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YOUR CLINICAL RECORD BOOK

Your Clinical Record Books have been designed to provide a record of your
clinical placement experience. This record will provide you with guidance for your
clinical development. ou are personally responsible for your Clinical Record
Book and you are required to follow the following instructions

e Show vyour clinical book to your Clinical Partner/Facilitator when you
commence your clinical placement to discuss your requirements for the
placements.

. Keep this Clinical Record Book with you at all times during your clinical
placements.

. Keep it clear from food and drinks.
. Do not use white out/ correction fluid or tape under ANY circumstances

. Whifst on Clinical placement if no one is available to complete your
clinical placement booklet, contact the Clinical Coordinator and they
will negotiate with the agency for a report to be completed and
forwarded to this university.

CHECK LIST

DO THIS NOW

O write your name, contact telephone number and student number on the front
cover of this book.

O Complete your goals for this placement in your Clinical Record Book

DO THIS EVERY DAY

L Complete your Daily Attendance Time Sheet and have your Clinical
Partner/Facilitator sign it.

DO THIS BEFORE YOU LEAVE THE PLACEMENT

O Make sure your Clinical Partner/Facilitator has signed your Procedures
Check List for procedures performed during this placement.

Q  Ensure your Clinical Partner/Facilitator has completed and signed your final
assessment (NCAS).

Q) Review your Personal Goals set for this placement: date those you have
achieved. Ask your Clinical Partner/Facilitator to help you identify goals for
your next placement (if applicable).

AT THE CONCLUSION OF THIS PLACEMENT

O Submit your completed clinical record book into the Moodle site.

U You MUST keep your original clinical record book as it may be called on
for auditing purposes.




Goal
What do | want to learn?

-

Rational
Why do | want to learn it?

Strategy
How am | going to learn it?

Evidence

How am | going to prove that |
have achieved my objective?
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CLINICAL PLACEMENT ATTENDANCE RECORD
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PROCEDURE ACHIEVEMENT SUMMARY

The following lists the skilis that the student nurse has received theoretical and/or practical education (i.e. their scope of practice)

A Registered Nurse is requested to sign and date the procedures in the appropriate column.

Students are expected to comply with local healthcare policy in the practice of any skill

The initial and ongoing nursing assessment of a client/patient
Assessing/recording/interpreting of continual cardiac monitoring

Responding to changes in a patient’s condition {recognition of the deteriorating patient)
Management of a Central Line (PICC, CVL)
Managing the care of a client/patient

Managing an appropriate patient load
Clinical handover
\GeneralAssessment
Collection of health history
Respiratory assessment
Cardiac assessment

s

Abdominal assessment

Musculoskeletal assessment - TSR c, :u
Neuroiogical assessment i TPStll \J.‘ b
Mental health assessment mW. TOSEN <) G
Assessing/recording/interpreting of BGL w  1iaEll «u..w A
Assessing/recording/interpreting of GCS A TOSEIL \wm@
Assessing/recording/interpreting of height, weight and waist circumference

Admission of the patient across the lifespan and provision of support q‘c«mmun\ < \ JA

Bladder scanning

Comprehensive pain assessment
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Falls risk assessment
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Pre/Post-operative assessment
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Standard/additional precautions (including PPE)

Hand hygiene

Disposal of sharps

Managing bload and body fluid spills

Aseptic Technique/invasivedevices . . = |
Aseptic Non Touch Technigue

e

Collection of a specimen (MSU, CSU, Faeces, wound swab)

Removal of an IVC

Removal of sutures/staples/clips

Wound care (including appropriate assessments)

e Dry Dressing

= Complex wounds {including irrigation, packing, etc)

Insertion/removal /maintenance of an iDC

Insertion/removal/management of a feeding tube (NGT/PEC}

Assisting patients with nutritional needs (excluding patients with swallowing difficulties}

Assisting with hygiene across the lifespan (mouth care, shaving, hair care and nail care, etc)

S
#w TUSELC

Assisting with personal hygiene across the lifespan {bed, bath or assisted shower)

