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College of Marin 

Registered Nursing Program 
 

 

 

Course Number and Title:  NE 101:  Level I Nursing Skills Lab  

 

Student Units:  1.0 unit 

 

Student Hours:  3 hours/week for 16 weeks (total of 36 hours). See the College of Marin Schedule of 

Classes for section numbers, meeting days and times, and instructors. 

 

Nursing Skills Lab Course Progression: 
 

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

 NE 102:  Level II Nursing Skills Lab (For students in first year, second semester) 

 NE 103:  Open Skills Lab (elective course, strongly recommended but not required) 

 NE 203:  Level III Nursing Skills Lab (For students in second year, third semester) 

 

Course Description: 
 

This course provides opportunities for first-year registered nursing students (Level I) to learn and practice 

beginning assessment and technical skills fundamental to professional nursing across the lifespan in the 

safety of a simulated clinical environment.  Instruction includes presentation of evidence-based practice 

and scientific rationales for performance of technical skills, skill demonstrations, and the opportunity for 

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 critical thinking 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 accuracy and increasing speed and confidence in a mock-hospital 

environment.  These courses are intended to provide an opportunity to integrate theory, clinical judgment 

and technical skills prior to their application in the clinical setting, and thereby assist the student in 

transitioning from the classroom to the clinical setting. (For example, the NE 101 Level I 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 settings.) The Skills Lab is intended to provide a non-threatening learning 

environment where mistakes may safely be made and corrected, professional attitudes and behaviors 

modeled and adopted, and critical thinking and decision-making skills developed.  It is also intended to be a 

place where students may receive the encouragement and support that they need to grow into competent, 

compassionate nurses.  The goal is for the student to learn the basic purpose, indications, principles and 

concepts involved in performing a skill while acquiring the required psychomotor abilities, rather than 

having the student just memorize and perform the steps in a procedure.  

 

Experience has shown distinct advantage obtained by students who spend time in the Lab practicing their 

skills.  Students who achieve proficiency in skills develop a sense of mastery and begin to integrate the 

nursing role and identity into their clinical practice more easily. This subsequently helps them to be more 

confident and independent and to enjoy greater participation in clinical assignments. 

 

Because the only way to achieve competency in psychomotor skills and create ñmuscle memoryò is 

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 through reading, viewing       
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assigned media, and reviewing the theory related to the skills being presented in the lab prior to class, and  

practice outside of class, is essential to achieve competency and proficiency in skills.  

 

While the content of each level of the skills lab courses offered during the College of Marin Registered 

Nursing Program differ, the overall course objectives remain the same.  Upon completion of the selected 

skills lab course, the student will be able to: 

 

1. Perform selected nursing skills at a competent level as evaluated by the instructor using predetermined 

criteria. 

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

in nursing skills. 

3. Act out patient teaching situations that serve to educate patients concerning procedures. 

4. Demonstrate increasing proficiency in manipulation of equipment. 

5. Implement pediatric, geriatric, and home health variations of nursing interventions. 

 

NE 101 Level I Nursing Skills Lab Course Objectives: 

 

Upon completion of this course, the student will be able to demonstrate competency 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 infection control:  OSHAôs required annual review of 
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 needs:  providing 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 

head-to-toe ñshift assessmentò (level of consciousness/mental status/Glasgow coma scale; lung 

assessment; cardiac assessment; gastrointestinal assessment; skin and peripheral circulation 

assessment. 

4. Drug dosage calculation and administration techniques:  drug dosage calculations and techniques 

for medication administration via the enteral, parenteral, inhalation, and topical routes 

5. Application of principles of peri-operative nursing care:  TCDB/incentive spirometry, post-

operative exercises, ambulation 

6. Selection and application of dressings using sterile technique:  wound care dressings and 

intravenous peripheral and central line dressing changes 

7. Assessment of , indications for, and placement and management of urinary catheters 

8. Application of client care management skills:  shift/patient care organization, patient care problem 

/needs prioritization, time management, and clinical documentation. 

 

Required References:   

 

 NE 101: Level I Skills Lab Course Syllabus 

 NE 135: Nursing Fundamentals Course Syllabus 

 NE 138:  Introduction to Pharmacology Syllabus. 

 Curren, Ann M.  Dimensional Analysis for Meds, 4th edition.  Delmar Thomson Learning, 2009 ISBN-

10:  1435438671 

 Hockenberry, Marilyn J.  Wongôs Essential of Pediatric Nursing, 21
st
 edition.  St. Louis, MO:  Elsevier 

Mosby, 2005. 

 McKenry, Leda M., Tessier, Ed, and Hogan, Mary Ann. Mosbyôs Pharmacology in Nursing 22
nd

 

edition.  Mosby Inc, 2006.  ISBN-10:  0323030084; ISBN-13:  978-0323030084 

 Nursing 2011 Books.  Nursing 2011 Drug Handbook.  Springhouse Corporation, Springhouse, 

Pennsylvania, 2010 (or 2009 edition, or a current nursing drug handbook of studentôs choice). ISBN-

10:  16008316149; ISBN-13:  978-1608316144 
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 Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques.   Text with Mosby's 

Nursing Skills CD-Rom's - Student Version 2.0 Package (Paperback).  Publisher: Mosby; 7
th
edition 

(2009) Language: English  ISBN-10: 0323052894; ISBN-13: 978-0323052894  

        

Special Student Materials: 

 Watch 

 Stethoscope  

 Pen light 

 Gait belt 

 

Master Check-Off List  

 

The NE 101 Level I Nursing Skills Lab Master Check-off is a list of skills presented and evaluated in the 

skills lab course which represent the minimum content that the student must learn to pass the course. 

Students are given a skills check-list, a demonstration of the required equipment and the nursing 

skill/procedure in 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 Check-lists 

 

Procedure and skill checklists provide research-based 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 nursing process 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 essential steps of the skills in order for the studentôs performance of the 

skill to be evaluated according to set criteria.  Performance check-lists may be found in the syllabus, in 

required texts, or may be handed out to students by the instructor when the procedure is taught (e.g. the 

policy and procedure of a particular agency where students have clinical experiences may be used). Please 

note that there are a variety of correct ways to perform various procedures, thus the procedures and 

performance checklists outlined by various authors may differ to varying degrees though adhering to the 

same principles. In the interest of clarity, the instructor will inform students which authorôs checklist is 

being utilized for a skill check-off. 

 

Skill Check-Off/Testing: 
 

Competency is evaluated when the student performs the skill or procedure in a "skill check-off" testing 

situation for an evaluator (the instructor or a student who has already successfully demonstrated the skill 

during an official skill test or ñcheck-off.ò)  The student is evaluated or ñchecked-offò on his/her ability to 

correctly perform the skill without guidance according to a skill performance check-list and the 

competency criteria outlined under Grading (see Competency Standards below). Failure to satisfactorily 

perform any of these critical elements constitutes an unsatisfactory rating and the student must practice, 

obtain tutoring, and retest. Re-testing may be done during the same class period only after the other 

students in the class have been given an opportunity to be tested and checked-off.   

 

The student needs to competently perform and be checked-off on each skill on the Master Check-Off List 

that has been taught prior to Final testing. The student needs to turn in the completed Master Check-Off 

form to the instructor at the end of the semester. 

 

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 

course and the NE 135L Clinical course in that NE 138 and NE 101 teach and reinforce the knowledge 

and techniques required to safely administer medications to actual patients in NE 135L.  This link is 

specifically manifested in the following ways: 
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o There is a medication research assignment that will be submitted for a grade to the 

instructor of the NE 138Introduction to Pharmacology for Nurses course but will be 

discussed and used in NE 101. The student is advised to make two(2) copies of this 

assignment, one to keep and  use in the NE 101Skills lab, and one to submit to the NE 

138 instructor for a grade. 

o A student will not be allowed to administer PO medications in their NE 135Lclinical 

setting until he/she has: 

Á Passed the PO medication administration check-off in the NE 101 lab. 

Á 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 preparation, attendance, punctuality, and participation are expected in order for students to become 

competent in psychomotor skills.   

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

 Absences must be made-up through completion of a Tutoring Session, and missed quizzes must be 

made up in the Testing Center.  Absences in excess of the guidelines outlined below, and/or failure to 

make up absences, submit documentation of tutoring sessions, and/or make-up written tests may result 

in a No Credit for the course (see Grading).  

 Students are required to take responsibility for the development of their own strengths and abilities 

by using  the Lab beyond their assigned lab hours to practice,  
o Students my enroll in the NE 103 Open Skills Lab (see  the College of Marin Schedule of 

Classes) for additional instructor guided practice.   

o Students may use the Lab for practice when it is not in use by a scheduled class by 1) 

obtaining permission from a nursing instructor who is on campus and is willing to be 

responsible for the students in the lab, and 2) by signing out the key.  The key and sign-out 

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 the sign out book.  Be sure to 

return supplies to their proper places, turn off the lights, and close and lock the door when you 

have finished using the lab. 

o Certain lab equipment may be checked out for student practice at home.  Any equipment, 

supplies, or written materials taken from the Lab must be signed out with the Lab Assistant 

and returned within one week.  Check for the Skills Lab Assistantôs hours of availability 

which is posted each semester.  

 

Absence Procedure: 

 

The student is responsible to notify the instructor 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 attended the class you missed and has successfully 

performed the skill. Review class content, perform the procedure satisfactorily for the tutoring 

classmate and get it signed-off on the Master Check-list, and complete the ñTutoring Session 

Recordò form. 

3. Submit the "Tutoring Session Record" to the instructor prior to the Final skills demonstration and 

written examination that is given at the end of the course. 

4. Make an appointment to take any quiz that you may have missed through the Distance Learning 

Testing Office Make-up Test Appointment Booking Site.  The Distance Learning Testing Office, 

located in the Learning Resource Center, in Room 121 of the Media Center, provides testing 

services for students who have 1) missed an exam or 2) who need to re-test after doing some kind 

of remediation.  Note that appointments to test in the Distance Learning Testing Office  must be 

made on-line; they cannot be made in person, by phone, or by email.   To access the Distance 
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Learning Testing Office Make-up Testing Appointment Booking site go to  

 

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

       

and follow 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 you.  To ensure that your make-

up quiz will be at the testing office at the time of your appointment, you should also confirm with 

your instructor the 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 met (also refer to the College of Marin RN Program Student 

Handbook): 

 

1. The Skills Lab participation requirements must be met: 

 Students must attend and participate in 75% of the skills laboratory course hours in order to 

learn the purpose and application of the skills being taught, observe the skill demonstrations, 

and practice the skills. 

 Make-up 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 demonstration and 

practice session on the particular skill missed and complete a Tutoring Session Record. The 

completed Tutoring Session Record is to be submitted to the skill lab instructor prior to the 

Final skills demonstration and any Final written examination. 

2. As noted above, all missed quizzes must be made up in the Distance Learning Testing Office located 

in the Learning Resource Center, in Room 121 of the Media Center.  The Distance Learning Testing 

Office provides testing services for students who have 1) missed an exam or 2) who need to re-test 

after doing some kind of remediation.   

 

Appointments to test in the Distance Learning Testing Office  must be made on-line; they cannot be 

made in person, by phone, or by email.  To schedule an appointment for a make-up test or a re-test 

after remediation you must first discuss taking the test with your instructor, and then go to the 

College of Marin Distance Learning Testing Office 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 note that it is the student, not the instructor, who is responsible for contacting the Distance 

Learning Testing Office  to arrange an appointment, and for informing the instructor of the date and 

time of  the appointment so that the make-up quiz can be put in the Distance Learning Testing 

Office.  

  

3. All of the course skills (the skills on the Master Check-off List)  must be successfully demonstrated 

and documented on the skills checklist prior to taking the Final skills exam.  It is the studentôs 

responsibility, not the instructorôs, to ensure that all of the nursing skills are completed, skill check-

offôs documented, and any tutoring, testing or re-testing is arranged.  

 Competency (see also the Skills Lab Competency Rubric elsewhere in the syllabus) 

o To ñpassò a skill, the student must demonstrate competency. Competency in a 
skill/procedure is demonstrated by 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
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5. Perform the critical steps of the procedure correctly, 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.   

