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Course Number and Title NE 101: Level | Nursingkills Lab

Student Units: 1.0 unit

Student Hours. 3 hours/week for 16veeks(total of 36 hours) See theCollege of Marin Schedule of
Classedor section numbers, meeting days and times, and instructors.

Nursing Skills Lab Course Progression

NE 101: Level | Nursing Skills Lab (For students in first year, first semester)

NE 102: Level Il Nursing Skills Lab (For students in first year, second semester)
NE 103: Open Skills Lab (elective cours&pongly recommenddalit not required)
NE 203: Level llINursing Skills Lab (For students in second year, third semester)

Course Description

This course provides opportunities for figgar registered nursing students (Lelye¢o learn and practice
beginningassessment and technical skills fundamentptafessional nursing across the lifespan in the

safety of a simulated clinical environment. Instruction includes presentation of evioiEsee practice

and scientific rationales for performance of technical skills, skill demonstrations, and the oppé&otuni
guided/supervised student practice. In addition to the achievement of technical skill competency, emphasis
is placed on integrating the use of the nursing process, communication and documentation skills, client care
management skills, and criticlinking and problem solving skills through the use of clinical simulations

and case scenarios.

Philosophy:

Skills Lab courses are provided to assist students to learn and practice the skills and procedures used in
everyday nursing practice with accurayd increasing speed and confidence in a rimdpital

environment. These courses are intended to provide amtapjty to integratéheory, clinical judgment

and technical skills prior to their application in the clinical settanyl thereby assistdlstudent in

transitioning from the classroom to the clinical settiff@r example, the NE 101 Level | Skills Lab is

linked to the content in NE 135 and NE 138, and is designed to help prepare students to function safely in
current and future clinical g&tgs.) The Skills Lab is intended farovide a nofthreatening learning
environment where mistakes may safely be made and corrected, professional attitudes and behaviors
modeled and adopted, and critical thinking and decisiaking skills developed. i$ also intended to be a
place where students may receive the encouragement and support that they need to grow into competent,
compassionate nurseshd& goal is for the student kparn the basic purpose, indications, principles and
concepts involved ingrforming a skill while acquiring the required psychomotor abilities, rather than
having the student just memorize andfpen the steps in a procedure.

Experience hashown distincedvantage obtained by studentsorspend time in the Lab pradtig ther

skills. Students who achieve proficiency in skills develop a sense of mastery and biatggrate the

nursing role and identity into their clinical practice more easily. This subsequently helps them to be more
confident and independent and to enjogater participation ialinical assignments

Because the only way to achieve competency in psychor
practice, attendance and participation in the lab, as well as preparation and practice outside of the lab, are

required of each student. Everyone learns and develops psychomotor skills at a different rate but the time

available for practice in each lab is limited. Therefore student preparation threadihg viewing



assigned mediand reviewing the theorylated to the skills being presented in thepaior to class and

practice outside of clasis essentialo achieve competency and proficiency in skills.

While the content of eadbvel of the skills lab coursesffered during the College of Marin Ristgred
Nursing Prograndliffer, the overall course objectives remain the salgon completion othe selected
skills labcourse, the student will be able to:

1.

2.

3.
4,
5.

Perform selected nursing skills at a competent level as evaluated by the instructor usitegrpireekd

criteria.

Identify biological, humanistic, and behavioral principles that substantiate nursing actions performed

in nursing skills.

Act out patient teaching situations that serve to educate patients concerning procedures.
Demonstrate increasinggdiciency in manipulation of equipment.
Implement pediatric, geriatric, and home health variations of nursing interventions.

NE 101Level | Nursing Skills Lab Course Objectives:

Upon completion of this course, the student will be able to demonstratgetency in the performance of
the following clusters of skills, including the incorporation of relevant scientific, physiological, and
psychosocial concepts:

1. Application of principles of asepsis and infectio
prevention of transmission of bloodborne pathogens using universal/standard precautions,
needlestick prevention strategies, and caring for patients with contact, respiratory, and airborne

transmission precautions.

2. Providing for safety and basic human neepoviding patient hygiene, toileting, transferring,
repositioning, ROM/mobility, feeding, fall and aspiration precautions

3. Performing physical assessment skills: vital signs, including pain and pulse oximetry, and basic
headto-t o e fAs hi ft vado coessiaisness/meatal tdtus/Glasgow coma scale; lung
assessment; cardiac assessment; gastrointestinal assessment; skin and peripheral circulation

assessment.

4. Drug dosage calculation and administration techniques: drug dosage calculations agdeechni
for medication administration via the enteral, parenteral, inhalation, and topical routes
5. Application of principles of perdbperativenursing care: TCDB/incentive spirometry, post

operative exercises, ambulation

6. Selection and application of dressingsng sterile technique: wound care dressings and
intravenous peripheral and central line dressing changes

© N

/needs prioritization, time management, and clinical documentation.

Required References

NE 101: Level | Skills Lab Course Syllabus

NE 135: Nursing Fundamentals Course Syllabus

NE 138: Introduction to Pharmacolo§yllabus.

Assessment of , indications for, and placement and management of urinary catheters
Application of client care management skills: shift/patiené @aganization, patient care problem

Curren, Ann M. Dimensional Analysis for Meddthedition Delmar Thomson Learning, 2009 ISBN

10: 1435438671

Hockenberry, Marlyn JWong6s Essent i al,218dditioR.eSt Loais, MO: cElsédiu r s i n g

Mosby, 2005.

McKenry, Leda M. Tessier, Ed, and Hogan, Mary ArMo s by 6 s
edition. Mosby Inc2006. ISBN-10: 0323030084; ISBN3: 9780323030084

Pharmae®y ogy in

Nursing 2011Books. Nursing 2011Drug Handbook Springhouse CorporatioSpringhouse,

Pennsylvania, 201®r2009e di t i on,
10: 1600836149 ISBN-13: 9781608316144

or

a

current

nur silSBg drug

Nur s

hand



e Perry, Anne Griffin and Potter, Patricia Alinical Nursing Skills & Technique Text with Mosby's
Nursing Skills CBRom's- Stucent Version 2.0 Package (PaperbadkiiblisherMosby; 7"edition
(2009 LanguageEnglish ISBN-10: 0323052894; ISBNL3: 9780323052894

Special Student Materials
Watch

Stethoscope

Pen light

Gait belt

Master CheckOff List

TheNE 101 Level INursing Skills LabMaster Checloffis a list of skills presented and evaluated in the
skills lab course which represent tinimumcontent that the student must learn to pass the course.
Students are givea skills checHist, a demonstration of the reiged equipment and the nursing
skill/procedurein class, and are then given an opportunity to practice. Students are required to spend
additional time outside of their scheduled lab hours practicing in order to achieve competency.

Procedure and Skill Checklists

Procedure and skill checklisggrovide resarchbased guidelines and rationales to assist the student to
acquire new skills. The theory, purpose, and principles related to these skills are discussed, the appropriate
application of the nursingrpcess is described, required equipment is identified, and the series of steps to
be followed in a regular, definite order are listed

Performance checklists contain the essenti al steps

skill to be evaluated according to set criteria. Performance distskmay be foud in the syllabus, in
requiredtexts, or may be handed out to students by the instructor when the procedure iget@ughe

policy and procedure of a particular agency whendestts have clinical experiences may be useldase

note that there are a variety obrrect ways to perform various procedures, thus the procedures and
performance checklists outlined by various authors may differ to varying degrees though adhéring to t
same principles. I n the interest of clarity, t he
being utilized for a skill chechff.

Skill Check-Off/Testing:

Competency is evaluated when the stugbemforns theskill or procedure in askill checkoff" testing
situation for an evaluatdthe instructoior a student who has already successfully demonstrated the skill
duringanof i ci al s ki Joff.0 )The studentisrevafuatdure c & c 4o € dnkhis/ber ability to
correctly perform the skillvithout guidanceaccording to a skill performance chelgt and the

competency criteria outlined und@rading (seeCompetency Standartelow). Failure to satisfactorily
perform any of these critical elemts constitutes an unsatisfactory rating andsthéent must practice,
obtain tutoring, and retedRe-testing may be done during the same class peribdafter the other
students in the class haleen giveran opportunity to be tested and checkéd

The student needs to competently perform and be chaxfked each skillon the Master Chee®ff List
that has been taugptior to Final testingThe student needs to turn in the completed Master Chéick
form to the instructor at the end of thersster.

Link Between NE 101, NE 138, and NE 135L:

The NE 101 Skills Lab course is linked with the NE 138 Introduction to Pharmacology for Nurses
courseand the NE 135L Clinical coursén that NE 138 and NE 10leachand reinforcethe knowledge
and techniquesrequired to safely administer medications &xtual patientsin NE 135L. This link is
specifically manifested in the following ways:

o 1



o There is a medicatiorresearch assignment that will be submitted for a grade to the
instructor of the NE 138ntroduction to Pharmacology for Nurses course but will be
discussedand used in NE 101. The student &dvised tomake twd2) copies of this
assignmentone to keep anduse inthe NE 101%ills lab, and one to submit to the NE
138 instructor for a grade.

0 A student will not be allowed to administer PO medications in th&iE 135Ldinical
setting until he/she has:

A Passed the PO medication administration cheuf in the NE 101 lab.
A Passed the Medication Dosage Calculation exam in NE 138.

The NE 135L clinical instructors will be kept informed by the NE 138 and NE 101 instructors of
students who have passed the requirements for administering medications in clinical.

Lab Attendance and Practice

Lab preparationattendance, punctuality, and participation are expected in order for students to become

competent in psychomotor skills.

e Attendance will be taken, and tardiness may be counted as an absence.

e Absences must be made through completion of a Tutorir@essionand missed quizzes must be
made up in the Testing Centefbsences in excess of the guidelines outlined below, and/or failure to
make up absencesubmit documentation of tutoring sessicausg/or makeup written testsnay result
in a No Credit 6r the courséseeGrading).

e Students argequired to take responsibility for the development of their own strengths and abilities
by usirg the Lab beyond their assigned lab houis practice

o Students my enroll in thdE 103 Open Skills Lafsee theCollege of Marin Schedule of
Classe} for additional instructor guided practice.

o Students may use the Lab for practice when it is not in use by a scheduled dlass by
obtaining permission from a nursing instructor who is on campus and is willing to be
responsible for the students in the lab, and 23igping out the key. The key and siguat
book are located on top of the file cabinets located outside the Nursing Department Office,
Harlan Center Room 111. Please return the key immediately to theusigoak. Be sure to
return supplies to their proper places, turn off the lights, and close and lock the dooowhen y
have finished using the lab.

o Certain lab equipment may be checked out for student practice at home. Any equipment,
supplies, or writtematerials taken from the Lab must be signed out with the Lab Assistant
and returned within one week. Check for the Sk
which isposted each semester.

Absence Procedure:

The student is responsible to notify thesitructor of an absence in any course and to make up the missed
work. If you are absent from a Skills Lab session, you must:

1. Notify the instructor that you will be absent from the lab.

2. Arrange to be tutored by a classmate who attetitledassyou missedand has successfully
performed the skillReview class contenperform the procedure satisfactorily for the tutoring
classmate and get it signedf on the Master Checkst,ando mp | et e t he fATutoring Se
Recordo for m.

3. Submit the "Tutoring Session Record" to the instructor prior té-ih&l skills demonstration and
written examination that is given tteend of thecourse.

4. Make an appointment to take any quiz that you may have ntissaeyh the Distance Learning
Testhg Office Makeup Test Appointment Booking Site. The Distance Learning Testing Qffice
located in the Learning Resource Center, in Room 121 of the Media Geotédes testing
services for students who have 1) missed an exam or 2) who neeg$b ater doing some kind
of remediation.Note thatappointmentdo test in the Distance Learning Testing Offiowust be
made oHine; they cannot be made in person, by phone, or by emEd accesthe Distance




Learning Testing OfficéMake-up TestingAppointment Booking site go to

http://www.comlearningcenter.com/reg/setappt.cfm?CFID=13092223&CFTOKEN=93407656and

and bllow the directions to schedule an appointment to make up the quiz. Confirmation of your
appointment will be sent via email to both your instructor and to Yyauensure that your make

up quiz will be at the testing office at the time of your appointmeyu should Bo confirm with

your instructotthe date and time of your appointment

Grading:

Grading in the Nursing Skills Laboratory course is Credit/No Credit. To receive a grade of Credit for the
course, the following criteria must be m@lso refer to theCollege of Marin RN Program Student
Handbool:

1.  TheSkills Lab participation requirements must be met:

e Students must attend and participate in 75% of the shitlsratory course hours in order
learn the purpose and application oé tkills being taught, observe the skill demonstrations,
and practice the skills.

e Makeup work for any missed class must be completed through a Tutoring Session Record. A
student missing a skills lab class must arrange with a classmate for a demonatmdtion
practice sessionn the particular skill missed amwbmplete a Tutoring Session Record. The
completed Tutoring Session Record is to be submitted to the skill lab instpuitioto the
Final skills demonstration and any Final written examination.

2. As noted above,lamissed quizzes must lmeade up in th®istance Learning Testing Offidecated
in the Learning Resource Center, in Room 121 of the Media Center. The Distance Learning Testing
Office provides testing services for students who Hawmissedan exam o) who need to réest
afterdoing some kind ofemediation.

Appointmentdo test in the Distance Learning Testing Offigrist be madentline; they cannot be
made in person, by phone, or by email. To schedule an appointment for-apniglet or a réest

after remediation you must first discuss taking the test with your instructor, and then go to the
College of MarinDistance Learning Testin@ffice Make Up Testing Appointment Booking Site
located at
http://www.comlearningcenter.com/reg/setappt.cfm?CFID=13092223&CFTOKEN=93407656and

Follow the directions to schedule your appointment. Confirmation of you appointment will be sent
via email to both your instructor and to you.

Please na@that it isthe studentnot the instructorwho isresponsible focontacting théDistance
Learning TestingOffice to arrange an appointment, afiod informing the instructor of the date and
time of theappointment so that the make quiz can be put in tHeistance Learning Testing

Office.

3.  All of thecourse skills (the skills on tidaster Checloff List) must be successfully demonstrated
and documented on the skills checktigbr to taking the Final skillsexam. t i s t he studentds
responsibility, not the instructorés, to-ensure th

o f tlo@wmented, and any tutoring, testing ottesting is arranged.
e Competency(see also th&kills Lab Competency Rubetsewheren the syllabus)
o To fipasso a skill, the student mu s t de mons
skill/procedure is demonstratég meeting the following criteria:

1. Be able to state principles and rationales for each skill.
2. Demonstrate therapeutic communication.

3. Provide relevant patient teaching.

4. Maintain patient safety.


http://www.comlearningcenter.com/reg/setappt.cfm?CFID=13092223&CFTOKEN=93407656and
http://www.comlearningcenter.com/reg/setappt.cfm?CFID=13092223&CFTOKEN=93407656and

5. Perform the critical steps of the procedurerextty, which achieves desired
outcome within allotted amount of time.
6. Provide accurate and complete documentation.

Note: Satisfactory performance is guided by the above criteria but is ultimately
determined by the evaluator.

0 Three(3) opportunities are given to pass/demonstrate competency on the selected
final skill or exam during the first semester. For first semestigtentsonly, if the
third attempt is unsuccessful, or if the student fails to contact the instructor within
one weekor retesting, the student receives a No Credit for the course.

o Two (2) opportunities are given to pass/demonstrate competency on the selected
final skill or exam dung the second, and thiskmestersk-or the second and third
semestertudents if the fcond attempt is unsuccessful, or if the student fails to
contact the instructor within one week for retesting, the student receives a No Credit
for the course.