Yr TUSEW

Assisting with general elimination needs (toileting, bed pans, urinals, commodes)

yr_ TUGEW

Assisting with elimination needs related 1o stoma care

Assisting with mobility and use of mobility aids

W TUSEL

Assisting with pressure area care

T’ TNOEU

Assisting with lifting and positioning of patients using safe manual handling technigues

- TOAE (L

Care of the immunocompromised person

1’4 -

Care of the person under palliative care

AN TOSELL

Basic life support

Care of body after death

Nasopharyngeal suctioning

Culturally competent/culturally safe care

¥ Tysew




Effective patient communication

Patient education

Document and interpret a basic care plan and integrated patient notes

Medication administration (adult

Initiation and ongoing management of oxygen therapy (Face mask/Nasal Prongs)

Initiation and ongeing management of intravenous fluids 7t jv®m‘ph % ‘ @
Initiation and ongoing management of Patient Controlied Analgesia (PCA) .Qﬁ\ A.Cmum(l ®r_ G
Calculate and administer doses of medications: . .

+ Oral # TOEE K 510
e Sublingual/buccal ﬁﬂ émm i\\ m:.u
+ Topical/transdermal a7 TV Klsi b
. PV/PR Y T _

»  Octic/Ocular

+ Intranasal D Y
¢ Intramuscular/subcutaneous e A Cm.q_rh & G
e Intravenous (bolus or infusion) s Tt (gl L




ADDITIONAL ACTIVITIES

Record details of any additional activities such as in services or learning opportunities.
Further pages can be copied/printed and added as required.
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- Student Name: | Milly  Shennan Student ID: | 90061672727
Course Name / Code: | H(NS272, Vear Level: | 2(d (eQy
Clinical Setting / Ward: | 7§ /L | Placement Dates: | 95 Mad - I9nhoe

Assessment type / date:
Code: 1 = Expected behaviours and practices not performed
2 = Expected behaviours and practices performed below the acceptable/satisfactory standard
3 = Expected behaviours and practices performed at a satisfactory/pass standard
4 = Expected behaviours and practices performed at a proficient standard
5 = Expected behaviours and practices performed at an excellent standard
N/A = not assessed
**Note; arating 1 &/or 2 indicates that the STANDARD has NOT been achieved

Assessment |tem I Circle one number
JiThinks criticallyandanalyses nursing practice’’: SR B
o Complies’and practices. accordmg to relevant legislation and Iocal pohcv S :
.'Uses an ethrcal framework to' gwde decmon making and practlce 13'_? 5 _: S

‘Commiinicates effectivelyto malntam personal and profess:onal boundanes BRt e
“Colla borates withthe health care team’and others to'share knowiedge that promotes person

DISCUSSED: (YES /) NO ADDITIONAL PAPERWORK:  YES @
paTe: £ S.6. 2020

NAME: Cl\ewn& Jee

SIGNATURE:




ANSAT ~ Australian Nursing Standards Assessment Tool

»
Hoating buedsaly
angrwrest Tol

SUMIY[AIIVE \SSESSOR FEEDBACK
1. What has the student done weli throughout this placement?

2. What strategies can the student use to advance their learning in future placements?

3. Any further comments?

SUPERVISOR COMMENTS:

Signature: Date:
STUDENT COMMENTS:

Signature: Date:

Scoring rules:
« Circle N/A{not assessed) ONLY if the student has not had an ¢pportunity to demonstrate the behaviour
s [f an item is not assessed it is not scored and the total ANSAT score is adjusted for the missed item
e Circle ONLY ONE number for each item
* |f a score falls between numbers on the scale the higher number will be used to calculate a total
» Evaluate the student’s performance against the MINIMUM practice level expected for their level of education




. Student Name: M\\\\] Shennad Student ID: | 220\67122 7
Course Name / Code: | ASNS 212 Year level: | 2rd \(eQc
Clinical Setting / Ward: | 7 L. —C\wadveny Surdical | Placement Dates: (25 /S ) (4/6