 

o Three (3) opportunities are given to pass/demonstrate competency on the selected 

final skill or exam during the first semester. For first semester students only, if the 

third 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. 

o Two (2) opportunities are given to pass/demonstrate competency on the selected 

final skill or exam during the second, and third semesters. For the second and third 

semester students, if the second 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. 

o The student who fails during an attempt to demonstrate competency on the selected 

skill is given an opportunity to practice and obtain peer tutoring prior to being 

retested. Retesting can be done during the same testing period or within one week of 

the testing period, at the instructorôs discretion. 

 

4. Total points earned on any written quizzes must be 73%* of total points (*new standard:  75%). 

 

5. The student must pass the Final skills examination.  Final testing will be done during Final Exam 

Week (unless otherwise specified by the instructor).  Students should consult with the instructor and 

refer to the 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 scheduled.  Instructors may 

have students make appointments during the scheduled block of time for the Final Exam to perform 

their skill. One skill is selected at random by the instructor from among the skills taught during the 

course for the student to perform competently in a testing situation (without verbal or written 

guidance).   

6. If the Final skills lab exam includes a written test, the written test must be passed with a score of 

72% or higher. 

 

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

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

will result in a ñNo Creditò for the course, and the student will not be allowed to progress in the 

program.  

 
It is the studentôs responsibility, not the instructorôs, to ensure that nursing skills are completed, skill check offôs 

documented, and any testing or re-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 includes procedures 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 lab instructor when requested. 

 

Computer Assisted Instruction 

 

Learning programs on CD-ROMS 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
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Nursing Video Library : 

 

       The Media Center in the Learning Resource Center houses the Nursing Video Library.  A wide range 

of nursing subjects are included in the library. Check with the Media Center for days/hours of operation, or 

go to http://www.marin.cc.ca.us/distance/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 blood-borne pathogens.  You will be required to annually attend a class that describes the 

important blood-borne pathogens, how to prevent exposure using Universal Precautions, and the steps to 

take in the event of an exposure.  Students are responsible for protecting 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, red bio-hazard waste 

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 lenses is not allowed in the Skills Lab. 

 

Guidelines and Miscellaneous: 
 

 STUDENTS ARE EXPECTED TO PURCHASE (or download and print), READ, AND BRING TO 

CLASS THE COURSE SYLLABUS (which contains articles, hospital chart forms, skill check-offs, 

waivers, course evaluation forms, etc.) AND APPROPRIATE REFERENCES, SUCH AS NURSING 

DRUG REFERENCE BOOKS AND THE SKILLS LAB TEXTBOOK. 

  

 EATING IS NOT ALLOWED in the lab, as ants, garbage and clutter are a problem.  (Also, IV 

solutions containing dextrose are generally not available in the Lab for this reason.)  Further, eating in 

the Lab is prohibited by OSHA, which forbids eating where blood exposure is possible.  BEVERAGE 

CONTAINERS WITH CLOSED TOPS (e.g., water bottles with screw-on tops, cups with lids) ARE 

ALLOWED in class when skills/procedures that might involve blood exposure are not being 

conducted. 

 

 PERFORMANCE OF ANY SKILL THAT INVOLVES POTENTIAL EXPOSURE TO 

BLOOD/BODILY FLUIDS MUST ALWAYS BE PERFORMED USING 

UNIVERSAL/STANDARD PRECAUTIONS ACCORDING TO OSHA GUIDELINES, USING 

STERILE EQUIPMENT/SUPPLIES/MATERIALS WHOSE SHELF-LIFE HAS NOT EXPIRED 

(ALWAYS CHECK EXPIRATION DATES!) 

 

 DO NOT RECAP NEEDLES!  DO NOT SAVE OPEN (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 

container immediately.  

 

 UTILIZE SHARPS CONTAINERS APPROPRIATELY.  Medical 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 do not overfill the container.  

Notify the instructor or the Lab Tech when a sharps container is becoming 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 sharps containers on the unit whenever they find that a sharps container is 

greater than ¾ full.) 

 

 TEACHING STUDENTS TO PRACTICE NURSING IN A COST EFFECTIVE MANNER IS A 

GOAL OF THE COLLEGE OF MARIN NURSING REGISTERED PROGRAM.  Standards of 

http://www.marin.cc.ca.us/distance/media_center.htm
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medical and surgical asepsis require the use of significant amounts of single-use supplies in the clinical 

setting, and the use of these single-use products impacts direct health care costs and creates significant 

amounts of medical waste.  WHILE NO COMPROMISE IN INFECTION CONTROL 

MEASURES/ASEPSIS MAY BE USED IN THE CLINICAL SETTING, WHEN STUDENTS ARE 

PRACTICING SKILLS IN THE SKILLS LAB ON THE MANNEQUINS THEY MAY BE ASKED 

TO RE-USE VARIOUS SUPPLIES WHEN DOING SO WILL NOT COMPROMISE THE HEALTH 

AND SAFETY OF THE STUDENTS. 

  

 THE SKILLS LAB STRIVES TO PROVIDE A SIMULATED CLINICAL 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 though they were ñrealò patients), and equipment and patient care areas should be kept 

neat, clean, and in working order just as they would be expected to be maintained in a clinical setting. 

 

 Students are expected to assist the instructor during the first and last ten minutes of each skills lab class 

to set-up for skills practice and clean up and return supplies to their appropriate storage areas after 

skills practice.  STUDENTS MAY NOT LEAVE THE LAB UNTIL SUPPLIES AND EQUIPMENT 

HAVE BEEN RETURNED TO THEIR PROPER STORAGE AREAS AND THE LABS HAS BEEN 

CLEANED UP!  

 

 COLLABORATION AND TEAM WORK ARE ENCOURAGEDðEXCEPT DURING TESTING!  

But please work together quietly; when several groups are working at once, unmonitored voice levels 

can become so loud that it becomes difficult to concentrate 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 ASSISTANTôS OFFICE AND SUPPLY ROOM, IS NOT OPEN TO 

STUDENTS EXCEPT WITH SPECIFIC PERMISSION. Constant traffic through this area is 

disruptive and compromises the security of supplies. we expect that students will not enter this room 

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

Room 163. 
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     Skills Lab Grading Rubric  
 

Criteria  Pass Not Pass 

1. Able to state principles 

and rationale for each 

skill. 

 

1.  Student is able to verbalize 

principles/reasons for each step in 

performance skill. 

 

1. Student is unable to verbalize 

principle/rationale for steps in performance 

of skill without prompting by the teacher, 

or verbalized principle/rationale is 

inaccurate. 

2. Demonstrates 

therapeutic 

communication 

2.  Student assesses for pain and 

discomfort and prepares patient 

psychologically for procedure; 

student acknowledges patientôs 

experience (thoughts, feeling) 

before, during and after 

procedure. 

2. Student focuses on performance of skill 

itself and does not respond to the patientôs 

comfort or psychological needs before, 

during, or after the procedure. 

3. Provides patient 

teaching 

3.  Student provides appropriate 

ñanticipatory guidance,ò 

accurately explaining procedure to 

patient prior to beginning 

procedure and providing accurate 

post-procedure teaching. 

3. Student fails to provide pre-procedure or 

post-procedure teaching, or student 

provides inaccurate 

information/explanation.  

4.  Maintains safety 4.  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. 

4. Student fails to follow one or more safety 

precautions. 

 

 

 

 

 

 

 

 

 

5. Accomplishes 

therapeutic outcome 

within the allotted time 

frame. 

5.  Student correctly performs all of 

the critical steps of the procedure, 

which accomplishes the desired 

therapeutic outcome for the 

patient. Student completes the skill 

within the allotted time frame.  

5. Student does not perform one or more of 

the critical steps of procedure, and/or fails 

to accomplish the therapeutic outcome of 

skill.  Student is unable to complete the 

skill within the allotted time frame. 

6.  Documents skill 6.  Student correctly and completely 

documents the skill using PIE 

format to describe Patient 

assessment findings and/or 

Problem, Intervention (including 

technique and equipment used and 

problems encountered), and 

Evaluation of patientôs response. 

6. Student fails to document the skill, fails to 

document skill correctly or completely 

(including date, time, signature), and/or 

fails to use PIE format. 
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 NE 101 Level I Nursing Skill Lab 

Weekly Schedule - 2010 
 

The following is the proposed schedule 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 may 

be practiced and checked off the same week. The instructor may need to adjust 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 Promoting Infection Control  

 
1.   Orientation to course:  Review of NE 101 syllabus and discussion of course requirements  

 Student Preparation:   

Å Read pages 1-16 of the syllabus prior to class 

2.  Promoting Infection Control :  Discussion of hand washing, standard and universal precautions, 

isolation precautions, and medical and surgical asepsis. Demonstration and practice of infection control 

techniques. 

Student Preparation: 

Å Read Week 1 of NE 101 Syllabus 

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques.  

o Chapter 7:  Medical Asepsis 

o Chapter 8:  Sterile Technique 

Student Lab Practice: 

Å Skill Performance Check-List:  Hand washing 

Å Skill Performance Check-List:  Donning and Removing Clean and Contaminated Gowns and 

Gloves 

Å Skill Performance Check-List:  Applying Sterile Gloves* 

 

WEEK 2:   Vital Signs and Patient Assessment  
 

1.  Assessment and Documentation of Vital Signs, O2 Sat, and Pain:  Discussion of normal and 

abnormal vital signs and their use and interpretation. Demonstration and practice of techniques for 

accurately measuring and recording vital signs. 

Student Preparation 

Å Read  Week 2 of the NE 101 Syllabus, sections on vital signs, O2 sat, and pain.  

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 4: Reporting and Recording 

o Chapter 5:  Vital Signs 

o Chapter 15:  Pain Assessment and Basic Comfort Measures 

Student Lab Practice: 

Å Skills Performance Checklist Review Assessment and Documentation of Vital Signs (VS) 

2.    Guidelines for Organization of the Clinical Shift. Discussion of  organization of the shift, with focus 

on basic client assessment, including environmental assessment, and head to toe physical assessment.  
Student Preparation 

Å Read Week 2 of NE 101 Syllabus, sections on assessment and organizing the clinical shift 

3. 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 

Å Read Week 2 of NE 101 Syllabus, sections on basic and focused physical assessment.  

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 6:  Health Assessment 

Student Lab Practice: 

Å Assessing the clientôs environment of care and safety, and performing and documenting vital 

signs and client head-to-toe assessment 
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4.  Skill Check-off  (skills introduced and practiced during the previous week/weeks):   

Å Skill Performance Check-List:  Applying Sterile Gloves* 

 

 

WEEK 3:  The Medical Record, Documentation and Communication Systems; 

Admitting and Discharging Patients 

 
1.  The Medical Record, Kardex, and Documentation  and Communication Systems:  Discussion of 

the purpose and components of the medical record, reading and transcribing physicianôs orders, the purpose 

and use of the Kardex/Rand, and documentation systems and communication guidelines.  Practice 

transcribing physician orders to the Kardex, writing a nursing note, and using SBAR.   
Student Preparation 

Å Read  Week 3 of the NE 101 Syllabus, sections on the Medical Record, Kardex, Documentation 

Systems and SBAR  

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques. 

o Chapter 2:  Admitting, Transfer, and Discharge  

o Chapter 4:  Reporting and Recording 

Student Lab Practice: 

Å Practice transcribing physicians orders to the Kardex 

Å Practice writing 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 

Å Read  Week 3 of the NE 101 Syllabus, sections Admitting and Discharging Patients  

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques. 

o Chapter 2:  Admitting, Transfer, and Discharge  

3.  Student Skill Check-off:   

Å Skill Performance Check-List:  Applying Sterile Gloves*  

Å Skill Performance Check-list:  Vital Signs (Skill Performance Check-list Temperature 

Pulse, Respirations, BP, and Pain* and Skill  Performance Check-off:  Skill Performance 

Check-list:  O2 Saturation*  

 

WEEK 4:  Assessing and Promoting Fluid Balance and Nutrition    
 

1.  Assessing and Promoting Fluid Balance:  Discussion of fluid requirements and methods for assessing 

fluid volume status.  Demonstration and practice of techniques for accurately measuring, recording, and 

interpreting fluid status.   