0 The student who fails during an attempt to demonstrate competenbyg selécted
skill is given an opportunity to practice and obtain peer tutonmimr to being
retested. Retesting can be dahging the same testing periodwithin one week of
the testing period, at the instructordés di sc

4.  Total poirts earned on any written quizzes most7 36* of total points (*new standard: 75%).

5.  The student must pass the Final skills examination. Final testing will bedimimg Final Exam
Week(unless otherwise specified by the instructoBtudents should consult with the instructor and
refer tothe College of Marin Schedule of Classes for the letter code listed next to the lab section in
which they are enrolled to determine the date and time the Final Exam is schddstedactors may
have students make appointments during the scheduled Hltiokeofor the Final Exam to perform
their skill. One skill is selecteét random by the instructérom among the skills taught during the
course for the student to perforoompetentlyin a testing situation(without verbal or written
guidance).

6. If the Final skills lab exam includea written test,he written test must be passed with a score of
72% or higher.

Failure to meet the attendance and patrticipation requirement, to make up missed time/ work, and/or to

competently demonstrate all skills and pabe final skills and written exams by the end of the semester

wi || result in a fiNo Credito for the course, and t}
program.

|t is the studentds responsibil iktiyl,] snoatr et hceo mpnlsettreudc,t osrkéisl,]|
documented, and any testing or-testing is arranged.
Release/Waiver of Liability

Each student will be asked to sign a Release/Waiver of Liability for any invasive procedure taught in the
lab. This includegprocedures such as Blood Glucose Monitoring involving a finger puncture, and possibly
the practice of injections, venipuncture, or other procedures. A copy of the Release/Waiver form is
included at the end of this syllabus for you to submit to your Istiouctor when requested.

Computer Assisted Instruction

Learning programs on GROMS are available in the Science Center. Check with the Science Center for
days/hours of operation, or go to
http://www.marin.cc.ca.us/student_services/learning_resources.htm#computer



http://www.marin.cc.ca.us/student_services/learning_resources.htm#computer

Nursing Video Library :

The Media Center in the Learning Resource Cdmteses the Nursing Video Library. A wide range
of nursing subjects are included in the libra@yeck with the Media Center for days/hours of operation, or
go tohttp://www.marin.cc.ca.udistance/media_center.htm

OSHA Requirements

The Occupational Safety and Health Administration mandates that all persons working in healthcare
institutions (including students and instructors) receive information regarding any possible exposure to
blood and bloodborne pathogens. You will be required to annually attend a class that describes the
important blooeborne pathogens, how to prevent exposure using Universal Precautions, and the steps to
take in the event of an exposure. Students are respofigibprotecting themselves against exposure in

both the hospital and the lab by learning and using Standard and Universal Precautions and other CDC and
OSHA guidelines for the prevention of transmission of disease. Sharps containers-madaltb wast

bags, disposable gloves and covered trash bins are provided for your safety in the lab, and OSHA
requirements are enforced. Due to possible contamination, drinking and eating, putting on lip balm or other
cosmetics, or putting in/removing contact lenisasot allowed in the Skills Lab.

Guidelines and Miscellaneous

e STUDENTS ARE EXPECTED TO PURCHASE (or download and print), READ, AND BRING TO
CLASS THE COURSE SYLLABUSwhich contains articles, hospital chart forms, skill cheffk,
waivers, course eWaation forms, etc.AND APPROPRIATE REFERENCES, SUCH AS NURSING
DRUG REFERENCE BOOKS AND THE SKILLS LAB TEXTBOOK.

e EATING IS NOT ALLOWED in the labas ants, garbage and clutter are a problem. (Also, IV
solutions containing dextrose are generally natilable in the Lab for this reason.) Further, eating in
the Lab is prohibited by OSHA, which forbids eating where blexgabsure is possible. BEVERAGE
CONTAINERS WITH CLOSED TOP&e.g., water bottles with screan tops, cups with lidsARE
ALLOWED in class when skills/procedures that might involve blood exposure are not being
conducted.

e PERFORMANCE OF ANY SKILL THAT INVOLVES POTENTIAL EXPOSURE TO
BLOOD/BODILY FLUIDS MUST ALWAYS BE PERFORMED USING
UNIVERSAL/STANDARD PRECAUTIONS ACCORDING TO OSHA GUIDELINE, USING
STERILE EQUIPMENT/SUPPLIES/MATERIALS WHOSE SHEHHRFE HAS NOT EXPIRED
(ALWAYS CHECK EXPIRATION DATES!)

e DO NOT RECAP NEEDLES! DO NOT SAVBPEN(SEAL BROKEN) OR UNCAPPED
NEEDLES anywhere, including skill boxes. Syringes that have not had contact with blood/bodily
fluids may be saved from one lab to another for practice, but needles must be disposed of in a Sharps
containeimmediately

e UTILIZE SHARPS CONTAINERS APPROPRIATELYMedical waste is expensive to process and
dispose of. Do not put items other than sharps (e.g., gloves, dressings) into the sharps containers. To
prevent injury, make sure sharps drop down into the container, and deenfif the container.

Notify the instructor or the Lab Tech when a sharps container ésrieg full so it can be changed

and injuries can be avoided. (Note: In the hospital, students and nurses should notify whomever is in
charge of changing the sipa containers on the unit whenever they find that a sharps container is
greater than % full.)

e TEACHING STUDENTS TO PRACTICE NURSING IN A COST EFFECTIVE MANNER IS A
GOAL OF THE COLLEGE OF MARIN NURSING REGISTERED PROGRAMandards of


http://www.marin.cc.ca.us/distance/media_center.htm

medical and surgi¢asepsis require the use of significant amounts of simggesupplies in the clinical
setting, and the use of these singée products impacts direct health care costs and creates significant
amounts of medical wast&/HILE NO COMPROMISE IN INFECTION ONTROL
MEASURES/ASEPSIS MAY BE USED IN THE CLINICAL SETTING, WHEN STUDENTS ARE
PRACTICINGSKILLS IN THE SKILLS LAB ON THE MANNEQUINS THEY MAY BE ASKED

TO REUSE VARIOUS SUPPLIES WHEN DOING SO WILL NOT COMPROMISE THE HEALTH
AND SAFETY OF THE STUDENTS.

THE SKILLS LAB STRIVES TO PROVIDE ASIMULATEDCLINICAL SETTING. THEREFORE,

STUDENTS ARE EXPECTED TO BEHAVE IN THE SAME COURTEOUS AND POFESSIONAL

MANNER AS THEY WOULD IN THE CLINICAL SETTING. The mannequins should be treated
respectfully (as thoughtheyer € fir eal 6 patients), and equi pment anc
neat, clean, and in working order just as they would be expected to be maintained in a clinical setting.

Students are expest to assist the instructor during the first and lastrignutes of each skills lab class
to setup for skills practice and clean apd return supplies to their appropriate storage aftas

skills practice. STUDENTS MAY NOT LEAVE THE LAB UNTIL SUPPLIES AND EQUIPMENT
HAVE BEEN RETURNED TO THEIR PROPER STORA AREAS AND THE LABS HAS BEEN
CLEANED UP!

COLLABORATION AND TEAM WORK ARE ENCOURAGED® EXCEPT DURING TESTING
But please work togetheguietly, when several groups are working at once, unmonitored voice levels
can become so loud that it becomes diffitolconcentrate and communicate.

PLEASE CONCENTRATE ON THE WORK AT HAND, AND UTILIZE SKILLS LAB TIME
PRODUCTIVELY. Class time is for learning and practicing skills with the instructor and classmates,
not for socializing, completing tutoring sessions, studying for exams, or doing work for other classes.

ROOM 161, OUR LAB ASSI STANT6S OFFIGPENTOND SUPPLY ROC
STUDENTS EXCEPT WITH SPECIFIC PERMISSIORonstant traffic through this area is

disruptive and compromises the security of suppliesexpect that students will not enter this room

without specific permission, nor use it as a passageway betwebalttvay or Room 174 (the lab) and

Room 163.



Skills Lab Grading Rubric

Criteria

Pass

Not Pass

1. Able to state principles
and rationale for each

skill.

. Student is able to verbalize

principles/reasons for each step i
performance skill.

1. Student is unable to verbalize
principle/rationale for steps in performan
of skill without prompting by the teacher,
or verbalized principle/rationale is
inaccurate.

2. Demonstrates
therapeutic

communication

. Student assesses for pain and

discomfortand prepares patient
psychologically for procedure;
student acknowl
experience (thoughts, feeling)
before, during and after
procedure.

2. Student focuses on performance of skill
itself and does no
comfort or psychalgical needs before,
during, or after the procedure.

3. Provides patient

teaching

. Student provides appropriate

fanticipatory g
accurately explaining procedure {
patient prior to beginning
procedure and providing accuraté
postprocedurgeaching.

3. Student fails to provide pqgocedure or
postprocedure teaching, or student
provides inaccurate
information/explanation.

4. Maintains safety

. Student follows all safety

precautions for individual skill,
including properly identifying
patient, implementing appropriate
infection control measures,
following correct body mechanics
protecting patient from falls or
injury, and preventing needle
sticks.

}. Student fails to follow one or more safg
recautions.

5. Accomplishes

therapeutic outcome
within the allotted time

frame.

. Student correctly performs all of

the critical steps of the procedurg
which accomplishes the desired
therapeutic outcome for the

patient. Student completes the sk
within the allotted time frame.

5. Student does not perform one or more of
the critical steps of procedure, and/or fail
to accomplish the therapeutic outcome o
skill. Student is unable to complete the
skill within the allotted time frame.

6. Documents skill

. Student correctly armbmpletely

documents the skill using PIE
format to describe Patient
assessment findings and/or
Problem, Intervention (including
technique and equipment used a
problems encountered), and

6. Student fails to document tkkill, fails to
document skill correctly or completely
(including date, time, signature), and/or
fails to use PIE format.

Evaluation of p




NE 101 Level | Nursing Skill Lab
Weekly Schedule- 2010

The following is theproposedschedule for the course. Generally a skill is introduced one week, and tested
on during the following week(s), though some skills may need multiple weeks for practice, and others ma
be practiced and checked tiit same week. The instructor may needdjust the schedule slightly to
accommodate variable or unanticipated events and situations, including holidays or the need for students to
spend more or less time than anticipated on a particular skill area.

WEEK 1: Orientation to Course and PromotingInfection Control

1. Orientation to course Review of NE 101 syllabugnddiscussion otourse requirements

2.

Student Preparation:
ARead page4-16 of the syllabus prior to class
Promoting Infection Control: Discussion 6handwashing,standard andniversal pecautions
isolation precautiongndmedical and surgical asepsidemonstration and practice of infection control
techniques.
Student Preparation
ARead Week 1 of NE 101 Syllabus
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
o Chapter 7: Medical Asepsis
o Chapter 8: Sterile Technique
Student ab Practice
ASkill Performance Cheekist: Hand washing
ASkill Performance Cheekist: Donning and Removing Clean and Contaminated Gowns and
Gloves
ASkill Performance CheckList: Applying Sterile Gloves*

WEEK 2: Vital Signs and PatientAssessment

1.

_Assessment and Documentation of Vital Signs, O2 Sat, and PaiBiscussion of normal and
abnormal vital signs and their use and interpretaff@monstration and practice of techniques for
accurately measuring and recording vital signs

Student Preparation

ARead Week 2 of theNE 101 Syllabussectiors on vital signs, O2 sat, and pain

AReadPerry, A.G. and Potter, R. Clinical Nursing Skills &Techniques

o0 Chapter 4: Reporting and Recording
o Chapters: Vital Signs
0 Chapter 15: Pain Assessment and Basic Comfort Measures

Student Lab Practice:

A Skills Performance CheckliReview Assessment and Documentation of Vital Signs (VS)
Guidelines forOrganization of the Clinical Shift. Discussion oforganization of the shift, with focus
on basic client assessment, including environmental assessmenead to toe physical assessment.

Student Preparation

ARead Week &f NE 101 Syllabus, sectismn assessmerdnd organizing the clinical shift
Performing a Basic Client Assessment Discussion of organization of the clinical shift.
Demonstration and practice of techniques for assessing vital signs and doing a basic assessment

Student Preparation

AReadWeek 2 of NE 101 Syllabus, sect®on basic and focused physical assessment.

AReadPerry, A.G. and Potter, A. Clinical Nursing Skills & Techniques

o Chapter 6: Health Assessment

Student_ab Practice:

AAssessing the cl i ent fétg and pevdarming anthedooumentng vitala r e

signs and client heaib-toe assessment

1C

and



4. Skill Check-off (skills introduced and practiced during the previous ige&ls):
ASkill Performance CheckList: Applying Sterile Gloves*

WEEK 3: The Medical Record,Documentationand Communication Systems;
Admitting and Discharging Patients

1. The Medical Record, Kardex, and Documentatiorand Communication Systems: Discussion of
the purpose and components of the medical record, readingaandstrc r i bi ng physicianés ord
and use of the Kardex/Rand, and documentation systenamdunicatiorguidelines. Practice
transcribing physician orders to the Kardexiting a nursing note, and using SBAR
Student Preparation
ARead Week 3of the NE 101 Syllabyssectiors on the Medical Recordardex, Docmentation
Systems and SBAR
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
o Chapter2: Admitting, Transfer, and Discharge
o0 Chapter 4: Reportingna Recording
Student Lab Practice:
A Practice transcribing physicians orders to the Kardex
A Practice writing a nursing note using SOADAPIE.or PIE
2. Admitting, Transferring, and Discharging Patients: Discussion of the process of admitting,
transferring, and discharging patients.
Student Preparation
ARead Week 3of the NE 101 Syllabyssections Admitting and Discharging Patients
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
o Chapter 2: Admitting, Tansfer, and Discharge
3. Student Skill Check-off:
A Skill Performance CheckList: Applying Sterile Gloves*
A Skill Performance Checklist: Vital Signs (Skill Performance Checklist Temperature
Pulse, Respirations, BP, and Painand Skill Performance Chedk-off: Skill Performance
Checklist: O2 Saturation*

WEEK 4: Assessing and Promotind-luid Balance and Nutrition

1. Assessing and Promotingd-luid Balance: Discussion of fluid requements andnethods for assessing
fluid volume status Demonstration and practice of techniques for accurately measuring, recording, and
interpreting fluid status.

