Organizing Your Clinical Preparation
This clinical experience is designed to tailor your professional growth towards a Registered Nurse.  It is important as you progress through this experience to remember every encounter, success and failure will help guide you in developing the personal attributes of:  Professionalism, Knowledge, Competence, Compassion, Practicality, Cognitive Learning, and Safety. 
THE BASICS

SSM DePaul 4N

Unit Phone:  314-344-6480
SICK CALLS

In the unfortunate circumstance of student illness or anticipated tardiness, on the morning of clinical, the student is to immediately contact the instructor via cell phone, text message, or social media.  A follow up email from the student is required within 24H for recording keeping.  The instructor will make every attempt to contact the student in the late morning to evaluate any student needs or issues.

If the student has prior knowledge of an absence or tardiness, the student is to contact the instructor by cell phone or text message no later 2000.  The student may contact the instructor by social media and email at any time.  All mobile or web correspondence must be followed up by an email within 24H.  

FIRST THINGS FIRST

When entering the clinical environment, first, familiarize yourself with the essential details of that unit.  (This includes your clinical floor and any department you may visit (EU, OR, Cath Lab, etc.) 

1. Introduce yourself by name, school, and purpose to staff!

2. What is the name of the nurse(s) working with you? Where is the telephone?

3. Who's in charge?

4. If there was a fire, to where would you evacuate these patients?

5. Where is the code cart/emergency supplies? How do you call a code "BLUE" in this area?  

6. Where are the gloves and other PPE?

7. Where do you place the dirty linen?
OBTAINING ASSIGNMENTS

Assignments should be ready by around 1400 on Wednesdays. Do not bring any valuables with you.  There is no safe place to put them.  

Expect to spend at least 6 hours on Wednesday for clinical preparation.   You must contact the instructor via cell phone, text message, or social media with your primary physiologic problem and any care questions by 2000.  This may also be arranged as a GOOGLE+ hangout.  This is to ensure you are on the correct path when completing prepatory work.  The instructor will respond via the same method of contact with any additional comments or concerns.
CLINICAL PREPARATION
I. GATHERING PATIENT DATA

Many hospitals you will navigate during your nursing education will have computerized charting.  During your clinical orientation, take every opportunity to learn the documentation systems unique to your clinical setting.  Items you will want to review during your preparation time include medication lists, physician progress notes, physician orders, nursing admission assessments, and nurses’ notes.  
Always let a staff member know whose chart you are using and where you will be working.
A.  Navigating the Patient Chart (suggested reading sequence)

1. Patient Data/Information Sheet, initial nursing admission assessment

2. Progress Notes—begin with initial history and physical and read forward to current information.  (NOTE: Most are in reverse chronological order.  This means that the most recent information is on top)

3. Physician order sheet

4. Nurses notes

5. Diagnostic / Lab reports

6. Vital sign flow sheet, I/O

7. Consent forms (review previous or planned procedures)
8. Operative reports

9. Diabetic record

10. Medical records not in current chart—old charts, thinned charts (current records that have been removed from active chart due to prolonged hospitalization)
II.  MEET YOUR PATIENT
This is your opportunity to individualize your care.  When introducing yourself, include your name, school, clinical time, responsibilities, etc.  Attempt to obtain a comprehensive nursing history from your patient.  Data gathered in the history and assessment is used in the identification of pertinent nursing diagnoses.  Determine the patient’s chief complaint that brought them to the hospital (why the person sought care), what tests were initially performed, and the resulting admit diagnosis.  Be sure you know everything that has happened to the patient since admission including tests, surgeries and current status (this is the course since admission).
While interacting with your patient, special attention to any equipment “attached” to the patient: tubes, machines, drainage bags, etc.  Be sure to read about these and become familiar with their purpose, operation, and care prior to actual clinical experience.  Do not tamper with these attachments during pre-clinical but take notes.  Since students are not supervised by an instructor during the pre-clinical assessment, no “hands-on” assessment should be done.

Remember that valuable information about the patient may be concealed with clothing or bedding.  If a tube disappears under the sheet, check where it goes.  If your patient has had surgery find out if there is a dressing, drainage apparatus, or even if the stitches are still intact.
NOTE:  If there is any objection offered by the patient/family regarding your responsibilities as a student nurse, contact your instructor immediately.

III.  ADDITIONAL RESOUCRES

A.  STAFF

Engage in professional dialogue with staff working with the patient.  These can include medical, nursing, and allied health personnel.  These individuals can be a great augment to your nursing care.
B.  CURRENT NURSING CARE PLAN

Students are expected to contribute to the patient’s care plans found on the nursing and/or medical chart.  Share your knowledge and contribute to better patient care!  Patient teaching is done every day and documented on the chart.

C.  MEDICATION SYSTEM
Students should validate current medications the client is receiving with the physician’s orders.  This means you must check back through the physician’s orders and find where the treatment, dressing, medication etc. was ordered. This is a common safety practice and nursing responsibility that you will perform daily as a professional nurse.  Note the time of administration to help you organize your nursing care.
COMPLETING YOUR CLINICAL PREPARTION PACKET

The information in your clinical preparation packet should be used as a tool to help “build” your concept map.  Thorough completion can strongly aide in ease of flowing your concepts together.
I.  CLINICAL PROFILE

All this information should be gathered from your clinical preparation 

II. PATHOPHYSIOLOGY & PATIENT PRESENTATION
Identify your patient’s primary medical diagnosis.  (Review the anatomy and physiology of the associated system)  Document the pathophysiology of the illness and associated comorbidities.  Explain any associations between various systems.  Refrain from “textbook” explanations and work towards individualizing your care specific to your patient.

This will be the area you refer to when identifying your patient’s primary physiological problems for your care map. 

III.  PSYCHOSOCIAL ASSESSMENT

Based on your interactions with the patient and information from the chart (nurses notes, social work notes, referrals), identify psychosocial aspects that effect your patient’s care trajectory.  These may include insurance, coping, family systems, support systems, education, etc.

This will be the are you refer to when identifying your patients primary psychosocial problems for your care map.

IV.  CARE MAP (DEFER)
It is suggested that the student defer this step until completion of the clinical packet.
The care map is a working visual of your patient’s clinical health status.  Students may complete this document via handwritten script, word document, or POPPLET (preferred).  Students who utilize POPPLET will email the instructor a .pdf document of the care map.
POPPLET (www.popplet.com) is a web-based mind mapping application that requires no browser installation.  It is suggested that students attempt this style of building the concept map first.  (See Navigating POPPLE web video) 
All care maps should be a hybrid document of all information in the clinical packet.  The document should include FOUR physiologic problems and TWO psychosocial problems.  These should be numbered in order of priority.
V. LAB WORK

Identify labs that your patient has had since hospital admission and why these are important.  Review the trend of these labs.  Use your lab guide and nursing knowledge to interpret the trajectory of your patient’s illness.

VI. DIAGNOSTIC PROCEDURES

Review diagnostic procedures your patient has undergone and may be anticipating during this hospitalization.  What were the results?  Why is this important to your patient’s care?

VII. IV FLUIDS

Identify your patient’s current IV therapy regimen.  What is the goal of this therapy regimen?

(See IV Medication Administration Guide)

VIII. MEDICATIONS

(See IV Medication Administration Guide)

IX. NUTRITIONAL ASSESSMENT

Identify your patient’s current nutritional status and diet regimen.  Does this currently meet the patient’s basic needs?  How does the patient’s current health status influence the nutrition regimen? 

X. REFERENCES

Listed in current APA format.  (See Clinical Syllabus regarding Academic Honesty)

2