Student Preparation 

Å Read Week 4 of the NE 101 Syllabus, section on I&O 

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 6:  Health Assessment, Skill 6-7, Assessing I&O 

Student Lab Practice  

Å Case studies on I&O  

Å Skill Performance Check-List:  Measuring, Documenting,  and Analyzing Intake and 

Output*  

2.   Assessing and Promoting Nutrition:   Discussion of methods for feeding patients, assessing and 

documenting nutritional intake, and special precautions  

Student Preparation: 

Å Read Week 4 of the NE 101 Syllabus, section on nutrition 

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 30:  Oral Nutrition 

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

Å Skill Performance Check-List:  Applying Sterile Gloves*  

Å Skill Check-off:  Vital Signs (Skill Performance Check-list:  Temperature Pulse, 

Respirations, BP, and Pain*; Skill Performance Check-list:  O2 Saturation*) 
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WEEK 5:  Positioning, Transferring, and Ambulati ng Patients Safely 
  

1.   Positioning, Transferring, and Ambulating Patients Safely:  Review of principles of body 

mechanics.  Discussion of assessments 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 

Å Read Week 4 of the NE 101 Syllabus, section on Positioning, Transferring, and Ambulating 

Patients Safely. 

o NurseWeek.com article:  ñSize Mattersò 

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 

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 9:  Safe Patient Handling, Transfer, and Positioning 

o Chapter 10:  Exercise and Ambulation 

Student Lab Practice  

Å Skill Performance Check-List:  Moving a Partially Mobile Client Up in Bed 

Å Skill Performance Check-List:  Moving a Partially Mobile or Immobile Client Up in Bed Using 

a Pull Sheet or Draw Sheet 

Å Skill Performance Check-List:  Transferring a Client from Bed to Wheelchair, Commode, or 

Chair*  

Å Practice:  Using Arjo ñMaxi Moveò Patient Lift  

2.  Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list:  Vital Signs (Skill Performance Check-list:  Temperature Pulse, 

Respirations, BP, and Pain*; Skill Performance Check-list:  O2 Saturation*) 

Å Skill Performance Check-list:  Measuring, Documenting, 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 of medication orders, legal prescribers, 

types of medication orders, components of medication orders, commonly used and ñdo not useò 

abbreviations , 24 hour clock, MARs, scheduling administration times, documentation of 

administration and of holding medications. 

Student Preparation 

Å Read Week 6 of the NE 101 Syllabus, section on Preparation for Medication Administration 

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 20:  Safe Medication Administration 

2. Medication Administration Equipment, Skills, and Techniques:  Introduction to methods and 

equipment used for medication administration by various routes, including: 

Å Med carts and Pyxis machines 

Å soufflé and med cups  

Å pill cutters and crushers;  

Å needles (various gauges and lengths); filter needles 

Å syringes:  luer-lock syringes and Toomey/Irrigation syringes;  TB syringes; insulin syringes;  

Å Carpuject/Tubex holders and pre-filled syringes. 

Å Inhalers and spacers 

Å Transdermal medications and Nitropaste 

Å 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:   

Å Review Skill Check-off for Administration of PO Medications*  

Student Practice:   

Å With a buddy, practice administering an oral medication and charting it using the Summary 

Guidelines for Administration of PO Medications.  

4. Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list:  Vital Signs 

Å Skill Performance Check-list:  Measuring, Documenting, and Analyzing Intake and Output* 
5. Homework for Week 7:  Complete the medication research portion of the NE 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 

 
1. Researching Medications:   

Student Preparation 

Å Complete the medication research portion of the NE 138/NE 101 Assignment on Preparation for 

Medication Administration:  Researching, Transcribing and Scheduling, Administering 

Medications 
Student Lab Practice  

Å Discuss results of medication research from homework assignment.   

2. Transcribing Medication Orders onto the MAR and Scheduling Administration Times 

Student Preparation:  

Å Read Week 7 of the NE 101 Skills Lab Syllabus 

Student Lab Practice: 

Å Complete  the In Class Assignment:  Preparation for Medication Administration: Practice 

Interpreting, Transcribing, and Scheduling Ordered Medications Practice, an exercise on 

reading, interpreting, and transcribing a medication order onto an MAR, and scheduling the 

medication administration times 

3. Safe Oral/PO Medication Administration:   

Student Preparation:   

Å Review Skill Check-list for Administration of PO Medications*  

Student Lab Practice:   

Å With a buddy, practice administering an oral medication and charting it using the Summary 

Guidelines for Administration of PO Medications.  

4. Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list:  Vital Signs*   

Å Skill Performance Check-list:  Measuring, Documenting, and Analyzing Intake and Output*  
Å Skill Performance Check-off: Administration of Oral Medications *  

 

WEEK 8 :  Reconstituting Dry Powder Medication and Administration of 

Subcutaneous Medication (exoxaparin/Lovenox and heparin 

  
1. Reconstituting medications 

Student Preparation 

Å Read  Week 8 of NE 101 Syllabus on Reconstituting Dry Powder to and administration of SQ 

injections 

Student Lab Practice  

Å Using ampoules and filter needles 

Å Reconstituting powder medication to liquid, calculation of volume of diluents with consideration 

to drug dosage and resulting concentration, and volume 

Å Labeling vial of reconstituted medication 

Å Drawing up drug dosage 
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2. Administration of SQ Medications 
Student Preparation:   

Å Review Skill Check-off for Administration of SQ Medications*  

Student Lab Practice:   

Å With a buddy, practice drawing up and administering a SQ medication.. Site selection, 

administration technique for subcutaneous Heparin/Enoxaparin and charting 

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

Å Skill Performance Check-list: Administration of Oral Medications *  

Å Skills Performance Check-list:  Reconstitution of Medication from Powder to Liquid 

Å Skills Check-List :  Administration of Subcutaneous Medications 

 

WEEK 9:  Assessing and Promoting Optimal Management of Diabetic 

Patients 

 
1. Review of Prevalence and Pathophysiology of Diabetes 

Student Preparation 

Å Read  Week 8 of NE 101 Syllabus: Overview of Diabetes; Diabetes:  Evidence Supports Tight 

Glycemic Control During Hospitalization.  

Å Read Perry and Potter 

Student Lab Practice  

Å Practice determining insulin requirements based on blood glucose results 

2. Measuring Blood Glucose 
Student Preparation:   

Å Review Skill Performance Check-List for Measuring Capillary Blood Glucose Levels Using 

Glucometer* 

Student Lab Practice:   

Å With a buddy, practice using glucometer to test blood sugar/CBS using a glucometer and 

documenting on the diabetic flow sheet 

3. Drawing up Insulin  
Student Preparation:   

Å Review Skill Performance Check-list for Administration of SQ Medications*  

Student Lab Practice:   

Å With a buddy, practice drawing up and administering SQ insulin, including CBS, drawing up 

correct insulin dosage, double checking dosage,. site selection and prep, administration , and 

charting 

4. Mixing Regular and NPH Insulin 

Student Preparation:   

Å Review Skill Performance Check-list for Mixing Regular and NPH Insulin*  

Student Lab Practice 

Å With a buddy, practice drawing up Regular and NPH insulin in a syringe, including drawing up 

correct insulin dosage, double checking dosage,. site selection and prep, administration , and 

charting 

5. Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list: Administration of Oral Medications*  

Å Skills Performance Check-list:  Reconstitution of Medication from Powder to Liquid 

Å Skills Check-List :  Administration of Subcutaneous Medications 

 

WEEK 10:  Administration of Intramuscular Medications  
  

1.  Read Week 10 of NE 101 Syllabus  
Å Site selection 

Å Technique and practice 

Å Z track 

Å Skill Check-off:  Administration of PO Meds 
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Å Skill Check-off:  Use of a Glucometer,  

Å Skill Check-off:  Drawing Up and Administering Regular and NPH insulin 

 

WEEK 11:  Administration of Medications via Various Routes 
 

1. Administration of Medications via Various Routes 

Student Preparation 

Å Review  NE 101 Syllabus sections on medication administration 

Å Review Perry and Potter, Clinical Nursing Skills and Techniques 7
th
 edition,  

o Chapter 20:  Safe Medication Preparation  

o Chapter 21:  Oral and Topical Medications 

o Chapter 22:  Parenteral Medications 

Student Lab Practice  

Å Practice medication administration 

2. Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list: Administration of Oral Medications *  

Å Skills Performance Check-list:  Reconstitution of Medication from Powder to Liquid*  

Å Skills Performance Check-List :  Use of a Glucometer* 

Å Skills Performance Check-List:  A dministration of Subcutaneous Medications* 

Å Skills Performance Check-list:  Administration of Intramuscular Medications  

 

WEEK 12:  Assessing and Promoting Skin Integrity and Wound Healing 

 
1. Assessing and Promoting Skin Integrity and Wound Healing 

Student Preparation 

Å Read  Week 12 of NE 101 Syllabus on Assessing and Promoting Skin Integrity and Wound 

Healing 

Å Review Perry and Potter, Clinical Nursing Skills and Techniques 7
th
 edition: 

o Chapter 12:  Support Surfaces and Special Beds, Procedural Guidelines:  Selection of 

Pressure Reducing Surfaces 

o Chapter 18:  Pressure Ulcer Care, Risk Assessment, Skill 18-1:  Skin Assessment and 

Prevention Strategies; Skills 18-2:  Treatment of Pressure Ulcers 

o Chapter 38:  Wound Care and Irrigations  

o Chapter 39:  Dressings, Bandages. and Binders 

Discussion and Demonstration 

Å Review of purpose of dressings and drains 

Å Various types of dressings, and methods for securing dressings 

Å Techniques for emptying drains 

Å Wound irrigations using 20 mL syringe and 18 gauge angiocath with stylet removed 

Student Lab Practice  

Å Practice identifying various types of dressings and drains 

Å Practice Skill Performance Check-List:  Wound Care:  Assessing Wounds and Performing 

Dressing Changes (focus on Wet to Moist Dressing Change 

Å Wound Care and Infection Control Critical Thinking and Practice Exercises 

2. Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list: Administration of Oral Medications *  

Å Skills Performance Check-list:  Reconstitution of Medication from Powder to Liquid*  

Å Skills Performance Check-List :  Use of a Glucometer* 

Å Skills Performance Check-List:  A dministration of Subcutaneous Medications* 

Å Skills Performance Check-list:  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: 

Å Read Week 13 of NE 101 Syllabus on Overview of Central Venous Catheters (CVCs) and 

Vascular Access Devices (VADs) 

Å Read  Perry and Potter, Clinical Nursing Skills and Techniques,  7
th
 edition 

o Chapter 28, Skill 28-6:  Insertion and Care of Central Venous Access Devices 

o Chapter 8:  Sterile Technique, Skills 8-2 Preparing a sterile field; Skill 8-3 Sterile 

Gloving 

Discussion and Demonstration: 

Å Overview of Central Lines and Venous Access Devices 

Student Practice 

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

2.    Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list: Administration of Oral Medications *  

Å Skills Performance Check-list:  Reconstitution of Medication from Powder to Liquid*  

Å Skills Performance Check-List :  Use of a Glucometer* 

Å Skills Performance Check-List:  A dministration of Subcutaneous Medications* 

Å Skills Performance Check-list:  Administration of Intramuscular Medications*  

 

WEEK 14:  Assessing and Promoting Optimal Urinary Elimination  

1. Assessing and Promoting Optimal Urinary Elimination  

Student Preparation: 

Å Read  Perry and Potter, Clinical Nursing Skills and Techniques,  7
th
 edition 

o Chapter 33:  Urinary Elimination 

Å Complete Homework Assignment on Assessment and Promotion of Optimal Urinary Elimination 

Discussion and Demonstration: 

Å Purpose of urinary catheters and demonstration of insertion of Foley catheter using sterile technique 

Student Practice 

Å  Skill Performance Check List:  Inserting an Indwelling Catheter:  Male* 

Å Skill Performance Check-List:  Inserting an Indwelling Catheter:  Female* 

2.    Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-List:  Central Line Dressing Change 