Student Preparation

A ReadWeek 4 of the NE 101 Syllabusection on 1&0O

AReadPerry, A.G. and Potter, A. Clinical Nursing Skills & Techniques

o Chapter6: Health Assessment, Skilg Assessing 1&0

Student_ab Practice

A Case studien 1&0

A Skill Performance CheckList: Measuring, Documenting, and Analyzing Intake and

Output*
2. Assessing and PromotingNutrition: Discussion of methods foeéding patients, assessing and
documenting nutritional intake, and special precautions

Student Preparation:

AReadWeek 4 of the NE 101 Syllabus, section on nutrition

AReadPerry, A.G. and Potter, A. Clinical Nursing Skills & Techniques

o Chapter 30:Oral Nutrition

3. Student Skill Check-off (skills introduced and practiced during the previous weeks)

A Skill Performance CheckList: Applying Sterile Gloves*

A Skill Check-off: Vital Signs (Skill Performance Checklist: Temperature Pulse,

Respirations, BP, and Pain* Skill Performance Checklist: O2 Saturation*)
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WEEK 5: Postioning, Transferring, and Ambulating Patients Safely

1. Positioning, Transferring, and Ambulating Patients Safely Review of principles of body
mechanics. Discussion afsessments to be done prior to moving patients. Demonstration and practice of
techniques for safely moving patients in bed, transferring patients in and out of bed, ambulating patients.
Student Preparation
A ReadWeek 4 of the NE 101 Syllabus, section asitoning, Transferring, and Ambulating
Patients Safely.
o NurseWeek.com article: ASi ze Matterso
o Assessments to Make Prior to Transferring and Positioning Patients
o Progressive Mobilization Care path: Kaiser Permanente, San Rafael
o Safety: Fall Prevention
o Fall Risk Tool and Risk for Falls Assessment Tool
AReadPerry, A.G. and Potter, A. Clinical Nursing Skills & Techniques
o Chapter 9: Safe Patient Handling, Transfer, and Positioning
o Chapter 10: Exercise and Ambulation
Student ab Practice
A Skill Perfamance Check.ist: Moving a Partially Mobile Client Up in Bed
A Skill Performance Cheekist: Moving a Partially Mobile or Immobile Client Up in Bed Using
a Pull Sheet or Draw Sheet
A Skill Performance Cheekist: Transferring a Client from Bed Wheelchair, Commode, or
Chair
A Practice: UsingArjo fiMaxi Moved P aliifi e n t
2. Student Skill Check-offs (skills introduced and practiced during the previous weeks):
AsSkill Performance Checklist: Vital Signs (Skill Performance Checklist: Temperature Pulse,
Respirations, BP, and Pain*; Skill Performance Checklist: O2 Saturation*)
ASkill Performance Checklist: Measuring, Docunenting, and Analyzing Intake and Output*

WEEK 6: Preparation for Medication Administration and Introduction to
Medication Administration Skills and Techniques

1. Preparation for Medication Administration: Discussion ofmedication oders legal prescribers,
types of medication order s, components of medicatio
abbreviations , 24 hour clocMARs, scheduling administraticimes, documentation of
administration and of holding medications.

Student Preparation
A ReadWeek 6 of the NE 101 Syllabus, section on Preparation for Medication Administration
AReadPerry, A.G. and Potter, . Clinical Nursing Skills & Techniques

o Chapter 20: Safe Medication Administration

2. Medication Administration Equipment, Skills, and Techniques Introduction tomethods and

equipment used fanedication administration by various routes, including:
AMed carts and Pyxisachines
A soufflé and med cups
A pill cutters and crushers;
Aneedles (various gauges and lengths); filter needles
A syringes: luetock syringes and Toomey/Irrigation syringes; TB syringes; insulin syringes;
A Carpuject/Tubex holders and gited syringes.
Alnhalers and spacers
A Transdermal medications and Nitropaste
A Topical medications: Skin, vaginal, eye, ear

3. Safe Oral/PO Medication Administration: Review of the process and safety measures for safely
administering oral medications.
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Student Preparation:

A ReviewSkill Check-off for Administration of PO Medications*

Student Practice:

AWith a buddy practice administeringn oral medicatioand chartingt using theSummary

Guidelinesfor Administration of PO Medicatios

Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Checklist: Vital Signs
A Skill Performance Checklist: Measuring, Docunenting, and Analyzing Intake and Output*
Homework for Week 7: Completethe medication research portion of thE 138/NE 101 Assignment
on Preparation for Medication Administration: Researching, Transcribing and Scheduling,
Administering Medications

WEEK 7: Researching Medications, Transcribing Medication Orders onto MARS,
and Safe Oral/PO Medication Administration

Researching Medications
Student Preparation

A Completethe medication research portion of thiE 138/NE 101 Assignment on Preparation for
Medication Administration: Researching, Transcribing and Schedulingjristering
Medications

StudentLab Practice
A Discuss results of medication research from homework assignment.
Transcribing Medication Orders onto the MAR and Scheduling Administration Times
Student Preparation:

ARead Week 7 of the NE 101 Skills L8lyllabus
Student Lab Practice:

AComplete thén Class AssignmentPreparation for Medication AdministratioRractice
Interpreting Transcribing, and Schedulif@rdered MedicationBractice anexercise on
reading, interpreting, and transcribingnedication order onto an MAR, and scheduling the
medication administration times

Safe Oral/PO Medication Administration:
Student Preparation:

A ReviewSkill Checklist for Administration of PO Medicatioris
Student_ab Practice:

A With a buddy, practicedaministering an oral medication and charting it usingShenxmary

Guidelinesfor Administration of PO Medications
Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Checklist: Vital Signs*
A Skill Performance Checklist: Measuring, Documenting, and Analyzing Intake and Output
A Skill Performance Check-off: Administration of Oral Medications *

WEEK 8: Reconstituting Dry Powder Medicationand Administration of
Subcutaneous Medication (exoxaparin/Loveox and heparin

1. Reconstituting medications

Student Preparation
ARead Week 8 of NE 101 Syllabus on Reconstituting Dry Powdandadministration of SQ
injections
StudentlLab Practice
A Using ampoules and filter needles
A Reconstituting powder medicationltquid, calculation of volume of diluents with consideration
to drug dosage and resulting concentration, and volume
A Labeling vial of reconstituted medication
A Drawing up drug dosage
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Administration of SQ Medications
Student Preparation:
A ReviewSkill Checkoff for Administration of SQMedicationg
Student_ab Practice:
AWith a buddy, practicdrawing up and administering a SQ medicati&ite selection,
administration technique for subcutaneous Heparin/Enoxaparin and charting
Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Check-list: Administration of Oral Medications *
A Skills Performance Checklist: Reconstitution of Medication from Powder to Liquid
A Skills Chedk-List: Administration of Subcutaneous Medicatios

WEEK 9: Assessing and Promoting Optimal Management of Diabetic
Patients

Review of Prevalence and Pathophysiology of Diabetes

Student Preparation

A Read Week 8 of NE 101 SyllabiBverview of DiabeteDiabetes: Evidence Suppoiigght
Glycemic Control During Hospitalization

A Read Perry and Potter

StudentLab Practice

A Practice determining insulin requirements based on blood glucose results

Measuring Blood Glucose

Student Preparation:

A ReviewSkill PerformanceCheckList for Measuring Capillary Blood Glucose Levels Using
Glucometer*

Student_ab Practice:
AWith a buddy, practicasing glucometer to test blood sugar/CBS using a glucometer and
documenting on the diabetic flow sheet
Drawing up Insulin
Student Preparation:
A ReviewSkill PerformanceChecklist for Administration of S(Medicationg
Student_ab Practice:

AWith a buddy, practicdrawing up and administering SQ insulin, including CBS, drawing up
correct insulin dosage, double checking dosage,. site selection anddmémstation , and
charting

Mixing Regular and NPH Insulin
Student Preparation:

A ReviewSkill PerformanceChecklist for Mixing Regular and NPH Insultn
Student Lab Practice

A With a buddypracticedrawing up Regular and NPH insulin in a syringe, inclgdinrawing up
correct insulin dosage, double checking dosage,. site selection and prep, administration , and
charting

Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Check-list: Administration of Oral Medications*

A Skills Performance Checklist: Reconstitution of Medication from Powder to Liquid
A Skills Chedk-List: Administration of Subcutaneous Medicatiors

WEEK 10: Administration of Intramuscular Medications

1. ReadWeek 10 of NE 101 Syllabus

ASite selection

ATechnique and practice

AZ track

ASkill Checkoff: Administration of PO Meds
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ASkill Ched-off: Use of a Glucometer,
ASkill Checkoff: Drawing Up and Administering Regular and NPH insulin

WEEK 11: Administration of Medications via VariousRoutes

1. Administration of Medications via Various Routes
Student Preparation
A Review NE 101 Syllabus sections on medication administration
A Review Perry and PotteGlinical Nursing Skills and Techniqu@® edition,
o Chapter 20: Safe Medication Preparation
o Chapter 21: Oral and Topical Medications
o Chapter 22: Parenteral Medications
StudentlLab Practice
A Practice medication administration
2. Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Check-list: Administration of Oral Medications *
A Skills Performance Checklist: Reconstitution of Medication from Powder to Liquid*
A Skills Performance Chedk-List: Use of a Gucometer*
A Skills Performance CheckList: A dministration of Subcutaneous Medicatiors*
A Skills Performance Checklist: Administration of Intramuscular Medications

WEEK 12: Assessing and Promoting Skin Integrityand Wound Healing

1. Assessing and Promotingkin Integrity and Wound Healing
Student Preparation
A Read Week 12 of NE 101 Syllabus on Assessing and Promoting Skin Integrity and Wound
Healing
A Review Perry and PotteGlinical Nursing Skills and Techniqu@$ edition
o Chapter 12: Support Surfaces @jpkcial Beds, Procedural Guidelines: Selection of
Pressure Reducing Surfaces
o Chapter 18: Pressure Ulcer Care, Risk Assessment, SKitl Bkin Assessment and
Prevention Strategies; Skills 8 Treatment of Pressure Ulcers
o Chapter 38: Wound Care ahdgations
o Chapter 39: Dressings, Bandages. and Binders
Discussion and Demonstration
AReview of purpose of dressings and drains
Avarious types of dressings, and methods for securing dressings
ATechniques for emptying drains
Awound irrigations using 20 méyringe and 18 gauge angiocath with stylet removed
Studentl ab Practice
A Practice identifying various types of dressings and drains
A Practice Skill Performance Chetkst: Wound Care: Assessing Wounds and Performing
Dressing Changes (focus on Wet to Mdsessing Change
A Wound Care and Infection Control Critical Thinking and Practice Exercises
2. Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance Check-list: Administration of Oral Medications *
A Skills Performance Checklist: Reconstitution of Medication from Powder to Liquid*
A Skills Performance Chedk-List: Use of a Glucometer*
A Skills Performance CheckList: A dministration of Subcutaneous Medicatiors*
A Skills Performance Checklist: Administration of Intr amuscular Medications*

WEEK 13: Sterile Dressing Changes: Performing a Central Line Dressing Change

1. Performing a Central Line Dressing Change
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Student Preparation:
A Read Week 13 of NE 101 Syllabus Orerview of Central Venous CatheteS\(Cs) and
Vascular Access Devices (VADS)

A Read Perry and Potteglinical Nursing Skills and Techniqsge?th edition
o Chapter 28, Skill 2&: Insertion and Care of Central Venous Access Devices
o Chapter 8: Sterile Technique, Skill28reparing a sterile field; $k8-3 Sterile

Gloving

Discussion andemonstration

AOverview of Central Lines and Venous Access Devices

Student Practice

A Practice Skill Performance Check List: Central Venous Line Dressing Change

2. Student Skill Checkoffs (skills introduced and practiced during the previous weeks):

A Skill Performance Checklist: Administration of Oral Medications *

A Skills Performance Checklist: Reconstitution of Medication from Powder to Liquid*

A Skills Performance Ched-List: Use of aGlucometer*

A Skills Performance CheckList: A dministration of Subcutaneous Medicatiors*

A Skills Performance Checklist: Administration of Intramuscular Medications*

WEEK 14: Assessing and Promoting Optimal Urinary Elimination

1. Assessing and Promoting Opimal Urinary Elimination
Student Preparation:
A Read Perry and PotteZ)inical Nursing Skills and Technigse 7" edition
o Chapter 33: Urinary Elimination
A Complete Homework Assignment on Assessment and Promotion of Optimal Urinary Elimination
Discussiorand Demonstration:
APurpose of urinary catheters and demonstration of insertion of Foley catheter using sterile technique
Student Practice
A Skill Performance Check Listnserting an Indwelling Catheter: Male*
A Skill Performance Cheekist: Inserting arindwelling Catheter: Female*
2. Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
A Skill Performance ChecklList: Central Line Dressing Change

WEEK 15: Assessing and Promoting Optimal Functioning of Clients Expeéncing
Alter ations in Neuro/Sensory Systems

1. Assessing and Promoting Optimal Functioning of Clients Experiencing Alterations in
NeuroSensory Systems
Student Preparation:
A Read Week 15 of NE 101 Syllabus on Assessing and Promoting Optimal Functioning of Clients
Experiencing Alterations in Neuro/Sensory Systems:
o Glasgow Coma Scale
Mini Mental Status Exam
Assessment of CausesChanges in Level of Conscioushess
AppropriateUse and Alternatives to Restraints
Seizure Precautions
A Read Perry and PotteZ)inical Nursing Skills and Technigse 7" edition
o Chapter 13: Safety
Discussion and Demonstration:
AAssessment of patients experiencing alterations in Neuro/Sensory Sytteimg:the Glasgow
Coma Scale, MinMental Status Exam
AKeeping Patients Safe: Appropriate Use and Alternatives to Restraints and Seizure Precautions
Student Practice
A Glasgow Coma Scale
A Mini Mental Status Exam

O O o o
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A Applying Restraints
A Responding when a patiems a seizure

2. Student Skill Checkoffs (skills introduced and practiced during the previous weeks):
ASkill Performance Checklist: Inserting and Indwelling Catheter Male or Femalef
A Skill Performance CheckList: Central Line Dressing Change*

WEEK 16: Clinical Simulation: Assessment of the Post Op Patient
1. Assessment of the PogDp Patient
Student Preparation:
A Read Perry and Potteglinical Nursing Skills and Technigsie 7" edition, Chapter 36:
Preoperative and Pe€iperative Care
o Skill 36-2: Demonstrating Posiperative Exercises
o Skill 36-3: Performing PosDperative Care of a Surgical Patient
10. Urinary Elimination
A Read Week 16 of the NE 101 Syllabus, Exercise and Simulation on Care of the Postoperative
Patient and review the nursing cafele postop appendectomy patient in your medical surgical
textbook as directed in the exercise.
Discussion and Demonstration:
AAssessment and care of pogterative patients
Student Practice
AComplete the Exercise and Simulation on Care of the PostoePattient
2. Student Skill Check-offs (skills introduced and practiced during the previous weeks):
ASkill Performance Checklist: Inserting and Indwelling Catheter Male or Female*
A Skill Performance CheckList: Central Line Dressing Change*

WEEK 17: FINAL EXAM
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I NSTRUCTOR'S COPY FOR STUDENTO6S FILE
Date:
Student:
NURSING SKILLS LAB
MASTER CHECK -OFF LIST for NE 101 SKILLS
Skill Date Pass / Comments
No Pass

Applying SterileGloves

Assesig and documenting:
T-P-R, BP, Riin, O2 Sat

Measuring Documenting, and ,
Analyzingl & O

Transferring a Client from Bed to
WheelchairCommode or Chair

Administration of PO Medications
(dosage calculation, preparation,
administrationdocumentation,
evaluation)

Reconstitution of Powder toi¢juid
Medication(dosagecalculation,
dilution, preparationadministration,
and documentation of S@edication)

Use of a Glucometereasurement
documentatiopand appropriate

treatmenbf capillary blood sugar usini
a glucometer

Preparation and @ministration of
Insulin (dbsage calculation,
preparationadministration, and
documentation of S@sulin)

Administration of IMInjections
(dosage calculation, preparation, site
selection, administration, and
documentation oM medicatior)

Central Line DessingChange
(dressing change, site assessment,
documentation, and appropriate folloy

up)

Inserting aSterie Urinary Catheter
(insertionyemoval, and
documentation

Final Performance Cheakff
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Date: Student:

NURSING SKILLS LAB
MASTER CHECK -OFF LIST for NE 101 SKILLS

Skill Date Pass / Comments
No Pass

Applying Sterile Gloves

Assesig and documenting:
T-P-R, BP, Pain, O2 Sat

Measuring, Documenting, and ,
Analyzingl & O

Transferring a Client from Bed to
Wheelchair, @mmode or Chair

Administration of PO Medications
(dosage calculation, preparation,
administration, documentation,
evaluation)

Reconstitution of Powder toiduid
Medication (dosage calculation,
dilution, preparation, administration,
and documentation of SQ medication|

Use of a Glucometer (@asurement,
documentation, and appropriate

treatment of capillary blood sugar usii
a glucometer)

Preparation and @ministration of
Insulin (dosage calculation,
preparation, administration, and
documentation of SQ insulin )

Administration of IM Injections
(dosage calculation, preparation, site
selection, administration, and
documentation oM medicatior)

Central Line DessingChange
(dressing change, site assessment,
documentation, and appropriate folloy

up)

Inserting aSterie Urinary Gatheter
(insertionyemoval, and
documentation)

Final Performance Chealff
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WEEK 1

WEEK 1: Orientation to Course and Promoting Infection Control

1. Orientation to course Review of NE 101 syllabus and discussion of course activities and
requirements
Student Preparation:
Read pages-16 of the syllabus prior to class

2. Promoting Infection Control: Discussion bhand washing, standard and universalcautions
isolation precautions, and medical and surgical asepsis. Demonstration and practice of infection control
techniques.

