Appendix 26-6 Expected Clinical Performance Behaviors
Expected Clinical Performance Behaviors

The following behaviors are examples of the expectations of students in Practicum III, are based on the Baylor University Louise Herrington School of Nursing (BULHSON) Clinical Performance Evaluation tool.
Assessment

1. Collects data through appropriate physical assessment techniques

a. Assessment data is collected independently by student and reflects consistent application of principles taught in NUR 3314.

b. Techniques and equipment are used correctly throughout collection of assessment data.

c. Student demonstrates awareness of any deficiencies he or she may have in physical assessment skills and seeks opportunities/assistance to remedy these.

d. Physical assessment skills reflect an in-depth knowledge of anatomy and physiology.

e. Physical assessment data collections are adapted correctly/appropriately for the client in the pediatric and psych settings.

2. Collects data (subjective and objective) from available resources

a. All references/resources utilized for practicum experiences/written work are from appropriate, practice-specific professional nursing texts, journal articles, or resources recommended by faculty. References are recent (within past 5 years) and reflect current research.

b. All references/resources used for practicum experiences/written work are specific to needs of assigned clients/families.

c. Student uses agency policies and procedures as guidelines for data collection.
d. Advanced interviewing skills are used to collect in-depth data from the client/family.

e. Before utilizing data of staff, student will validate those findings in assessment of the client/family.

f. Data collection from the chart reflects in-depth understanding of information recorded.

g. All pertinent diagnostic/lab/screening values are noted and analyzed. Results not on chart are obtained from computer or lab via phone.

h. The student is aware of all current medical and nursing orders for the patient.

i. The student continuously assesses the patient/family environment.

j. The student demonstrates an awareness of the nursing unit environment in terms of where supplies, equipment, and resources are located.

3. Documents assessment data in a clear and organized manner

a. All documentation of data is obtained from student’s own assessment.

b. Documentation of assessment data is thorough and is entered in the chart in a timely/correct manner using charting standards for agency.

c. The student takes the initiative to chart data on all unit-specific and client-specific flow sheets.

4. Shows evidence of pre-clinical preparation

a. Student consistently has required data base/worksheet completed prior to the beginning of each clinical day.

b. Student can verbalize to instructor an appropriate plan of nursing care specific to the patient/family at the beginning of the clinical day.

c. Student demonstrates in-depth knowledge of physiologic and pathophysiologic concepts applicable to assigned client.

d. Student demonstrates knowledge of all medications (routine, one time, as needed) ordered for the client or that the client has recently received at the beginning of the clinical day. Student only has to look up newly ordered medications during the practicum day.

e. Student demonstrates preparedness for nursing procedures that he/she may perform for the patient.

f. Student has reviewed appropriate resources; that is, information from Baylor School of Nursing skills lab (NUR 3414), Medical City procedure manuals, skills discussed in required or reserved materials specific to this course, or other resources as designated by the instructor.

g. Student takes the initiative to obtain information from staff nurse (during report) needed to care for client/family.

h. Student comes prepared for clinical day with needed equipment.

Analysis
1. Clinical decision making reflects an understanding of the relationships of assessment data to the client’s problem/diagnosis

a. Student can verbalize or describe in written work an in-depth understanding of client/family condition/status based on accurate synthesis of data collected in relation to nursing theory base.

b. Student takes initiative during the clinical day to discuss with instructor the meaning of assessment findings and implications for clinical decisions. Student can analyze situation with minimal cues from instructor.

2. Identifies priorities requiring nursing actions based on assessment and determines reassessment is indicated

a. Student consistently verbalizes in clinical setting or documents in written work the most important client/family needs that require nursing action. This is based on sound nursing theory, nursing assessment/reassessment data, and incorporates collaboration with client/family.

