices and reinforcing other behaviors consistent with resident’s dignity. 
3. Describe the nurse aide’s role in protecting and maintain the dignity of each resident. 
4. Describe and give examples of ways to provide care, according to resident’s abilities, to promote independence and self-esteem. 
5. Define and describe the resident’s right to protection, confidentiality, and right to refuse care.
6. Describe promotion of resident’s rights to make personal choices. 
7. Describe the protection of the resident’s right to privacy. 
8. Describe the protection of the resident’s personal items 
9. Describe the nurse aide’s role in caring for the resident’s environment/care equipment. 
10. Define and discuss abuse, neglect, and misappropriation of resident property.
11. Describe the purpose of informed consent. 
12. Explain the difference between a will, a living will, and an advanced directive. 
13. Describe the role of the nurse aide regarding a resident’s living will. 
14. Evaluate the role of the ombudsman in long-term care. 
15. Describe ways the nurse aide can provide assistance to residents in resolving grievances and disputes. 
16. List reasons for immediate call light response and appropriate actions to be taken by NA. 
17. Describe measures and importance of avoiding the need for restraints. 
18. Evaluate the importance of and describe skin care for the prevention of pressure ulcers.
19. Describe measures to prevent complications of bedrest using positioning and exercise.
20. Explain the difference between skin tears, circulatory ulcers, and diabetic foot ulcers.
21. Discuss how to assist in preventing skin tear, circulatory ulcers, and diabetic foot ulcers.
22. Assess and describe what to observe about wounds/wound dressings.
23. Describe and discuss the causes and risk factors for pressure ulcers. 
24. Identify the common sites for pressure ulcers. 
[bookmark: _Toc490650313]Assigned Preparation
Reading: Chapters 2, 11, 24, and 25

[bookmark: _Toc490650314]Unit 6 Objectives, Assigned Preparation, & Learning Activities
[bookmark: _Toc490650315]Lecture Focus
Hospitals and Nursing Centers, The Nursing Assistant, & Work Ethics
[bookmark: _Toc490650316]Objectives
At the end of unit six, the student should be able to:
1. Describe the allegations leading to and process for revoking the certification of the nurse aide. 
2. Identify the nurse aide’s role in the long-term care setting.
3. Describe requirements for nurse aide training and competency evaluation. 
4. Describe and demonstrate good health and hygiene practices. 
5. Describe guidelines for dependability, punctuality, resignation, and job seeking. 
6. Explain rationales for the statement “All residents are my responsibility”.
7. Explain requirements for nurse aide training and competency evaluation.
8. Describe ethical and legal behaviors.
9. Describe and demonstrate the appropriate methods of answering the telephone. 
10. Discuss the role of the nurse aide as it relates to protecting the resident’s rights and confidentiality.
11. Discuss the nurse aide’s responsibilities in relation to confidentiality. 
[bookmark: _Toc490650317]Assigned Preparation
Reading: Chapters 1, 3, and 4


[bookmark: _Toc490650318]Unit 7 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650319]Lecture Focus
Communicating with Healthcare Team, Understanding the Person, & Body Structure and Function

[bookmark: _Toc490650320]Objectives
At the end of unit seven, the student should be able to:
1. Explain the purpose of communication between members of the health team.
2. Discuss correct methods of reporting information such as accidents, errors, and injuries.
3. Describe how communication skills of the NA affect quality of care 
4. Differentiate between verbal and non-verbal communication. 
5. Recall the commonly used abbreviations/terminology used in the long-term care setting. 
6. List barriers to communication (hearing, visual, and speech loss). 
7. Describe the chain of command and interaction with supervision and staff. 
8. Identify common parts of the medical record.
9. Explain your role in the nursing process.
10. Use the 24-hour clock, medical terminology, and medical abbreviations. 
11. Identify the developmental tasks of each age group. 
12. Discuss various myths and stereotypes associated with aging/older adults. 
13. Identify the basic structures of the cell.
14. Describe 4 types of tissue found in the human body. 
15. Compare and contrast the functions of each body system.
16. Identify the structures of each body system.
17. Illustrate how cells divide.
18. Explain the importance of “team work” in relation to body systems. 
19. Describe homeostasis and what affects this balance.
[bookmark: _Toc490650321]Assigned Preparation:
Reading: Chapters 5, 6, and 7
[bookmark: _Toc490650322]Unit 8 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650323]Lecture Focus
Care of the Older Person, Caring for Persons with Common Health Problems, & Persons with Mental Health Disorders
[bookmark: _Toc490650324]Objectives
At the end of unit eight, the student should be able to:
1. Describe the various behavior patterns residents’ display, the rationale for these patterns, and the appropriate response. 
2. List ways the nurse aide can assist with feelings of loneliness and sensory deprivation.
3. Define ageism and list losses.
4. Define self-worth, self-esteem, and stress as it relates to the NA, resident, and family.
5. Describe ways the NA can use the resident’s family as a source of emotional support.
6. Describe the nurse aide’s role with social/activity staff.
7. Describe the nurse aide’s role in providing needed assistance in getting to and participating in resident and family groups and other activities. 
8. Describe hearing loss and eye disorders and the care required.
9. Compare and contrast how to take care of an ambulatory patient and a paraplegic/quadriplegic patient.
10. Describe cancer and the care required. 
11. Demonstrate the Do’s and Do Not’s of movement after hip surgery.
12. Explain the care of blind and visually impaired persons.
13. Discuss Hepatitis and how to protect yourself and others.
14. List causes of mental health disorders.
15. Explain the defense mechanisms and discuss ways to relieve anxiety.
16. Explain the difference between mental health and mental illness.
17. Describe suicide risk factors and how to care for a patient who is having suicidal thoughts.
[bookmark: _Toc490650325]Assigned Preparation
Reading: Chapters 8, 28, and 29
Project: Research project presentations during lecture


[bookmark: _Toc490650326]Unit 9 Objectives, Assigned Preparation, & Learning Activities

[bookmark: _Toc490650327]Lecture Focus
Caring for Persons with Confusion/Dementia & Assisting with End-of-Life Care