Student Preparatiddomework
ARead Week 1 oiE 101 Syllabus
APromoting Infection Control
AMedical Asepsis and Surgical Asepsis/Sterile Technique
Acritical Thinking About Infection Control
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
AcChapter 7: Medical Aseis
AcChapter 8: Sterile Technique
Student _ab Practice
ASkill Performance Cheekist: Hand washing
ASkill Performance Cheekist: Donning and Removing Clean and Contaminated Gowns and
Gloves
ASkill Performance CheckList: Applying Sterile Gloves*
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Promoting Infection Control
I. Hand washing:

The most important means of preventing the spread of microorganisms is hand washing.

Hand washings the single most important procedure for preventing nosocomial infections (infections
acquired in the hosit.) Environmental control measures are also essential to prevent the spread of
infection.

Hand washings defined as a vigorous brief rubbing together of all surfaces of hands lathered with soap or
detergent, followed by rinsing under a stream of walttand washingvith plain soaps or detergents

suspends microorganisms and allows them to be rinsed off; this process is often referred to as mechanical
removal of microorganismsHand washingvith antimicrobial containing products kills or inhibits the

growth of microorganisms; this process is often referred to as chemical removal of microorganisms. When
resistant microorganisms have been identified, or in areas where there are likelyhigtbawamber of
microorganism present, antimicrobl@nd washinggents are often used.

Effective hand washing calls for at least 10 seconds of vigorous friction with water and soap.
Il . PersonalProtective Equipmentd Using Barrier Protection:

Gloves Gloves prevent the transmission of pathogens by direct and indirect contact. Gloves reduce the
possibility of personnel coming in contact with the infectious organisms that infect clients, reduce the
likelihood that personnel will transmit their own endagus flora to clients, and reduce the possibility that
personnel will become transiently colonized with microorganisms that can be then be transmitted to other
clients. Itis particularly important for care providers to wear gloves when they have ioréadis skin.

Gloves must be worn when there is a risk for coming in contact with blood or other body R&beuld

be remembered, however, that gloves are not a substitutbdad washingd

Masks Masks should be worn when splashing or spraying of blood or body fluid into the face is

anticipated. Al so, a mask protects the care provider
respiratory tract and prevents transmission of pathogenstfronre car e provi der 6s respirat

client.

Surgical masks protect the wearer from inhaling laygdicle aerosols that travel short distances (3 feet)

and smakparticle droplet nuclei that remain suspended in the air and travel longer dsstalfftey also

protect clients from inhalation of pathogens. Masks may protect wearers from infection that results from
direct contact with mucous membranes. Masks also discourage the wearer from touching their eyes, nose,
or mouth. A surgical mask thaecomes moist does not provide a barrier to microorganisms, and thus is
ineffective and should be discarded. Surgical masks should notusede

Disposable particulate respiratory masks and HEPA (High efficiency Particulate Air) masks are used to
protect personnel from pathogens spread by the respiratory route, especially tuberculosis. HEPA masks are
fitted to the individual worker and can be used repeatedly. When not in use, the HEPA mask can be stored
in a ziplock bag in a designated area.

Protetive eyewear anthce shields Protective eyewear is available in the form of plastic glasses or
goggles. The eyewear should fit snugly around the face so that fluids cannot enter between the face and
glasses. Some surgical masks are fitted with a plaatic shield above the top of the mask to protect the
eyes and forehead from splashes or sprays.

Gowns: Gowns are worn to prevent soiling clothes during contact with infected material, blood, or body
fluids. Gowns are required for contact isolati@ome gowns are nesable, but most are for otiene use
and are disposable.
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Il . Standard Precautions/Universal Precautions:

Standard Precautions/Universal Precautions apply to blood, body fluid, excretions (except sweat), non
intact skin, and mucous mmbranes.

Hands are washed:

before and after client contact

after contact with blood, bodily fluids, secretions, and excretions

after contact with equipment or articles contaminated by blood, bodily fluids, secretions, and
excretions

e immediately after glogs are removed
e before and after preparing any medications or V 6
e before and after touching food
e before and after using the bathroom
Gloves are worn when there is thetentialto come in contact with:
e blood
e body fluids
e secretions
e excretions
e nortintactskin
e mucous membranes
e contaminated linens
Glovesmust be removed, and hands washed, between client care.
Masks, eye protection or face shielde worn if client care activities may generate splashes or sprays of
blood or body fluids.
Gownsare worn if soiling of clothing is likely from blood or body fluids. Gloves are worn with gowns,
and glove cuffs are brought over the edge of the gown sleeves. Avoid gown becoming wet as moisture
allows organisms to travel through gown to uniform. Waeshds after removing gown.
Client equipmenits properly cleaned and reprocessed and singgeitems are discarded. Example: if a
stethoscope is to be reused, clean diaphragm or bell with 70% alcohol or liquid soap. Set aside on a clean
surface. Place pens, reusable plastic syringes (e.gujeet)p etc. on clean towel for eventual removal and
disinfection. Do not place a contaminated gloved hand in pocket to retrieve a pen or alcohol prep pad.
All sharp instruments and needke® discarded in a puncture resistant container called a Stwentagner.
Needles may be disposed of uncapped, or a mechanical device for recapping may be used.
A private roomisunnecessauyn | ess t he clientds hygiene is wunaccepta

Protective, Airborne, Droplet, or Contact Precautig¢Rstients on Droplet Precautions can be placed
together; patients on contact precautions can be placed together.)

IV . Typesof Precautions:

(Adapted from Potter and Per@linical Nursing Skills and Techniques" edition, pp. 929. From Centers

for Disease Control and Prevention, Hospital Infection Control Practice Advisory Committee: Guidelines

for isolation precautions in hospité@lm Journal of Infection Contrd@4:24, 1996.)

Standard Precautions:

Use Standard Precautions for the care of diepts.
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Airborne Precautions:

In addition to Standard Precautions, use Airborne Precautions for patients known or suspected to have
serious illnesses transmitted by airborne droplet nuclei. Examples of such illnesses include:

1. Measles caused by paramyxovirus; transmitted by direct contact with droplets spread from the nose
throat mouth

2. Varicella (including disseminated herpes zostertpused by a herpesvirus which causes a primary
infection of varicella (chickenpox) and herpes zosteemthe latent virus is reactivated. Spread by direct
contact or droplets.

3. Tuberculosis caused by mycobacterium tuberculosis; transmitted by the inhalation or ingestion of
infected droplets and usually affect the lungs, the infection of multigienosystems can occur.

Airborne Precautions require:
e a private room
e negative airflow of at least six air exchanges per hour
e use of a respiratory or mask

Droplet Precautions:

In addition to Standard Precautions, use Droplet Precautions for patients énsuspected to have
serious illnesses transmitted by large particle droplets. Examples of such illnesses include:

1. InvasiveHaemophilus influenzatype b disease, including meningitis, pneumonia, epiglottitis, and
sepsis

2. InvasiveNeisseria memigitidis disease, including meningitis, pneumonia, and sepsis

3. Other serioubacterial respiratory infectionspread by droplet transmission, including:
a. Diptheria(pharyngeal
b. Mycoplasmaneumonia
c. Pertussis
d. Pneumoniplague
e. Streptocoaal pharyngitis, pneumonia, or scarlet fever in infants and young children

4. Seriouwiral infectionsspread by droplet transmission
a. Adenovirus
b. Influenza
c. Mumps
d. Parvovirus3 19
e.Rubella

Droplet Precautions require:
e a private room ocohort clients
e a mask when closer than 3 feet from patient

Contact Precautions:

In addition to Standard Precautions, use Contact Precautions for patient known or suspected to have serious

illnesses easily transmitted by direct patient contact or bycantawi t h i tems i n the patien

Examples of such illnesses include:
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1. Gastrointestinal, respiratory, skin, or wound infections or colonization with-druttiresistant bacteria
judged by the infection control program, based on currerg, stgional, or national recommendations, to
be of special clinical and epidemiologigsificance. Current examples include:

a. MRSA (methicillin resistant staphylococcus aureus)

b. VRE (vancomycin resistant enterococcus)

c. C. dif (clostridiundificile)

2. Infections with a low infectious dose or prolonged environmental survival including:
a. Diptheria(cutaneous)
b. Herpesimplex virus (neonatal or mucocutaneou€gn be spread both by direct contact and
droplets
c. Impetigo
d. Major (non-contained)abscessesellulitis, or decubiti
e. Pediculosiglice)
f. Scabies
g. Staphylococcdurunculosis in infants and young children
h. Zoster(disseminated or in the immunocompromised host)

5. Viral/lhemorrhagic conjunctivitis
6. Viral henorrhagic infections (Ebola, Lassa, or Marburg)

Contact precautions require
e aprivate room or cohort clients
e gloves, gowns

V. Preparation for Caring for a Patient Requiring Airborne/Droplet/Contact Precautions:

1. Check chart and/or Kardexforl i ent 6 s di agnosis, differential diagno
for isolation.

2. Obtain cart with appropriate supplies: gloves, masks, face shields, gowns, plastic laundry, trash, and

specimen bags.

3. Check that all necessary equipmeravailable. R@rder equipment as it begins to run low.

4 . Pl ace a STOP sign, i solation card, and/ or directi
5. Ensure that linen hampers and trash cans are available.

6. Instruct family, visitors, and hospitalrgennel on procedures required.

VI: Protocol for Entering an Isolation Room:

1. Wash your hands.

2. Put on a new gown each time you enter an isolation room. Hold the gown so that the opening is in back
when you are wearing the gown. Tie the striaggour neck (or slip the gown over your head). Wrap the

gown around your waist, making sure your back is completely covered, and tie the strings around your
waist. Pull the sleeves down to your wrist.

3. Put on clean, nesterile gloves. If you arerearing a gown, bring the glove cuffs over the edges of the
sleeves of the gown.

4. Put a mask over your mouth and nose. Bend the nose bar so that it conforms over ridge of your nose. If
you are using a mask with string ties, tie the top strings on tgpusfhead to prevent slipping. If you are

using a cone shaped mask, tie the top strings over your ears. Tie bottom strings around your neck to secure
the mask.

5. Apply goggles to fit snugly around face and eyes.

6. Assessifanyitemscanbebroughtt o t he patientdés room. I f organism
inanimate objects, dedicate equipment to the room. If equipment will be removed from the room for reuse,
put it down on a clean paper towel to prevent contamination of clean items with owattaim

environmental surfaces.

7. Enter the clientbés room.
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VII . Protocolfor Leaving an Isolation Room:

Always touctiremove items below your waist (considered contaminaad)contaminated gloves before
touching items near your head and faclever remove a mask untilutside arespiratory isolation room.

1. Untie the gown at the waist.

2. Remove gloves and discard. Wash hands.

3. Remove eyewear or gogglegthout gloves or)

4. Untie mask stringwaithout gloves onand drop mask into ash receptacle. NOTE: Never remove a
mask until you are outside of the isolation room.

5. Untie the neck strings of the gomithout gloves on) Allow gown to fall from shoulders. Without
touching the outside of the gown, remove the gown andtfelidh the inside out. Discard.

6. Wash hands immediately, for a minimum of 10 seconds.

VIl . RemovingTrash and Linen:

Trash and dirty linen should be removed while wearing personal protective equipment. Remove the trash

receptacle from the isolatiamom, closing the top of the bag and tying it. If the outside of the bag is

contaminated, or if the contaminated material in the bag is heavy and the bag could easily break, the bag

should be doubkbagged for safety. To doublmg, the bag from insidbe room is placed into a clean bag

that is held open by a second health care worker outside the room. The second health care worker holds the
clean bag open, making a ficuffo (to prevent contamine
the doved hands.

IX. Transporting Isolation Client Outside the Room:

1. Tryto schedule tests and procedures for clients requiring respiratory isolation and contact precautions at
times when the receiving department is least full, and the patient will have the least wait. Inform the
receiving department what type of istida the client needs and what precautions personnel should follow.

1. Explain procedure to the client.

2. If the client is on respiratory isolation, or if the client is on neutropenic precautions (the patient is
immunocompromised and has a criticddbyy WBC count) instruct him or her to wear a mask for the entire
time he/she is out of his/her room. Provide extra masks in case the mask gets moist and needs to be
changed. The transporter does not need to wear a Nag&: TB patients should not weaespirators

with inhalation and exhalation valves. They should wear ordinary facemasks or respirators without valves
because the TBacilli arein the respirator and must be prevented from becoming airborne.

3. Cover the transport vehicle with atb blanket (especially if there is a chance of soiling when
transporting a client with a draining wound or diarrhea.) Also, be sure to cover the client with a sheet, bath
blanket, or spread to maintain warmth and provide for privacy.

4. When the clientaturns to his/her room, remove the bath blanket and treat as contaminated linen.
5. Wipe down transportation vehicle with the approved germigitatidal solution provided by the
institution. Note: The EPA uses a system that classifies chemical gielesias sporicides, general
disinfectants, hospital disinfectants, sanitizers, and others.

X. Obtaining Specimens from Clients on Airborne, Droplet, or Contact Precautions:

1. Label a specimen contai ner wime, yourinitiads, anditieent 6 s n a me
word Al solationd before entering the patientédés room.
2. Put on gloves and other personal protective equipment as appropriate. Collect the specimen in the

container, seal securely to prevent spillage and contamination oftdideoof the container, and apply the

label.

3. Place the specimen in a clean plastic specimen bag (labeled Biohazard). Be careful not to contaminate

the outside of the bag.

4. Remove the gloves and wash your hands.
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5. Send specimen to laboratory kvéppropriate laboratory request form.
6. All personnel handling or transporting specimens should wear gloves.
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Medical Asepsis and Surgical Asepsis/Sterile Technique

I. Principles of Medical and Surgical Asepsis:
(Adapted from Potter, Patricia A. and Perry, Anne Griffiflundamentals of Nursing” edition. St. Louis: Mosby, Inc., 2001.)

Definitions:

Asepsisis defined as thabsencef diseaseproducing (pathogenic) organisms. The two types of aseptic
technique the nurse utilizes are medical and surgical asepsis.

e Medical asepsis, or clean techniquéncludes procedures used to reduce the number of and
prevent the spread of micro@mgisms. Hand washing, barrier techniques, and routine
environmental cleaning are examples of medical asepsis.

e Surgical asepsis, or sterile techniquencludes procedures use to eliminate all microorganisms
from an area. Sterilization destroys all miagenisms and their spores. Sterile technique is
practiced by nurses in the operating room, labor and delivery, and procedural areas where sterile
instruments and supplies are used.