Assessment type / date:
Code: 1 =Expected behaviours and practices not performed

2 = Expected behaviours and practices performed below the acceptable/satisfactory standard

3 = Expected behaviours and practices performed at a satisfactory/pass standard

4 = Expected behaviours and practices performed at a proficient standard

5 = Expected behaviours and practices performed at an excellent standard

N/A = not assessed

**Note: a rating 1 &/or 2 indicates that the STANDARD has NOT been achieved
Assessment :tem I Circle one number

--1 Thinks critically and andlyses nursing practice . A B B DI R SR
“Complies and practices according to relévant. legmlatnon and local pohcy
o' Uses’an ethical framework to guide demsmn making and practice : : :
Demonstrates. respect forind nwdua f ultura| { mc]udmg Aborlgmal and Torres Stralt Islander) S5 )
preference and dufferences s : = BT

‘Maintains'the use of clear and accurate documantation’:
ngages JIn:therapeutic and professional relationships ¢
i ommunlcates effectwely to: mamtam personal and professnonal boundarles

DISCUSSED: NO ADDITIONAL PAPERWORK: YES 60

paTE: (@ O
NAME: Cj\&'?f\“\ Jee

SIGNATURE: /,,% '




ANS,%} ANSAT — Australian Nursing Standards Assessment Tool

A
texrlng brmdanhs
Rt eTens Tl

1. What has the student done well throughout this placement?

2. What strategies can the student use to advance their learning in future placements?

3. Any further comments?

SUPERVISOR COMMENTS:

Signature: Date:
STUDENT COMMENTS:
Signature: Date:

Scoring rules:
» Circle N/A {not assessed) ONLY if the student has not had an opportunity to demonstrate the behaviour
» |f anitemis not assessed it is not scored and the total ANSAT score is adjusted for the missed item
» Circle ONLY ONE number for each item .
¢ |f a score falls between numbers on the scale the higher number will be used to calculate a total
* Evaluate the student’s performance against the MINIMUM practice level expected for their level of education




ANSAT — Australian Nursing Standards Assessment Tool

SUMMATIVE ASSESSOR FEEDBACK:

1. What has the student done well throughout this placement?

Milly is eager to learn and build on her knowledge base. She works very well with nursing staff and
demonstrates excellent interpersonal skills. She is proactive student and good at making nursing care
plan.

2. What strategies can the student use to advance their learning in future placements?

* Reflecting on her performance
* Close ohservation of other staff practice.
* Review of each days learning.

3. Any further comments?

No.

SUPERVISOR COMMENTS:

Milly is putting her theory into practice and is asking questions when needed.
She is most agreeable and a willing worker. She has received excellent feedback from ward staff.

Signature: / Cherina Jee Date: __ 05/06/2020

STUDENT COMMENTS: _

| am really eniging My Cument placement. | have gdined an
pronawe omownk of wnowledGe and am Rajpdng Prachong a
fange OF Clhavcar S, commumcanod S + provding Safe and

aQEroPNa tuging  Prachce.
Signature: ML\O,WV\/ Date: \%6‘20

Scoring rules:

= Circle N/A {not assessed) ONLY if the student has not had an opportunity to demanstrate the behaviour
« if an item is not assessed it is not scored and the total ANSAT score is adjusted for the missed item

+ Circle ONLY ONE number for each item

if a score falls between numbers on the scale the higher number will be used to calculate a total
Evaluate the student’s performance against the MINIMUM practice level expected for their level of education




ANSAT - Australian Nursing Standards Assessment Tool

SUMMATIVE ASSESSOR FEEDBACK:

1. What has the student done well throughout this placement?

Milly is putting her theory into practice and is asking questions when needed.
She works very well with nursing staff and they have praised her attitudes and caring nature.
Ward staff praised her for excellent time management.

2. What strategies can the student use to advance their learning in future placements?

* Reflecting on her performance
* Close observation of other staff practice.
* Review of each days learning.

3. Any further comments?

No.

SUPERVISOR COMMENTS:

Milly is very keen to learn and is making steady progress with her skills.
She has a pleasant personality and has been most cooperative.