[bookmark: _Toc490650328]Objectives
At the end of unit nine, the student should be able to:
1. Define Alzheimer’s disease, dementia, and cognitive impairments, including impact on the team and family. 
2. Describe differences between normal aging and dementia.
3. Describe symptoms related to the three stages of dementia.
4. Describe how basic communication differs between those with and without dementia.
5. Describe communication strategies appropriate for the three stages of dementia. 
6. Demonstrate knowledge of recognizing pain in the cognitively impaired resident. 
7. Describe validation techniques versus reality orientation.
8. Identify and describe behaviors associated with Alzheimer’s disease, dementia, and cognitive impairment, including: agitation, confusion, sundowning, paranoia, wandering, hiding and hoarding, eloping, catastrophic reactions, hallucinations, delusions, and hyperorality.
9. Discuss and apply the concept that behavior is a means of communicating and requires examination for an appropriate response. 
10. Recognize that behaviors related to dementia are not deliberate but due to disease. 
11. Describe appropriate responses to behaviors associated with cognitive impairment based on recognizing a particular behavior, identifying what triggered the behavior, and associating what resulted from the behavior. 
12. Identify and demonstrate appropriate responses to the behaviors associated with cognitive impairment including agitation, confusion, sundowning, paranoia, wandering, hiding and hoarding, catastrophic reactions, hallucinations, delusions, and hyperorality. 
13. Describe methods of reality orientation.
14. Describe memory changes and how they impact the resident’s plan of care. 
15. Define reality orientation and describe its possible effect on individuals with cognitive impairment. 
16. Identify environmental factors that affect the individual with cognitive impairment.
17. Describe basic underlying principles of care, including encouraging remaining skills, simplifying and breaking down tasks, eliminating choices, providing encouragement, and establishing daily routines. 
18. List ways the nurse aide can recognize and intervene with confusion in a resident.
19. Explain end-of-life care for a resident whose death is imminent.
20. Describe and demonstrate postmortem care. 
21. Evaluate and assess feelings associated with end-of-life and end-of-life care. 
22. Compare care of a resident on “comfort measures” to an acutely ill resident. 
23. Explain the resident’s right to die comfortably.
24. Describe the five stages of dying.
25. Discuss how to meet the needs of the dying person and family.
26. Identify the signs of approaching death and the signs of death.

[bookmark: _Toc490650329]Assigned Preparation
Reading: Chapters 30 and 32





[bookmark: _Toc490650330]Appendix A: Research Project 
INSTRUCTIONS AND RUBRIC


[bookmark: _Toc490650331]NUR 102 Health Problem Research Project
It is important to know and understand common health problems when taking care of patients in the health care field. You will be able to better understand your patients’ condition, recognize important changes, and report your findings appropriately to the nurse. 
In this group project, you will choose and research a health problem covered in the NUR 102 textbook and present the information to the class during the scheduled lecture time. You will be required to use your textbook and at least one (1) scholarly article from a nursing journal as your reference. Directions for the project are as follows: 
· You will be assigned to groups of 3-4 students
· Choose a health problem
· Get instructor approval
· Find at least one (1) scholarly article, published within 5 years, related to the health problem to use as a reference
· Get instructor approval
· Use current NUR 102 textbook as a reference 
· Research the following information about the chosen health problem:
· Definition
· Risk factors
· Signs and symptoms
· Treatments
· Nursing assistant care for a patient with this diagnosis
· Ex: degree of assistance, precautions needed, signs and symptoms to look for, what to report
· Are any modifications in the patient’s ADLs necessary? 
· Ex: diet change, mobility limitations or needs, special equipment needs
· Present information with a visual aid. Presentation should be 10-15 minutes
· Complete a reference page in APA format
How to access articles: 
1. Go to the Midlands Technical College Library at lib.midlandstech.edu
2. Choose Tutorials under the Getting Started section
3. Choose EBSCO Databases – Advanced Searching under Database Tutorials
4. Watch the tutorial to know how to navigate through the database and search for information related to the health problem
How to complete a reference page:
1. Go to the Purdue Online Writing Lab at owl.english.purdue.edu 
2. Choose APA Guide under Suggested Resources
3. Open the drop down box next to APA Formatting and Style Guide
4. Choose Reference List: Basic Rules to learn how to format a reference page
5. Then choose the specific reference type from the Reference List options to correctly reference sources used in the presentation

Choose from the following health problems:
Cancer (lung, breast, or prostate)
Cerebrovascular Accident (stoke)
Parkinson’s disease
Multiple Sclerosis
Amyotrophic Lateral Sclerosis (ALS)
Coronary Artery Disease (CAD)
Myocardial Infarction (heart attack)
Congestive Heart Failure (CHF)
Chronic Obstructive Pulmonary Disease (COPD)
Tuberculosis (TB)
Benign Prostatic Hypertrophy (BPH)
Diabetes (Type I or Type II)
HIV and AIDS
Obsessive Compulsive Disorder (OCD)
Schizophrenia
Bipolar Disorder
Depression

Nursing Journal options:
American Journal of Nursing
Nursing of Older People
Nursing Standard
Journal of Nursing Education
Cancer Nursing Practice
Journal of Advanced Nursing 
Journal of Emergency Nursing
Clinical Journal if Oncology Nursing 
AORN Journal
Journal of Cardiovascular Nursing
Evidence-Based Nursing
Nursing Science Quarterly
Geriatric Nursing

Health Problem Research Project Rubric
	Category
	Points Available: 4
	Points Available: 3
	Points Available: 2
	Points Available: 1
	Points Available: 0

	Definition of Health Problem
	Approved health problem from list was defined clearly and thoroughly using textbook and article
	Approved health problem from list was defined clearly and thoroughly only one reference
	Health problem was not defined clearly and thoroughly using reference(s) 
	Health problem was not from list and was not approved
	Did not define health problem

	Signs & Symptoms, Risk Factors, and Treatments
	Signs & symptoms, risk factors, and treatments were explained thoroughly 
	Signs & symptoms and treatments were explained, but risk factors were not included
	Risk factors and treatments were included, but signs & symptoms were not
	Only one of the required elements were explained
	Did not include signs & symptoms, risk factors, and treatments

	Nursing assistant care and patient modifications
	Information about nursing assistant care & patient modifications included
	
	Either NA care or patient modification information was excluded
	
	No information about NA care or patient modifications

	Presentation time and visual aid
	Presentation was at least 10min (3 students) or 15 min (4 students). Appropriate visual aid was used
	Presentation was 10-12 min (3 students) or 15-17 min (4 students). Appropriate visual aid was used
	Presentation was 12-15 min (3 students) or 17-20 min (4 students). Appropriate visual was used. 
	Visual aid did not add to presentation or presentation was >15 min (3 students) or >20 min (4 students)
	No visual aid. Presentation did not meet the minimum time requirement

	Reference Page 
	Included textbook and at least one article (no older than 5 years) in correct APA format
	Included textbook and at least one article (older than 5 years) in correct APA format
	Only one reference is listed in correct APA format 
	APA format is incorrect
	No reference page included



Points earned _______/20

Grade __________




[bookmark: _Toc490650332]Appendix B: Clinical Worksheet 
DIRECTIONS AND FORM

For use in clinical setting (not skills lab). You will need to make approximately 7 copies (or more in case of errors) of this form. The form will also be available on D2L. You will be expected to turn this form in every week at the end of the clinical day. You will turn this form in to your clinical instructor. She/he will make corrections and give it back to you the following week. This is not for a grade; however, you must complete this form in its entirety every week or you will receive an “ED” or “U” on your evaluation tool under “Clinical Worksheet”. 