Principles of Surgical Asepsis:

All items used within a sterifeeld must be sterile.
A sterile barrier that has been permeated by punctures, tears, or moisture must be considered
contaminated.
Once a sterile package is opened, a 2.5cm (1 inch border around the edges is considered unsterile.
Tables drapeds part of a sterile field are considered sterile only at table level.
I f there is any question or doubt of an itembés s
Sterile person or items contact only sterile areas; unsterile persons ardtgats only unsterile areas.
Movement around and in the sterile field must not compromise or contaminate the sterile field.
. A sterile object or field out of the range of vi
contaminated.
9. A sterik object or field becomes contaminated by prolonged expds air; stay organized, and
complete any procedures as soon as possible.

N =

®NO O AW
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Critical Thinking About Infection Control

Case Studies:

1. Patient Actino Myces is admitted with a draining leg and heel wound. The wound drainage is heavy and
soaks through the dressing. He is placed in a room with sspoke patient who has a Foley catheter. In
3 days the leg culture is discovered awé methcillin resistant staph aureus (MRSA) growing.

Should the stroke patient be moved out to another room?

What should have occurred when the patient was admitted? (Should the excessive drainage alert
staff that this patient should be placed intaiggie room upon admission?)

If the wound drainage grew Pseudomonas, should the roommate be moved? What sources of
information can you consult to determine the answer?

Demonstrate what barriers/precautions you will use when you enter his room to change hi
dressing?

How long do barriers need to be used?

2. Patient Mr. Beale has been in the hospital after having a hip replacement. He develops pneumonia and
has a productive cough. He is unable to cover his mouth while coughing and is producing putirof s
His roommate is also recovering from hip surgery.

Should the roommate be moved? Why/why not?

Demonstrate what barriers you will use when you enter his room to take his Vital signs.

What kind of disinfection/decontamination procedures need tdome? Do the housekeepers
need to be instructed to do anything differently when cleaning?

You used the Hoyer lift to get this patient out of bed; how should it be cleaned?

3. Patient Mr. Sudo Monas has been admitted for rule out myocardial infarctipnNI" Monas has been
in the hospital for about 4 days when his urine culture comes back positive for methcillin resistant staph
aureus (MRSA). He does not have a Foley catheter and he is incontinent of urine.

Does he need to be moved to a private rodity/Why not?
Demonstrate what barriers you will use when you go into his room to give him a bath.
How long do these precautions need to be used?
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Skill Performance CheckList:

Hand washing

Student Name Date:

1. Remove jewelry. Push up sleeves.
2. Assess hands for hangnails, cuts, or breaks in the skin, and areas that are heavily soiled.
3. Turn on water; adjust flow and temperature.

4. Wet hands atalwer forearms thoroughly by holding under running water. Keep hands and

forearms in the down position.

5. Apply liquid soap; lather thoroughly.

6. Thoroughly rub hands together for about38econds.

7. Rinse with hands in the dowrsition. Rinse in the direction of wrist to fingers.

8. Blot hands and forearms to dry thoroughly. Dry in the direction of fingers to wrist and forearms.

Discard paper towels in proper receptacle.

9. Turn off water faucet with a clean, gaper towel.

Score Instructor:

Estimated time to complete the skill: 3 minutes
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Skill Performance Checklist:

Donning and RemovingClean and Contaminated Gowns and Gloves

Student Name Date:

_ 1. Wwash hands

2. Dorgown before donning cap, mask, or gloves. Apply cap to head being sure to tuck hair under
cap. Males with facial hair should use a hood to cover all hair on head and face. Secure mask around nose,
mouth.

__ 3. Putonclean gloves. Pull cuffs orvgbover edge of gown sleeve.

_____ 4 . Enter the clientds room and explain the rati
5. After performingectessary tasks, untie gown at waist, then remove gloves and wash hands.

6. Untie gown at neck, andneve cap, goggles, and gowaforeleavingtheroom Dispose of

properly. (Note:Do not touckclothing or body, especiallgreas near face, neck, and headhile wearing

contaminated glove$ Wash hands.

71 Remove maskfterleaving room.

8 Wash hands.

Score Instructor:

Estimated time to complete the skill: 5 minutes

30



Skill Performance Checklist:

Applying Sterile Gloves

Student Name Date:

1. Wash hands

2. Remove the outer wrapper of the package. Place the inner wrapper onto a clean, dry surface.
*Open inner wrapper to expose gloves withautahing them.

3. |dentify right and left hand; glove dominant hand first.

__ 4. *Grasp the 2 inch (5 cm) wide cuff with the thumb and first two fingers of thdamimant

hand, touching only thimsideof the cuff.

5. Gently pull the glowvaver the dominant hand.

6. *With the gloved dominant hand, slip your fingarderthe cuff of the other glove.

7. *Gently slip the glove onto the ndominant hand without contaminating the sterile gloved hand.
8. With gloved handsterlock fingers to fit the gloves onto each finger.

9. Remove gloves as follows: Slip gloved fingers of the dominant hand under the cuff of the

opposite hand, or grasp the outer part of the glove at the wrist if there is no cuff.

_____10. Pull ta glove down to the fingers, exposing the thumb.

_11. Slip the uncovered thumb into the opposite glove at the wrist.

12, Pull the glove down over the dominant hand almost to the fingertips and slip the glove onto the
other hand.

____13. Pullne glove over the dominant hand so that only the inside is exposed.

14. Dispose of soiled gloves and wash hands.

Score Instructor:

Estimated time to complete the skill: 5 minutes
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WEEK 2

WEEK 2: Vital Signs and PatientAssessment

1.

_Assessment and Documentation of Vital Signs, O2 Sat, and PaiBiscussion of normal and
abnormal vital signs and their use and interpretaff@monstration and practice of techniques for
accurately measuring and recording vital signs.
Student Preparation
ARead Week 2 of the NE 101 Syllabssctions on vital signs, O2 sat, and pain
AReadPerry, A.G. and Potter, A. Clinical Nursing Skills &Techniques
o Chapter 4: Reporting and Recording
o Chapters: Vital Signs
o0 Chapter 15: Pain Assessment and Basic Comfort Measures
Student Lab Practice:
A Skills Performance Checklist Review Assessment and Documentation of Vital Signs (VS)

Guidelines for Organization of the Clinical Shift.Discussion oforganization of the shift, with focus
on basic client assessment, including environmental assessmehéad to toe physical assessment.
Student Preparation

ARead Week »f NE 101 Sylabus, sections onsaessmerdnd organizing the clinical shift

Performing a BasicClient Assessment Discussion of organization of the clinical shift.
Demonstration and practice of techniques for assessing vital signs and doing a basic assessment
Student Preparation

ARead Week 2 of NE 101 Syllabus, section basic and focused physical assessment.

AReadPerry, A.G. and Potter, A. Clinical Nursing Skills & Techniques

o Chapter 6: Health Assessment

Student_ab Practice:

AA's s e s si n g enviforenent df care artd dagety, and performing and documenting vital

signs and client heai-toe assessment

4. Skill Check-off (skills introduced and practiced during the previous iege&ls):

Askill Performance CheckList: Applying Sterile Gloves*
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Temperature, Pulses, Respirations, Blood Pressure, Pain,
and Oxygen Saturation

Vital Signs:

Temperature, pulse, respiration, blood pressure, and level of pain are the most frequent measurements
obtained by health care practitioners. Thesasurements indicate if the circulatory, pulmonary,

neurological, and endocrine systems are functioning r
physiological status and response to physical, environmental, and psychological stressersedard e

to as vital signs. Vital signs reveal both sudden cft
occur progressively over ti me. Any difference bet wee

vital signs can be an indicatido further assess the patient, determine the potential causes for the changes,
and intervene as appropriate.

|. Temperature:

Body temperature is the difference between the amount of heat produced y the body processes and the
amount of heat lost to thexternal environment. Thmretemperature is the temperature of the deep body
tissues. It is under the control of the hypothalamus and is maintained within a narrow range. Skin or body
surface temperature rises and falls as the temperature of tharmienvironment changes and can

fluctuate dramatically.

The measurement of body temperature is aimed at obtaining a representative average of core body
temperature. Average temperature varies depending on the measurement site used. It is generally accepted
that rectal temperatures are usually 0.5 C higher dinal temperatures, and axillary and tympanic

temperatures are usually €05.F lower than oral temperatures.

Factors that influence temperature include: exercise, hormones, stress, environmental temperature,
medications, daily fluctuations.

Types ofThermometers:

e Glass Thermometers: Mercuiy-glass thermometers has been a standard device for temperature
measurement for many years. However, because of the risk of mercury exposure from accidental breakage,
many health care settings have eliminatetcuryin-glass thermometers. (Mercury is highly permeable
through the skin and mucous membranes; inhaled vapors diffuse rapidly into the blood and are transported
to the tissues. There is a mercury spill kit in the lab as per OSHA protocol.) Thedaie=d to obtain an
accurate measurement with a glass thermometer depends on the site used and the age of the client. The
nurse selects the safest and most accurate site for the client. The same site should be used when repeated
measurements are needed

33



Site Adults Children

Oral temperature: 3 minutes 7 minutes
Rectal temperature: 3 minutes 4 minutes
Axillary temperature: 5-10 minutes 5 minutes (4 minutes for infant)

e Electronic Thermometers: The length of time the probe needs to be placed to obtain an accurate
reading depends on the device; be sure to read the directions for this device. Many electronic thermometers
are designed to providedasecond predictive tempeture and 3 minute standard temperature. They

have separate probes for oral and rectal use; the oral probe has a blue tip, the rectal probe a red top.

Hold the probe against the tissues (not the teeth or dentures) firmly but gently, and allowittgetoead
reach itéds maximum before removal. Most devices make
reading for the patient.

e Chemical Dot Thermometers: Chemical dot single use or reusable thermometers are disposable thin
strips of plastic with a temperature sensor at one end. The sensor consists of a matrix of chemically
impregnated dots that are formulated to change coltiffatent temperatures. The chemical dots on the
thermometer change color to reflect temperature reading usually w@itsaconds for oral

measurements Though most commonly used for oral temperatures, they can also be used at axillary or
rectal sites¢overed by a plastic sheath at the latter), with a placement for 3 minutes.

e Tympanic Thermometer: An otoscofike speculum with an infrared sensor in the tip that detects
heat radiated from the tympanic membrane of the ear. After placing the detheeauditory canal and
depressing a button, it will display a temperature value witfsrs2conds and a sound signals when the
peak temperature reading has been measured.

Normal Temperature Range:

The normal range of an oral temperature is ¥+ 36.5C (97-99.5 F) or 36 G 38C (96.8 0 100.4)
An acceptable temperature range for adults depends on age, gender, range of physical activity and state of
health.

Celsius vs. Fahrenheit:

The use of the Celsius scale and Fahrenheit scale varies from faciigjlity. Therefore, you should be
able to convert a temperature reading from Centigrade to Fahrenheit and vice versa using the following
formulas:

C=(5/9F)-32 or C = Fi 32, then divide by 1.8
F=(9/5C) +32 or F=C X 1.8then add 3

Terminology Related to Body Temperature:

Fever A fever is generally defined as a temperature above 38 C (100.4 F) rectally, or one that is
abnormally high for the patient. A -utpeOmpt eomedteu reer nH/ = G
through cultures of blood, urine, stool, and sputum, and a clragt the infectious agent that is the

presumed cause of the fever.) an abnormal elevation of body temperature. A fever occurs when heat loss
mechanisms are unable to keep pace witlegxteat production, resulting in an abnormal rise in body

temperature.

Hypothermia: body temperature <36 C /97 F
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Hyperthermia:body temperature >38 C/ 100.4 F

[l. Pulses:

Location:
1. Temporal

2. Facial

3. Carotid

4. Brachial

5. Radial

6. Ulnar

7. Femoral

8. Popliteal

9. Dorsalis pedis
10. Posterior tibialis

Grading System for Pulse Strength:

0 No pulse palpable

+ Barely palpable pulsation, weak thready, diminished
++ Easy to palpate, light touch needed; normal pulse
+++ Full pulsation, not easily obliterated

++++ Strong, bounding pulsation, unable to obliterate

e Always note rate, rhythm, amplitude, and symmetry of pulses.
o If pulse is irregular, take apical and radial pulse to assess pulse deficit.

Average normal puésrate in adults:

P = Pulsdusually taken radiallyy 60-100 beats per minute, regular
AP = Apical pulsglistening to the heart, usually at the apexp0-100 beats per minute, regular

lIl . Vascular Assessment: Circulation, Sensation, Moveme(ESM)

Circulation:
e Color: pink, pale, cyanotic
Temperature: warm, cool, cold
Capillary filling time (after blanchingail bed: Rapid (<3 seconds) , sluggish (s&conds)
Presence and strength/grading of peripheral pulses
Presence andegreegradingof edema

Peripheral Pulses:
e Temporal pulsé anterior to ear where the temporal artery passes over the temporal bone.
e Facial pulsé on the groove in the mandible approximately 1/3 of the way forward from angle of
jaw.
Carotid pulsé on either side othe larynx.
Brachial pulsé medial aspect of antecubital space of either arm.
Radial pulseanterior medial aspect of wrist (on thumb side).
Ulnar pulse anterior lateral aspect of wrist (on little finger side).
Femoral pulsé point in the middle of thgroin where the femoral artery passes over the pelvic
bone.
e Popliteali posterior to patella.
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. Dorsalis pedi$ on the dorsum of the foot in a line between the first and second toes just above
the dorsal arch.
e Posterior tibiali posterior to inner aspeof malleous (ankle).

Pulse Gradingi(Patrick, et.al.Medical Surgical Nursin@nd Ed., 1991, pg. 804)

0 No pulse palpable
+ Barely palpable pulsation, weak, thready, diminished
++ Easy to palpate, light touch needed; normal pulse

+++ Full pulsation, not easily obliterated

++++  Strong, bounding pulsation, unable to obliterate

Edema Grading{(Seidel, etalMo s by 6 s Gui de t o ,Peditien, 19%1)pg.B564 mi nat i on
Edema can sometimes be detected by simple inspection, but tmidetevhether it is pitting requires

palpation. The tissue is firmly pressed fet® seconds. If it does not return rapidly to normal contour,

pitting edema is present. Weight gain may correlate to edema.

1+ Slight pitting, no visible distortion (2 m)

2+ A somewhat deeper pit than 1+, but again no readily detectable distortion (4 mm).

3+ The pit is noticeably deep; the dependent extremity looks fuller and more swollen (6 mm)
4+ The pit is very deep, lasts awhile, and the dependent extrergityssly distorted

Sensation:
e Intact/Present
e Decreased
e Absent/Numb

Movement:
e Present
e Decreased
e Absent

Clinical Decision Tool to Exclude Diagnosis of Deep Vein Thrombosis

(Laurie Barclay, MD; Charles Vega, MD, FAAFP. ASi mpl
Clinically Suspected Deep Vein Thrombosi s. i CME/ CE.
http://cme.medscapcom/viewarticle/588448

A score= or >4 is predictive of DVT:
AMale sex (1 point)
AUse of hormonal contraceptives (lipt
AActive cancein the past 6 months (1 point)
Asurgery n the previous month (1 point)
AAbsence of leg trauma (1 point)
ADistention ofcollateral leg veins (1 point)
ADifference in calf circumferencef 3 cm or more (2 points)
AAbnormal Ddimer assay (6 points)
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V. Respiration:

Respiration is primarily an involuntary function. We do not consciously plan to take 12 breaths per minute;

however, we can voluntarily alter our respiratory rate and pattern at will. With this in mind, consider a

met hod of observing respirations without your <client¢
or apical pulse first, then observe tieerand fall of the chest or abdomen with each respiration for an

additional 3660 seconds while continuing to palpateaascultate the pulse. A similarethod to count
respirations is to palpate the r adtioratheirghest. Shis whi | e pl ¢
allows youto feehndsee he pat i e n tRespiratohseantalsorbe counted by auscultating the

chest with a stethoscope, counting both the apical pulse and the respiratory rate.