 

WEEK 15:  Assessing and Promoting Optimal Functioning of Clients Experiencing 

Alter ations in Neuro/Sensory Systems 
 

1. Assessing and Promoting Optimal Functioning of Clients Experiencing Alterations in 

NeuroSensory Systems 

Student Preparation: 

Å 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 

o Mini Mental Status Exam 

o Assessment of Causes of Changes in Level of Consciousness 

o Appropriate Use and Alternatives to Restraints 

o Seizure Precautions 

Å Read  Perry and Potter, Clinical Nursing Skills and Techniques,  7
th
 edition 

o Chapter 13:  Safety 

Discussion and Demonstration: 

Å Assessment of patients experiencing alterations in Neuro/Sensory Systems:  Using the Glasgow 

Coma Scale, Mini-Mental Status Exam 

Å Keeping Patients Safe:  Appropriate Use and Alternatives to Restraints and Seizure Precautions 

Student Practice 

Å Glasgow Coma Scale 

Å Mini Mental Status Exam 
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Å Applying Restraints 

Å Responding when a patient has a seizure 

2.    Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list:  Inserting and Indwelling Catheter Male or Female*  

Å Skill Performance Check-List:  Central Line Dressing Change* 

 

WEEK 16:  Clinical Simulation:  Assessment of the Post Op Patient 
1. Assessment of the Post-Op Patient 

Student Preparation: 

Å Read  Perry and Potter, Clinical Nursing Skills and Techniques,  7
th
 edition, Chapter 36:  

Preoperative and Post-Operative Care 

o Skill 36-2:  Demonstrating Post-operative Exercises 

o Skill 36-3:  Performing Post-Operative Care of a Surgical Patient   

10. Urinary Elimination 

Å Read Week 16 of the  NE 101 Syllabus, Exercise and Simulation on Care of the Postoperative 

Patient and review the nursing care of the post-op appendectomy patient in your medical surgical 

textbook as directed in the exercise. 

Discussion and Demonstration: 

Å Assessment and care of post-operative patients 

Student Practice 

Å Complete the  Exercise and Simulation on Care of the Postoperative Patient 

2.    Student Skill Check-offs (skills introduced and practiced during the previous weeks):   

Å Skill Performance Check-list:  Inserting and Indwelling Catheter Male or Female*  

Å Skill Performance Check-List:  Central Line Dressing Change* 

 

WEEK 17:  FINAL EXAM  
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  INSTRUCTOR'S COPY FOR STUDENTôS FILE    

Date:  ________           

Student:_______________________________________________ 

 

NURSING SKILLS LAB 

MASTER CHECK -OFF LIST for NE 101 SKILLS  
 

 
Skill 

 
Date 

 
Pass / 

No Pass 

 
Comments 

 
Applying Sterile Gloves 

 
 

 
 

 
 

Assessing and documenting: 

T-P-R, BP, Pain, O2 Sat 

 
 

 
 

 
 

 
Measuring, Documenting, and , 

Analyzing I & O 

 

 
 

 
 

 
 

Transferring a Client from Bed  to 

Wheelchair, Commode, or Chair 

   

Administration of PO Medications 

(dosage calculation, preparation,  

administration, documentation, 

evaluation) 

   

Reconstitution of Powder to Liquid 

Medication (dosage calculation, 

dilution, preparation, administration, 

and documentation of SQ medication) 

   

Use of a Glucometer (measurement, 

documentation, and appropriate 

treatment of capillary blood sugar using 

a glucometer) 

   

Preparation and Administration of 

Insulin (dosage calculation, 

preparation, administration, and 

documentation of SQ insulin ) 

   

Administration of IM Injections 

(dosage calculation, preparation, site 

selection, administration, and 

documentation of  IM medication) 

   

 
Central Line Dressing Change 

(dressing change, site assessment, 

documentation, and appropriate follow-

up) 

 
 

 
 

 
 

 
Inserting a Sterile Urinary Catheter 

(insertion, removal, and 

documentation) 

 
 

 
 

 
 

 
 
 

 
 

 
 

  
Final Performance Check-off 
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Date: ________           Student: 

_______________________________________________ 

 

 

NURSING SKILLS LAB 

MASTER CHECK -OFF LIST for NE 101 SKILLS  
 

 
Skill 

 
Date 

 
Pass / 

No Pass 

 
Comments 

 
Applying Sterile Gloves 

 
 

 
 

 
 

Assessing and documenting: 

T-P-R, BP, Pain, O2 Sat 

 
 

 
 

 
 

 
Measuring, Documenting, and , 

Analyzing I & O 

 

 
 

 
 

 
 

Transferring a Client from Bed  to 

Wheelchair, Commode, or Chair 

   

Administration of PO Medications 

(dosage calculation, preparation,  

administration, documentation, 

evaluation) 

   

Reconstitution of Powder to Liquid 

Medication (dosage calculation, 

dilution, preparation, administration, 

and documentation of SQ medication) 

   

Use of a Glucometer (measurement, 

documentation, and appropriate 

treatment of capillary blood sugar using 

a glucometer) 

   

Preparation and Administration of  

Insulin (dosage calculation, 

preparation, administration, and 

documentation of SQ insulin ) 

   

Administration of IM Injections 

(dosage calculation, preparation, site 

selection, administration, and 

documentation of  IM medication) 

   

 
Central Line Dressing Change 

(dressing change, site assessment, 

documentation, and appropriate follow-

up) 

 
 

 
 

 
 

 
Inserting a Sterile Urinary Catheter 

(insertion, removal, and 

documentation) 

 
 

 
 

 
 

 
 
 

 
 

 
 

  
Final Performance Check-off 
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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 1-16 of the syllabus prior to class 

 

2.  Promoting Infection Control :  Discussion of hand washing, standard and universal precautions, 

isolation precautions, and medical and surgical asepsis. Demonstration and practice of infection control 

techniques. 

 

Student Preparation/Homework: 

Å Read Week 1 of NE 101 Syllabus: 

Å Promoting Infection Control 

Å Medical Asepsis and Surgical Asepsis/Sterile Technique 

Å Critical Thinking About Infection Control 

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques.  

Å Chapter 7:  Medical Asepsis 

Å Chapter 8:  Sterile Technique 

Student Lab Practice: 

Å Skill Performance Check-List:  Hand washing 

Å Skill Performance Check-List:  Donning and Removing Clean and Contaminated Gowns and 

Gloves 

Å Skill Performance Check-List:  Applying Sterile Gloves* 

 

 
 



 21 

Promoting Infection Control  
I.  Hand washing: 

 

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

 

Hand washing is the single most important procedure for preventing nosocomial infections (infections 

acquired in the hospital.) Environmental control measures are also essential to prevent the spread of 

infection. 

 

Hand washing is defined as a vigorous brief rubbing together of all surfaces of hands lathered with soap or 

detergent, followed by rinsing under a stream of water.  Hand washing with plain soaps or detergents 

suspends microorganisms and allows them to be rinsed off; this process is often referred to as mechanical 

removal of microorganisms.  Hand washing with 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 likely to be a high number of 

microorganism present, antimicrobial hand washing agents are often used. 

 

Effective hand washing calls for at least 10 seconds of vigorous friction with water and soap. 

 

II . Personal Protective EquipmentðUsing 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 endogenous flora to clients, and reduce the possibility that 

personnel will become transiently colonized with microorganisms that can be then be transmitted to other 

clients.  It is particularly important for care providers to wear gloves when they have breaks in their skin.  

Gloves must be worn when there is a risk for coming in contact with blood or other body fluids.  It should 

be remembered, however, that gloves are not a substitute for hand washing!  

 

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

anticipated.  Also, a mask protects the care provider from inhaling microorganisms from the clientôs    

respiratory tract and prevents transmission of pathogens from the care providerôs respiratory tract to the 

client. 

 

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

and small-particle droplet nuclei that remain suspended in the air and travel longer distances.  They 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 that becomes moist does not provide a barrier to microorganisms, and thus is 

ineffective and should be discarded.  Surgical masks should not be re-used. 

 

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 zip-lock bag in a designated area. 

 

Protective eyewear and face 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 clear plastic 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 isolation.  Some gowns are re-usable, but most are for one-time use 

and are disposable. 
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III . Standard Precautions/Universal Precautions: 

 

Standard Precautions/Universal Precautions apply to blood, body fluid, excretions (except sweat), non-

intact skin, and mucous membranes. 

 

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 

 immediately after gloves are removed 

 before and after preparing any medications or IVôs 

 before and after touching food 

 before and after using the bathroom 

 

Gloves are worn when there is the potential to come in contact with: 

 blood 

 body fluids 

 secretions 

 excretions 

 non-intact skin 

 mucous membranes 

 contaminated linens 

 

Gloves must be removed, and hands washed, between client care. 

 

Masks, eye protection or face shields are worn if client care activities may generate splashes or sprays of 

blood or body fluids. 

 

 Gowns are 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.  Wash hands after removing gown. 

 

Client equipment is properly cleaned and reprocessed and single-use items 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.g., carpuject), 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 needles are discarded in a puncture resistant container called a Sharps container.  

Needles may be disposed of uncapped, or a mechanical device for recapping may be used. 

 

A private room is unnecessary unless the clientôs hygiene is unacceptable, or unless the client is on 

Protective, Airborne, Droplet, or Contact Precautions. (Patients on Droplet Precautions can be placed 

together; patients on contact precautions can be placed together.) 

 

IV . Types of Precautions: 

 

(Adapted from Potter and Perry, Clinical Nursing Skills and Techniques, 5
th
 edition, pp. 929.  From Centers 

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

for isolation precautions in hospital, Am Journal of Infection Control 24:24, 1996.) 

 

Standard Precautions:   

Use Standard Precautions for the care of all patients.   
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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 a paramyxovirus; transmitted by direct contact with droplets spread from the nose 

throat mouth.  

 

2.  Varicella (including disseminated herpes zoster):  caused by a herpesvirus which causes a primary 

infection of varicella (chickenpox) and herpes zoster when the 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 multiple organ systems can occur. 

 

Airborne Precautions require: 

 a private room 

 negative airflow of at least six air exchanges per hour 

 use of a respiratory or mask 

 

Droplet Precautions: 

 

In addition to Standard Precautions, use Droplet Precautions for patients known or suspected to have 

serious illnesses transmitted by large particle droplets.  Examples of such illnesses include: 

 

1.  Invasive Haemophilus influenzae type b disease, including meningitis, pneumonia, epiglottitis, and 

sepsis 

 

2.  Invasive Neisseria meningitidis disease, including meningitis, pneumonia, and sepsis 

 

3.  Other serious bacterial respiratory infections spread by droplet transmission, including: 

a. Diptheria (pharyngeal 

b. Mycoplasma pneumonia 

c. Pertussis 

d. Pneumonic plague 

    e. Streptococcal pharyngitis, pneumonia, or scarlet fever in infants and young children. 

 

4.  Serious viral infections spread by droplet transmission 

a. Adenovirus 

b. Influenza 

c. Mumps 

d. Parvovirus B 19 

e. Rubella 

 

Droplet Precautions require: 

 a private room or cohort clients 

 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 by contact with items in the patientôs environment.  

Examples of such illnesses include: 
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1.  Gastrointestinal, respiratory, skin, or wound infections or colonization with multi-drug-resistant bacteria 

judged by the infection control program, based on current state, regional, or national recommendations, to 

be of special clinical and epidemiologic significance. Current examples include: 

a.  MRSA (methicillin resistant staphylococcus aureus) 

b.  VRE (vancomycin resistant enterococcus) 

c.  C. dif (clostridium dificile) 

 

2.  Infections with a low infectious dose or prolonged environmental survival including: 

a. Diptheria (cutaneous) 

b. Herpes simplex virus (neonatal or mucocutaneous).  Can be spread both by direct contact and 

droplets 

c. Impetigo 

d. Major (non-contained) abscesses, cellulitis, or decubiti 

e. Pediculosis (lice) 

f. Scabies 

g. Staphylococcal furunculosis in infants and young children 

h. Zoster (disseminated or in the immunocompromised host) 

 

5.  Viral/hemorrhagic conjunctivitis 

 

6.  Viral hemorrhagic infections (Ebola, Lassa, or Marburg) 

 

Contact precautions require  

 a private room or cohort clients 

 gloves, gowns 

 

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

 

1.  Check chart and/or Kardex for clientôs diagnosis, differential diagnoses, lab studies, or physicianôs order 

for isolation. 