[bookmark: _Toc490650333]Clinical Worksheet Instructions

Use this as a guide when completing clinical worksheets for each clinical assignment. Following the guidelines for each category will help to ensure that you have all the pertinent information needed on your clinical worksheet. 

1. *Patient Information: NO NAMES – This would be a HIPAA violation
a. Age
b. Allergies: Note all allergies, including: medications, food, and environmental substances
c. Code status
d. Primary language
2. *Daily Plan
a. Include what you plan to do each hour of the day – bath/am care, vital signs, etc.
3. *Treatments
a. Vital signs – state the frequency of vital signs. List a set of base line vital signs for you to compare your results with during the day. Record vital signs as taken (To be done throughout clinical day).
b. Respiratory – include oxygen therapy
c. Activity – describe any activity or mobility restrictions or promotions for the client. Indicate if the client is restricted to bed rest, the client needs assistance with mobility, and the frequency of mobility programs (P.T., O.T., etc.)
d. ADL’s – 
i. Bath – list the type of bath(s) the client is able to have: tub, shower, bed, whirlpool, and write the schedule (ex: Shower Monday, Wednesday, Friday, 7-3 shift). Indicate whether client needs total or partial assistance, or bathes self.
ii. Oral care – indicate if the client needs assistance with oral care and the type of assistance needed. Specify whether the client has dentures and any special care of these. Designate what equipment is used for the client’s mouth care, such as: tooth brush, mouth swabs, toothettes, etc. 
iii. Bed – indicate if the client uses any special bed or mattress. 
iv. Skin care – State the frequency and type of skin care used for the client. Indicate protective measures such as: barrier creams, lotions, etc. 
e. Tubes, drains, etc. – list any tubes or drains (Foley catheter, IV, etc.)
f. Diet – state the type of diet the client receives. Indicate if the client needs assistance with eating or with setting up the tray, or is totally independent. Indicate if special food items such as thickener for liquids are being used. If the client is NPO, indicate how long and for what purpose. Describe any other special nutritional needs, such as: supplements, tube feedings, etc. 
g. Intake and output – Calculate intake and output (To be done throughout clinical day). If fluids are restricted or encouraged, specify the amount. Include the percentage of meal intake. 
4. *Critical Thinking Questions
a. Medical diagnosis
i. Have your instructor help you choose ONE pertinent medical diagnosis for this client. It may be the client’s primary medical diagnosis or it may be a secondary one.
ii. Define the medical diagnosis. Look up this information either in your textbook, or if not there, use a reliable internet webpage (NOT Wikipedia). List some important signs and symptoms of the medical diagnosis. Please be sure to reference your source of information. For example, if using a webpage, it could be written like this: Retrieved from – webmd.com
iii. Answer the questions that are included in this section of the data tool.
5. *Precaution
a. List all precautions pertinent to this client (Fall, Isolation, Aspiration, etc.)
i. If the patient is on fall precautions, list the interventions in place for this patient, ex: call bell within reach, side rails up x 2, fall mats beside bed, chair alarm, bed alarm, etc. Also explain how you followed these guidelines during your day of care.
ii. If the patient is on isolation precautions explain which one (contact, airborne, droplet, etc.). Also explain how you followed these guidelines during your day of care.
iii. If the patient is on aspiration precautions list interventions in place to prevent this from occurring, ex: head of bed greater than 90 degrees when eating, small bites of food, thickened liquids, etc. Also explain how you followed these guidelines during your day of care. 
iv. If on any other type of precaution please list the interventions in place, and how you followed these guidelines during your day of care.  
Some of this information can be obtained the week before, and some of this information you will need to update throughout the clinical day. Be sure that all information is filled out before you hand this in to your clinical instructor at the end of the day.
Those requirements marked with an asterisk (*) should be completed prior to the start of the clinical day (0700). Failure to complete those requirements marked with an asterisk (*) will result in AT LEAST an “ED” under clinical worksheet on weekly evaluation tool.


Student Name___________________________________________________Date______________
	Midlands Technical College
NUR 102 Clinical Worksheet

	General Information:
Age: ______________                    Allergies: __________________________________________
Code Status: __________               Primary Language: __________________________________    

	Daily Plan                                                                
	Treatments

	0700



	Weight ______  Height ______  VS Freq. ______

Vital Signs:  

Baseline - T ____P ____R _____BP _____Sat_____

Time - _____T ____P ___R ____BP _____Sat_____
Time - _____T ____P ___R ____BP _____Sat_____

Did you have to report to the nurse:  YES     NO

	0800
	

	0900



	Respiratory:     Liters (O2): ________
                           Method: ___________          

	
	Activity:



ADL’s:


	1000



	

	1100



	

	1200




	Tubes, drains, etc.:

	
	Diet: 




Percentage meal intake:
Breakfast: __________%           Lunch __________%

	1300




	

	
	Intake/Output:



Total intake for shift: ___________ mL
Total output for shift: ___________ mL


	1400
	



Critical Thinking Questions:

1. Patient’s medical diagnosis and definition:	
____________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________
Reference: 
2. Signs and symptoms of medical diagnosis:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________
Reference: 
3. Which signs and symptoms would influence the patient’s ability to perform activities of daily living?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

4. How would these signs and symptoms affect your care?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

5. List some potential safety concerns for this patient.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Precaution(s) – Fill in if the patient is on any kind of precaution:

1. Fall: __________

Interventions in place related to this precaution:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How you followed these guidelines during your day of care:
____________________________________________________________________________________________________________________________________________________________________________

2. Isolation: __________

Interventions in place related to this precaution:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How you followed these guidelines during your day of care:
____________________________________________________________________________________________________________________________________________________________________________

3. Aspiration: __________

Interventions in place related to this precaution:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How you followed these guidelines during your day of care:
____________________________________________________________________________________________________________________________________________________________________________

4. Other: __________

Interventions in place related to this precaution:
____________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________

How you followed these guidelines during your day of care:
____________________________________________________________________________________________________________________________________________________________________________




[bookmark: _Toc490650334]Appendix C: Clinical Evaluation


This is a copy of the clinical evaluation form that will be used throughout this semester for your instructor to evaluate your clinical progress. Remember that in order to successfully complete the NUR 102 course, you must make a passing theory (lecture) grade as well as a satisfactory clinical evaluation.


[bookmark: _Toc490650335]Midlands Technical College NUR 102 Clinical Evaluation

Weekly clinical performance (skills lab and clinical are both included) will be evaluated based on the following criteria: satisfactory (S), experiencing difficulty (ED), unsatisfactory (U), or not applicable (NA). 