Normal Respiratory Rates:

Average AdultRespiratory Rate: 120
Average Pediatric Respiratory Rate: Respirations in 1 y.o to 6 y.o decrease by 1 breath / minute/ year

V. Blood Pressure:
Definitions:

e Systolic blood pressure: The higher blood pressure measurement; reflects pressutbengtti@rial
system during the period of ventricular contraction (systole).

o Diastolic pressure: The lower blood pressure measurement, which reflects the pressure consistently
exerted within the arterial system during the period of ventricular relaxaliastole).

e Hypertension: Consistent elevation of blood pressure 150090 (adul)) a diastolic blood pressure
> 90 or a systolic pressure > 1460.

e Hypotension: A low blood pressure which reflects inadequate perfusion and oxygenation of body
tissueeA systolic BP < 90 is wusually considered hypoten
baseline and whether there it is accompanied by dizziness and an increased pulse rate.

¢ Normotensive: blood pressure within normal range for patient.
e Orthostatic hypotensi on: 1) AA fal.l in systolic b

diastolic, accompanied by signs and symptoms of inadequate cerebral perfusion (dizziness,
lightheadedness, syncope)when arising from lying positionto siting st andi ng posi tion. 0

Perry). 2. iorthostatic vital signs determinati on
in supine and erect positionsé A positive test occ
increase of 20 amore beats per minute, or a systolic blood pressure decrease of 20 or

more mm Hg. Also know &dilt tesborfipost ur al vital signs. o (Taber 6s

Dictionary, 18" edition.)

e Pulse Deficit: A condition characterized by a difference between the apical pulse rate and peripheral
pulse rate that results in a lack of peripheral perfusion.

e Auscultatory gap: Temporary disappearance of Korotkoff sounds when blood pressure is being
auscultated. Qurs in hypertensive clients and may cause an underestimation of blood pressure.
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V1. Comparison of Average Pulse Rates and Systolic BP in children:

AGE Birth 6 months | 1 year 2 years 6 years 8 years 10 years

PULSE 140 130 115 110 103 100 95
(decreases
with age)

SYSTOLIC | 70 90 90 92 95 100 105
BP
(increases
with age)

VII. Adult Normal Vital Sign Range

Note thatino r ma | rangeso f oradutsduead differangesis age; gendgize,anch ther g
presence of a chronic underlyingnditiors. Notetoo thatfinormal ranges medsy be specified in
physicia® s o r Jdtd signpammetershatare accptable for the patient and deviatsfor which the
physician wants tbe notified.

T=Temp 97-101.5/36.837.5C
P = PulseAP = Apical pulse 60-100 beats per minute, regular pattern
R = Respiration 14 - 24/ minute

BP = Blood Pressure

SBP= Systolic Blood Pressure 90-150
DBP = Diastolic Blood Pressure 40-90
Pain Intensity <3/10 (or belw or equal to the

levelthe client says is tolerable)

Sa02/02 Sat=% of oxygen saturated in hemoglobin 95-100%

VIII . Pain Assessment and Management

Definition of Pain:

e AANn unpl easant, subj experiencecassscatedswitt actuahon gbterdiahtcssué o n a |
damage, or described in terms of such damage. 0 (Th
1979.)

e iPain is whatever the experiencing pelCafferyy says it i
,1979)

Pain Assessment: Th& ¥/S

e All patients must be routinely assessed and treated for pain.

e An assessment must be done using a pain scale, and the assessment, along with interventions to
provide pain relief, and an evaluation of the patie
documented.

e Part of a comp
with the clien

| et e aischudes an assasdmend df how thepain is iaterferings p ai n
tds normal functional ability.
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The nurse should ask the client to describe an acceptable level of pain, and the nurse and healthcare

team then work towar d egsedtd at leagt the lavel the matient desdriiesas p ai n

acceptable.

Routine Clinical Approach to Pain Assessment and ManagemM&EDE

A

m O O @

Ask about pain regularly

Assess pain systematically

Believe the client and family in their report of pain avitht relieves it
Choose pain control options appropriate for the client, family, and setting
Deliver interventions in a timely, logical, and coordinated fashion
Empower clients and their families

Enable them to control their course to the grsiagatent

(From: Jacox, A. and other84anagement of cancer pai@linical Practice Guideline No. 9, AHCPR
Publication No. 949592, Rockville, MD, 1994.)

Pain Assessment Criteria: AOLDCART® Acronym
e O =0nset

e L = Location (there may be multiple sites)

e D = Duration

o How long does the pain last?
o Isit constant?
o Isitintermittent?
Characteristics
o Neuropathic or nerve (sharp, shooting, burning, electrical)
o Nociceptive/somatic (e.gbone pain (dull, aching
o Visceral (cramping, squeezing)
A = Aggravating Fators (e.g., walking, sitting, turning, chewing, swallowing, urinating, defecating,
breathing, coughing)
R = Relieving Factors
o0 What makes pain better or worse?
o0 What medical and nemedical interventions relieve the pain
T = Treatments
0 Medications
o Nonpharmacological interventions (e.g., heat, cold, massage, distraction, etc.)

(From Bednash, Geraldine and Ferrell, Betty R.
Course #732, Continuing Medical Education Resource, Sacramento, CA.)

Pain Assessment DocunfernlafPasign Tool (The 4 Ads)

A Analgesia (intensity of pain)

A Activity (level of functioning)

A Adverse Effects (side effects)

A Aberrant Behavior (abuse, misuse, or addiction)

Examples of Pain Scale{see Potter and Perry)

Numerical: 0 1 2 3 4 5 6 7 8 9 10
No pain Severe Pain

Descriptive
Visual Analog
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e WongBaker Faces
e Pain Ruler
e Oucher Pain Scale

Key Attitudes toCommunicate to the Patient in Pain:

| care.

| believe you about your pain.

| respect the way you are reacting to the pain.

| want to explore with you what you think will help relieve your pain.
| want to discuss with you what your pain means to you

I amwilling to stay with you even if | fail to help control your pain.

If you cannot relate to me, | will try to find someone else for you.

(From McCafferyMargoand Beebe, Alexandra. Pain. Clinical Manual for Nursing Practice. St. Louis:
The C.V. MosbyCompany, 1989.)

Key Concepts in Pain Management

1. Use greventiveapproach: The advantages of using a preventive approach with analgesics are many:
the patient spends less time in pain and can direct energy to restoring health; doses of analgesic can be
lower than if pain is allowed to increase or become severe;dherfewer side effects when a lower
dose can be used; there is decreased patient anxiety about return of pain; there is decreased concern
about obtaining relief when needed which results in
craving for pain reliefincrease in overall activities.
2. Titrate to effect: Adjust and individualize the analgésia, dose frequency androutefor each patient
to achieve pain relief with fewest side effects.
a. Choose the appropriate analgesic. Utilize the WEBEf Analgesic Ladder and the three main
groups of analgesics.
e Norrnarcotics nossteroidal antinflammatory drugs (NSAIDS)
Narcotics/opioids
Adjuvant analgesics: Tricyclic antidepressants, anticonvulsants, anesthetics, corticosteroids,
antispasmodics.
. Utilize an Equianalgesic Chart when changing drugs or routes.
Use a flow sheet and evaluate the following patient responses:
Respiratory rate
Pain rating
Sedation level(e.g.,asleep/easy to arouse; awake and alert; slightly drowsy easily aroused;
frequently drowsy/drifts off to sleep during conversation; somnolent.)
e Pain rating before and after analgesic administered
e Analgesicname,dosage, route, and time
4. Whenever possible, employ the principlgoafient controlled analgesiaThe person who feels the pain
is the person who must have, to the extent possible, control of measures to refateiit
controlled analgesia may be def i{admihistratiomofdlhe br oades
forms of paincontroby met hods t hat consider safety, as well a
exercise control.
5. Prevent and treat adverse effects.
6. Keep trying.
7. Do no harm.

e o e O T

Communicating Pain Assessment Findings to Members of the Health Care Team:

e Beobjective in your presentation. Have the patient
with you.

e Give complete information: location, intensity, quality of pain

e Remind colleagues about the probable etiology of the pain, but do not ratheupotential causes
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e Describe the effect of the pain on the patientds fu
participate in plan of care)

e List the medication dosage, route, and frequency, including the last dose administered, given for pain
the efficacy of the medication (e.g., reduction of pain rating from 8/10 to 5/10), and duration of relief.

e Ask for suggestions, and be prepared to make recommendations (requires you, the RN to be
knowledgeable about pain management!)

e When faced with unHeful responses, reframe, educate and normalize. Examples:

o Statement: A dondt think she has that much pa

0 Response: AMrs. Smith is generally very stoic.

o StatementiShe has | ung cancer. I dondét want to cause

0 Re s p o n gmspiratory tdte is 24 and there is no change when she is given the morphine.
She has been on opioids for several days now, and has likely developed tolerance to the
respiratory depressant effect of the opioid. o

o Statement : AThatadrsc cat ivce.roy hi gh dose of n

o Response: AThat dose is really not wunusual. P
the dose that relieves the patientdés pain to an
effects. o

(From Bednash, Geraldine and Ferrell, Betty R. APair

Course #732, Continuing Medical Education Resource, Sacramento, CA. See also Ferrell, . R. & Coyle,
N. (Eds.) Textbook of Palliative NursingNew York,NY: Oxford University Press.)

PCA (Patient Controlled Analgesia) Machine

A PCA (Patient Controlled Analgesia) machine is a computerized infusion device that allows the delivery
of continuous and edemand doses of IV (intravenous) or SC (subcutane@usptics/opioids. The
machine can be programmed to provide:

e continuous medication (continuous/basal/ background),

e intermittent patientontrolled/ondemand bolus dose of medication (PCA dose) or

e acombination of continuous medication plus a patbemtrolled doses

(continuous/basal/background + PCA).

To prevent overdosing, the machine can be-programmed
initiated doses and a maximal 4 hour dose.

Nursing responsibilities in caring for patient on PCA machines include:

o Periodically checking the syringe, infusion settings, tubing connections, and condition of the site

e Client teaching

e Client assessment and documentation of:

o Patientédés pain rating
Cl i respiratory rate
Patientédés | evel of sedation
Basal dosage/rate
PCA dosage
# of PCA attempts
# of doses delivered.
Total # of mg patient has received
Amount of medication remaining in syringe
0 When PCA syringe is changed

e Evaluation of response to therapy

O O0OO0O0OO0OO0OO0OO0o

IX. Reporting Vital Signs, O2 Sat, and Pain
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AWhen reporting vital signs to someone verbalyR (Temperature, Pulse, Respirations),@&given in
that order.Example:A Vi t al s i -GA26-116/68ed: 13f7 .¢g6i ven i n tmots order,
have to specify which vital sign is which.

AO2 sat or Pulse Ox is alwagsported with the amount of oxygen patient was receiving when the
measurement wastaken Exampl e: AO2 sat is 95% MORsab @2 | iter
97% onroomir . O

APain is listed as a numerical rating or score on a scale from 0 to 10 (with 0 no pain and 10 the worst pain
imaginable).Example: iPat i ent r epo6dutofl@a opain rating of

X. Documentationof Vital Signs, O2 Sat, ad Pain:

Agencies usearious forms to document vital signs, O2 saturation, and pain. A few examples follow.
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ALAMEDA COUNTY MEDICAL CENTER

Highland Campus + Fairmont Campus
John George Psychiatric Pavilion « Ambulaiory Healthcare Services

24° NURSING RECORD - MEDICAL SURGICAL

| DX/OPERATION
! uT DATE:
1600 1700 1800 1900 2000 2100 2200 2300
age 125 - - - - - : - -
40 104
39« | 103
38 | 102
383 | 101
a7 | 100
372 9
;677 68
361 97
AP R
PULSE
RESP
BP 00|15
30(45
Dp MODE
Do SAT %
CARDIAC RHYTHM

PO

3
i ‘

TUBE FEEDING

v

weB

TPN/PPN

BLOOD PRODUCTS

8 TOTAL

24" TOTAL ]

VOID

FOLEY

NG

EMESIS

STOOL

DRAINS

CHEST TUBE

OFF UNIT

8° TOTAL

27'1?73.14]

PHYSICIAN
NOTIFICATION

PRINT NAME

SIGNATURE/TITLE

R.N.

PRINT NAME

SIGNATURE/TITLE

PRINT NAME

SIGNATURE/TITLE
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PAIN GRAPH

NOC DAY EVE
« No Pain Pain Graph -
Document Location {letter) and £ O NO PAIN D NO PAN 0 NO PAIN
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PAIN ASSESSMENT FOR PATIENTS UNABLE Use this form in leu of the Pain Graph. Assess

RB IN pt: on admission, q shift, apon transfer to

TOVE ALLY COMMUNICATE PA another unit, when pt. exhibils pain, before &
after pain interventions, as frequently as Vital
Signs are faken.

nt is unable to communicate using the pain rating scale of 1-10, assess the following and check

If the patie
below, place a check in appropriate row

all that apply. 1f patient dees not exbibit any of the indicators
under “no pain indjcators exhibited”.

Date

INDICATORS: Time

2. Vital Signs elevaled

compared to baseline:

Pulse

Respirations
Blood Pressure

2. Patient is:

Groaning

Moaning

Crying
Breathing noisily

3. Patient displaying facial
expressions:

Frowning {wrinkled
forehead}

Grimacing

Fearful

Sad

Muscle contraction around
mouth & eyes

5. Patient displaying physical
Movements

Restiessness

Fidgeting

Absence of movement

Slow movements

Cautious movements

Guarding

Rigidity

Generalized tension {not relaxed}

Tryng to get attention {beckoning
someone }

No pain indicators exhibited

Init.

Initials Signature/Title Initials Signature/Title Initials Signature/Title

(01/02)

% PAIN ASSESSMENT FOR PATIENTS UNABLE

UMMET TO VERBALLY COMMUNICATE pA™

RORAL LFMTER

377}

45




PAITIENT CONTROLLED ANALGESIA [PCA) — BARD
PHYSICIAN'S ORDER SHEET

(  Anaigesia via BARD PCA infuser ' CHETK ONE
Morphine 1.0 mg/mi ' ' O
Hydromorphone 0.1 mg/ml ...d
Meperidine 10.0 mg/mi O
. Other ' O

- PLEASE BE SURE TO INDICATE BOTH "MLS“ AND "MGS" WHEN URDERING THE AMOUNT OF
- MEDICATION TO BE DELIVERED, THE PUMP.IS: PROGRAMMED INMLS. - .

