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	Patient Care Assignment
	Non Patient Care Assignments

	Patient Care 
The assignments are related to the student while providing patient care in the clinical setting.
Example:  Concept mapping care for one or multiple patients. 
	Thinking Focused
Assignments encourages critical thinking and clinical reasoning and teaches students to think like a nurse.
	Patient Focused
The student focuses on specific aspects of patient care such as safety, falls, diabetes, other diseases, etc.
	Systems Focused
Assignments help the student understand the clinical world, the nurse’s work therein, and the effect of the system on the nurse and the patient. 
Example:  How the system completes medication administration from order to delivery to patient.  

	
	x
	x
	





Assignment: 
	Competencies measured in this assignment:
TEAMWORK AND COLLABOARTION-  COMMUNICATION SKILLS COMPETENCY: 
Describe (K), display (P), and value (E) effective communication skills including the responsibility to report to appropriate health care personnel when working with members of the interprofessional teams. 



DIRECTIONS:  Come prepared to post-clinical with ALL of the following case scenarios filled out using the SBAR reporting system.  Each student in the clinical group will randomly be assigned one patient scenario to present and be graded on.  The students will take turns using SBAR to report to the RN or physician. 

Students will then complete the SBAR self-assessment tool during the debriefing section.  Students will be graded by the attached rubric.  Students must receive an “S” to pass this objective. 

[bookmark: _Toc263515397]Scenario #1 Concept: Perfusion Clotting
Exemplar: GI Bleed 

Mr. O is 83 years old and is in the nursing home.  Mr. O has congestive heart failure, and has a history of having myocardial infarctions.  Mr. O uses a walker at the nursing home.  He is incontinent and slightly confused.  At 2130, the Nursing Assistant found you, the LPN and told you that he had just changed Mr. O’s depends. Mr. O had a large, black tarry stool and was complaining of not feeling well.  You as the LPN went in to complete a focused assessment on Mr. O. Ben as the RN was not immediately available.  His vital signs were; blood pressure 94/66, pulse 114, and respiratory rate 24. His pulse oximetry was 97%. He was pale and his skin was clammy. You ask him how he was feeling. Mr. O said he just didn’t feel well and could not get comfortable. He asked if he could have something for his belly. “It is really hurting!” You as the LPN assessed his abdomen and found that it was distended and Mr. O had diffuse abdominal pain. He rated his pain a 6 on a scale of 1-10.  You find the RN and report what you have found to the RN. 

Situation: 
Background: 
Assessment: 
Recommendation:  






Scenario #2 Perfusion/clotting 
Exemplar: MI

Mrs. S is a 88 year old patient in a nursing home. She has a history of MI, CHF, and diabetes. She receives ASA on a daily basis, and has an order for Nitroglycerin sublingually prn chest pain. 
Mrs. S put her call light on. You, the LPN answered the call light.
Mrs. S stated that she was having chest pain and rated it a 9/10 on the pain scale. You complete a focused assessment and get a nitroglycerin tab and call for the RN who is busy with a patient that has fallen. Mrs. S’s blood pressure was 90/52 before the nitroglycerin. Her HR was 120.  Her breathing was labored at 36 and her pulse oximetry was 85% on room air. There was no relief to her chest pain and her blood pressure decreased to 80/52.  The RN arrives in the room and you give her report. 

Situation: 
Background: 
Assessment: 
Recommendation:  




Scenario #3  Concept: Reproductive
Exemplar: Postpartum Hemorrhage

Margie Colby, a 25-year-old primipara, is in the recovery room after a low forceps delivery of a nine pound, two ounce, term male.  You, a LPN have been asked to work with the RN in the recovery room.  The RN is working with another patient that is not stable, so she has asked you to watch the primipara patient, to take her vital signs every 5 minutes, and to weight her pads and chux every 15 minutes.  Forty-five minutes after delivery, Margie’s vital signs are BP 100/60, pulse 88 and respirations 16. Her fundus is firm and is at level of umbilicus, no clots observed. She has a continuous trickle of bright red lochia. No change in perineal edema, ice pack applied and peripads changed. Peripads and chux weight indicate 300cc of blood loss. 

Fifteen minutes later the fundus remains firm at umbilical level and midline. A constant trickle of bright red lochia persists with no clots expressed. Peripads and Chux weighed showing and additional 200 cc blood loss. Vital signs are now BP 90/52, pulse 110 and respirations 20. You report to the RN the following: 

Situation: 
Background: 
Assessment: 
Recommendation:  


Scenario #4 Concept Post Operative Care
Exemplar: Post Operative

Mr. Jones is 35 year olds and had a bowel resection 3 days ago.  He is admitted to the step down unit. In report, the RN stated that yesterday morning it was noted that Mr. Jones required 50% Oxygen to maintain SaO2 of 92%. His lung sounds were decreased in the bases, his cough was weak and ineffective. He required much coaching to use his incentive spirometer, and was only able to generate inspiratory volumes of 400 ml. Mr. Jones was started on IPPB therapy for lung volume recruitment. 