The criteria are defined below:

S	Consistently achieved the behaviors described for each objective
ED 	Experienced difficulty in achieving the behaviors described for each objective
U 	Did not achieve or habitually experienced difficulty in achieving behaviors described for each objective
NA	No situation/opportunity to perform
The final clinical evaluation will assess the student’s cumulative performance. Final clinical performance will be evaluated as satisfactory or unsatisfactory based on the following criteria:

Satisfactory	Clinical performance is safe and adequate in the application of all objectives. Clinical program objectives are achieved. 
Unsatisfactory	Clinical performance is unsafe or inadequate in the application of one or more objectives. The student habitually demonstrated actions that indicate a lack of growth toward achieving clinical objectives. 
Overall, clinical performance will be determined by the accumulated total of S’s, ED’s, and U’s for each objective. The student will receive an unsatisfactory (U) final clinical evaluation if he/she earns any of the following:

	A. In any one clinical objective:
		1. Five (5) ED’s
		2. Three (3) ED’s and one (1) U
		3. Two (2) U’s

	B. A combination across the entire evaluation tool:
		1. A cumulative number of fourteen (14) ED’s or four (4) U’s. 
2. Combination of twelve (12) ED’s and one (1) U
		3. Combination of ten (10) ED’s and two (2) U’s
		4. Combination of eight (8) ED’s and three (3) U’s
Receiving an unsatisfactory clinical evaluation constitutes a failure in the course and the student will not be allowed to continue the clinical experience. Students will review their evaluation weekly. Comments will be made by the student and the instructor regarding strengths and weaknesses. Evaluations will be signed weekly by the student in two separate places, on the front page and under the weekly comment section. Evaluations will be signed weekly by the instructor on the front page. 

The clinical objectives are:
		1. Professional Behavior
		2. Communication
		3. Clinical Decision Making
		4. Caring Interventions
		5. Collaboration
		6. Managing Care
		7. Safety
		8. Clinical Worksheet

1. Professional Behavior: Characterized by a commitment to the profession of nursing assistant. Professional behaviors include a concern for other demonstrated by caring. The graduate values the profession of nursing assistant. At the fundamental level the student will:

a) Begin to participate in the healthcare system to provide service to individuals and groups in the community. 
b) Adapt to change as it occurs in the health care environment.
c) Convey mutual respect for all members of the health care team. 
d) Demonstrate understanding of the rights of individuals and the professional responsibility for these rights. 
e) Identify personal strengths and weaknesses for the purpose of improving practice.
f) Demonstrate accountability for own competence, performance, and behavior. 
g) Demonstrate punctuality to skills lab and clinical.
h) Park in assigned student parking.
i) Adhere to Midlands Technical College cell phone policy and clinical agency policy/protocol during skills lab and clinical. 

2. Communication: Interactive process through which there is an exchange of information that may occur verbally, non-verbally, and/or in writing or though information technology. Those who may be included in this process are the certified nursing assistant, nurse, support person(s) for the patient, other members of the healthcare team, and community agencies. Effective communication demonstrates caring, compassion, and cultural awareness. Communication is directed toward the promotion of positive outcomes and establishing a trusting relationship. Therapeutic communication is an interactive verbal and non-verbal process between the nursing assistant and patient that assists the patient to cope with change, develop more satisfying interpersonal relationships, and integrate new knowledge and skills. At the fundamental level the student will:

a) Utilize appropriate fundamental interpersonal and therapeutic communication with peers, patients, and staff. 
b) Begin to communicate clearly and concisely, both orally and in writing, information that is relevant, accurate, and complete. 
c) Begin to utilize information and communication technologies to document clinical information.
d) Recognize cultural and language differences in interactions with individuals. 
e) Maintain confidentiality of the individual’s health care records and information.
f) Obtain report prior to giving care. 
g) Report to charge person and instructor before leaving unit.
h) Report situation accurately regardless of reflection on self. 

3. Clinical Decision Making: Encompasses the performance of the use of multiple methods to access information. Effective clinical decision making results in finding solutions, individualizing care, and assuring the delivery of accurate and safe care that moves the patient and services toward positive outcomes. Evidenced-based practice and the use of critical thinking provide the foundation for appropriate clinical decision making. At the fundamental level the student will:
	
a) Utilize knowledge of normal findings to identify and report deviations in health status.
b) Apply problem solving skills to prioritize nursing care at a beginning level.
c) Seek information on unfamiliar health care practices and procedure.
d) Seek guidance when clinical problems fall outside of current knowledge of scope of practice and skill level. 

4. Caring Interventions: Behaviors and actions that assist the patient in meeting needs. These interventions are based on a knowledge and understanding of the natural sciences, behavioral sciences, theory, and research. Caring is the “being with” and “doing for” that assists the patient to achieve the desired results. Caring behaviors are nurturing, protective, compassionate, and person-centered. Caring creates and environment of hope and trust, where patient choices related to cultural values, beliefs, and lifestyle are respected. At the fundamental level the student will:

a) Begin to provide at a satisfactory level basic nursing assistant care, which is culturally sensitive, compassionate and person-centered. 
b) Support the patient’s right to decision making. 
c) Demonstrate caring behavior toward patient and his/her significant others, self, and peers.
d) Begin to assist in the delivery of basic individual care in a structured community based setting. 
e) Demonstrate satisfactory performance of NUR 102 skills. 

5. Collaboration: Shared planning, problem solving, and assumption of responsibilities by those who work together cooperatively, with open professional communication. Collaboration occurs with the patient, significant support person(s), peers, and other members of the health care team and community agencies. The nursing assistant participates in holistic, patient centered care. Collaboration requires consideration of patient needs, priorities and preferences, available resources and services, shared accountability, and mutual respect. At the fundamental level the student will:

a) Interact appropriately with health care workers from diverse backgrounds.
b) Use health care resources in a cost-effective manner. 
c) Follow advice and suggestions from instructor and staff.
d) Recognize the need for assistance and request help appropriately. 

6. Managing Care: Efficient, effective use of human, physical, financial, and technological resources to meet patient needs. Effective management is accomplished through the process of planning, organizing, directing, and controlling. The nursing assistant, in collaboration with the health care team, uses this process to assist the patient to move toward positive outcomes in a cost efficient manner. At the fundamental level the student will:

a) Begin to differentiate roles and responsibilities of the health care team members in the delivery of care. 
b) Use basic organizational skills when providing care. 
c) Begin to understand purpose of delegation. 

7. Safety: The student accepts responsibility for the safety of the patient. At the fundamental level the student will.

a) Check patient identification band before performing any care. 
b) Transfer the patient with the appropriate assistance. 
c) Keep the bed in low position and bed rails up if appropriate.
d) Keep call bell within reach of patient at all times. 
e) Comply with Midlands Technical College Nursing Assistant Program responsibilities and behaviors (health forms, CPR, PPD, etc.)

8. Clinical Worksheet: Please review clinical worksheet directions for more information. At the fundamental level the student will:

a) Define medical diagnosis and write signs and symptoms.
b) Answer safety concern questions as well as precautions questions. 
c) Obtain, record, and report vital signs appropriately. 
d) Maintain patient intake and output throughout clinical day. 


