Instructor Grading Sheet  - Clinical I                              STUDENT NAME:______________	
	Competencies
	Criteria:  Chart by Exception
U=Unsatisfactory      NI =  Needs Improvement                 S = Satisfactory
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	Informatics/Technology
· Documentation/
Confidentiality
· Informatics/Technology
	Confidentiality/Documentation: Maintains confidentiality of medical record and patient information. Documents care in electronic medical record and/or chart.  Vital signs and medications charted immediately after completion.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Informatics/Technology: Effectively responds to safety technologies. (Examples barcodes, scanners, automatic alerts/alarms, bed alarms, call lights). 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Managing Care of the Individual Pt. (IP)
· Managing Care of the IP
	Managing Care: of the Individual Patient:  Follows the hierarchy of leadership within the clinical setting. 
Plans and organizes time and resources appropriately. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nursing Judgment
· Prioritization
· Nursing Judgment
	Prioritization: Organizes daily plan of care and makes adjustments as needed.  Provides rationale for priorities for care of one patient. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	[bookmark: _GoBack]Nursing Judgment: Assesses, chooses nursing interventions, monitors, evaluates responses to interventions, and reports changes in the patient's condition. Example:  Informs instructor/appropriate staff immediately when vital signs change. Reports using SBAR. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	


Patient/Relationship Centered Care
· Communication Skills
· Nursing Process
· Learning Needs
	Communication:  Identifies and demonstrates use of verbal and nonverbal therapeutic communication. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Communication/Caring Behaviors:  Demonstrates caring behaviors: Comforting, honesty, patient attentive listening, touch when appropriate, respect, calls patient by preferred name (In LTC use person/resident and not patient). 
Performs pain assessments and appropriate interventions. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Nursing Process/ADL’s/Assessment: Performs ADL’s independently to meet patient needs. Performs focused assessments (including head to toe assessments) and reports abnormalities.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Nursing Process/Data Collection: Data collection complete, includes  basic physical, developmental, spiritual, cultural, functional and psychosocial needs from multiple sources (report, chart, family, patient, staff, etc.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Learning:. Provides health care information to the older adult.  Reinforces education with established teaching plans. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
Professional Behaviors
· Professionalism
· Ethical/Legal
	Professional Values: Follows professional values in nursing handbook and according to PN Scope of Practice (Dress code, punctuality, breaks, absences, assignments, policies, etc.). 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Ethical/Legal: Demonstrates accountability in providing patient care while maintaining professional boundaries. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Quality Improvement
· Patient Care Concerns
	Patient Satisfaction: Identifies patient care concerns and works on improving patient satisfaction. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
  Safety
· Pt Complications
· Safe Nursing Practice
	Safety: Demonstrates safety and competency in nursing skills, medication administration and treatments.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Complications: Recognizes potential and/or actual patient complications and responds appropriately (reports to instructor/RN)  for 1 patient.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Teamwork/Collaboration
· Communication
	Communication:  Communicates and reports (using SBAR) to appropriate personnel (including instructor).  Works cooperatively with others.  Uses assertive rather than aggressive communication style.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	




	The following list are expected professional standards.

Pt./Relationship Centered Care
Competency: Data Collection
· Listens to and takes notes during report
· Seeks assistance if information is incomplete.
· 
TECHNOLOGY/INFORMATICS
Competency: Confidentiality: 
· Keeps computer screen out of view of others.
· Does not discuss confidential information in public areas.

· Competency: Documentation  
· Able to navigate the EMR/chart.
· Documents in EMR/chart/and written assignments completely, accurately, and timely.
· Charting contains minimal grammatical errors, and no unapproved abbreviations and completed with minimal assistance. 
· Vital signs and medications charted immediately after completion. 
	PROFESSSIONAL IDENTITY AND BEHAVIOR
Competency:  Accountability

· Research completed correctly to care for pt. 
· Complies with dress code
· On time and follows policy if absent or late. 
· Assignments turned in on time.
· Follows facility rules for personal belongings, parking and consumption of food, smoking, etc. 
·  Exhibits dependability through good attendance, punctuality, and compliance with break schedules.
· Can make adjustment to plan of care or time line as needed. 
· Can maintain care level under stress/pressure with sufficient support. 
· Does not proceed with patient care against instructor direction. 
· Keeps instructor and staff nurse informed about patient condition throughout shift. 
· Reports off prior to learning the unit. 
· Seeks out learning opportunities to complete required skills and to seek new learning opportunities. 
· Initiates cares without prompting or assistance
· Adapts to changing situations by seeking guidance as needed.
·  Accepts performance critique and implements changes as a result of suggestions given.
	Competency: Professional Boundaries

· Maintains professional boundaries 
· Does not discuss too much about self with patient. 
· Does not keep secrets with patient. 
· Realizes that others can meet pt. needs if needed. 
· Does not spend inappropriate time with patient. 
· Does not flirt with patient, communicate in flirtatious manner, and employ sexual innuendo, off color jokes or offensive language. 
· Recognizes boundary crossings, consult instructor when needing to support boundaries. 