Today Mr. Jones states his pain is greatly reduced. He is able to use his incentive spirometer, and generate inspiratory volumes of greater than 1500 ml. His SaO2 is 94% on room air. He is able to produce a strong cough on command, and his lung sounds are clear in all lung fields.  You need to report off to one of the other LPN’s on the floor prior to leaving for lunch. 

Situation: 
Background: 
Assessment: 
Recommendation:  






Scenario # 5 Concept: Mobility: Exemplar Trauma Related Disorder
Concept Intracranial Regulation/Sensation: Exemplar: Spinal Cord Injury

You are working at the clinics urgent care when Mr. D, a 55-year-old man, who was picking up a bag of cat litter after cleaning his litter box and developed back pain. He had immediate pain to the low back and within an hour pain was radiating down the posterior aspect of the left leg and to the foot. He came in for an evaluation 2 days ago and was unable to complete the full evaluation because of pain. He had no weakness on evaluation but his left ankle deep tendon reflex was slightly diminished. Both flexion and extension movements produced pain however flexion produced greater pain. 

He returns today with a 9/10 pain. He is a little distressed because last night he had an episode of bowel incontinence. He feels this happened because he has been “pushing so hard trying to urinate the last couple days, he just pushed too hard when he coughed.” He has no weakness today. He continues to report numbness to his inner legs bilaterally and groin area. His left leg pain continues down the posterior thigh and to the foot.  You go out to talk to the physician about seeing the patient ASAP.  The physician asks you to tell him about the patient. 

Situation: 
Background: 
Assessment: 
Recommendation:  



Scenario #6 Concept: Intracranial Regulation/Sensation
Exemplar: Alzheimer

Mr. TP is a 79 year old male with moderately severe Alzheimer’s dementia presently residing in a long-term care facility. You, as the LPN on duty, noted that he was less responsive than usual. Specifically, while he normally did not verbalize on a regular basis, he did sometimes utter one word answers, and he did communicate through the use of affirmative or negative nods of the head. At the time of presentation, the patient was minimally responsive. His blood pressure was 96/50 and his pulse rate was 112. His respiratory rate was 22 and his temperature was 100.5 degrees Fahrenheit. Initial physical examination showed an unresponsive white male in no obvious distress. Skin turgor was poor with obvious tenting. Cardiorespiratory and abdominal examinations were within normal limits. You report your findings to the RN on duty. 


Situation: 
Background: 
Assessment: 
Recommendation:  








Scenario #7 Concept: Digestion/Absorption
Exemplar: Liver Disease

Ms. Kim McIntyre, 79 years old in an assisted living center calls you the LPN and is complaining of extreme nausea.  She has just vomited twice prior to calling you. Vomit has bright red blood in it.  She complains of stomach pain, 8 on a 1 to 10 scale.  She is allergic to aspirin and sulfa drugs.  She has a history of liver disease.  Her vital signs are 120/80, pulse 60, respirations 20, and temperature 102.5 orally. 

Ms. McIntyres current medications include:  Ibuprophen 800 mg. TID, Synthroid 0.25 mg q day, and fish oil capsules TID.  You call the ambulance and need to report to the medics when they arrive. 

Situation:
Background: 
Assessment:
Recommendation: 





Scenario #8  Concept: Intracranial Regulation/Sensation
Exemplar: Alterations in hearing

Margaret Miles is a 88 year old patient in the nursing home and is complaining of severe ear pain in both ears.  She is extremely hard of hearing.  A week ago, she was placed on Erythromycin 500 mg. QID.  She has been taking Motrin for pain in the right ear.  She has a history of gout, and high blood pressure.  Vitals:  Blood pressure 110/64, pulse 65, respirations 16, Temp 100.2 orally. 
Ms. Miles is currently taking Tenormin 50 mg. QDay, Digoxin 0.125 mg. q day, Zyprexa 10 mg. Q Day and Zyloprin 600 mg. Q day.  You report to the RN the following: 

Situation:
Background: 
Assessment:
Recommendation: 




Scenario #9 Concept: Perfusion/Clotting
Exemplar: Angina/MI

Judy Riley  arrives at the UrgiCare and you are the LPN on duty.  Judy is a 60 year old patient, is complaining of severe chest pain for 3 hours.  Rates pain as 7 on a 1 to 10 scale.  She has a history of heart disease and stroke.  She is allergic to no medications.  She has been taking aspirin and vitamins for the past 2 months.  Vitals:  BP 180/88, Pulse 80, Respirations 20, Temperature 99.1 orally.  
Judy is also taking a multivitamin Q Day, Baby aspirin Q Day, Antivert 25 mg QID, Crestor 5 mg Q day, Vasotec 20 mg. BID, and Nitroglycerin SL prn.  
The physician is in with another patient.  You knock on the door to interrupt the physician and give him this report: 