NUR 102 Instructor Handbook by BOOST Consortium, Midlands Technical College is licensed under the Creative Commons Attribution 4.0 International License. 
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NAME: ____________________________________________________________________________________ STUDENT ID#: __________________________________________	

	OBJECTIVE
	Week 1 05/19/17
	Week 2 5/26/17
	Week 3 06/02/17
	Week 4 06/09/17
	Week 5 06/16/17
	Week 6 06/23/17
	Week 7 06/30/17 
	Week 8 07/07/17
	Week 9 07/14/17
	Week 10 07/21/17

	1. Professional Behavior
	
	
	
	
	
	
	
	
	
	

	2. Communications
	
	
	
	
	
	
	
	
	
	

	3. Clinical Decision Making

	
	
	
	
	
	
	
	
	
	

	4. Caring Interventions
	
	
	
	
	
	
	
	
	
	

	5. Collaboration
	
	
	
	
	
	
	
	
	
	

	6. Managing Care
	
	
	
	
	
	
	
	
	
	

	7. Safety
	
	
	
	
	
	
	
	
	
	

	8. Clinical Worksheet
	
	
	
	
	
	
	
	
	
	

	INSTRUCTOR/
STUDENT INITIALS
	
	
	
	
	
	
	
	
	
	



TOTALS: S’s: _____ ED’s: _____ U’s: _____ NA’s: _____ 

Clinical Performance:  Satisfactory: _____   Unsatisfactory: _____

Instructor Signature: _________________________________



WEEK ONE
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

WEEK TWO
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	
WEEK THREE
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

WEEK FOUR
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	
WEEK FIVE
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

WEEK SIX
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	
WEEK SEVEN
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

WEEK EIGHT
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	
WEEK NINE
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

WEEK TEN
Instructor Comments:
																		

Student Identified Goals for Next Week:
																											

Instructor explanation of ED or U on any clinical objective:
___________________________________________________________________________________________________________________________________________________________________________
 
Student’s Signature: ______________________		
Instructor Initials: _________	

[bookmark: _Toc490650337]Final Clinical Evaluation Summary
NUR 102

Students Name: ______________________________

Students ID #: _______________________________

Total Number of S’s: _____ 	Total Number of ED’s: _____
Total Number of U’s: _____ 	Total Number of NA’s: _____

Summary of Performance:























Satisfactory: __________ 	Unsatisfactory: __________

Student’s signature: ______________________________		Date: _______________
Instructor’s signature: ____________________________		Date: _______________

Student’s comments: 




[bookmark: _Toc490650338]Appendix D: Clinical Self-Evaluation

These clinical self-evaluation forms will be completed twice during this semester. The first one will be completed at mid-term and is to be turned in to your clinical instructor. The second one will be completed at the completion of clinical and is to be turned in to your clinical instructor. Please see course calendar for information regarding when to submit forms. 


[bookmark: _Toc490650339]Midlands Technical College NUR 102: Self-Evaluation (Mid-Term)

Directions: Identify your strengths and weaknesses on each of the following objectives. 

1. Professional Behavior:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Communication:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Clinical Decision Making: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Caring Interventions:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Collaboration:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Managing Care:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Safety:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Clinical Worksheet:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Comments:


[bookmark: _Toc490650340]Midlands Technical College NUR 102: Self-Evaluation (Final)

Directions: Identify your strengths and weaknesses on each of the following objectives. 

1. Professional Behavior:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Communication:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Clinical Decision Making: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Caring Interventions:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Collaboration:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Managing Care:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Safety:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

8. Clinical Worksheet:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Comments: 




[bookmark: _Toc490650341]Appendix E: Supplemental Instruction Scenarios



[bookmark: _Toc490650342]Supplemental Instruction Scenario: Abnormal Vital Signs – Abnormal RR

18 total points possible

Background: The patient is a 92 year old male who is a resident of a nursing facility.  You enter the room to obtain routine vital signs.  PMH: Arthritis; Allergies: None

Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of shortness of breath, rapid respirations; inform nursing of abnormal vital signs.

Learning Objectives: 
· Develop written and demonstrate oral reporting of resident information.
· Describe changes in resident’s condition.
· Demonstrate proper technique for obtaining and recording vital signs.
· Evaluate and interpret normal range of vital signs.
· Describe observations and reporting of signs of acute illness.
· Describe role of the nurse aide in reporting identified changes in resident’s conditions.

First Encounter: Correct treatment
1. Introduce self by name
2. Verify patient ID verbally and by armband
3. Wash hands
4. Put on gloves
5. Check blood pressure  (130/80)
6. Check heart rate  (80 bpm)
7. Check respirations (25 breaths/minute) Inform the participant that the lips are blue.
8. Check pulse oximetry (Oxygen saturation is 82%)
9. Check temperature (oral temp is 98.6 F)
10. Remove gloves, wash hands
11. Inform nurse abnormal respiration
***Inform the participant the nurse administers albuterol by nebulizer treatment per PRN order, and places O2 by nasal cannula on the resident, at 2 liters/minute. ***

(Instructor information:  Inform the participant that 5 minutes has passed and they are to reassess the vital signs.)

Second Encounter: Correct Treatment
12. Wash hands
13. Check blood pressure  (130/78)
14. Check heart rate  (72 bpm)
15. Check respirations  (18 breaths/minute)
16. Check pulse oximetry (oxygen saturation is 96%)
17. Check temperature (oral temp is 98.4 F)
18. Remove gloves, wash hands



Abnormal Vital Signs – Abnormal RR
Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of shortness of breath, rapid respirations; inform nursing of abnormal vital signs.
A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Check blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature 
	
	
	

	Remove gloves, wash hands
	
	
	

	Inform nurse of abnormal respiration
	
	
	

	Wash hands
	
	
	

	Check blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature
	
	
	

	Remove gloves, wash hands
	
	
	


	
Abnormal Vital Signs – Abnormal RR Total Points		/18=		%


[bookmark: _Toc490650343]Supplemental Instruction Scenario: Abnormal Vital Signs – Elevated Temperature
18 total points possible


Background: The patient is a 92 year old male who is a resident of a nursing facility.  You enter the room to obtain routine vital signs.  PMH: Arthritis; Allergies: None

Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of elevated temperature, inform nursing of abnormal vital signs.

Learning Objectives: 
· Develop written and demonstrate oral reporting of resident information.
· Describe changes in resident’s condition.
· Demonstrate proper technique for obtaining and recording vital signs.
· Evaluate and interpret normal range of vital signs.
· Describe observations and reporting of signs of acute illness.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.

First Encounter: Correct treatment
19. Introduce self by name
20. Verify patient ID verbally and by armband
21. Wash hands
22. Put on gloves
23. Check blood pressure  (130/80)
24. Check heart rate  (80 bpm)
25. Check respirations (12 breaths/minute) 
26. Check pulse oximetry (Oxygen saturation is 98%)
27. Check temperature (oral temp is 103 F)
28. Remove gloves, wash hands
29. Inform nurse of elevated temperature

***Inform the participant the nurse administers Tylenol 650 mg po per PRN order***
(Instructor information:  Inform the participant 45 minutes has passed and they are to reassess the vital signs.)