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

specimen bags. 

3.  Check that all necessary equipment is available.  Re-order equipment as it begins to run low. 

4.  Place a STOP sign, isolation card, and/or directions for visitors on the clientôs door. 

5.  Ensure that linen hampers and trash cans are available. 

6.  Instruct family, visitors, and hospital personnel 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 strings at your 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, non-sterile gloves. If you are wearing 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 top of your head 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.  Assess if any items can be brought into the patientôs room.  If organism transmission can occur on 

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 contaminated 

environmental surfaces. 

7.  Enter the clientôs room. 
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VII . Protocol for Leaving an Isolation Room: 

 

Always touch/remove items below your waist (considered contaminated)and contaminated gloves before 

touching items near your head and face. Never remove a mask until outside a respiratory isolation room. 

 

1.  Untie the gown at the waist. 

2.  Remove gloves and discard.  Wash hands. 

3.  Remove eyewear or goggles (without gloves on.) 

4.  Untie mask strings without gloves on, and drop mask into a trash receptacle.  NOTE:  Never remove a 

mask until you are outside of the isolation room. 

5.  Untie the neck strings of the gown (without gloves on).  Allow gown to fall from shoulders.  Without 

touching the outside of the gown, remove the gown and fold it with the inside out.  Discard. 

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

 

VIII . Removing Trash and Linen: 

 

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

receptacle from the isolation room, 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 double-bagged for safety.  To double-bag, the bag from inside the 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 ñcuffò (to prevent contamination of the hands) by folding the top of the bag over 

the gloved hands. 

 

IX . Transporting Isolation Client Outside the Room: 

 

1.  Try to 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 isolation 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 critically low 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 mask.  Note:  TB patients should not wear respirators 

with inhalation and exhalation valves. They should wear ordinary facemasks or respirators without valves 

because the TB bacilli are in the respirator and must be prevented from becoming airborne. 

      3.  Cover the transport vehicle with a bath 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 client returns to his/her room, remove the bath blanket and treat as contaminated linen. 

5.  Wipe down transportation vehicle with the approved germicidal-virucidal solution provided by the 

institution.  Note:  The EPA uses a system that classifies chemical germicides as sporicides, general 

disinfectants, hospital disinfectants, sanitizers, and others. 

 

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

 

1.  Label a specimen container with the clientôs name, type of specimen, date, time, your initials, and the 

word ñIsolationò before entering the patientôs 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 of the outside of 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 with appropriate 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 Griffin.  Fundamentals of Nursing, 5th edition.  St. Louis:  Mosby, Inc., 2001.) 

 

Definitions: 

Asepsis is defined as the absence of disease-producing (pathogenic) organisms.  The two types of aseptic 

technique the nurse utilizes are medical and surgical asepsis. 

 

 Medical asepsis, or clean technique, includes procedures used to reduce the number of and 

prevent the spread of microorganisms.  Hand washing, barrier techniques, and routine 

environmental cleaning are examples of medical asepsis. 

 

 Surgical asepsis, or sterile technique, includes procedures use to eliminate all microorganisms 

from an area.  Sterilization destroys all microorganisms 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: 

 

1.  All items used within a sterile field must be sterile. 

2.  A sterile barrier that has been permeated by punctures, tears, or moisture must be considered 

contaminated. 

3.  Once a sterile package is opened, a 2.5cm (1 inch border around the edges is considered unsterile. 

4.  Tables draped as part of a sterile field are considered sterile only at table level. 

5.  If there is any question or doubt of an itemôs sterility, the item is considered to be unsterile. 

6.  Sterile person or items contact only sterile areas; unsterile persons or items contact only unsterile areas. 

7.  Movement around and in the sterile field must not compromise or contaminate the sterile field. 

8.  A sterile object or field out of the range of vision or an object held below a personôs waist is 

contaminated. 

9.  A sterile object or field becomes contaminated by prolonged exposure to air; stay organized, and 

complete any procedures as soon as possible. 
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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 a post-stroke patient who has a Foley catheter.  In 

3 days the leg culture is discovered to have 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 into a private 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 his 

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 a lot of sputum.  

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 to be done?  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 infarction (MI).  Mr. 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 room?  Why/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 Check-List:  

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 and lower 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 about 10-15 seconds. 

_____7.  Rinse with hands in the down position.  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, dry paper towel. 

 

Score                            Instructor: _____________________________                                                             

 

Estimated time to complete the skill:  3 minutes 
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Skill Performance Check-list:  

Donning and Removing Clean and Contaminated Gowns and Gloves 

Student Name:___________________________________Date:_______________________________ 

 

_____1.  Wash hands 

_____2.  Don gown 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.  Put on clean gloves.  Pull cuffs on gloves over edge of gown sleeve. 

_____4.  Enter the clientôs room and explain the rationale for wearing a gown and gloves. 

_____5.  After performing necessary tasks, untie gown at waist, then remove gloves and wash hands.   

_____6.  Untie gown at neck, and remove cap, goggles, and gown before leaving the room.  Dispose of 

properly.  (Note: Do not touch clothing or body, especially areas near face, neck, and head, while wearing 

contaminated gloves. ) Wash hands. 

_____7.  Remove mask after leaving room. 

_____8.  Wash hands. 

Score                            Instructor: _____________________________                                                             

 

Estimated time to complete the skill:  5 minutes 
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Skill Performance Check-list:  

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 without touching them. 

_____3.  Identify 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 the non-dominant 

hand, touching only the inside of the cuff. 

_____5.  Gently pull the glove over the dominant hand. 

_____6.  *With the gloved dominant hand, slip your fingers under the cuff of the other glove. 

_____7.  *Gently slip the glove onto the non-dominant hand without contaminating the sterile gloved hand. 

_____8.  With gloved hands, interlock 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 the 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.  Pull the 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 Patient Assessment  
 

1.  Assessment and Documentation of Vital Signs, O2 Sat, and Pain:  Discussion of normal and 

abnormal vital signs and their use and interpretation. Demonstration and practice of techniques for 

accurately measuring and recording vital signs. 

Student Preparation 

Å Read  Week 2 of the NE 101 Syllabus, sections on vital signs, O2 sat, and pain.  

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 4: Reporting and Recording 

o Chapter 5:  Vital Signs 

o Chapter 15:  Pain Assessment and Basic Comfort Measures 

Student Lab Practice: 

Å Skills Performance Checklist Review Assessment and Documentation of Vital Signs (VS) 

 

2.    Guidelines for Organization of the Clinical Shift. Discussion of  organization of the shift, with focus 

on basic client assessment, including environmental assessment, and head to toe physical assessment.  
Student Preparation 

Å Read Week 2 of NE 101 Syllabus, sections on assessment and organizing the clinical shift 

 

3. 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 

Å Read Week 2 of NE 101 Syllabus, sections on basic and focused physical assessment.  

Å Read Perry, A.G. and Potter, P. A.  Clinical Nursing Skills & Techniques.  

o Chapter 6:  Health Assessment 

Student Lab Practice: 

Å Assessing the clientôs environment of care and safety, and performing and documenting vital 

signs and client head-to-toe assessment 

 

4.  Skill Check-off  (skills introduced and practiced during the previous week/weeks):   

Å Skill Performance Check-List:  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.  These measurements indicate if the circulatory, pulmonary, 

neurological, and endocrine systems are functioning normally.  They are important indicators of the bodyôs 

physiological status and response to physical, environmental, and psychological stressors and are referred 

to as vital signs.  Vital signs reveal both sudden changes in a clientôs conditions as well as changes that 

occur progressively over time.  Any difference between a clientôs normal baseline vital signs and present 

vital signs can be an indication to further assess the patient, determine the potential causes for the changes, 

and intervene as appropriate. 

 

I .  Temperature: 
 

Body temperature is the difference between the amount of heat produced y the body processes and the 

amount of heat lost to the external environment.  The core temperature 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 the surround environment 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 than oral temperatures, and axillary and tympanic 

temperatures are usually 0.5-09.F lower than oral temperatures.   

 

Factors that influence temperature include:  exercise, hormones, stress, environmental temperature, 

medications, daily fluctuations. 

 

Types of Thermometers: 

 

 Glass Thermometers:  Mercury-in-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 eliminated mercury-in-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.)  The time required 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.  
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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) 

 

 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 provide a 4 second predictive temperature 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 allow the reading to 

reach itôs maximum before removal.  Most devices make an audible sound when they reach the final 

reading for the patient. 

 

 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 color at different temperatures.  The chemical dots on the 

thermometer change color to reflect temperature reading usually within 60 seconds for oral 

measurements.  Though most commonly used for oral temperatures, they can also be used at axillary or 

rectal sites (covered by a plastic sheath at the latter), with a placement for 3 minutes.   

 

 Tympanic Thermometer:  An otoscope-like speculum with an infrared sensor in the tip that detects 

heat radiated from the tympanic membrane of the ear.  After placing the device in the auditory canal and 

depressing a button, it will display a temperature value within 2-5 seconds and a sound signals when the 

peak temperature reading has been measured. 

 

Normal Temperature Range: 

 

The normal range of an oral temperature is ~ 36 ï 37.5 C (97-99.5 F) or 36 C ï38C (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 facility to facility.  Therefore, you should be 

able to convert a temperature reading from  Centigrade to Fahrenheit and vice versa using the following 

formulas: 

 

C = (5/9 F) - 32     or     C = F ï 32, then divide by 1.8 

F = ( 9/5 C) +32      or     F = C X 1.8, then 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 temperature >/= 38.5 usually requires a ñfever work-upò to determine 

through cultures of blood, urine, stool, and sputum, and a chest x-ray, 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 with excess heat 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 

 

 

II .  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 

 

 Always note rate, rhythm, amplitude, and symmetry of pulses.   

 If pulse is irregular, take apical and radial pulse to assess pulse deficit.  

 

Average normal pulse rate in adults:  

 

P = Pulse (usually taken radially) = 60-100 beats per minute, regular 

AP = Apical pulse (listening to the heart, usually at the apex)  = 60-100 beats per minute, regular 

 

 

III .  Vascular Assessment:  Circulation, Sensation, Movement (CSM) 
 

Circulation:   

 Color:  pink, pale, cyanotic 

 Temperature:  warm, cool, cold 

 Capillary filling  time (after blanching nail bed):  Rapid (<3 seconds) , sluggish (>3 seconds) 

 Presence and strength/grading of peripheral pulses 

 Presence and degree/grading of edema 

 

Peripheral Pulses: 

 Temporal pulse ï anterior to ear where the temporal artery passes over the temporal bone. 

 Facial pulse ï on the groove in the mandible approximately 1/3 of the way forward from angle of 

jaw. 

 Carotid pulse ï on either side of the larynx. 

 Brachial pulse ï medial aspect of antecubital space of either arm. 

 Radial pulse- anterior medial aspect of wrist (on thumb side). 

 Ulnar pulse ï anterior lateral aspect of wrist (on little finger side). 

 Femoral pulse ï point in the middle of the groin where the femoral artery passes over the pelvic 

bone. 

 Popliteal ï posterior to patella. 
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   Dorsalis pedis ï on the dorsum of the foot in a line between the first and second toes just above 

the dorsal arch. 

 Posterior tibial ï posterior to inner aspect of malleous (ankle). 

 

 

Pulse Grading:  (Patrick, et.al., Medical Surgical Nursing, 2
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, et.al, Mosbyôs Guide to Physical Examination, 2
nd

 edition, 1991, pg. 355.) 