Situation:
Background: 
Assessment:
Recommendation: 



Scenario #10 Concept: Mobility
Exemplar: Trauma Related Disorder

Kathy Fairling is a 25 year old patient complaining of a severe lower back pain (9/10), which is making it difficult to stay in bed.  She presents at the Urgi Care center you are working at. She has no pain medications ordered. She has a history of gall stones, and is 5 months pregnant with her 3rd baby.  Vital signs are BP 190/84, Pulse 98, Respirations 22, and Temperature 103.5 orally.  Kathy is taking prenatal vitamins 1 Q day, and Correctol 1 to 2 tabs prn.  You find the Nurse Practitioner and ask if she can squeeze Kathy in since she is having so much pain.  The Nurse Practitioner asks for a brief report? 

Situation:
Background: 
Assessment:
Recommendation: 
[bookmark: _Toc300219725]

Faculty Evaluation of SBAR Communication

Student name:  _________________________________________
	SBAR Communication Grading Rubric

	Level of Achievement  

	Criteria

	Satisfactory (__points each)

	Needs Improvement (__ points each)

	Unsatisfactory (__points each)


	Situation
	 Described situation clearly to health care provider (HCP)

	Described situation but missed up to 2 pieces of information that were important to share. 
	Missed more than 2 pieces of information in Situation. 

	Background
	Described background of the situation clearly to HCP

	Described background of situation but missed up to 2 pieces of information that were important to share. 
	Missed more than 2 pieces of information in background.  

	Assessment
	Described current assessment of situation clearly to HCP

	Described assessment but missed up to 2 pieces of information that were important to share. 
	Missed more than 2 pieces of information in assessment. . 

	Recommendation 
	Described recommendation or request clearly to HCP

	Requested recommendation but was not clear on request. 
	Did not request recommendation. 

	Points:
	
	
	

	Total Points:



[bookmark: _Toc300219726]Self-Assessment of I-SBAR-R Assignment
Student name:  _________________________________________
	Evaluation Question
	Satisfactory

	Needs Improvement
	Unsatisfactory 



	1. I described the situation clearly to health care provider (HCP)
	
	
	

	2. I described the background of the situation clearly to HCP
	
	
	

	3. I described the current assessment of situation clearly to HCP
	
	
	

	4. I described the recommendation or request clearly to HCP
	
	
	





Self-Reflection Questions:  5 points
Ethical Comportment
1. What were your primary concerns in this scenario?


1. Did you have sufficient knowledge/skills to manage this situation?


1. Which aspect of SBAR did you do well in this scenario?


1. If you could do something differently, what would that be?


1. How would your summarize this learning experience?


1.  Why will it be important in your career as a LPN to be able to use SBAR efficiently? 


Revised from QSEN.org website




















SBAR report to physician about a critical situation
	




S
	Situation
I am calling about <patient name and location>.
The patient's code status is <code status>
The problem I am calling about is	.
I am afraid the patient is going to arrest.
I have just assessed the patient personally: 	

Vital signs are: Blood pressure_/_, Pulse, Respiration__________   and temperature
I am concerned about the:
Blood pressure because it is   over 200 or   less than 100  or 30 mmHg below usual Pulse because it is   over 140 or   less than 50
Respiration because it is   less than 5 or   over 40. Temperature because it is   less than 96 or   over 104.

	






B
	Background
The patient's mental status is:
Alert and oriented to person place and time. Confused and   cooperative or   non-cooperative Agitated or combative
Lethargic but conversant and able to swallow
Stuporous and not talking clearly and possibly not able to swallow Comatose. Eyes closed. Not responding to stimulation.
The skin is:       Warm and dry Pale
Mottled Diaphoretic
Extremities are cold Extremities are warm
The patient   is not or   is on oxygen.
The patient has been on		(l/min) or (%) oxygen for	minutes (hours) The oximeter is reading	_%
The oximeter does not detect a good pulse and is giving erratic readings.

	A
	Assessment
This is what I think the problem is:   <say what you think is the problem>	 	
The problem seems to be  cardiac   infection   neurologic   respiratory I am not sure what the problem is but the patient is deteriorating.
The patient seems to be unstable and may get worse, we need to do something.

	



R
	Recommendation
I   suggest or   request that you  <say what you would like to see done>.
transfer the patient to critical care come to see the patient at this time.
Talk to the patient or family about code status.
Ask the on-call family practice resident to see the patient now. Ask for a consultant to see the patient now.
Are any tests needed:
Do you need any tests like   CXR,   ABG,   EKG,   CBC, or   BMP? Others?
If a change in treatment is ordered then ask:
How often do you want vital signs?
How long to you expect this problem will last?
If the patient does not get better when would you want us to call again?




This SBAR tool was developed by Kaiser Permanente.  Please feel free to use and reproduce these materials in the spirit of patient safety, and please retain this footer in the spirit of appropriate recognition.
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