Second Encounter: Correct Treatment
30. Wash hands
31. Check blood pressure  (130/78)
32. Check heart rate  (72 bpm)
33. Check respirations  (12 breaths/minute)
34. Check pulse oximetry (oxygen saturation is 98%)
35. Check temperature (oral temp is 98.6 F)
36. Remove gloves, wash hands



Abnormal Vital Signs – Elevated Temperature

Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of elevated temperature, inform nursing of abnormal vital signs.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Check blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature 
	
	
	

	Remove gloves, wash hands
	
	
	

	Inform nurse of elevated temperature
	
	
	

	Wash hands
	
	
	

	Check blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature
	
	
	

	Remove gloves, wash hands
	
	
	


	
Abnormal Vital Signs – Elevated Temperature Total Points		/18=		%


[bookmark: _Toc490650344]Supplemental Instruction Scenario: Abnormal Vital Signs – Hypertension

18 total points possible

Background: The patient is a 92 year old male who is a resident of a nursing facility.  You enter the room to obtain routine vital signs.  PMH: Arthritis; Allergies: None.

Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of elevation blood pressure, inform nurse of abnormal vital signs.

Learning Objectives: 
· Develop written and demonstrate oral reporting of resident information.
· Describe changes in resident’s condition.
· Demonstrate proper technique for obtaining and recording vital signs.  
· Evaluate and interpret normal range of vital signs.
· Describe observations and reporting of signs of acute illness.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.

First Encounter: Correct treatment
1. Introduce self by name
2. Verify patient ID verbally and by armband
3. Wash hands
4. Put on gloves
5. Check blood pressure (162/ 98)
6. Check heart rate (102 bpm)
7. Check respirations (12 breaths/minute)
8. Check pulse oximetry (oxygen saturation is 98%)
9. Check temperature (98.6F)
10. Remove gloves, wash hands
11. Inform nurse of abnormal BP & HR

**Nurse Administers hydralazine 25mg po x 1 dose, per PRN order**

(Instructor information:  Inform the participant 45 minutes has passed and they are to reassess the vital signs.)

Second Encounter: Correct Treatment
12. Wash hands
13. Check blood pressure (130/78)
14. Check heart rate (72 bpm)
15. Check respirations (12 breaths/minute)
16. Check pulse oximetry (oxygen saturation is 97%)
17. Check temperature (98.4F)
18. Remove gloves, wash hands


Abnormal Vital Signs – Hypertension

Critical Actions: Obtain blood pressure, pulse, respirations, pulse oximetry, temperature, recognition of elevation blood pressure, inform nurse of abnormal vital signs.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Checked blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature 
	
	
	

	Remove gloves, wash hands
	
	
	

	Inform nurse of abnormal BP & HR
	
	
	

	Wash hands
	
	
	

	Check blood pressure
	
	
	

	Check heart rate 
	
	
	

	Check respirations 
	
	
	

	Check pulse oximetry 
	
	
	

	Check temperature
	
	
	

	Remove gloves, wash hands
	
	
	


	
Abnormal Vital Signs – Hypertension Total Points		/18=		%


[bookmark: _Toc490650345]Supplemental Instruction Scenario: CPR

17 total points possible


Background: The patient is a 75 year old female who presents status post left knee replacement this morning.  Her left leg is wrapped in surgical dressing (sterile gauze and ACE wrap).  You enter the room to provide comfort measures to the patient.  PMH: Arthritis; Allergies: None

Critical Actions: Postoperative comfort measures, recognition of excessive surgical site bleeding, apply pressure at bleeding site, call for assistance, initiation of CPR.

Learning Objectives: 
· List emergency response to and observation of residents with bleeding.
· Describe changes in resident’s condition.
· Identify ways to control bleeding.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.
· Recognition of unresponsive patient and need for CPR

First Encounter: Correct treatment
1. Introduce self by name
1. Verify patient ID verbally and by armband
1. Wash hands
1. Put on gloves
1. Reposition Patient
1. Remove gloves, wash hands

Second Encounter: Correct Treatment
1. Check surgical dressing   **Inform patient the surgical dressing is soaked with blood, and a small amount of blood is noted to be seeping onto the bed sheet**
1. Call for help
1. Check carotid pulse
1. Call “code”
1. Stay in room with patient
1. Lower head of bed
1. Begin chest compressions
1. Begin ventilations
1. Perform 5 rounds of CPR
1. Recheck pulse  **Nurse enters the room and requests a report**
1. Report to nurse.


CPR
Critical Actions: Postoperative comfort measures, recognition of excessive surgical site bleeding, apply pressure at bleeding site, call for assistance, and initiation of CPR.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Reposition Patient
	
	
	

	Remove gloves, wash hands
	
	
	

	Check surgical dressing
	
	
	

	Call for help
	
	
	

	Check carotid pulse
	
	
	

	Call “code”
	
	
	

	Stay in room with patient
	
	
	

	Lower head of bed
	
	
	

	Begin Chest compressions
	
	
	

	Begin ventilations
	
	
	

	Perform 5 rounds of CPR
	
	
	

	Recheck pulse
	
	
	

	Report to nurse
	
	
	


	
CPR Total Points		/17=		%


[bookmark: _Toc490650346]Supplemental Instruction Scenario: Lethargy due to Medication

15 total points possible


Background: The patient is a 52 year old male who is status post gangrenous great toe amputation due to complications from diabetes.  You enter the room to set up the lunch tray.

Critical Actions: Introduce self, hand hygiene, set up lunch tray, recognition of signs of lethargy, notification of nursing.

Learning Objectives: 
· Recognize classic signs and symptoms of a stroke.
· Describe changes in resident’s condition.
· Recognize importance of quick responses in cases where stroke is a possibility.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.

First Encounter: Correct treatment
54. Introduce self by name
55. Verify patient ID verbally and by armband
56. Wash hands
57. Set up lunch tray
58. Wash hands prior to leaving the room

Inform the participant that 10 minutes has passed, and they are to enter the room to collect the lunch tray.  The patient is leaning to the right in the bed.