(a) DOSE (Patient conlrolled)

range: 0.1-9.9ml i mgs mis
suggested: Morphine, - 05 - 15mg (0.5 - 1.5ml) ’
Hydromorphone, 005 - 0.2mg (0.5 - 2.0ml)
Meperidine, - 50 - 10.0mg (05 - 1.0ml)
(b) DELAY (Lockout Interval)
range: 3-60 mimses mins

suggested: 5-15 minutes

(c) BASAL RATE (Contmuous Background Infusnon)

range: 0.0-10.0 mihr mgshr______  mishr
suggested: Morphine, .0 - 25mghr {1.0 - 2.5 mihr}
Hydromorphone, 01 - 0.3mghr *(1.0 - 3.0 mbhr)
Meperidine, 10.0 - 15.0 mg/hr (1.0 - 1.5 mlhr)
(d) ONE HOUR LIMIT {iotal of PCA and Basal doses)
range: 1.0-30.0 mi ; mgs “mls
suggested: Mormphine, 50 - 10.0mg (5.0 - 10.0m}}
’ Hydromorphone, 05 - 15mg (5.0 - 15.0 mi)
Meperidine, 40.0 - 55.0mg (4.0 - 5.5ml)
(&) BOLUS (Loading Dose or subsequerit boluses) (optional)
range: 0.0-10.0 mi mgs mis
every ______ minutes for excessive pain.
sungasted: Mamphine, 3.0 - 50mg (5.0 - 5.0ml)
Hydromorphone, 04 - 08mg {4.0 - 8.0mi)
Mepciiging, 200 - 25.0mg (2.0 - 2.5mi)

{f) 1t you have questions call Dr.

TIME: SIGNATURE:
9905 v, 19:90)
4
H = hin'R ey A WELTE
Marin General Hospital ' FLAGE LAREL KERE OR RANDWRITE i
A Sutter Health Affiliate : |
250 BON AIR ROAD « GREENBRAE. CA 94§12 + (415) 925-7000 . | PATIENT NAWE | MEDICAL REC. NG |
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Performance Checklist:

Assessing Temperature, Pulse, Respiration, Blood Pressure, and Pain*

Student Name Date:

1. Review medical record for factors that influence vital signs
2. Identify the client.
3. Explain to the client that you will be assessing their vital signs.
_____ 4 . Asses the clientds toileting needs and proc:
5. Gather necessary equipment.
6. Provide for privacy.
7. Wash hands and apply gloves as needed.
8. Position the client appropriately.

Assess Oral Temperature
1. *Select correct probe and place disposable protective sheath over probe
_____ 2. *Place tip of thermometer under the client0:¢

3. Instruct client to keep mouth closed around thermometer.

4. Thermometerillvsignal when a constant temperature registers.

5. *Read measurement on digital display.

6. Push ejection button to discard disposable sheath and return probe to storage well.

7. Inform client of temperature reading.

8. (Remove gles.)

9. (Wash hands.)

10. *Record reading.
Assess Radial Pulse:
_____ 1. Flex clientdéds el bow and place | ower part of
_____ 2. Support clientbés wrist by grasping outer asfg

4. Identify pulse rhythm

5. Determine pulse volume

6. *Count pulse rate by using second hand on watch.
7. Inform client of results.

8. *Record reading,

Assess Apical Pulse.

1. Raise clientdéds gown to expose sternum and | ef
Cleanse stethoscope with an alcohol swab.
*Locate apex of heart.
Instruct client to remain silent so you can listen to his heart.
Put earpieces of steshiope in your ears and warm stethoscope diaphragm in your hand.
Place diaphragm over the PMI and auscultate for sounds
Note regularity of rhythm
*Count beats while looking at second hand of watch; determine beats per minute.
Share findings with client

0. *Record site, rate, rhythm, and number of irregular beats/minute.

BOONOGOA~WON

Assess Respirations

1. *Observe one complete respiratory cycle; start counting with first inspiration while looking at the
secondhand afratch Count the number respirations in a minute or the number in a fraction of a

minute (e.g., count respirations for 15 seconds and multiply that numberiNgtd) You can assess

the clientés respirations whpalpatngbieradmlipulsg whil® assess t
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you cross his arm over his chest and watch his chest go up and down. Similarly, you can place your
stethoscope on the clientbds chest, and after distra
you can counhis respirations.

2. Observe character of respirations

3. *Record rate and character of respirations.

Assess ArterialBlood Pressure

1. Explain the procedure to the patient.
2. Ask if they know their usual blood pressure.
3. Determine which extremity is most appropriate for readowmsider the presence of IVs, casts,
wounds, pain, etc.)
4 *Select a cuff size that completely encircles upper arm without overlapping bladder ends.
5 Posi t i otrheat levelgerténd elbovawitimpalan turned upward.
6 *Palpate thdrachial artery in the antecubital spac&l note its position; this is where you will
place the diaphragm of the stethoscope
7 Apply thecuff snugly and smoothly over uppamabout 2 inches above the antecubital fosa
using a portable mercuiffiled manometer, positioit vertically at eye level
8 Insert earpieces of stethoscope into earsevithr pi eces O6pointing toward your
_____9.Relocate brachial pulse and pahediaphragmor bell of the stethoscopBrectly overthe pulse.
The bell or diaphragm of the should not be under the cuff; the sound of them rubbing together can
i mpair the examinerés hearing.
10 Turnthevalvetotheclosedl posi ti on. Rtightye(ctolseel); leftyy ofbrsieggh t(yopen) . 0
Inflate cuff to 30mm Hg abovinep at i ent 6 s usual systolic bl.ood presst
11. *Slowly open valv@tallow themercuryto fall 2-3 mm Hgper second. *Notthe manometer
reading whenthe sounds appear anehen theydisappear.
12 Remove cuff or wait 2 minutes before taking a second reading.
13 Inform client of reading and usiee opportunity for teaching.
14 *Recordthereading.
15 Wash hands.

Assess the ® Vital Sign: Pain

1. Describe th&BCDESs of pain
2. Ask the patient about the presence of pain.
3. Inquire about: onset, duration, location, intensity, aggravating factors, andnealefres.
3. *Ask the patient to rate his/her pain, utilizing an appropriate pain with consideration of
developmental, cognitive, and sensory abilities, and cultural differences.
4. *Question the patient about the level of pain or discontfatiah normal functional ability
would not be interfered with: AwWhat is an acceptahb
5. *Document the pain assessment and intervention utilizing appropriate form or tool.

Score Instructor:

Estimated time to complete the skill: 5 minutes
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Skill Performance Checklist:
Measuring and Recording Oxygen Saturation*

Student Name Date:

1. Wash hands

2. Explain procedure to client and position client comfortably.

3. Instruct client to breath normally and not to move as motion artifact is theamwsbn cause of
inaccurate readings.

4. Select a monitoring site that is dry and warm with good peripheral circulation. (The sensor requires a
pulsating vascular bed to identify hemoglobin molecules that absorb emitted light, and moisture impedes
the ability of the sensor to detect SpO2 levels. Note that nail polish and artificial nails will alter readings;
place probe on a finger free of polish or artificial nails. If client is wearing fingernail polish, remove polish
with acetone from the digitding used. If client has tremors or is likely to move, use ear lobe. If client is
obese, the clywn probe may not fit properly; obtain a single use @@apeprobe. Ear lobe and bridge of
nose sensors are not used for infants and toddlers. Notet &mich toddler sensors attached to adhesive
sensor pads are available and conform to fingers, palm of hand, and sole of foot.)

5. Inform client that clipn probe feels like a clothespin on the finger but will not hurt.

6. Attach sensor protemonitoring site.

7. Turn on machine.

_____ 8 . Observe pulse waveform/intensity display and |
radial pulse.

9. Leave probe in place until oximeter reatireaches a constant valualgulse display reaches full
strengths during each cardiac cycle. Reading may taid® Baconds.

10. Discuss findings with client as needed.

11. [If continuous SpO2 monitoring is planned, verify that SpO2 alarms are on and set limitenand ala
volume (alarm I imits should be determined by client s
probe and relocate sensor periodically.]

12. Remove probe and turn oximeter power off.

13. Assist client to return to a comfortable porsiti

14. Wash hands

15. Document findings, noting use of oxygen thergfysaturation level is not useful if we do not know
whether the patient is on room air or is on oxygen, and if on oxygen. how much oxygen the patient is
using.)

16.Compare findings with clientés previous baseline a
appropriate (e.g., notify MD, reposition client, adjust O2, get an order for an ABG to validate oximetry
reading.)

Score Instructor:
Estimated time to complete the skill: 5 minutes.
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NURSING DATA FLOW SHEET
SUMMIT s AND GRAPHICS

MEDICAL CENTER (510 420-6091

DATE

TEMPERATURE 1m-7 7-3 3-N1 -7 7-3 3-11 1-7 7-3 3-1

=]
[N
B
=]

c P

40.5° (1058°

wofesesl n
ae|rers| 0

¢ ORALLY 40.0°/ 104
@ RECTALLY

s oatanssl

celesasfrnssl @
A

velenos(nnan) n
tirunalrene] @

x AXILLARY B0

sa|esss|sansjsrna
sajsses|ovarivssn o
volrarafannn|anse

3887 /102"

sulovee|ssnafsnnsionss| o

38.3°/10%

eess|esas|snasisavsfonns

37T 1007

alecasfeccafarcalavas]eace]|racal o
afesasfossclasca|ensc|esnc]|esne @

37.2°/ 99"

enledlosieorsfonnnfine

36.6°7/98°

3617/ 87"

35.5%/ 96"

[ETRPTY PSS PYEPY PR Ay PRI T PPN PO P P I N

seanfonrn|reveirdeels
eaes|raenfanreindeels
ernafarenfaneeiades

sraafasnaises

e
e

onaslnves|sen
ssaslasasfess
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120
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70

RESPIRATION

0. SAT (%)

BLOOD PRESSURE

PAIN SCREENING (0-10)

POSTURAL SITTING

POSTURAL STANDING

TURN & POSITION Q2 H

OBSERVED Q1 FALL PAEVENT

SIDE RAILS UP

BM

DIET B L D B L [3] 8 L D

AMOUNT TAKEN B L D B L D B L D

HYGIENE: {1, A, T.C.)

OTHER

ORALCAREQ ________ HOURS
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FEEDING TUBE INTAKE

RESIDUAL

IV INTAKE (ALL)

VOID / FOLEY OUTPUT
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OTHER QUTPUT

OTHER

SHIFT TOTAL OUTPUT

24 HOUR TOTAL INTAKE

24 HOUR TOTAL QUTPUT

~— | DAILY WEIGHT (KG) / BE5e

LT T PATIENT LASEL
000011001

86-7862-5 (8/07)
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Guidelines of Organizing the Clinical Shift

Introduce yourselfthe R nd t he nur stedrsfor gourgatients Alsodgntroelute
yourself b the charge nurse and the unit secretary.

Revi ew t he p ahdMAR.tUpdate Yoaworkshee(yours ummary of the patien:
current orders). Also createsahedulgor you day listing next toeachhourof your shift the tasks to
be accomplishe(e.g., meds, dressing changes, FSBS/CBS testing)

Review thep a t i ehart: éheckfor anynew orders, physician prograsstes,nursing notes, and
diagnostic tests or lab resuttsat have been entered since you reviewed the chart the previous day

Get patient report (verbal group report, verbal repat the bedside, awritten patient repojt

Talk with the RN and CNA assignedo yourpatientthe plan ofcare and youlearningobjectives for
the day. Be very clear about how long you will be on the pthié specificcare you will and will not
be providing what you can do independently and what you will need help with

Find t he pandtheearrectediatetimteds are natsuallylabeled according to their
proximity to door or the window. Instead, as you face the beds, Bed 1 or Bed A is usually on the left,
Bed 2 or Bed B is usually on the righto be surepositively identify the patient by asking the

patient his/her nameandlook at t he pat i.8asuréte bsén2 arly pracautidn signs
outside(and inside) the room, and use appropriate personal protective equipment

Introduce yourself to your patient and explain your role and how long you will be with the patient.

Perform an assesment the environment of care
o Assesghesafetyof the environment For example:

A side railsup

A Dbed lowered

A Dbed brakes on

A call light and personalitemgi t hi n patientés reach

A lines/tubes not tanglethbeled as needed

A electrical cordsntact,plugged in

A easyaccess/pathway to bathroom

A no clutter or spills on floor

A adequate lighting

A nonskid footwearand assistive devices available

A Sharps container avail&b

A environment clean

A trash cans and linen hampers available

A appropriateprecaution signs, personal protective equipmeesignated patient
supplies (e.g., BP cuffs) and disinfectant ai | abl e i n the patiento6s

A supplies | abeled with patientds name

0 Assesdf the client is receiving the care that is ordered ands appropriate. Start by
comparing he orders on the Kardex aridgpmvidedpfdtry si ci and s
the patient For example:
A Positioning: Is tk patient positioned as ordes d ? Il s the patientds pos
appropriatd or t he order an®d the patientds conditi
A Oxygen:ls oxygen therapy ordered? If so, is it being appropriately provided? Assess
the oxygen set up from the oxygen flow meter down to the patgetite flow meter
turned on to the prescribed flow rate®the delivery device tubing connected to the
flow meter? Is the correct delivery device being used? Is the oxygen being
appropriately humidified?slthe patient using/wearing the oxygen delivery device

appropriagly?
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10.

11.

12.

13.

14.

15.

A IV fluids and equipmentls IV therapy ordered? If so, is it being appropriately
provided? Assesshe IV set ugrom the IV solution down to the patient (or vice
versa). Is the IV solution that was order#te IV solution that is infuag?ls it
| abel ed wit h t htlere fluidieftin the bagsandrisdt tihe &ppropiiate
amoun® Is/should the IV fluid be infusing on a pumiz?he infusion rat¢hat is set
the rate that was ordered? Is the IV connected to the patiette 1V site healthy?
Check labels/stickers to determine when the IV solution, tubing, dressing, and site

need to be changed.

A Drains and tubesbDoes the patient have orders for any drains or tutheg® patient
has for examplea Foley catheteanNG tube,a JP or Hemovac draiare they
connected and draining properi®o they need to be emptietiidte the volume and

appearance of drainage.

A Assistive devicgssuppliesand equipmentDoes the patient have orders for any
assistive devices or spelcequipment? If so, iall the ordered/required equipment
available and being utilized properly (e.g., SCDs and TED stockings on, abduction
pillows in place, walkers and commodes available, suction regulator and other
equpment available? Arthere any dditionalassistive devices, supplies, or

equipment that the client needs?

o Inthe clinical setting, if you notice something is wrong, do not manipulate the equipment, but

do inform and get help from the instructor or the RN.

Perform basicheadto-toe physical assessmentmorein-depthguidelinesfor performing a basic and

a focused physical assessmiatibw below)
o Neuro/psychological
Vital signs
Heart
Lungs
Abdomen (gastrointestinal/genitourinary)
CSM
Skin

O O 0O 0o oo

Discuss goals for the day andnpvide anticipatory guidance. Ask the patient what for him/her is

the most important thing that be accomplished that dagcuSsyour nursing care and treatmerdaajs

for the patient anduiline the schedule for the dajylake appointments with your patietotperform

ordered procedures or needed activities(e.g., bathing, dressing changes, ambulating in the hall.) Assess

what activities your patient can perform independently and help them get started.

Obtain neededsupplies for your patient. Provide freshwater, cups, straw@inless the patient is
NPO or orafluid restriction), obtain fresh linen, andtgeeeded toiletries argtessing supplies.

Check t h dietrdetandescheddiled tests that would require them to be I[ER8ure that the
tray that was sent is the correct diet for the pati€atve the patient his/heneal trayand open
packagesndassist with feeding the patient as needeigk up meal traysvhen the patient is finished

eating. Record | & O and % of meal that was eaten.

If the patient is oh & O, continuously update the flogheet throughout the shift. Engage the

patientds and familyds cooperation i

n

moni toring |

ProvideAM care: toileting, oral hygiene, bathing, gown chanljgen change Remember that the

patiend s risaheimtemporary honde keep it neat and clean.