Edema can sometimes be detected by simple inspection, but to determine whether it is pitting requires 

palpation.  The tissue is firmly pressed for 5-10 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 mm) 

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 extremity is grossly distorted 

 

Sensation:   

 Intact/Present 

 Decreased 

 Absent/Numb 

 

Movement:   

 Present 

 Decreased 

 Absent 

 

Clinical Decision Tool to Exclude Diagnosis of Deep Vein Thrombosis 

(Laurie Barclay, MD; Charles Vega, MD, FAAFP.  ñSimple Clinical Decision Rule Aids Management of 

Clinically Suspected Deep Vein Thrombosis. ñ CME/CE. Medscape Medical News, 2/19/09. 

http://cme.medscape.com/viewarticle/588448 

 

A score = or >4 is predictive of DVT: 

Å Male sex (1 point) 

Å Use of hormonal contraceptives (1 point) 

Å Active cancer in the past 6 months (1 point) 

Å Surgery in the previous month (1 point) 

Å Absence of leg trauma (1 point) 

Å Distention of collateral leg veins (1 point) 

Å Difference in calf circumference of 3 cm or more (2 points) 

Å Abnormal D-dimer assay (6 points) 

 

 

http://cme.medscape.com/viewarticle/588448
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IV. 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 

method of observing respirations without your clientôs awareness.  A useful distraction is to take the radial 

or apical pulse first, then observe the rise and fall of the chest or abdomen with each respiration for an 

additional 30-60 seconds while continuing to palpate or auscultate the pulse.  A similar method to count 

respirations is to palpate the radial pulse while placing your patientôs hand and wrist on their chest.  This 

allows you to feel and see the patientôs chest move.  Respirations can also be counted by auscultating the 

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

 

Normal Respiratory Rates: 

 

Average Adult Respiratory Rate:  12-20 

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

 

V.  Blood Pressure: 
 

Definitions: 

 

 Systolic blood pressure:  The higher blood pressure measurement; reflects pressure within the arterial 

system during the period of ventricular contraction (systole). 

 

 Diastolic pressure:  The lower blood pressure measurement, which reflects the pressure consistently 

exerted within the arterial system during the period of ventricular relaxation (diastole). 

 

 Hypertension:  Consistent elevation of blood pressure >140-150/90 (adult)ða diastolic blood pressure 

> 90 or a systolic pressure > 140-150. 

 

 Hypotension:  A low blood pressure which reflects inadequate perfusion and oxygenation of body 

tissue.  A systolic BP < 90 is usually considered hypotensive, but it is dependent upon the clientôs 

baseline and whether there it is accompanied by dizziness and an increased pulse rate. 

 

 Normotensive:  blood pressure within normal range for patient. 

 

 Orthostatic hypotension:  1)  ñA fall in systolic blood pressure of 25mm Hg systolic and 10 mm Hg 

diastolic, accompanied by signs and symptoms of inadequate cerebral perfusion (dizziness, 

lightheadedness, syncope)when arising from lying position to sitting or standing position.ò  (Potter and 

Perry).  2.  ñOrthostatic vital signs determination is the measurement of blood pressure and pulse rate 

in supine and erect positionsé  A positive test occurs if the patient becomes dizzy, has a pulse 

increase of 20 or more beats per minute, or a systolic blood pressure decrease of 20 or                                                 

more mm Hg.  Also know as ñtilt testò or ñpostural vital signs.ò  (Taberôs Cyclopedic Medical 

Dictionary, 18
th
 edition. ) 

 

 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. 

 

 Auscultatory gap:  Temporary disappearance of Korotkoff sounds when blood pressure is being 

auscultated.  Occurs in hypertensive clients and may cause an underestimation of blood pressure. 
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VI.  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 

(decreases 

with age) 

140 130 115 110 103 100 95 

SYSTOLIC 

BP 

(increases 

with age) 

70 90 90 92 95 100 105 

 

 

VII .  Adult Normal Vital Sign Range   
 

Note that ñnormal rangesò for vital signs vary among adults due to differences in age, gender, size, and the 

presence of a chronic underlying conditions. Note too that ñnormal rangesò may also be specified in 

physicianôs orders as vital sign parameters that are acceptable for the patient and deviations for which the 

physician wants to be notified. 

 

T = Temp              97-101.5 / 36.5-37.5 C 

 

P = Pulse/AP = 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 below or equal to the 

level the client says is tolerable) 

 

SaO2/O2 Sat =% of oxygen saturated in hemoglobin    95-100% 

 

VIII .  Pain Assessment and Management 
 

Definition of Pain: 

 ñAn unpleasant, subjective sensory and emotional experience associated with actual or potential tissue 

damage, or described in terms of such damage.ò  (The International Association for the Study of Pain, 

1979.) 

 ñPain is whatever the experiencing person says it is existing whenever he says it does.ò  (McCaffery 

,1979) 

 

Pain Assessment:  The 5
th
 VS   

 All patients must be routinely assessed and treated for pain.   

 An assessment must be done using a pain scale, and the assessment, along with interventions to 

provide pain relief, and an evaluation of the patientôs response to those interventions, must be 

documented.   

 Part of a complete assessment of a patientôs pain includes an assessment of how the pain is interfering 

with the clientôs 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 toward getting the patientôs pain decreased to at least the level the patient describes as 

acceptable. 

 

Routine Clinical Approach to Pain Assessment and Management:  ABCDE 

A   Ask about pain regularly 

  Assess pain systematically 

B  Believe the client and family in their report of pain and what relieves it 

C  Choose pain control options appropriate for the client, family, and setting 

D  Deliver interventions in a timely, logical, and coordinated fashion 

E  Empower clients and their families 

  Enable them to control their course to the greatest extent 

(From:  Jacox, A. and others:  Management of cancer pain, Clinical Practice Guideline No. 9, AHCPR 

Publication No. 94-0592, Rockville, MD, 1994.) 

 

Pain Assessment Criteria:  ñOLDCARTô Acronym  

 O = Onset  

 L = Location (there may be multiple sites) 

 D = Duration  

o How long does the pain last? 

o Is it constant? 

o Is it intermittent? 

 Characteristics 

o Neuropathic or nerve (sharp, shooting, burning, electrical) 

o Nociceptive/somatic (e.g., bone pain (dull, aching 

o Visceral (cramping, squeezing) 

 A = Aggravating Factors (e.g., walking, sitting, turning, chewing, swallowing, urinating, defecating, 

breathing, coughing) 

 R = Relieving Factors 

o What makes pain better or worse? 

o What medical and non-medical interventions relieve the pain 

 T = Treatments 

o Medications 

o Non-pharmacological interventions (e.g., heat, cold, massage, distraction, etc.) 

 

(From Bednash, Geraldine and Ferrell, Betty R.  ñPain and Symptom Management in End of Life Care.ò  

Course #732, Continuing Medical Education Resource, Sacramento, CA.) 

 

Pain Assessment Documentation Tool (The 4 Aôs) (Dr. S. L. Pasic) 

Å Analgesia (intensity of pain) 

Å Activity (level of functioning) 

Å Adverse Effects (side effects) 

Å Aberrant Behavior (abuse, misuse, or addiction) 

 

Examples of Pain Scales: (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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 Wong-Baker Faces 

 Pain Ruler 

 Oucher Pain Scale  

 

Key Attitudes to Communicate to the Patient in Pain: 

 I care. 

 I believe you about your pain. 

 I respect the way you are reacting to the pain. 

 I want to explore with you what you think will help relieve your pain. 

 I want to discuss with you what your pain means to you 

 I am willing to stay with you even if I fail to help control your pain. 

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

 

(From McCaffery, Margo and Beebe, Alexandra.  Pain.  Clinical Manual for Nursing Practice.  St. Louis:  

The C.V. Mosby Company, 1989.) 

 

Key Concepts in Pain Management 

1.  Use a preventive approach:  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; there are fewer 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 decreased ñclockwatchingò behavior and/or 

craving for pain relief; increase in overall activities. 

2.  Titrate to effect:  Adjust and individualize the analgesic drug, dose, frequency, and route for each patient 

to achieve pain relief with fewest side effects.   

a.  Choose the appropriate analgesic.  Utilize the WHO 3-Step Analgesic Ladder and the three main 

groups of analgesics. 

 Non-narcotics non-steroidal anti-inflammatory drugs (NSAIDS) 

 Narcotics/opioids 

 Adjuvant analgesics:  Tricyclic antidepressants, anticonvulsants, anesthetics, corticosteroids, 

antispasmodics. 

b.  Utilize an Equianalgesic Chart when changing drugs or routes. 

c.  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.) 

 Pain rating before and after analgesic administered 

 Analgesic name, dosage, route, and time 

4.  Whenever possible, employ the principle of patient controlled analgesia.  The person who feels the pain 

is the person who must have, to the extent possible, control of measures to relieve it.  Patient 

controlled analgesia may be defined, in the broadest sense, as the patientôs self-administration of all 

forms of pain control by methods that consider safety, as well as the patientôs ability and willingness to 

exercise control. 

5.  Prevent and treat adverse effects. 

6.  Keep trying. 

7.  Do no harm. 

 

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

 Be objective in your presentation.  Have the patientôs chart, MAR, pain flow sheet, nurseôs notes, etc. 

with you. 

 Give complete information:  location, intensity, quality of pain 

 Remind colleagues about the probable etiology of the pain, but do not rule out other potential causes 



 41 

 Describe the effect of the pain on the patientôs function (ability to walk, eat, sleep, perform ADLs, 

participate in plan of care) 

 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. 

 Ask for suggestions, and be prepared to make recommendations (requires you, the RN to be 

knowledgeable about pain management!) 

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

o Statement:  ñI donôt think she has that much pain.ò 

o Response:  ñMrs. Smith is generally very stoic.ò 

o Statement:  ñShe has lung cancer. I donôt want to cause respiratory depression.ò 

o Response:  ñHer respiratory rate 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.ò 

o Statement:  ñThatôs a very high dose of narcotic.ò 

o Response:  ñThat dose is really not unusual.  Plus, we know that the correct dose of opioid is 
the dose that relieves the patientôs pain to an acceptable level, without unacceptable side-

effects.ò 

(From Bednash, Geraldine and Ferrell, Betty R.  ñPain and Symptom Management in End of Life Care.ò  

Course #732, Continuing Medical Education Resource, Sacramento, CA.  See also  Ferrell, . R. & Coyle, 

N. (Eds.)  Textbook of Palliative Nursing.  New 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 on-demand doses of IV (intravenous) or SC (subcutaneous) narcotics/opioids.  The 

machine can be programmed to provide: 

 continuous medication (continuous/basal/ background),  

 intermittent patient-controlled/on-demand bolus dose of medication (PCA dose) or  

 a combination of continuous medication plus a patient-controlled doses 

(continuous/basal/background + PCA).   

To prevent overdosing, the machine can be programmed for a delay time or ñlock outò between patient-

initiated doses and a maximal 4 hour dose.  

 

Nursing responsibilities in caring for patient on PCA machines include: 

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

 Client teaching 

 Client assessment and documentation of: 

o Patientôs pain rating 

o Clientôs respiratory rate 

o Patientôs level of sedation 

o Basal dosage/rate 

o PCA dosage 

o # of PCA attempts 

o # of doses delivered. 

o Total # of mg patient has received 

o Amount of medication remaining in syringe 

o When PCA syringe is changed 

 Evaluation of response to therapy 

 

 

 

IX.  Reporting Vital Signs, O2 Sat, and Pain 
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Å When reporting vital signs to someone verbally, TPR (Temperature, Pulse, Respirations), BP are given in 

that order.  Example:  ñVital signs are:  37.6-72-20-110/68.ò  If given in this order, the provider does not 

have to specify which vital sign is which. 

 

Å O2 sat or Pulse Ox is always reported with the amount of oxygen patient was receiving when the 

measurement was taken.  Example:  ñO2 sat is 95% on O2 @2 liters per minute.ò  Example:  ñO2 sat is 

97% on room air.ò 

 

Å Pain 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:   ñPatient reports a pain rating of 6 out of 10.ò 

                         

X.  Documentation of Vital Signs, O2 Sat, and Pain: 

Agencies use various forms to document vital signs, O2 saturation, and pain. A few examples follow. 



 43 



 44 



 45 



 46 



 47 



 48 

   

Performance Check-list:  

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 clientôs toileting needs and proceed as appropriate. 