Signature: / ;_Cherina lee Date: 18/06/2020

STUDENT COMMERNTS:

L houe ‘W\omuqmg COMRA WY QAAeMent w O PAeIGnC ard.
nen  (RHechng ot My Roraing F SGIL L G provd of The way\
howe been Ooie o PUT MY TAROM WYo prachce ana redly
confondae ™My S,

Signature: ﬂgﬁwww Date: |} - (f) < lo

Scoring rules:
» Circle N/A {not assessed) ONLY if the student has not had an opportunity to demonstrate the behaviour
» if an item is not assessed it is not scored and the total ANSAT score is adjusted for the missed item
* Circle ONLY ONE number for each item
* If a score falls between numbers on the scale the higher number will be used to calculate a total
« Evaluate the student’s performance against the MINIMUM practice level expected for their level of education



Search and Find

Students PLEASE locate the following equipment and supplies in the ward you have been placed in

and write where they are found in the column provided.

EQUIPMENT LOCATION
1. Fire Exits end OF ha“\NCl\J WANS
Fire Extinguishers and what fires they .
are used for? QQCW (\U‘(SES &\ﬂh(}ﬂ
Fire Blanket O\Gﬂq Wward  NaWGY
Fire Hose ang Word  nalwad
2. Emergency Arrest Buzzer N ! 0 danenT de
Emergency Trolley - Adult -
Emergency Trolley - Paediatric w\acen\— 10 NVERY S’Tah(}ﬂ
3. Defibrillator ﬁ@éﬁ‘ﬁem' oorn
4. ECG Machine S10ge Yoo
5.  Procedure & Policy Manual NuvieS Sahdn
6. Infection Control Manual NU(S@S $id h()\’]
Drug Cupboards i
D.Ds
Antibiotics
Trolley Dﬂfq (0om
Creams, lotions
Ventolin etc.
Water for irrigation
Oral medications -
7.  Syringes/needles etc. S‘l’OI’Q({Q room
8.  Patient charts X-Rays aN C(j[Y}BU Qr
Old notes 0” CON}DW’QV
Notes for filing Nwy{es @Tﬂﬁdﬂ
Stationery NS QTC{HOO
9.  Sterile supplies S’-]OTC{(}Q rfo0m
10. Infusion devices TYQC{HY)@N“ rdom
11. Computer - for patient data ij@f &f@hﬂq
12, Scrub sinks & gloves Qng e Ward
13. E:g?umt - how do you elevate/work the \Nim bed COD JWO\




;.

s as appropriate)




14. ?3\.:::@%3.0'(33 patient call system and bU'),ZQr s ‘ch,ie QODNO\
Guedels airway Qme(aeﬂCu 1‘(0])@\!
Resuscitation masks Qm PVaeﬂCU '}rOi]eu
Thermormeters pnealnryfroley [ gng maCmne
Suction equipment - How does it work? chragﬂ(u hrd”@u r \/)thﬂd lj)@d
Oxygen masks & tubing en@ygenm honeu F e ﬂd bed
15. Locate patients/staff toilets on hrgn(é D Ward
16. Linen Trolley C“(jﬂq ™e ha”V\}au_f 610 Ward
17. Pan/Utility Room 0N Nnard 08X 1o Witthen room
18. Sphygmomanometer/Glucometers wodhm Qﬂ-} Yoow)
19. Stethoscopes 00 oh§ maﬂhmf) / Jforage riom
20. Visitors Lounge NOOy  DeS  Stahon
Questions to ask your Preceptor/Facilitator
21 Where does staff have handover? '
bedlside / nuwes §iapon
22. \gl;asticiighe ward’s phone number if you \ %% \ \
P Caafbeongings In - reaw 1o0m
Where can you obtain meals? Drﬁali /1‘60 room
am shift
0700 - 1S30
pm shift
e omshite, andmahesnite o | 1330 - 1200
night shift
/
aF NwseS Sranon t ar Bf
25. How do the phones work?

bedSide . CCH\J can \oeh Wag)sfem_