Prior to their administration time, check taeailability of any medicationsyou will be giving on this
shit. Medi cati ons may be in the Pyxis, tthtee pati entds ¢
medication refrigerator, or at the patientds bedsid
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16.

17.

18.

19.

20.

21.

22.

23.

24.

Administer ordered medicationswith your instructoro t he pat i e n trightsandBl, us
checks.

Takevital signsas frequently as ordered at the times designated, and as needeftgbgigns are

always taken before a patient leaves the nursing unit for an invasive test or procedure, and upon the
patientdés return.)

Check-in with your RN/team leader and team members throughout the shift. Report any abnormal
findings or patientare problems to your team leader immediately. Consider what referrals might be
appropriate.

Get in the habit ofheckingfor new ordersint he pat i ¢roagbost the shidt.r Also, read
the progress notes and chdok newdiagnostic test and latesults.

Near the end of the shift (at either 0600, 1400, or 22083sure and calculat& O , and document

Complete younursing documentation includingmaking an evaluative statement about your
patientds progr.ess toward care goal s.

Say gooebyeto your patient.

Give end of shifteport to the RN and any members of the team who will be assisting in the care of
the patient

Clean upyour work aeg’s) anddouble-check your work, especially your documentation on the

MAR, the graphic and 1&0 sheetand your nursing flow sheeMake sure your initials and signature
are entered in all of the appropriate places.
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Guidelines for Organizing the PhysicalAssessment
How youorganizey our assessment depends on the patientédés heal

Alf the patient has apecific problemyou may want tdoegin by assessing the problem fiestdthen go
on to complete the assessment that same way you would if the patient was healthy.

Alf the patient isacutely ill, set immediate priorities by using gopaoach such as the ABCs.

Alf the patient iggenerally well choose any organizational method ¥ioal convenient. For examplase
the heaeo-toe approach, the body systems approach, the functional health patterns approach, or follow a
pre-printed assessent tool.

Assessment is an interactive, dynamic, and multisensory activity. Elements of the client assessment do not
have to be done in any particular sequence, though it is helpful for the practitioner to develop a routine or
system taaid thoroughness arklp preventomissionsMany practitioners find it helpful tasea head to

toe systemsapproach, and to include

Atalking to questioning the patient about signs and symptoms

Aobserving the patientfor normal and abnormal signs

Aauscultating and palpating

Arecording findings

Some also find it useful to us¢heir clinical a g e n puysidgassessmentiow sheet as a assessment

guide. (Many rursingflow sheets are designed using a head to toe or systems approach, with normal and

alnormal findings listed. litially a student may find it useftidke a blank/unused flow sheeto the

patientds room to gui dpgt hasss ecsasnmel natt earn db ed ot cruanmesnctr ai t bi eodn
actual nursing flow sheet. As the student becoree proficient, they can begin thartassessment

findings directly onto the | i eénditidGasflow sheet. However, a draft of a narrative note should usually

be written and reviewed with the stohdntods instructor
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Guidelines for Performing a BasicPhysical Assessment:

ANEUROLOGICAL /PSYCHOSOCIAL: Start by introducing yourself and asking how the patient
is feeling R e me mHiestrtalk thén touclt As appropriate and necessary, takeead anyimmediate
careneedghat the patienrequests or requires (e.g., toileting, repositioningdte thatas you talk to the
patient you aresimultaneouslybeginninga basica s s e s s me nt  pefiroldgibakandc | i ent 6 s
psychologicalfunction.
o0 Neuro: Observavhether the client iswake, alert, orientetb person (self andthers) place,
time, and eventsBe aware ofanguage barrierdNote if patient responds appropriately to
gestures. Btain translation cards @an interpreter (an interpretphone is ofteused)as needed
0 Psychosocial: Obserwehether the client seems calm/anxious/irritable/restless, cooperative or
uncooperative, smiling/optimistic or tearful/pessimistic, agativeithdrawn €.g., flat
affect/showing no emotiomot speaking ospeakingonly in oneor twoword answers, avoiding
eye contagtkeepingtheroom darl or participating in conversatioand demonstrating interest
and participation in selare anda readiness to learNote whether patient has social support,
e.g., family or frends visiting or calling.

AVITAL SIGNS : Next, @sess h e p aitalisigns. tPdtients are familiar with and expect to have their
vital signs taken and this is an easy way to begin touching the patietd.that as you assess the vital
signs, you areperforming a basic assessment ahe respiratory and cardiovascular systems

0 Getin the habit of taking VS in a specific order, @8R-BP-PainO2 Satwriting the
assessment findings down immediately

o If you use an automatic vital sign machine (e.g., a Dynamap) you still negsegshe apical
pulse rate and rhythifor a full minute(noting if it is regulay regularlyirregularor irregularly
irregula) and .@sesshe respiratory rate for 15 or 30 seconds.

o Note the condition of the skin.

ARESPIRATORY SYSTEM: Continue your assessment of tiegpiratory systemby auscultating the
lungs.
o0 Listen to the anterior upper lobes of the lungs bilaterally.
0 Ask the patiento sit up and lean forwayar to turn on their sideso you can listeto their lungs
(Right upper middle and lower lobesnd Left upper antbwer lobes)
0 Note the condition of the skin.

AABDOMEN : Assess the patiefitabdomen Note that as you assess the abdomen you are
performing a basic assessment of thgastrointestinal and genitourinary systens.

0 Expose the abdomen, keepinche cl|l i ent d6s genital iamacha | ower ext
possible

0 Look at theshape of the atbmen, note softness/firmneasd listen for bowel sounds in all 4
quadrants.

0 Note the presence and condition of dressings, drains, catheters, ostomies.
0 Note the condition of the skin.

ACIRCULATION, SENSATION, MOVEMENT : Assesshep a t i draulatidrs sensation, and

movement(CSM) in the lower extremities

0 Note the color and warmth of each extremity.

Note the preseng¢éocation,and degree of any edema.
Palpatefor the presence of thBorsalisPedisand PsteriorTibialis pulses bilaterally,
Assess theapillary refill,
Ask the patient to wiggle their toetorsiflexand plantar flex their fegand press down as if
pressing on a carb6s gas pedal) against the resis:
Ask the patient to lift their leg off the bed without reaiste and with resistance.
0 Note the condition of the skin.

O O oo

o

56



Guidelines for Performing a Focusedin-depthAssessment

Whenthe patient has a knovproblem, or if you identiffsomething abnormal in your initial assessment,
you will want todo a mordocusedin depth assessmemdf thatsystem or systems.

ANEUROLOGICAL SYSTEM:

0 Questioning Ask the patient to tell you their name,
the date and time of day, the season or year, the name of this place(location) or where they live,
why they are here (recall of events). If indicated, test short terfoagderm memory (ask the
patient if he/she knows who the current president is, can recall when their last meal was).

0 Observing Observe for facial symmetry (ask the patient to smile, stick out tongue); note vision/
by asking the patient to read somathvision and hearing (does the client wear glasses or
hearing aids?); whether speech is clear (does the client wear dentures) and makes sense;
Assessing: PERRLA; equal strength and movement and sensation in upper and lower
extremities (squeeze handdt &ind hold arms out with and without resistance, lift/shrug
shoulders, dorsiflex and plantar flex feet, lift legs off bed with and without resistance), etc.

ACARDIOVASCULAR SYSTEM:

0 Questiong: Any chest pain? Any numbness or tingling? Any other complaints?

0 Obsening: color, moisture of skin; presence of jugular venous distention; presence of edema;
presence of a pacemaker; presence/location of EKG leads; TEDs or SCDs on?

0 Auscultaing: Rate and rhythm of apical pulse (regular or irregular, regularly ilaegor
irregularly irregular?)

o Palpatng warmth of skin; presence, gradingdan s y mmet ry of |Ipcation, pher al pul
grading, symmetry of edema

APULMONARY SYSTEM:

0 Questioing: Any SOB at rest or with exertion; pain; presenceaigh(productive/non
productive, color/consistency/amount of sputum); any other distress

0 Obsening: Respiratory rate; O2 sat and oxygen use; use of smgesuscles/work of
breathing;ability to talk in sentencegositioning(tripod or multiple pillows/orthopneagkin
color, warmth, moisturecough (non productive or productive noting colongistency and
amount of sputumpaudiblewheeze®r stridor; peak flow meter reading (if applicable); ICS
volume inspired (if applicable).

0 Auscultding: lungs and notéocation of adventitious sounds (fine or coarse crackles, wheezes,
rubs) and whether on inspiration, expiration, or both.

AGASTROINTESTIN AL/UROGENITAL SYSTEMS:

0 Questioting: Any abdominalor urinary problems: Any abdomingdin, nausea or vomiting
problems with chewing/swallowing appetitedate oflast BM. Any urinary pain, burning,
itching, frequency, hesitancy or urgenpyoblemsemptying bladderninusual color/odor of
urine; recency ofast urination anyunusualaginal or penilalischarge

0 Obsening: Observemouthfor moisture and integrity of mucous merabes, presence of any
lesions; quality of dentition, absenpegsence of denture©bserveabdomerfor shape
(concave/convex), distention/nalistention; presence of any dressings, surgical wounds, scars;
presence of catheters (urethral, suprapubic), drainage tubes (Jackson Pratt, Hemovac, Penrose,
biliary) or ostany (colostomy, urostomy, nephrostomy)/hen wounds are present, note
presence/absence of a dressing, type/quantity of drainage, appearance of wound bed (including
any measurements needed) and/or suture line.

0 Palpaing: Palpate abdomen to determine wiegtoft/firm, tender to pressure or reboynd
presence ofiuid wave/ascites; bladder distentiokpply gloves and palpate along any incision
lines/suture lines to assess for pus/drainage.

0 Auscultaing: Auscultateabdomen foftocation and presence of belssounds (ssess all 4
quadrants) andihether hypoactive (faint/very intermittent) active (moderately loud/intermittent)
or hyperactivg(loud/frequent)
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ASKIN/INTEGUMENTARY :

AAssessment of the skin can be done simultaneously as you are assessing Hystetins (e.g., when you
are assessing the circulation, lungs, abdomen, and musculoskeletal system. Assessment of the skin
includes:

0 Questiong: Any problems withskin (oroken skin, pruritisurticaria,rashesredness,
discoloration, swelling, lumps/bumps/molésnderness/pain, wounds, bleeding, draihage

0 Obsening: Observe for evidence of potential or actual impaired skin integrity from
pressure/positioning, moisture, sheariallgrgy, infectiontraumaticor surgical wounds, use of
equipment.Observe fopresence of drains, tubé&3bserve for presence and location of central
and peripheral 1Vs, including size/type of needle, and date of dressing change. Observe for
presence and correct use of protectiveaasures (alternating pressure mattress, Space Boots,
elbow protectors, special cleaning products, barrier ointments, medications, dressings).

0 Assessg: Assess location, size, characteristics (swelling, heat, erythema/redness, tenderness,
color/type/qantity/distinctive smell of drainage) of abrasions, tears, bruises, blisters, ulcers,
rashes, and wound#\ssesgrainsand tubes for type, and amouwftdrainage
(scant/small/moderate/large/copious, purulent/seseusiisanguinoyi®lood.

AMUSCOSKELETAL SYSTEM:

0 Questioing: Any pain,problems with joint mobilityweakness/loss atrengthand/or sensation
(paralysis/paresis), bone fractures/amputations, use of prosthetics or assistive devices

0 Obsening: Signs/symptoms of pain with movememgaired mobility weaknesslack of
balance/stabilitybone or joint losshisalignmentdisfigurement, disugavoring/limping ataxia,
tremorsgpasms or rigiditypresence of prosthetics or assistive devices

0 Assesfg: Sensation, movement, and strengtlupper and lower extremities, with and without
resistancel st rength and ability to squeeze two fingers
out, pronate, supinate, lift legs off bed, dorsiflex atahtar flexfeet); range of motion adny
affectedjoints; ability to sit erect andold postureability to stand; ability to ambulate; presence
of ataxia.
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WEEK 3

WEEK 3: The Medical Recordand Kardex; Documentation and Communication
Systems; Admitting and Discharging Patients

1. The Medical Record, Kardex, and Documentation and Communication System®iscussion of
the purpose and components of the medical record,
and use of the Kardex/Rand, and documentation systetrarmmunicatiorguidelines. Practice
transcribing physician orders to the Kargexiting a nursing note, and using SBAR
Student Preparation
ARead Week 3of the NE 101 Syllabyssections on the Medical Record, Kardex, Documentation
Systems and SBAR
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
o Chapter 2: Admitting, Transfer, and Discharge
o Chapter 4: Reporting and Recording
Student Lab Practice:
A Practice transcribing physicians orders to the Kardex
A Practicewriting a nursing note using SOAP, SOAPIE. or PIE

2. Admitting, Transferring, and Discharging Patients: Discussion of the process of admitting,
transferring, and discharging patients.
Student Preparation
ARead Week 3of the NE 101 Syllabyssections Aimitting and Discharging Patients
AReadPerry, Anne Griffin and Potter, Patricia &linical Nursing Skills & Techniques.
o Chapter 2: Admitting, Transfer, and Discharge

3. Student Skill Checkoff:
A Skill Performance CheckList: Applying Sterile Gloves*
A Skill Performance Checklist: Vital Signs (Skill Performance Checklist Temperature
Pulse, Respirations, BP, and Pain&and Skill Performance Check-off: Skill Performance
Checklist: O2 Saturation*
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The Medical Record

Purpose of the Medical Record

The clientds medical record or chart is a valuabl
health care team. It is a record that serves multiple purposes, including:

S

C

Communication'The c¢cl i entds chart pr o vhealthecare teamtoe@manicdteo r me mb e

with one another in order to provide consistency and continuity of care. The chart also provides a record in
which to record information concerning the patient and the care provided. Information documented in the
charticl udes the patientdés medical hi story, physical
treatments performed, results/responses, and the plan of care. Ideally, documentation should provide a total
picture of the patient and be clear to anyone reaitling

Education: The chart can be used to explain essential elements of the diagnosis, how the diagnosis was
arrived at, and any new tests or treatments.

Observations and Assessmeifhe chart can contain information to provide a total picture of ttienta

Legal DocumentationThe chart is a legal document. In case of a lawsuit, the medical record, not the
nursing care, is on trial. Therefore, accurate documentation is one of the best defenses for legal claims
associated with nursing care. It\wes as a description of exactly what happened to the clizare that is

not documented is considered care not done in a court ofGmmmon documentation problems that

occur in malpractice cases include: not charting the correct time when evemtedaiciling to record

verbal orders or failing to have them signed; charting actions in advance to save time; documenting
incorrect data.

Documentation should be factual, accurate, complete, current, and organized. Charting should neither be
routine ail thoughtless, nor superficial. Nurses should not wait until the end of a shift of care to record the
clientés care. Good documentation should ideally
manner.

Research:Documentation can provide statistl data for monitoring the frequency of clinical disorders,
complications, outcomes, length of stay, deaths, and variations in responses to therapy utilizing differing
nursing, medical, or surgical interventions.

Financial billing: Documentation can asst in the resolution of disputes regarding medical billing.

Auditing and Monitoring: An audit of achievement of or compliance with certain objectives and
requirements can ascertain if certain accreditation or quality assurance standards have Hdeesnmpés.

of JCAHO mandated quality assurance standards include documentation of discharge planning, patient
education, and providing information and assistance for patients to complete advance directives.
Projections for seasonal patient census and usertsin equipment and supplies can also be made based
on documentation.

as

be

Maj or Sections of the Clientdés Chart/ Medi cal Recor d:

Face sheetThe face sheet provides:
patient6s name
gender

address

phone number

marital status

occupation

religion
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