_____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 clientôs tongue and along the gum line. 

_____3.  Instruct client to keep mouth closed around thermometer. 

_____4.  Thermometer will signal 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 gloves.) 

_____9.  (Wash hands.) 

_____10.  *Record reading. 

 

Assess Radial Pulse: 

_____1.  Flex clientôs elbow and place lower part of arm across chest. 

_____2.  Support clientôs wrist by grasping outer aspect with thumb. 

_____3.  *Place index and middle finger over the radial artery and palpate pulse. 

_____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 clientôs gown to expose sternum and left side of chest. 

_____2.  Cleanse stethoscope with an alcohol swab. 

_____3.  *Locate apex of heart. 

_____4.  Instruct client to remain silent so you can listen to his heart. 

_____5.  Put earpieces of stethoscope in your ears and warm stethoscope diaphragm in your hand. 

_____6.  Place diaphragm over the PMI and auscultate for sounds 

_____7.  Note regularity of rhythm 

_____8.  *Count beats while looking at second hand of watch; determine beats per minute. 

_____9.  Share findings with client 

_____10.  *Record site, rate, rhythm, and number of irregular beats/minute. 

 

Assess Respirations 

_____1.  *Observe one complete respiratory cycle; start counting with first inspiration while looking at the 

secondhand of watch.  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 number by 4). Note:  You can assess 

the clientôs respirations while seeming to assess the clientôs pulse by palpating his radial pulse while 
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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 clientôs chest, and after distracting him by telling him you are listening to his heart, 

you can count his respirations. 

_____2.  Observe character of respirations 

_____3.  *Record rate and character of respirations. 

 

Assess Arterial Blood 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 reading (consider the presence of IVs, casts, 

wounds, pain, etc.) 

_____4.  *Select a cuff size that completely encircles upper arm without overlapping bladder ends. 

_____5.  Position clientôs arm at heart level, extend elbow with palm turned upward. 

_____6.  *Palpate the brachial artery in the antecubital space and note its position; this is where you will 

place the diaphragm of the stethoscope. 

_____7.  Apply the cuff snugly and smoothly over upper arm about 2 inches above the antecubital fossa. If 

using a portable mercury-filled manometer, position it vertically at eye level  

_____8.  Insert earpieces of stethoscope into ears with earpieces ópointing toward your nose.ô 

 ____9.  Relocate brachial pulse and place the diaphragm or bell of the stethoscope directly over the pulse.  

The bell or diaphragm of the should not be under the cuff; the sound of them rubbing together can 

impair the examinerôs hearing. 

_____10.  Turn the valve to the closed position. Remember:  ñrighty-tighty (closed), lefty-loosey (open).ò 

Inflate cuff to 30mm Hg above the patientôs usual systolic blood pressure, or their last blood pressure. 

_____11.  *Slowly open valve to allow the mercury to fall 2-3 mm Hg per second.  *Note the manometer 

reading when the sounds appear and when they disappear. 

_____12.  Remove cuff or wait 2 minutes before taking a second reading. 

_____13.  Inform client of reading and use the opportunity for teaching. 

_____14.  *Record the reading. 

_____15.  Wash hands. 

 

Assess  the 5
th

 Vital Sign:  Pain 

 

_____1.  Describe the ABCDEs of pain 

_____2.  *Ask the patient about the presence of pain. 

_____3.  Inquire about:  onset, duration, location, intensity, aggravating factors, and  relief measures. 

_____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 discomfort at which normal functional ability 

would not be interfered with:  ñWhat is an acceptable level of pain for you?ò 

_____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 Check-list:  

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 the most common 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 digit being used.  If client has tremors or is likely to move, use ear lobe.  If client is 

obese, the clip-on probe may not fit properly; obtain a single use (tape-on) probe.  Ear lobe and bridge of 

nose sensors are not used for infants and toddlers.  Note:  Infant and toddler sensors attached to adhesive 

sensor pads are available and conform to fingers, palm of hand, and sole of foot.) 

_____5.  Inform client that clip-on probe feels like a clothespin on the finger but will not hurt.   

_____6.  Attach sensor probe to monitoring site.   

_____7.  Turn on machine.   

_____8.  Observe pulse waveform/intensity display and listen for beep.  Correlate oximeter pulse with clientôs 

radial pulse. 

_____9.  Leave probe in place until oximeter read-out reaches a constant value and pulse display reaches full 

strengths during each cardiac cycle.  Reading may take 10-30 seconds. 

_____10.  Discuss findings with client as needed. 

_____11.  [If continuous SpO2 monitoring is planned, verify that SpO2 alarms are on and set limits and alarm 

volume (alarm limits should be determined by clientôs condition).  Assess skin integrity under sensory 

probe and relocate sensor periodically.] 

_____12.  Remove probe and turn oximeter power off. 

_____13.  Assist client to return to a comfortable position 

_____14.  Wash hands 

_____15.  Document findings, noting use of oxygen therapy.  (A saturation 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 clientôs previous baseline and acceptable SpO2 parameters.  Intervene as 

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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 Guidelines of Organizing the Clinical Shift 

 

1. Introduce yourself the RN and the nurseôs aid assigned to care for your patient.  Also introduce 

yourself to the charge nurse and the unit secretary. 

 

2. Review the patientôs Kardex and MAR .  Update your worksheet (your summary of the patientôs 

current orders). Also create a schedule for you day, listing next to each hour of your shift the tasks to 

be accomplished (e.g., meds, dressing changes, FSBS/CBS testing) 

 

3. Review the patientôs chart: check for any new orders, physician progress notes, nursing notes, and 

diagnostic tests or lab results that have been entered since you reviewed the chart the previous day. 

 

4. Get patient report (verbal group report, verbal report at the bedside, or written patient report). 

 

5. Talk with the RN and CNA assigned to your patient the plan of care and your learning objectives for 

the day.  Be very clear about how long you will be on the unit, the specific care you will and will not 

be providing, what you can do independently and what you will need help with.  

 

6. Find the patientôs room and the correct bed.  Note that beds are not usually labeled 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 right.  To be sure, positively identify the patient by asking the 

patient his/her name and look at the patientôs ID bracelet.  Be sure to observe any precaution signs 

outside (and inside) the room, and use appropriate personal protective equipment.  

 

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

 

8. Perform an assessment the environment of care  
o Assess the safety of the environment.  For example: 

Á side rails up 

Á bed lowered 

Á bed brakes on 

Á call light and personal items within patientôs reach 

Á lines/tubes not tangled; labeled as needed 

Á electrical cords intact, plugged in 

Á easy access/pathway to bathroom 

Á no clutter or spills on floor 

Á adequate lighting 

Á non-skid footwear and assistive devices available 

Á Sharps container available 

Á environment clean 

Á trash cans and linen hampers available 

Á appropriate precaution signs, personal protective equipment,  designated patient 

supplies (e.g., BP cuffs) and disinfectant available in the patientôs room 

Á supplies labeled with patientôs name  

o Assess if the client is receiving the care that is ordered and is appropriate.  Start by 

comparing the orders on the Kardex and/or physicianôs orders with what is being provided for 

the patient.  For example: 

Á Positioning:  Is the patient positioned as ordered?  Is the patientôs position 

appropriate for the order and the patientôs condition? 

Á Oxygen: Is oxygen therapy ordered?  If so, is it being appropriately provided? Assess 

the oxygen set up from the oxygen flow meter down to the patient. Is the flow meter 

turned on to the prescribed flow rate?  Is the delivery device tubing connected to the 

flow meter?  Is the correct delivery device being used? Is the oxygen being 

appropriately humidified? Is the patient using/wearing the oxygen delivery device 

appropriately?   
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Á IV fluids and equipment:  Is IV therapy ordered?  If so, is it being appropriately 

provided?  Assess the IV set up from the IV solution down to the patient (or vice 

versa).  Is the IV solution that was ordered the IV solution that is infusing? Is it 

labeled with the patientôs name?  Is there fluid left in the bag and is it the appropriate 

amount?  Is/should the IV fluid be infusing on a pump? Is the infusion rate that is set 

the rate that was ordered?  Is the IV connected to the patient?  Is the IV site healthy? 

Check labels/stickers to determine when the IV solution, tubing, dressing, and site 

need to be changed.  

Á Drains and tubes:  Does the patient have orders for any drains or tubes?  If the patient 

has, for example, a Foley catheter, an NG tube, a JP or Hemovac drain, are they 

connected and draining properly?  Do they need to be emptied? Note the volume and 

appearance of drainage. 

Á Assistive devices, supplies and equipment:  Does the patient have orders for any 

assistive devices or special equipment?  If so, is all 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 

equipment available?  Are there any additional assistive devices, supplies, or 

equipment that the client needs? 

o In the 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. 

 

9. Perform basic head-to-toe physical assessment (more in-depth guidelines for performing a basic and 

a focused physical assessment follow below) 

o Neuro/psychological 

o Vital signs 

o Heart 

o Lungs 

o Abdomen (gastrointestinal/genitourinary) 

o CSM 

o Skin 

 

10. Discuss goals for the day and provide anticipatory guidance.  Ask the patient what for him/her is 

the most important thing that be accomplished that day.  Discuss your nursing care and treatment goals 

for the patient and outline the schedule for the day.  Make appointments with your patient to perform 

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. 

 

11. Obtain needed supplies for your patient.  Provide fresh water, cups, straws (unless the patient is 

NPO or on a fluid restriction), obtain fresh linen, and get needed  toiletries and dressing supplies. 

 

12. Check the patientôs diet order and scheduled tests that would require them to be NPO.  Ensure that the 

tray that was sent is the correct diet for the patient. Serve the patient his/her meal tray and open 

packages and assist with feeding the patient as needed.. Pick up meal trays when the patient is finished 

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

 

13. If the patient is on I & O,  continuously update the flow sheet throughout the shift.  Engage the 

patientôs and familyôs cooperation in monitoring I & O. 

 

14. Provide AM care:  toileting, oral hygiene, bathing, gown change, linen change.  Remember that the 

patientôs room is their temporary homeðkeep it neat and clean.   

 

15. Prior to their administration time, check the availability of any medications you will be giving on this 

shift.  Medications may be in the Pyxis, the patientôs cassette drawer in the medication cart, the 

medication refrigerator, or at the patientôs bedside. 
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16. Administer ordered medications with your instructor or the patientôs RN, using the 6 rights and 3 

checks. 

 

17. Take vital signs as frequently as ordered at the times designated, and as needed (e.g., vital signs are 

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

patientôs return.)   

 

18. Check-in with your RN/team leader and team members throughout the shift.  Report any abnormal 

findings or patient care problems to your team leader immediately.  Consider what referrals might be 

appropriate. 

 

19. Get in the habit of checking for new orders in the patientôs chart throughout the shift.  Also, read 

the progress notes and check for new diagnostic test and lab results. 

 

20. Near the end of the shift (at either 0600, 1400, or 2200), measure and calculate I & O , and document. 

 

21. Complete your nursing documentation, including making an evaluative statement about your 

patientôs progress toward care goals..   

 

22. Say good-bye to your patient. 

 

23. Give end of shift report  to the RN and any members of the team who will be assisting in the care of 

the patient. 

 

24. Clean up your work area(s) and double-check your work, especially your documentation on the 

MAR, the graphic and I&O sheets, and your nursing flow sheet.  Make sure your initials and signature 

are entered in all of the appropriate places. 
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Guidelines for Organizing the Physical Assessment 
 

How you organize your assessment depends on the patientôs health status: 

 

Å If the patient has a specific problem, you may want to begin by assessing the problem first, and then go 

on to complete the assessment that same way you would if the patient was healthy. 

Å If the patient is acutely ill, set immediate priorities by using an approach such as the ABCs. 