	Competency: Safe Nursing Practice

· Consistently uses 2 patient identifiers
· Demonstrates safe nursing skills
· Displays behaviors that promote the safety (call light within reach, hand washing, use of universal precautions, lowering bed, gloving, brakes, side rails in safe positions, patient never level unattended in unsafe situation, disposal of needles safety, ). 
· Maintains patient privacy. 


Medication Administration
· Uses the 6 rights in medication administration. 
· Uses safe medication administration
· Knowledgeable of drug action/classification, interaction, side effects, rationale, injection sites, normal dosage, and nursing considerations
· Relates meds to patient diagnosis
· Accurately records med administration

Med Administration errors: 	
· Missed meds (beyond ½ hour a or p scheduled time)
· Medication error (ID’d by instructor after 2nd check)
· Administering medication without looking up first
· Not documenting on MAR
· Giving medication without instructor supervision.




Grading for Clinical Evaluation Tool using S, NI, and U 

S = Satisfactory:  At the end of the semester, the student must receive “S’s” in all areas.  The criteria for grading a student as satisfactory is that the student is able to accomplish the criteria with minimal supportive cues, is safe and accurate, with appropriate verbal and nonverbal behavior and the student consistently meets the measurement criteria at the expected achievement level.

NI= Needs Improvement:  During the formative evaluation students who are not satisfactory in their performance of the criteria for success are graded as needing improvement.  The student needs frequent to occasional supportive cues to perform criteria listed. Performance level is inconsistent.  The student must demonstrate consistent performance at the expected achievement level by the end of the term to pass clinical.

U=Unsatisfactory:  Student is not consistently meeting criteria at expected level of achievement. The student is graded as unsatisfactory in two
different incidents. 

1. Formative Evaluation: During the formative evaluation period if the student has performed a behavior that is unsafe or leads to an anecdotal note, the grading for that criteria would be unsatisfactory. 
 
2. Summative Evaluation: During the Summative Evaluation at the end of the course, if a student has been unable to demonstrate a satisfactory score on a criteria, the student receives an unsatisfactory grading.  There is no longer time to improve performance for this course and the student fails the course.  
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Competencies  Criteria:   Chart by Exception   U=Unsatisfactory      NI =  Needs Improvement                 S = Satisfactory  1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  

Informatics/Technology      Documentation/   Confidentiality      Informatics/Technology  Confidentiality/Documentation:   Maintains confidentiality of medical record  and patient information. Documents care in electronic medical record  and/or chart.  Vital signs and medications charted immediately after  completion.                  

Informatics/Technology:  Effectively responds to safety technologies.  (Examples barcodes, scanners, automatic alerts/alarms, bed alarms, call  lights).                    

Man aging Care   of the  Individual Pt. (IP)      Managing Care   of the IP  Managing Care:   of the Individual Patient:    Follows the hierarchy of  leadership within the clinical setting.    Plans and organizes time and resources appropriately.                   

Nursing   Judgment      Prioritization      Nursing Judgment  Prioritization:   Organizes daily plan of care and makes adjustments as  needed.  Provides rationale for priorities for care of one patient.                   

Nu rsing Judgment:   Assesses, chooses nursing interventions, monitors,  evaluates   responses to interventions, and reports changes in the patient's  condition.   Example:  Informs instructor/appropriate staff immediately when  vital signs change. Reports using SB AR.                   

      Patient/Relationship  Centered Care      Communication Skills      Nursing Process      Learning Needs  Communication:   Identifies and demonstrates use of verbal and nonverbal  therapeutic communication.                   

Communication/ Caring Behaviors:    Demonstrates caring behaviors:  Comforting, honesty, patient attentive listening, touch when appropriate,  respect, calls patient by preferred name (In LTC use person/resident and not  patient).    Performs pain assessments and  appropriate interventions.                   

Nu rsing Process/ ADL’s/Assessment:   Performs ADL’s independently to meet  patient needs. Performs focused assessments (including head to toe  assessments) and reports abnormalities.                  

Nursing Process/ Data Collection:   Data collection complete, includes  basic  physical, developmental, spiritual, cultural, functional and psychosocial  needs from multiple sources (report, chart, family, patient, staff, etc.                  

Learning: . Provides health care information   to the older adult.  Reinforces  education with established teaching plans.                   

  Professional Behaviors      Professionalism      Ethical/Legal  Professional Values:   Follows professional values in nursing handbook and  according to PN Scope of Practice (Dress code, punctuality, breaks, absences,  assignments, policies, etc.).                   

Et hical/Legal:   Demonstrates accountability in providing patient care while  maintaining professional boundaries.                   

Qua lity Improvement      Patient Care Concerns  Patient Satisfaction:   Identifies patient care concerns and works on  improving patient satisfaction.                   

     Sa fety      Pt Complications      Safe Nursing Practice  Safety:   Demonstrates safety and competency in nursing skills, medication  administration and treatments.                  

Co mplications:   Recognizes potential and/or actual patient complications and  responds appropriately (reports to instructor/RN)  for 1 patient.                  

Tea mwork/Collaboration      Communication  Communication:   Communicates and reports (using SBAR) to appropriate  personnel (including instructor).  Works cooperatively with others.  Uses  assertive rather than aggressive communication style.                  