Second Encounter: Correct Treatment
59. Inquire about the patient’s well being
60. Call for help
61. Stay in room with patient
62. Note time **Nurse enters room and requests report**
63. Report to Nurse (Once the participant has completed the report to the nurse, informs the participant of the following:  The nurse states that the patient had just been given Phenergan prior to lunch, and this medication can make the patient very lethargic.  She asks you to obtain vital signs.)
64. Check blood pressure  (BP 128/72)
65. Check heart rate  (HR is 78 bpm)
66. Check respirations  (RR 10 breaths/minute)
67. Check pulse oximetry (oxygen saturation is 99%)
68. Check temperature  (Temp is 98.4)


Lethargy Due to Medication 

Critical Actions: Introduce self, hand hygiene, set up lunch tray, recognition of signs of lethargy, notification of nursing.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Set up lunch tray
	
	
	

	Wash hands prior to leaving the room
	
	
	

	Inquire about patient’s well being
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Note Time
	
	
	

	Report to nurse
	
	
	

	Check blood pressure
	
	
	

	Check heart rate
	
	
	

	Check respirations
	
	
	

	Check pulse oximetry
	
	
	

	Check temperature
	
	
	


	
Lethargy Due to Medication Total Points		/15=		%


[bookmark: _Toc490650347]Supplemental Instruction Scenario: Postoperative Bleeding

12 total points possible

Background: The patient is a 75 year old female who presents status post left knee replacement this morning.  Her left leg is wrapped in surgical dressing (sterile gauze and ACE wrap).  You enter the room to provide comfort measures to the patient.  PMH: Arthritis; Allergies: None

Critical Actions: Postoperative comfort measures, recognition of excessive surgical site bleeding, apply pressure at bleeding site, call for assistance.

Learning Objectives: 
· List emergency response to and observation of residents with bleeding.
· Describe changes in resident’s condition.
· Identify ways to control bleeding.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.

First Encounter: Correct treatment
69. Introduce self by name
70. Verify patient ID verbally and by armband
71. Wash hands
72. Put on gloves
73. Reposition Patient
74. Remove gloves, wash hands

Second Encounter: Correct Treatment
75. Check surgical dressing   **Inform patient the surgical dressing is soaked with blood, and a small amount of blood is noted to be seeping onto the bed sheet**
76. Call for help
77. Stay in room with patient
78. Place towel over surgical wound
79. Apply direct pressure   **Nurse enters room and requests report**
80. Report to nurse


Postoperative Bleeding

Critical Actions: Postoperative comfort measures, recognition of excessive surgical site bleeding, apply pressure at bleeding site, call for assistance.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Reposition Patient
	
	
	

	Remove gloves, wash hands
	
	
	

	Check surgical dressing
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Place towel over surgical wound
	
	
	

	Apply direct pressure
	
	
	

	Nurse enters room / Report to nurse
	
	
	


	
Postoperative Bleeding Total Points		/12=		%


[bookmark: _Toc490650348]Supplemental Instruction Scenario: Postoperative Chest Pain with CPR

17 total points possible


Background: The patient is a 64 year old male who is status post emergency appendectomy, who presents with chest pain upon assessment, and becomes unresponsive due to cardiopulmonary arrest.  He is now on the medical/surgical floor status post appendectomy, postoperative day #1.  He is currently on antibiotics, and is to be ambulated twice daily and assisted with turning in bed every 2 hours.  You enter his room to obtain vital signs, and to assist with comfort measures.

Critical Actions: Postoperative comfort measures, recognition of unresponsiveness and cardiopulmonary arrest, call for assistance and “code”, performance of CPR.

Learning Objectives: 
· Describe appropriate timing of CPR.
· Describe appropriate performance of CPR.
· Describe changes in patient’s condition.
· Demonstrate activation of emergency response system.
· Demonstrate proper performance of adult chest compressions.
· Demonstrate giving breaths for adult by mouth to mask ventilation.

First Encounter: Correct treatment
1. Introduce self by name
1. Verify patient ID verbally and by armband
1. Wash hands
1. Put on gloves
1. Obtain vital signs
1. Reposition patient, pillow under arm
1. Remove gloves, wash hands

Second Encounter: Correct Treatment
1. Call for help
1. Check carotid pulse
1. Stay in room with patient
1. Call “code”
1. Lower head of bed
1. Begin chest compressions
1. Begin ventilations
1. Perform 5 rounds of CPR
1. Recheck pulse   **Nurse enters room and requests a report**
1. Report to nurse


Postoperative Chest Pain with CPR 
[bookmark: _GoBack]Critical Actions: Postoperative comfort measures, recognition of unresponsiveness and cardiopulmonary arrest, call for assistance and “code”, performance of CPR.
A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Obtain Vital Signs
	
	
	

	Reposition patient, pillow under arm
	
	
	

	Remove gloves, wash hands
	
	
	

	Call for help
	
	
	

	Check for carotid pulse
	
	
	

	Stay in room with patient
	
	
	

	Call “code”
	
	
	

	Lower head of bed
	
	
	

	Begin chest compressions
	
	
	

	Begin ventilations
	
	
	

	Perform 5 rounds of CPR
	
	
	

	Recheck pulse
	
	
	

	Nurse enters room/Report to nurse
	
	
	


	
Postoperative Chest Pain with CPR Total Points		/17=		%


[bookmark: _Toc490650349]Supplemental Instruction Scenario: Postoperative Chest Pain

11 total points possible


Background: The patient is a 64 year old male who presented to the Emergency Room with a ruptured appendix.  He is now on the medical/surgical floor status post emergency appendectomy, postoperative Day #1.  He is currently on antibiotics, and is to be ambulated twice daily, and assisted with turning in bed every 2 hours.  Patient presents with chest pain upon second assessment encounter.  You enter his room to obtain vital signs, and to assist with comfort measures.

Critical Actions: Postoperative comfort measures, recognition of symptoms of chest pain and vital sign abnormalities, call for help.

Learning Objectives: 
· Describe changes in patient condition.
· Recognize changes in patient condition.
· Describe observations and signs of acute illness.
· Demonstrate recognition of need to report changes in patient condition.


First Encounter: Correct Treatment
98. Introduce self by name
99. Verify patient ID verbally and by armband
100. Wash hands
101. Put on gloves
102. Obtain vital signs
103. Reposition patient, pillow under arm
104. Remove gloves, wash hands

Second Encounter: Correct Treatment
105. Obtain vital signs 
106. Call for help
107. Stay in room with patient  **Nurse enters room and asks for a report**
108. Report to nurse



Postoperative Chest Pain 
Critical Actions: Postoperative comfort measures, recognition of symptoms of chest pain and vital sign abnormalities, call for help.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Obtain Vital Signs
	
	
	

	Reposition patient, pillow under arm
	
	
	

	Remove gloves, wash hands
	
	
	

	Obtain vital signs
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Nurse Enters Room.  Report to nurse.
	
	
	


	
Postoperative Chest Pain Total Points		/11=		%


[bookmark: _Toc490650350]Supplemental Instruction Scenario: Postoperative Hematuria

15 total points possible


Background: The patient is a 38 year old female who is status post abdominal hysterectomy, postop Day #1.  You enter the room to obtain routine vital signs.

Critical Actions: Introduce self, hand hygiene, vital signs, recognition of hematuria in urinary collection bag, notification of nursing.

Learning Objectives: 
· Describe hematuria (blood in urine).
· Describe changes in resident’s condition.
· Recognize presence of hematuria and that it is a reportable finding.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.