Å If the patient is generally well, choose any organizational method you find convenient.  For example, use 

the head-to-toe approach, the body systems approach, the functional health patterns approach, or follow a 

pre-printed assessment 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 to aid thoroughness and help prevent  omissions. Many practitioners find it helpful to use a head to 

toe systems approach, and to include: 

Å talking to questioning the patient about signs and symptoms 

Å observing the patient for normal and abnormal signs 

Å auscultating and palpating 

Å recording findings 

 

Some also find it useful to use their  clinical agencyôs nursing assessment flow sheet as an assessment 

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

abnormal findings listed.  Initially a student may find it useful take a blank/unused flow sheet into the 

patientôs room to guide assessment and documentation; this can later be transcribed onto the patientôs 

actual nursing flow sheet.  As the student become more proficient, they can begin to chart assessment 

findings directly onto the clientôs individual flow sheet.  However, a draft of a narrative note should usually 

be written and reviewed with the studentôs instructor before entering it into the clientôs chart.)  
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Guidelines for Performing a Basic Physical Assessment: 
 

Å NEUROLOGICAL /PSYCHOSOCIAL:  Start by introducing yourself and asking how the patient 

is feeling.  Remember, ñfirst talk then touch.ò  As appropriate and necessary, take care of any immediate 

care needs that the patient requests or requires (e.g., toileting, repositioning).  Note that as you talk to the 

patient you are simultaneously beginning a basic assessment of the clientôs neurological and 

psychological function.  
o Neuro:  Observe whether the client is awake, alert, oriented to person (self and others) place, 

time, and events.  Be aware of language barriers. Note if patient responds appropriately to 

gestures. Obtain translation cards or an interpreter (an interpreter phone is often used) as needed.  

o Psychosocial:  Observe whether the client seems calm/anxious/irritable/restless, cooperative or 

uncooperative, smiling/optimistic or tearful/pessimistic, apathetic/withdrawn (e.g., flat 

affect/showing no emotion, not speaking or speaking only in one or two word answers, avoiding 

eye contact, keeping the room dark) or participating in conversation, and demonstrating interest 

and participation in self-care and a readiness to learn. Note whether patient has social support, 

e.g., family or friends visiting or calling. 

 

Å VITAL SIGNS :  Next, assess the patientôs vital signs.  Patients are familiar with and expect to have their 

vital signs taken and this is an easy way to begin touching the patient.  Note that as you assess the vital 

signs, you are performing a basic assessment of  the respiratory and cardiovascular systems.  

o Get in the habit of taking VS in a specific order, e.g. TPR-BP-Pain-O2 Sat, writing the 

assessment findings down immediately 

o If you use an automatic vital sign machine (e.g., a Dynamap) you still need to assess the apical 

pulse rate and rhythm for a full minute (noting if it is regular, regularly irregular or irregularly 

irregular) and .assess the respiratory rate for 15 or 30 seconds.    

o Note the condition of the skin. 

 

Å RESPIRATORY SYSTEM :  Continue your assessment of the respiratory system by auscultating the 

lungs. 

o Listen to the anterior upper lobes of the lungs bilaterally. 

o Ask the patient to sit up and lean forward, or to turn on their side, so you can listen to their lungs 

(Right upper middle and lower lobes, and Left upper and lower lobes). 

o Note the condition of the skin. 

 

Å ABDOMEN :  Assess the patientôs abdomen.  Note that as you assess the abdomen you are 

performing a basic assessment of the gastrointestinal and genitourinary systems. 

o Expose the abdomen, keeping the clientôs genitalia and lower extremities covered as much as 

possible.   

o Look at the shape of the abdomen, note softness/firmness, and listen for bowel sounds in all 4 

quadrants. 

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

o Note the condition of the skin. 

 

Å CIRCULATION, SENSATION, MOVEMENT :  Assess the patientôs circulation, sensation, and 

movement (CSM) in the lower extremities.   

o Note the color and warmth of each extremity. 

o Note the presence, location, and degree of any edema. 

o Palpate for the presence of  the Dorsalis Pedis and Posterior Tibialis pulses bilaterally,  

o Assess the capillary refill,  

o Ask the patient to wiggle their toes, dorsiflex and plantar flex their feet, and press down as if 

pressing on a carôs gas pedal) against the resistance of your hand. 

o Ask the patient to lift their leg off the bed without resistance and with resistance. 

o Note the condition of the skin. 
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Guidelines for Performing a Focused In-depth Assessment 
 

When the patient has a known problem, or if you identify something abnormal in your initial assessment, 

you will want to do a more focused, in depth  assessment of that system or systems. 

 

Å NEUROLOGICAL  SYSTEM: 
o Questioning:  Ask the patient to tell you their name, a significant otherôs name, or your 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 term and long-term memory (ask the 

patient if he/she knows who the current president is, can recall when their last meal was).  

o Observing:  Observe for facial symmetry (ask the patient to smile, stick out tongue); note vision/ 

by asking the patient to read something vision 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 hands, lift and hold  arms out with and without resistance, lift/shrug 

shoulders, dorsiflex and plantar flex feet, lift legs off bed with and without resistance), etc.   

 

Å CARDIOVASCULAR  SYSTEM:  
o Questioning:  Any chest pain?  Any numbness or tingling?  Any other complaints?   

o Observing:  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?   

o Auscultating:  Rate and rhythm of apical pulse (regular or irregular, regularly irregular, or 

irregularly irregular?) 

o Palpating:  warmth of skin;  presence, grading  and symmetry of peripheral pulsesô  location, 

grading, symmetry of edema 

 

Å PULMONARY  SYSTEM: 
o Questioning:  Any SOB at rest or with exertion; pain; presence of cough (productive/non-

productive, color/consistency/amount of sputum); any other distress.   

o Observing:  Respiratory rate; O2 sat and oxygen use; use of accessory muscles/work of 

breathing; ability to talk in sentences; positioning (tripod or multiple pillows/orthopnea); skin 

color, warmth, moisture; cough (non productive or productive noting color/consistency and 

amount of sputum); audible wheezes or stridor; peak flow meter reading (if applicable); ICS 

volume inspired (if applicable).   

o Auscultating:  lungs and note location of adventitious sounds (fine or coarse crackles, wheezes, 

rubs) and whether on inspiration, expiration, or both. 

 

Å GASTROINTESTIN AL/UROGENITAL  SYSTEMS:   
o Questioning:  Any abdominal or urinary problems:  Any abdominal pain, nausea or vomiting; 

problems with chewing/swallowing or appetite; date of last BM. Any urinary pain, burning, 

itching, frequency, hesitancy or urgency, problems emptying bladder; unusual color/odor of 

urine; recency of last urination; any unusual vaginal or penile discharge.   

o Observing:  Observe mouth for moisture and integrity of mucous membranes, presence of any 

lesions; quality of dentition, absence/presence of dentures.  Observe abdomen for shape 

(concave/convex), distention/non-distention; presence of any dressings, surgical wounds, scars; 

presence of catheters (urethral, suprapubic), drainage tubes (Jackson Pratt, Hemovac, Penrose, 

biliary) or ostomy (colostomy, urostomy, nephrostomy).  When 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.   

o Palpating:  Palpate abdomen to determine whether soft/firm, tender to pressure or rebound; 

presence of fluid wave/ascites; bladder distention. Apply gloves and palpate along any incision 

lines/suture lines to assess for pus/drainage.  

o Auscultating:  Auscultate abdomen for location and presence of bowel sounds (assess all 4 

quadrants) and whether hypoactive (faint/very intermittent) active (moderately loud/intermittent) 

or hyperactive (loud/frequent). 
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Å SKIN/INTEGUMENTARY :   

Å Assessment of the skin can be done simultaneously as you are assessing the other systems (e.g., when you 

are assessing the circulation, lungs, abdomen, and musculoskeletal system.  Assessment of the skin 

includes:  

o Questioning:  Any problems with skin (broken skin, pruritis, urticaria, rashes, redness, 

discoloration, swelling, lumps/bumps/moles, tenderness/pain, wounds, bleeding, drainage). 

o Observing:  Observe for evidence of potential or actual impaired skin integrity from 

pressure/positioning, moisture, shearing, allergy, infection, traumatic or surgical wounds, use of 

equipment.  Observe for presence of drains, tubes. Observe for presence and location of central 

and peripheral IVs, including size/type of needle, and date of dressing change.  Observe for 

presence and correct use of protective measures  (alternating pressure mattress, Space Boots, 

elbow protectors, special cleaning products,  barrier ointments, medications, dressings). 

o Assessing:   Assess location, size, characteristics (swelling, heat, erythema/redness, tenderness, 

color/type/quantity/distinctive smell of drainage) of abrasions, tears, bruises, blisters, ulcers, 

rashes, and wounds,  Assess drains and tubes for type, and amount of drainage 

(scant/small/moderate/large/copious, purulent/serous/serousanguinous, blood).  

 

Å MUSCOSKELETAL SYSTEM: 

o Questioning:  Any pain, problems with joint mobility, weakness/loss of strength and/or sensation 

(paralysis/paresis), bone fractures/amputations, use of prosthetics or assistive devices.  

o Observing:  Signs/symptoms of pain with movement, impaired mobility, weakness, lack of 

balance/stability, bone or joint loss/misalignment/disfigurement, disuse/favoring/limping, ataxia, 

tremors/spasms or rigidity, presence of prosthetics or assistive devices.   

o Assessing:  Sensation, movement, and strength of upper and lower extremities, with and without 

resistance  (strength and ability to squeeze two fingers of examinerôs hands, lift and hold  arms 

out, pronate, supinate, lift legs off bed, dorsiflex and plantar flex feet); range of motion of any 

affected joints; ability to sit erect and hold posture; ability to stand; ability to ambulate; presence 

of ataxia. 
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WEEK 3 

WEEK 3:  The Medical Record and Kardex; Documentation and Communication 

Systems; Admitting and Discharging Patients 
 
1.  The Medical Record, Kardex, and Documentation  and Communication Systems:  Discussion of 

the purpose and components of the medical record, reading and transcribing physicianôs orders, the purpose 

and use of the Kardex/Rand, and documentation systems and communication guidelines.  Practice 

transcribing physician orders to the Kardex, writing a nursing note, and using SBAR.   
Student Preparation 

Å Read  Week 3 of the NE 101 Syllabus, sections on the Medical Record, Kardex, Documentation 

Systems and SBAR  

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques. 

o Chapter 2:  Admitting, Transfer, and Discharge  

o Chapter 4:  Reporting and Recording 

Student Lab Practice: 

Å Practice transcribing physicians orders to the Kardex 

Å Practice writing 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 

Å Read  Week 3 of the NE 101 Syllabus, sections Admitting and Discharging Patients  

Å Read Perry, Anne Griffin and Potter, Patricia A.  Clinical Nursing Skills & Techniques. 

o Chapter 2:  Admitting, Transfer, and Discharge  

 

3.  Student Skill Check-off:   

Å Skill Performance Check-List:  Applying Sterile Gloves*  

Å Skill Performance Check-list:  Vital Signs (Skill Performance Check-list Temperature 

Pulse, Respirations, BP, and Pain* and Skill  Performance Check-off:  Skill Performance 

Check-list:  O2 Saturation*  
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The Medical Record 
 

Purpose of  the Medical Record:  
 

The clientôs medical record or chart is a valuable source of data and information for all members of the 

health care team.  It is a record that serves multiple purposes, including: 

 

Communication:  The clientôs chart provides a means for members of the health care team to communicate 

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 

chart includes the patientôs medical history, physical assessment findings, care provided, tests and 

treatments performed, results/responses, and the plan of care.  Ideally, documentation should provide a total 

picture of the patient and be clear to anyone reading it. 

 

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 Assessment:  The chart can contain information to provide a total picture of the patient. 

 

Legal Documentation:  The 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 serves as a description of exactly what happened to the client.  Care that is 

not documented is considered care not done in a court of law.  Common documentation problems that 

occur in malpractice cases include:  not charting the correct time when events occurred; failing 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 and thoughtless, nor superficial.  Nurses should not wait until the end of a shift of care to record the 

clientôs care.  Good documentation should ideally be done contemporaneously or at least in a timely 

manner. 

 

Research:  Documentation can provide statistical 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 assist 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 been met.  Example 

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 use of certain equipment and supplies can also be made based 

on documentation. 

 

Major Sections of the Clientôs Chart/Medical Record: 

 

Face sheet:  The face sheet provides: 

 patientôs name  

 gender  

 address  

 phone number  

 marital status  

 occupation  

 religion  