3. Formulates nursing diagnosis based on assessment data

a. All nursing diagnoses are based on active client/family problems that are pertinent while student is present in the clinical setting.

b. Student utilizes appropriate format for writing nursing diagnoses as taught in NUR 3310.

c. Etiology portion of the nursing diagnoses are always based on problems that can be alleviated with nursing interventions.

d. Student’s written work or verbalization demonstrates accurate assessment data to support the diagnoses.

e. Student comes prepared for the clinical day with appropriate nursing diagnoses as required.

Planning
1. Formulates appropriate and measurable goals for self and client

a. Student verbalizes at the beginning or during of the clinical day (or includes in written work) measurable client/family goals based on data analysis. As data analysis fluctuates or changes, student can revise patient/family goals. Goals formulated by the student are realistic and achievable during the time period the student cares for the family.

b. Student can consistently verbalize or document in written work personal goals that will enhance nursing care and contribute to own professional growth. Student takes initiative to actively achieve these goals.

2. Plans care in a systematic, logical, organized manner

a. The student is able to articulate an in-depth plan of holistic nursing care to the instructor at any time during the clinical day. This is also consistently reflected in written work.

b. The plan of care is flexible enough to meet patient/family needs in a timely manner and coincides with plans/activities of other healthcare personnel.

c. The student is able to consistently verbalize rationale for each nursing activity within the plan of care.

d. All plans of care are consistent with procedural guidelines for specific nursing units at the agency.

3. Plans health teaching based on identified learning needs and readiness of client

a. The student can independently interview client/family to determine/assess actual learning needs and plan to meet those needs.

b. Patients/families under the student’s care are consistently evaluated for readiness and understanding before nursing care activities are performed.

c. The student demonstrates the ability to develop in-depth teaching plans for specific client/family learning needs based on concepts taught in NUR 3222.

d. Patient/family health teaching is an ongoing process during the care provided by the student.

e. The student demonstrates preparation for anticipated client/family learning needs.

f. All health teaching is based on current nursing theory and is planned at an appropriate developmental stage/knowledge base of the client/family.

h. The student keeps the instructor informed of planned or incidental health teaching the instructor can observe.

h. Student uss agency resources (computer programs, videotapes, teaching manuals) with clients and families.

4. Communicates clearly regarding nursing care plan (NCP) with all appropriate individuals

a. The family is informed by the student of his/her plan of care at the beginning of the shift and on an ongoing basis. The client and/or family is informed of the student’s scope of responsibility.

b. The student informs the staff nurse of all assessment and care he/she will provide at the beginning of and throughout the clinical day.

c. The student takes initiative on the unit to enhance learning experiences without compromising assigned patient care.

d. The student consistently takes initiative to keep the staff and instructor informed of the plan of nursing care and changes in that plan.

Implementation 
1. Utilizes effective and appropriate verbal/nonverbal communication skills

a. Student communication with clients/families is consistently goal-oriented.

b. Student demonstrates advanced skill in establishing rapport and effective communication with client/families who have complex/complicated interactive behaviors.

c. Student is aware of and able to modify personal barriers/behaviors that can interfere with therapeutic communication.

d. Student is able to maintain a level of objectivity while establishing rapport and trust with client/family.

e. Student demonstrates behavior that promotes confidence of the patient/family in the student’s skills.

f. Student is able to continue therapeutic communication as appropriate with client/family in the presence of nurse, instructor, physician, or other health team members.

2. Provides direct patient care in a safe, accurate, organized manner

a. Student’s care consistently provides for client safety. The student demonstrates anticipation of patient behaviors that could compromise health/safety and plans care accordingly.

b. All care provided reflects the nursing diagnosis and patient/family needs and is based on appropriate nursing theory.

c. The student demonstrates an ability to anticipate supplies/equipment, etc., needed for care and has items needed readily available.

d. The student demonstrates critical thinking skills in carrying out nursing care in a logical, patient-centered manner.

e. The student consistently calculates medication and intravenous (IV) fluid dosages correctly without assistance and in a timely manner. The student can determine safe dosage ranges without assistance.

f. The student notifies the instructor of all procedures for which the instructor needs to be present.

g. The student assumes responsibility for keeping the patient’s environment orderly, safe, equipped with needed supplies, and esthetically appropriate.