First Encounter: Correct treatment
109. Introduce self by name
110. Verify patient ID verbally and by armband
111. Wash hands
112. Put on gloves
113. Check blood pressure	(BP 116/72)
114. Check heart rate (HR 76 bpm)
115. Check respirations  (RR 10 breaths/minute)
116. Check pulse oximetry (Oxygen saturation is 100%)
117. Check temperature  (Temp 98.7)
118. Remove gloves, wash hands

***Inform the participant that it is 10 minutes after the vital signs check, and the patient
has called them into the room.***

Second Encounter: Correct Treatment
119. Ask patient what is needed
120. Assess urinary catheter and bag (Inform the patient the bag has bloody urine present.)
121. Call for help
122. Stay in room with patient  **Nurse enters room and requests report**
123. Report to nurse (Once the participant has completed the report to the nurse, inform the participant of the following:  The nurse contacts the doctor, and orders are to monitor the patient for now, and if the bloody urine continues or worsens, to notify the doctor.)


Postoperative Hematuria
Critical Actions: Introduce self, hand hygiene, vital signs, recognition of hematuria in urinary collection bag, notification of nursing.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Check blood pressure
	
	
	

	Check heart rate
	
	
	

	Check respirations
	
	
	

	Check pulse oximetry
	
	
	

	Check temperature
	
	
	

	Remove gloves, wash hands
	
	
	

	Ask patient what is needed
	
	
	

	Assess urinary catheter and bag
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Nurse enters room / Report to nurse
	
	
	


	
Postoperative Hematuria Total Points		/15=		%


[bookmark: _Toc490650351]Supplemental Instruction Scenario: Postoperative Inability to Void

18 total points possible

Background: The patient is a 38 year old female who is status post abdominal hysterectomy, postop Day #1.  You enter her room to obtain routine vital signs.

Critical Actions: Introduce self, hand hygiene, perform vital signs, recognition of hematuria in urinary collection bag, notification of nursing.

Learning Objectives: 
· Describe changes in resident’s condition
· Describe observations and reporting of signs of acute illness (difficulty voiding).
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.

First Encounter: Correct treatment
1. Introduce self by name
2. Verify patient ID verbally and by armband
3. Wash hands
4. Put on gloves
5. Check blood pressure	(BP 116/72)
6. Check heart rate (HR 76 bpm)
7. Check respirations  (RR 10 breaths/minute)
8. Check pulse oximetry (Oxygen saturation is 100%)
9. Check temperature  (Temp 98.7)
10. Remove gloves, wash hands

a. ***Inform the participant that it is 10 minutes after the vital signs check, and the 
b. patient has called them into the room.***

11. Second Encounter: Correct Treatment
12. Ask patient what is needed
13. Assist patient onto bedpan
14. Provide privacy for patient
15. Asks if voiding complete
16. Assists patient from bedpan
17. Call for help
18. Stay in room with patient	**Nurse enters room and requests report**
19. Report to Nurse (Once the participant has completed the report to the nurse, informs the participant of the following:  The nurse contacts the doctor, and orders are to catheterize the patient, with possible plans for indwelling catheter upon discharge.)


Postoperative Inability to Void 
Critical Actions: Introduce self, hand hygiene, perform vital signs, recognition of hematuria in urinary collection bag, notification of nursing.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Put on gloves
	
	
	

	Check Blood Pressure
	
	
	

	Check heart rate
	
	
	

	Check respirations
	
	
	

	Check pulse oximetry
	
	
	

	Check temperature
	
	
	

	Remove gloves, wash hands
	
	
	

	Ask patient what is needed
	
	
	

	Assist patient onto bedpan
	
	
	

	Provide privacy for patient
	
	
	

	Asks if voiding complete
	
	
	

	Assists patient from bedpan
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Nurse enters room /Report to nurse
	
	
	


	
Postoperative Inability to Void Total Points		/18=		%


[bookmark: _Toc490650352]Supplemental Instruction Scenario: Postoperative Stroke

15 total points possible

Background: The patient is a 52 year old male who is status post gangrenous great toe amputation due to complications from diabetes.  You enter the room to set up the lunch tray.

Critical Actions: Introduce self, hand hygiene, set up lunch tray, recognition of stroke signs, notification of nursing.

Learning Objectives: 
· Recognize classic signs and symptoms of a stroke.
· Describe changes in resident’s condition.
· Recognize importance of quick responses in cases where stroke is a possibility.
· Describe role of the nurse aide in reporting identified changes in resident’s condition.
· Develop written and demonstrate oral reporting of resident information.

First Encounter: Correct treatment
1. Introduce self by name
2. Verify patient ID verbally and by armband
3. Wash hands
4. Set up lunch tray
5. Wash hands prior to leaving the room

Inform the participant 10 minutes has passed, and they are to enter the room to collect the lunch tray.  The patient is leaning to the right in the bed and has a right sided facial droop.

Second Encounter:  Correct Treatment
6. Inquire about the patient’s well being
7. Call for help
8. Stay in room with patient
9. Note time **Nurse enters room and requests report**
10. Report to nurse (Once the report to the nurse is completed, the nurse calls a “code stroke”, and asks you to obtain vital signs while awaiting transport to radiology for confirmation of stroke.)
11. Check blood pressure  (BP 128/72)
12. Check heart rate  (HR is 78 bpm)
13. Check respirations  (RR 10 breaths/minute)
14. Check pulse oximetry (oxygen saturation is 99%)
15. Check temperature  (Temp is 98.4)   ***Transport arrives***


Postoperative Stroke 

Critical Actions: Introduce self, hand hygiene, set up lunch tray, recognition of stroke signs, notification of nursing.

A high fidelity human simulation manikin will be utilized for this Supplemental Instruction Scenario.
	1 point available for each action when requirements are completely fulfilled
	Yes
	NO
	Notes

	Introduce self by name
	
	
	

	Verify patient ID verbally and by armband
	
	
	

	Wash hands
	
	
	

	Set up lunch tray
	
	
	

	Wash hands prior to leaving the room
	
	
	

	Inquire about patient’s well being
	
	
	

	Call for help
	
	
	

	Stay in room with patient
	
	
	

	Note Time
	
	
	

	Report to nurse
	
	
	

	Check blood pressure
	
	
	

	Check heart rate
	
	
	

	Check respirations
	
	
	

	Check pulse oximetry
	
	
	

	Check temperature
	
	
	


	
Postoperative Stroke Total Points		/15=		%



This workforce solution was funded by a grant awarded by the U.S. Department of Labor's Employment and Training Administration.  The product was created by the grantee and does not necessarily reflect the official position of the U.S. Department of Labor.  The U.S. Department of Labor makes no guarantees, warranties, or assurances of any kind, express or implied, with respect to such information, including any information on linked sites, and including, but not limited to, accuracy of the information or its completeness, timeliness, usefulness, adequacy, continued availability or ownership.