3. Administers medications safely according to established procedure

a. Student consistently observes “5 rights” in administering all medications, IV solutions, etc.

b. Student notifies instructor of all medications to be administered.

c. Student verbalizes to instructor, without prompting, the following information regarding medications the patient has recently received, medications the student is administering, or those the patient has ordered:

i. Classification of drug

ii. Purpose of medication for patient

iii. Safe and correct dose

iv. How drug acts/pharmacology of drug

v. Potential drug interactions

vi. Pertinent side effects the patient may experience and how the student will manage potential side effects

vii. How the drug will be administered; that is, drip rate, type of syringe to be used, how client currently takes medication, etc.

viii. Client/family teaching that will be needed regarding medication

ix. Nursing implications for administration of drug

x. Student’s plan for monitoring drug effectiveness and side effects

xi. Developmental considerations of medication

d. Student demonstrates proficiency in all aspects of medication administration and documentation.

4. Communicates accurately verbally and in writing (charting and reporting)

a. Student’s charting provides thorough documentation of nursing care provided. The charting consistently reflects action taken when assessment is abnormal.

b. All health teaching is consistently documented on appropriate forms.

c. All charting reflects appropriate medical/nursing abbreviations, correct grammar and spelling.

d. Student consistently takes initiative to keep staff nurse informed of nursing interventions, patient/family status, etc. Student reviews his/her charting with staff nurse when reporting off.

e. Student consistently reports off to appropriate staff nurse without being reminded. 
f. Student immediately reports to new nurse if there is a change in the patient’s primary nurse assignment during the clinical day.

g. The student’s documentation follows agencies charting procedures.

5. Collaborates with client/family/health team and other appropriate individuals

a. Student consistently informs nurse and instructor at outset and throughout shift of his/her plan for care, medication administration, charting, and referral needs.

b. The student takes the initiative to discuss clarification of medical orders with the appropriate nurse and physician.

c. The student takes the initiative as appropriate to consult with other health team members (e.g., physician, social worker, child life specialist, dietitian, etc.) to validate his/her plan of care.

d. The student provides nursing care in which the client and family are active participants.

e. Care provided by the student consistently reflects an integration of individual family member needs to promote family growth.

Evaluation 
1. Uses evaluation appropriately in the nursing process (utilizes data to validate if identified goals are met)

a. Student consistently evaluates the results of the care provided in relation to the outcome criteria established for the patient/family goals. Student documents all data regarding outcomes.

b. Student demonstrates objectivity in evaluation process.

2. Evaluates effectiveness of specific interventions

a. Student consistently observes for side effects and patient response of all medications and therapies the patient is receiving.

b. Individual nursing actions are evaluated and documented on a consistent basis.

c. Client/family response to care provided is observed and documented.

d. Evaluation and documentation of client/family education is in measurable terms.

3. Develops alternate interventions and goals when appropriate

a. The student demonstrates awareness of and planning for differing outcomes. The student can verbalize in advance alternate nursing interventions for these outcomes.

b. Student demonstrates the proper course of action that should be taken if the client experiences ineffective response or adverse reaction to (1) specific therapies (e.g., medications, IV therapy, blood products, etc.); or (2) normal process of adaptation.

c. The student can implement alternate interventions while demonstrating flexibility, objectivity, timely organization, and professionalism.

Professional Behaviors

1. The student demonstrates promptness in attendance at all clinical experiences, post-conferences, and seminars.

2. The student consistently demonstrates honesty and integrity in the provision of care and his/her clinical performance.

3. The student will adhere to professional behaviors as listed in the NUR 4435 syllabus.

4. The student’s behavior in the clinical setting consistently reflects maturity; responsibility for own actions; and respect for patients, staff, instructors, and peers.

5. The student assumes responsibility for adherence to verbal and written guidelines set forth by individual faculty members in the pediatric, psych, and community settings.

6. The student consistently demonstrates professional behavior and a pleasant demeanor despite personal problems/concerns/issues.
